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Sawyer,  Carl  W.  (Marion) 421 

Selkirk,  T.  K.  (Cincinnati) 959 

Schiff,  Leon  (Cincinnati)  401 

Sharkey,  T.  P.  (Dayton) 123 

Siddall,  A.  C.  (Oberlin) 836 

Silverstine,  Charles  T.  (Cincinnati) 1233 

Skeel,  A.  J.  (Cleveland) _ 350 

Smith,  Parke  G.  (Cincinnati) 223 

Sims,  George  P.  (Columbus) 406 

Sterling,  Robert  (Barranea-Bermeja,  Colombia,  So.  Am.)  970 

Stevenson,  Jean  (Cincinnati) 844 

Stix,  Walter  (Cincinnati) 829 

Stone,  Charles  W.  (Cleveland) . 209 

Swett,  Chester  P.  (Sugar  Grove) 338 

Taggart,  W.  B.  (Dayton) 218 

Tank,  Reynold  A.  (Toledo) 637 

Taylor,  Wm.  N.  (Columbus) . 542 

Temple,  H.  C.  (Alliance) . 429 

Tucker,  Robert  B.  (Toledo) 1198 

Turner,  O.  A.  (Cleveland) . 1219 

Valker,  Louis  E.  (Cincinnati) 137 

Van  Horn,  A.  L.  (Washington,  D.  C.) 1207 

Van  Orsdall,  Finley  (Columbus) 139 

Vonderahe,  A.  R.  (Cincinnati) 315 

Wagner,  E.  A.  (Cincinnati)— 826 

Wenger,  George  N.  (Massillon) 747 

Wiseley,  Frank  M.  (Findlay) 534 

Workman,  W.  G.  (Washington,  D.  C.) . 335 

Young,  Charles  J.  (Cincinnati) . 24 


GENERAL 


Accidents — 

Industrial  Accidents  in  1935  Aanalyzed  as  to  Char- 
acter of  Injury,  1140  ; Accidents  Take  Heavy  Toll — 1148 

Advertising — 

Advertising  and  Publicity  Questions  Considered  by 
Council,  662  ; Why  The  Journal  Does  Not  Carry  Col- 
lection Agency  Advertising — 1247 

Classified  Advertisements,  86;  184;  270;  382;  486; 

586  ; 696;  912;  1036  ; 1152 1272 

Index  to  Advertisers,  96 ; 192  ; 288  ; 384  ; 492  ; 600  ; 

700;  796  ; 924;  1048;  1168 1272 

American  Medical  Association — 

Dr.  Cramp,  the  Bureau  of  Investigation,  the  Public 
and  the  Physician,  148  ; A.  M.  A.  Scientific  Exhibit 
Material  Available  to  County  Societies,  169 ; Whys 
and  Wherefores  of  Fellowship  in  A.M.A.,  353  ; Best 
Auto  Routes  and  Mileage  to  A.M.A.  Meeting  in  Kan- 
sas City,  356  ; A.M.A.  Golf  Tournament  To  Be  Held 
at  Kansas  City,  May  11,  462  ; Imposing  Program  Will 
be  Presented  at  A.M.A.  Session  at  Kansas  City,  469  ; 

Dr.  Upham  Accorded  Highest  Honor  in  American 
Medicine ; Named  President  of  A.M.A.  at  Kansas 
City  Meeting,  576 ; Power  to  Initiate  Disciplinary 
Action  Given  A.M.A.  Council,  668  ; Ohio  Physicians 
Elected  Section  Officers  at  A.M.A.  Meeting,  683 ; Dr. 
Mason,  A.M.A.  President,  Dies,  796  ; Only  Approved 
Products  Should  Be  Recommended  by  Doctor  to  Pa- 
tients, 897  ; New  Series  of  Dramatized  Medical  Health 
Programs  Broadcast  by  A.M.A.,  1103 ; Research 

Grants  Available — 1237 

Annual  Meeting — 

Time  of  1936  Annual  Meeting  Set,  51 ; Committee 
on  Arrangements  Report  to  Council  at  February 
Meeting,  242  ; Application  for  Space  in  the  Scientific 
Exhibit,  256  ; Program  and  Local  Arrangements 
Committees  Report  to  Council,  446 ; Cleveland 
Academy  Committees  at  Work  on  Arrangements  for 
Annual  Meeting,  468 ; List  of  Cleveland  Hotels  for 
Those  Planning  to  Attend  90th  Annual  Meeting,  554  ; 
Report  on  Plans  to  Council  June  14,  660  ; Distin- 
guished Out-of-State  Guest  Speakers,  759  ; Hotel  Res- 
ervations for  Cleveland  Meeting  Should  Be  Made 
Immediately,  761 ; Program  for  Annual  Meeting, 

861 ; Sixteenth  Annual  Tournament  of  State  Medical 
Golfers,  891 ; Scientific  Exhibit  at  Cleveland  Meeting 
Will  Be  Biggest  and  Best,  897  ; High  Spots  of  An- 
nual Meeting,  991 ; Facts  and  Forecasts  About  Meet- 
ing, 993  ; Annual  Reports,  994 ; 1937  Annual  Meet- 
ing, Dayton,  to  be  Week  of  April  25,  1105  ; Cleve- 
land Annual  Meeting  Established  Record  Attendance, 

1125  ; Ohio  State  Medical  Golf  Championship  Won  by 
Dr.  Wm,  A.  Welsh,  1130 ; Reflections  about  the  Recent 
90th  Annual  Meeting  in  Cleveland 1136 

Annual  Address  of  the  President,  R.  R.  Hendershott 1101 

Associations— (Meeting  Dates) 

American  College  of  Surgeons  Meeting,  Louisville, 
Kentucky,  March  19-21,  262 ; Sixth  International  Con- 
gress on  Physical  Medicine,  London,  May  12-16,  265  ; 
Indiana  Post-Graduate  Assembly,  349  ; American  As- 
sociation on  Mental  Deficiency,  350 ; Ohio  Academy 
of  Science,  362  ; Northern  Tri-State  Meeting,  457 ; 
Annual  Meeting  of  Ohio  Public  Health  Association, 

581 ; 1132  ; New  American  Board  of  Internal  Medi- 
cine Elects  Officers,  860  ; Inter-State  Post-Graduate 
Assembly  899 

Attorney  General  Opinions — (See  Court  Decisions),  362  ; 

474;  598;  918 1142 

Auditing  and  Appropriations — 

Budget  for  1936  Approved  by  Council,  51 ; Annual 
Report . 1014 

Birth  Control  Council  Formed 1140 

Blindness,  Society  for  Prevention  of . 1244 

Bookshelf,  The  Medical — 

Books  By,  For,  and  About  Doctors,  Nurses  and  Medi- 
cine, 163 _265 

Books  Received  and  Reviewed,  57 ; 359 ; 579 ; 680  ; 

775;  1027;  1141 1255 

Budget — • 

Annual  Budget  for  1936  Approved  by  Council 53 

Child  Health — (See  Public  Health) 

Cleveland  Medical  Library  Association  (C.  L.  Cummer, 

M.D.)  892 ; New  Library  Gifts 1103 

Christmas  Seal  Campaign 1252 


Clinics— 

Little  or  No  Lack  of  Adequate  Medical  Care  Result- 
ing From  Closing  of  Clinics,  Dayton  Committee 
Finds,  583 ; Cincinnati  Plan  of  Sending  Clinic  Pa- 
tients to  Private  Physicians  Before  Admission 
Proves  Successful 859 

Clinical  Medicine — Case  Record  Presenting  Problems  in. 
Carcinoma  of  the  Rectum  (Reinhart  & Dodd),  41; 
Hemorrhagic  Pancreatitis  (Reinhart  & Nelson),  142; 
Subphrenic  Abscess  (Reinhart  & Curtis),  237  ; Sub- 
acute Bacterial  Endocarditis  (Reinhart  & Hatfield), 

345 ; Trichinosis  (Reinhart  & Fried) , 441  Iliac  An- 
eurism (Reinhart,  Pavey  & Taylor),  542;  Aneurism 
of  the  Aorta  (Reinhart  & Nelson),  655  ; Osteomye- 
litis of  the  Femur  (Reinhart  & Dodd),  751;  Per- 
forated Duodenal  Ulcer  (Reinhart  & Hatfield),  853  ; 
Brain  Tumor  (Reinhart  & LeFever),  985;  Wilms’ 
Tumor  (Reinhart  & Brown),  1096;  Empyema  of  Gall 
Bladder  (With  Stone)  (Reinhart  & Kneis) 1234 

Collections — 

Tony,  the  Philosopher,  Gives  “Doc”  a Bit  of  Timely 
Advice,  49  ; Collection  Agencies  with  Contracts  Simi- 
lar to  One  Shown  Should  be  Shunned,  259  ; Monthly 
Statements,  Properly  Itemized,  Will  Pay  Dividends, 

1138 ; Why  The  Journal  Does  Not  Carry  Collection 
Agency  Advertising  . 1247 

Colleges,  Medical — 

Medical  College  Rulings,  60  ; Medical  College  Ruling 
Modified,  169  ; University  of  Cincinnati  Chair  in  Ob- 
stetrics Honors  Late  Dr.  Porter,  190  ; Series  of  Lec- 
tures on  Medical  History,  Ethics,  259 ; Instruc- 
tion for  Students  Often  Adaptable  for  Post-Gradu- 
ate Courses,  553 ; Cincinnati  Alumni  Hold  Reunion, 

794  ; Graduate  Medical  Program  at  Ohio  State  Uni- 
versity, 990  ; 1135  ; Post-Graduate  Day  at  University 
of  Toledo,  1135  ; Benefits  of  Crile  Research  Fellowship 
Fund  Will  be  Extended,  1146 ; Additions  Made  to 
Medical  Faculty  at  Ohio  State  University 1258 

Committees,  Annual  Reports — 

Committee  Appointments  Approved  by  Council,  51 ; 
Committee  on  Public  Policy,  995 ; Committee  on  Medi- 
cal Economics,  998  ; Committee  on  Medical  Defense, 

1003  ; Committee  on  Medical  Education,  1004 ; Com- 
mittee on  Preventive  Medicine  and  Periodic  Health 
Examinations,  1007  ; Committee  on  Military  and  Vet- 
erans’ Affairs,  1011 ; Committee  on  Auditing  and  Ap- 
propriations, 1014  ; Annual  Report  of  the  Council 1016 

Constitution  and  By-Laws — 

Report  of  Judicial  Committee  on  County  Society 
Amendments,  448 ; Carroll  County  Constitution  and 
By-Laws  Approved  by  Council,  661 ; Report  of  Com- 
mittee on  Constitutional  Revision  Merits  Careful 
Study  — . 769 

Contract  Practice — (See  Group  Medicine) 

Council — 

Cooperation  Between  County  Societies  and  Councilors 
Essential,  48  ; Proceedings  of  the  Council — Time  of 
1936  Annual  Meeting  Set,  Committee  Appointments 
Approved  ; Budget  for  Ensuing  Year  Adopted ; New 
Publication  Plan  Established ; Study  of  Speakers’ 
Bureau  Idea  Authorized  at  December  1935  Meeting, 

51 ; Minutes  of  February  Meeting,  242 ; Annual 
Meeting  Program ; Political  and  Legislative  Problems 
Discussed  at  April  5 Meeting,  446  ; Important  Mat- 
ters Acted  Upon  at  June  14  Meeting,  659  ; Annual 
Report  of  Councilors,  1016 ; Proceedings  of  Council 


on  Eve  of  Annual  Meeting . 1122 

Council  on  Pharmacy  and  Chemistry,  A.M.A.— 

Only  Approved  Products  Should  Be  Recommended  by 
Doctor  to  Patients 897 

County  Societies  and  Academies  of  Medicine — 


County  Society  Enterprise  and  the  Relief  Problem, 
48 ; How  a Medical  Society  Can  be  Leader  in  Public 
Health  Work,  94 ; Cleveland  Academy  Stages  New 
Series  of  Health  Lectures,  188 ; Conference  of 
County  Society  Officers  Planned,  243  ; Post  Graduate 
Lectures  by  Toledo  Academy  of  Medicine,  261 ; Mid- 
Year  Conference  of  County  Society  Officers,  351 ; 
Youngstown  Post-Graduate  Meeting,  359  ; 450  ; Stark 
County  Society  Issues  Bulletin,  462 ; Fourth  Post- 
Graduate  Day  of  Summit  County  Society,  470 ; Co- 
lumbus Academy  Honors  Dr.  Upham,  President- 
Elect,  A.M.A.  at  Banquet,  669  ; Lima  Lectures  to  be 
September  21-25,  860  ; Fall  Meeting  of  Eighth  Dis- 
trict, 895 ; Akron  Post-Graduate  Day,  1018 ; 1134 ; 
Post-Graduate  Course  of  Cleveland  Academy,  1036  ; 
1134 ; Mahoning  County  Society  Post-Graduate 


Course,  1135 ; Discrimination  Necessary  in  Election 
of  County  Society  Officers,  1246 ; Activities  of  County 
Societies,  77  ; 173  ; 267  ; 366  ; 476  ; 585  ; 686  ; 778  ; 

914  ; 1038  ; 1150 1262 

Court  Decisions — (See  also  Attorney  General  Opinions) 

X-Ray  Negative  is  Property  of  Physician,  Michigan 
Court  Holds,  50  ; Attorney  Fee  Charged  Workmen’s 
Compensation  Clients  Outlawed,  172  ; Physician  Wins 
Phone  Verdict,  172  ; Corporate  Practice  of  Medicine 
Outlawed  by  Illinois  Supreme  Court,  598 ; Corpora- 
tion Cannot  Practice  Optometry  in  Ohio,  675  ; Appeal 
of  Ohio  Silicosis  Victim  Is  Denied  by  U.  S.  Supreme 


Court  1272 

Cults — 

Of  Course  the  Cults  Like  the  Separate  Board  System  . 1249 

Deaths  in  Ohio— 72  ; 166  ; 265  ; 363  ; 472  ; 584  ; 682  ; 773  ; 

910;  1032  ; 1144 1260 

Another  Hero  of  Yellow  Fever  Conquest  Dies 361 

Diabetes  Campaign  Launched  in  City  of  Cincinnati 683 

Diphtheria — 

Average  Annual  Death  Rate,  1925  to  1934,  in  Ohio 
City  and  County  Health  Districts 672 

Dispensaries — (See  Hospitals)  _ 

District  Societies — (See  County  Societies) 


Splendid  Program  Presented  at  Sixth  District  Meet- 
ing, 74 ; Second  Councilor  District  Meeting,  355 ; 
Annual  Meeting  Northwestern  Ohio  Society,  359 ; 

450  ; Well-Attended  Sixth  District  Meeting  in 
Wooster,  380 ; Largely-Attended  Second  Councilor 
District  Meeting  at  Springeld,  470  ; Large  Attendance 
Anticipated  at  Northwestern  Meeting  June  2,  555 ; 
Splendid  First  District  Meeting  is  Held  at  Wilming- 
ton May  5,  555 ; Northwestern  Ohio  Meeting  At- 
tended by  125  ; Fine  Program  Presented,  681 ; Sixth 
District  Meeting  is  Held  at  Ashland,  681 ; Excellent 
Program  Presented  at  Summer  Session  of  Eighth 
District,  776  ; Annual  Meeting  of  Seventh  District  at 
Cadiz  is  Well  Attended,  776;  Excellent  Program 
Being  Planned  for  Eighth  District  Meeting  at 
Athens,  1018 ; 1134 ; Ninth  District  Meeting  Gal- 
lipolis  1134 

Do  You  Know?  44;  144;  241;  357  ; 463  ; 555;  673  ; 

768  ; 896  ; 1020  ; 1124 1250 

Economics — 

Economic  Aspects  of  Medical  Practice  Can  Be  Over- 
Emphasized,  354  ; Citations  Listed  on  Economic  As- 
pects of  Medical  Practice,  458  ; Medical  Service  Plans 
in  Northwest  Proving  to  Be  Poor  Examples,  551 ; 
Annual  Report  of  Committee  on  Medical  Economics  . 998 

Editorials — 

Cooperation  Between  County  Societies  and  Council- 
ors Essential,  48  ; Another  Example  of  How  Medical 
Societies  Can  Guide  Opinion,  48 ; County  Society 
Enterprise  and  the  Relief  Problem,  48 ; Tony,  the 
Philosopher,  Gives  “Doc”  a Bit  of  Timely  Advice, 

49 ; High  School  Debaters  Need  Help  of  Medical 
Profession,  49  ; Physicians,  Not  Others,  Should  Sup- 
ply Data  on  Medical  Problems 50 

Public  Initiative  vs.  Private  Initiative  and  Medical- 
Health  Services,  147 ; One  Survey  Which  Seems  to 
Be  Based  on  Sound  Motives  and  Procedure,  148 ; 

Dr.  Cramp,  the  Bureau  of  Investigation,  the  Public 
and  the  Physician,  148 ; Membership  in  Medical 
Organization  Pays  the  Biggest  Dividends,  149 ; 
Cleveland  Academy  Adopts  Clause  on  Fee-splitting, 

150 ; Preventive  Medicine  Must  Be  Provided  by 
Family  Physician,  151 ; Health  Insurance  a Dear 
Issue?  Hardly.  Judge  for  Yourself,  151;  Labor 
Leader  Raises  Point  Which  Medical  Profession  Can’t 

Ignore  152 

Why  Not  Drop  a Line  or  Two  to  the  Annual  Meet- 
ting  Program  Committee  ?,  250  ; A Problem  in  Public 
Relations  that  Medical  Organization  Must  Solve, 

250 ; Affirmative  Debaters  on  State  Medicine  Find 
the  Going  Tough,  251  ; “Government  Cannot  Shape 
the  Destiny  of  the  Human  Race”,  251 ; Miscellaneous 
“Isms”  Receive  Blessing  of  Pastors’  Convention, 

252  ; Interesting  Data  Secured  in  California  Survey 
on  Health  Insurance,  253  ; Division  of  Insurance 
Issues  Warning  on  Gyp  Companies,  254 ; “Duck 
Hunting”  or  “The  Parable  of  the  Forgetful  Physi- 
cian”, 255  ; School  Health  Examination  Issues  Aired 
in  Report,  254  ; Ross-Loos  Case  Example  of  Bad 

Procedure  in  Disciplinary  Action 255 

Pertinent  Facts  Regarding  Journal  Contributors, 

352  ; Local  Activity  in  Social  Security  Program  Es- 
sential, 352  ; There’re  Plenty  of  Bouquets  Left ; 
Who’s  Next?,  352  ; Whys  and  Wherefores  of  Fel- 
lowship in  A.M.A.,  353  ; Public  Relations  Work  Not 
a One-Man  Job,  353  ; Who  Knows  Where  the  Light- 
ning Will  Strike?,  353  ; Simple  Arithmetic  and 
Propaganda  on  State  Medicine,  354  ; Economic  As- 
pects of  Medical  Practice  Can  Be  Over-Emphasized, 

354 ; Important  “Don’ts”  Recommended  for  All  Phy- 


Information  an  Economic  Aspects  of  Medical  Prac- 
tice— Citations  Listed,  458 ; Honest  Physicians  Need 
Not  Fear  Proposed  Insurance  Fraud  Probe,  469 ; 

One  Way  the  $200  Per  Month  Townsend  Dole  Will 
Be  Squandered,  459  ; Questionable  Conduct  of  Some 
Optometrists  Can’t  Be  Ignored,  460 ; Admirable 
Example  Set  by  Bar  Association  in  Ethical  Pro- 
cedure, 460  ; Careful  Check-Up  on  Local  W.  P.  A. 
Health  Projects  Advised,  461 ; Medical  Neophytes 
and  Membership  in  Organized  Medicine,  461  ; Co- 
operation with  Nurse  on  Financial  Details  Should 

Be  Practiced 462 

Medical  Profession  Wants  Definitions,  Interpreta- 
tions and  Observations  on  End-Results  Before  It 
Accepts  Untried  Plans  and  Theories,  650  ; Services 
of  Headquarters  Office  Can  Be  Improved  if  Members 
Will  Help,  551 ; Medical  Service  Plans  in  Northwest 
Proving  to  Be  Poor  Examples,  551 ; Suggestions  on 
How  Profession  Can  Strengthen  Its  Status,  552  ; 
Instruction  for  Students  Often  Adaptable  for  Post- 

Graduate  Courses 653 

Three  Problems  in  Connection  with  Group  Hospi- 
talization Which  Should  Receive  Careful  Study, 

664  ; Careless  Examinations  of  School  Bus  Drivers 
Dangerous,  666 ; Social  Security  Act  Creates  Crisis 
in  Public  Health  Work,  666 ; Filene  Project  Has 
Added  Momentum  to  Consumers’  Co-op  Plans,  667 ; 
Every  Member  Should  Remember  that  He  Was  Once 
a Neophyte,  667 ; Power  to  Initiate  Disciplinary 
Action  Given  A.M.A.  Council,  668  ; Medical  Organi- 
zation Offers  to  Cooperate  in  Insurance  Probe 668 

The  Venereal  Disease  Problem  and  the  Private 
Physician,  769  ; Report  of  Committee  on  Constitu- 
tional Revision  Merits  Careful  Study,  769 ; Check-up 
on  Relationship  Between  Health  Officials  and  Medi- 
cal Societies,  769;  Tax  Problems  Should  Receive 
Serious  Study  of  Individual  Physicians,  770;  It’s 
Time  to  Call  a Halt  on  Workmen’s  Compensation 
Investigations,  770 ; Death  of  Amended  Food  and 
Drugs  Bill  a Blessing,  771 ; Character  and  Scope  of 
Occupational  Disease  Program  Summarized,  771 ; Un- 
ethical and  Unfair  Practices  by  a Few  Damaging 

to  All -772 

Scientific  Exhibit  at  Cleveland  Meeting  Will  Be 
Biggest  and  Best,  897 ; Only  Approved  Products 
Should  Be  Recommended  by  Doctor  to  Patients, 

897  ; Saga  of  “Dr.  Brooks”  or  How  Medical  Fakers 
Should  Be  Handled,  898 ; Important  Clause  Sug- 
gested for  Office  Lease 899 

Assistance  Given  to  High  School  Debaters  Was  Time 
and  Effort  Well  Spent,  1021 ; Medical  Societies  Must 
Help  Students  Comprehend  Problems  of  Active  Prac- 
tice, 1022  ; A Few  Sidelights  on  the  Rorty  Attack 
on  Organized  Medicine,  1023  ; Reactions  to  Article 
on  Ethics  Show  Attitude  of  Most  Physicians,  1023  ; 
California  Does  an  About-Face  Regarding  Health 

Insurance  - • 1024 

Reflections  About  the  Recent  90th  Annual  Meeting 
in  Cleveland,  1136 ; Labor  Groups  Fear  Compulsory 
Sickness  Insurance,  Spokesman  Says,  1137 ; How 
One  Medical  Society  Muffed  a Golden  Opportunity, 

1137 ; Monthly  Statements,  Properly  Itemized,  Will 
Pay  Dividends,  1138  ; Eye  Examinations  in  Schools 
Should  Be  Made  by  Physicians,  1138  ; Two  Addresses 
Which  Point  the  Way  for  Constructive-  Action,  1139  ; 

Medical  Education  and  General  Cultural  Courses 1139 

Every  Member  Must  Help  During  Coming  Legisla- 
tive Battle,  1246  ; Discrimination  Necessary  in  Elec- 
tion of  County  Society  Officers,  1246  ; How  to  Ap- 
proach the  Public  to  Offset  Health  Insurance  Propa- 
ganda, 1247 ; Why  the  Journal  Does  Not  Carry 
Collection  Agency  Advertising,  1247  ; Teamwork  in 
Public  Health  Work  Stressed  at  State  Conference, 

1248  ; A $15.00  Medical  Directory  Scheme  of  Ques- 
tionable Value,  1248 ; Warning  Relative  to  False 
Promises  of  Some  Insurance  Men,  1249  ; Of  Course 
the  Cults  Like  the  Separate  Board  System 1249 

Ethics — 

Constitution  and  Ethical  Questions  re  Shanley  Let- 
ters Considered  by  Council,  245 ; Ross-Loos  Case 
Example  of  Bad  Procedure  in  Disciplinary  Action, 

255  ; Admirable  Example  Set  by  Bar  Association  in 
Ethical  Procedure,  460  ; Group  Medical  Service  Plan 
Held  Unethical  by  Cincinnati  Academy,  488  ; Applied 
Medical  Ethics,  767 ; Unethical  and  Unfair  Prac- 
tices by  a Few  Damaging  to  All,  772 ; Reactions 
to  Article  on  Ethics  Show  Attitude  of  Most  Physi- 
cians   1023 

Federal  Housing  Administration — 

Physicians  Eligible  for  F.  H.  A.  Loans  to  Buy  Office 
Equipment,  157  ; Ohio  Physicians  Are  Invited  to  In- 
spect Cleveland  Slum  Clearance  Projects 889 

Federal  Legislation — (See  Laws  and  Legislation) 

Fee-Splitting — 

Cleveland  Academy  Adopts  Clause  on  Fee-Splitting  150 

Government — (See  Legislation;  Poor  Relief) 

One  Survey  Which  Seems  to  Be  Based  on  Sound 


Motives  and  Procedure,  148 ; “Government  Cannot 
Shape  the  Destiny  of  the  Human  Race” 261 

Group  Medicine — 

Plan  Held  Unethical  by  Cincinnati  Academy  of  Medi- 
cine, 488 ; Medical  Service  Plans  in  Northwest  Prov- 
ing to  Be  Poor  Examples,  651 ; Corporate  Practice 
of  Medicine  Outlawed  by  Illinois  Supreme  Court, 

698 ; Filene  Project  Has  Added  Momentum  to  Con- 
sumers’ Co-op  Plans 667 

Health  Commissioners — 

Progress  in  Public  Health  Administration  Reviewed 
at  1935  Commissioners’  Conference  in  Columbus,  61 ; 
Central  Ohio  Health  Officers  Meet,  757 ; Splendid 
Program  Presented  at  Annual  Conference  of  Ohio 
Health  Commissioners  with  State  Department 1240 


Lease  for  Office;  Important  Clause  Suggested 899 

Licensure,  Medical — (See  Ohio  State  Medical  Board;  Reci- 
procity) 

License  Law  for  Drivers  Effective  October  1 66 ; 890 

Malpractice — (See  Medical  Defense) 

Maternal  Mortality — (See  Obstetrics  ; Vital  Statistics) 
Maternal  Welfare  Committee  of  Kings  County 
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cal Defense  Plan  Issued  by  Committee,  467  ; Annual 
Report - 1003 


High  School  Debaters  Need  Help  of  Medical  Profession, 

49  ; Affirmative  Debaters  on  State  Medicine  Find  the 
Going  Tough,  251 ; Negative  Debaters  Have  Edge  in 
State  Medicine  Contests,  457 ; Assistance  Given  De- 
baters Was  Time  and  Effort  Well  Spent 1021 

Historian’s  Notebook — 

Medicine  in  Ohio  Before  the  Advent  of  the  White 
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Sooialization  of  Medicine — (See  also  Insurance) 
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Afflicted  with  Tuberculosis 918 
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ASEPTIC  URETERO-INTESTINAL  ANASTOMOSIS 

By  CHARLES  C.  HIGGINS,  M.D.,  Cleveland,  Ohio 


THE  clinical  results  obtained  by  transplanta- 
tion of  the  ureters  into  the  rectosigmoid  in 
recent  years  has  established  this  operation 
as  a sound  surgical  procedure.  Although  ad- 
ditional refinements  in  the  operative  technic  have 
been  proposed,  the  fundamental  principles  origin- 
ally described  by  Coffey1  have  been  utilized  con- 
stantly. Perhaps  one  of  his  most  important  con- 
tributions to  surgical  technic  was  to  emphasize 
the  necessity  for  the  valve  mechanism  at  the  lower 
end  of  the  transplanted  ureter.  He  pointed  out 
that  this  prevented  the  subsequent  development 
df  hydro-ureter,  hydronephrosis  with  associated 
renal  sepsis  and  impairment  of  renal  function. 

The  valve  principle  is  now  accepted  as  an  es- 
sential requirement  regardless  of  the  technic  em- 
ployed in  transplanting  the  ureters  into  the  rec- 
tosigmoid. Vermooten2  has  recently  shown  that 
the  advantage  of  submucous  transplantation  is 
not  so  much  the  formation  of  a functioning  valve, 
but  is  really  an  excellent  method  of  preventing 
peritonitis.  Before  the  incorporation  of  this  prin- 
ciple in  accordance  with  Coffey’s  precepts,  in- 
fection was  the  common  cause  of  death  regardless 
of  the  technic  employed  in  uretero-intestinal 
anastomosis. 

INDICATIONS 

Congenital  Anomalies.  Transplantation  of  the 
ureters  into  the  rectosigmoid  is  the  operation  of 
choice  for  exstrophy  of  the  bladder.  It  is  esti- 
mated that  this  anomaly  occurs  once  in  50,000 
births.  Of  these  unfortunate  children  for  whom 
no  attempt  is  made  to  correct  the  anomaly  by 
operation,  55  per  cent  die  before  the  tenth  year 


Read  before  the  Surgical  Section,  Ohio  State  Medical 
Association,  at  the  88th  Annual  Meeting,  Columbus,  October 
4-6,  1934. 


and  60  per  cent  before  attaining  the  age  of 
twenty. 

The  patients  are  inconvenienced  not  only  by  the 
constant  soiling  of  the  clothing  and  irritation  of 
the  exposed  bladder,  but  they  actually  become 
social  outcasts  because  of  the  uncontrollable  odor. 
Then  as  the  child  becomes  older,  there  is  a ten- 
dency in  many  instances  toward  the  development 
of  hydro-ureter,  hydronephrosis  and  renal  infec- 
tion. Hence  operative  intervention  should  be  in- 
stituted as  soon  as  there  is  a certainty  that  the 
rectal  sphincter  is  functioning  adequately  in 
order  to  avoid  these  complications. 

The  rectum  functions  in  the  same  way  as  the 
cloaca  in  lower  animals  and  offers  a satisfactory 
reservoir  for  the  urine.  The  patients  are  able  to 
retain  the  urine  in  the  rectum  with  comfort  for 
three  to  five  hours  during  the  day  and  for  a longer 
period  at  night.  Urinary  and  fecal  incontinence 
does  not  occur  if  the  tone  of  the  rectal  sphincter 
is  normal. 

Only  in  rare  instances  does  epispadias  require 
diversion  of  the  urinary  stream.  In  our  series  of 
cases,  transplantation  of  the  ureters  has  been 
employed  in  only  one  case  of  this  anomaly.  In  the 
vast  majority  of  such  instances,  satisfactory  re- 
sults may  be  secured  by  plastic  procedures. 

Carcinoma  of  the  Bladder — Although  most  re- 
movable organs  are  sacrificed  in  the  radical  treat- 
ment of  malignancy,  cystectomy  with  transplanta- 
tion of  the  ureters  into  the  rectosigmoid  for  the 
relief  of  carcinoma  of  the  bladder  has  not  been 
adopted  generally  because  of  the  excessive  risk  of 
the  operation. 

The  diagnosis  of  carcinoma  of  the  bladder  is 
relatively  simple  and  can  be  made  early  in  the 
vast  majority  of  instances.  Irritability  of  the 
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Fig.  1.  (a)  Placing  of  transfixion  suture  between  the  ureter  and  the  mucous  mem- 

brane of  the  rectosigmoid. 

(b)  Muscularis  and  serosa  layers  reapproximated  over  the  ureter. 

(c)  Suture  of  posterior  parietal  peritoneum  over  the  line  of  incision  in  the 

bowel. 


bladder  and  hematuria  cause  the  patient  sufficient 
discomfort  and  alarm  to  cause  him  to  seek  relief. 
Although  carcinoma  remains  within  the  confines 
of  the  bladder  for  a long  time,  and  only  22  to  29 
per  cent  of  cases  of  bladder  carcinoma  studied  at 
necropsy  show  distant  or  local  metastases  and 
only  approximately  10  per  cent  of  cases  of  car- 
cinoma of  the  bladder  recorded  with  the  Car- 
cinoma Registry  exhibited  metastases,  radical 
operation  has  been  but  seldom  employed. 

It  is  obvious,  therefore,  that  in  a large  pro- 
portion of  cases  the  disease  is  confined  solely 
to  the  bladder  when  the  patients  are  first 
examined  by  a physician.  Since  these  facts 
should  be  conducive  to  excellent  results  from 
the  radical  operation,  including  cystectomy  and 
transplantation  of  the  ureters  into  the  large 
bowel,  why  is  the  procedure  not  advocated  more 
frequently?  This  question  probably  is  best  an- 
swered by  a consideration  of  the  question  as  to 


the  most  satisfactory  method  of  disposal  of  the 
ureters,  of  the  patient’s  reluctance  to  permit  the 
radical  operation,  and  of  whether  the  end-results 
justify  such  a radical  procedure. 

A sufficient  number  of  patients  have  been  sub- 
jected to  uretero'-intestinal  anastomosis  ane 
cystectomy  and  sufficient  time  has  elapsed  to  ob- 
serve the  end-results  to  warrant  its  more  exten- 
sive application  in  the  treatment  of  certain  cases 
of  carcinoma  of  the  bladder.  The  patients  are 
comfortable  and  spared  a hopeless  and  miserable 
death  from  progressive  invasion  of  the  bladder. 
Not  all  patients  with  cancer  of  the  bladder 
should  be  subjected  to  cystectomy.  If  the  growth 
can  be  resected  locally  well  beyond  the  extent  of 
the  lesion  or  if  sufficient  radium  can  be  im- 
planted in  the  growth,  this  may  be  advisable. 
In  many  cases  there  is  almost  complete  lack 
of  discomfort  even  when  a large  portion  of 
the  bladder  has  been  removed.  Between  20  per 
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cent  and  25  per  cent  of  bladder  tumors  are  ac- 
cessible for  local  resection  without  interference 
with  the  ureters  or  the  urethra.  If  the  lesion 
occurs  on  the  dome  of  the  bladder,  extensive  re- 
section is  advisable  because  of  the  frequency  of 
metastasis  to  the  liver.  Approximately  75  per 
cent  of  the  bladder  tumors  involve  the  trigone, 
lateral  wall  and  bladder  neck.  Even  though  re- 
section of  a tumor  on  the  lateral  wall  may  in- 
volve removal  of  a considerable  portion  of  the 
bladder  and  even  reimplantation  of  the  ureter  into 
the  remaining  portion  of  the  bladder,  local  re- 
section may  still  be  feasible. 

Unfortunately,  however,  carcinoma  of  the  blad- 
der frequently  is  so  situated  that  local  resection 
is  technically  difficult  or  impossible.  Since  in  46.2 
per  cent  of  cases  reported  by  the  Carcinoma 
Registry,  there  was  a recurrence  of  the  malig- 
nancy following  resection,  fulguration,  or  irradia- 
tion, it  would  appear  that  total  cystectomy  should 
be  performed  more  often.  Furthermore,  since  one 
of  every  three  cases  of  multiple  tumor  is  highly 
malignant,  the  radical  treatment  is  even  more  de- 
sirable in  these  cases.  It  is  questionable  whether 
roentgen  irradiation  alone  as  employed  at  present 
should  be  relied  upon,  for  in  many  of  these  cases 
which  are  considered  hopeless,  the  growth  might 
be  entirely  eradicated  by  cystectomy. 


Therefore,  in  cases  in  which  the  more  con- 
servative procedures  are  not  indicated,  cystectomy 
should  be  performed  and  the  ureters  should  be 
transplanted  into  the  rectosigmoid.  These  pa- 
tients can  be  offered  as  much  from  the  standpoints 
of  comfort,  mortality  and  morbidity  as  can  be 
secured,  for  example,  in  cases  in  which  resection 
of  the  rectum  is  resorted  to  with  a permanent 
colostomy. 

In  view  of  these  considerations,  cystectomy  and 
transplantation  of  the  ureters  into  the  bowel  for 
carcinoma  of  the  bladder  have  been  employed 
more  frequently  at  the  Cleveland  Clinic  in  the 
past  two  years,  and  we  are  highly  optimistic  as 
to  the  end-results. 

Incurable  Vesicovaginal  Fistula — Although  the 
majority  of  patients  with  vesicovaginal  fistula  can 
be  treated  satisfactorily  by  plastic  operations,  oc- 
casionally the  defect  is  so  extensive  that  even  by 
repeated  operations  the  fistula  can  not  be  closed. 
In  such  cases  there  should  be  no  hesitation  in 
recommending  transplantation  of  the  ureters  into 
the  rectosigmoid. 

Miscellaneous  Conditions — Occasionally  persis- 
tent bladder  irritability  is  observed  before  and 
after  nephrectomy  for  unilateral  renal  tuber- 
culosis. Although  it  has  been  recommended  by 
some  that  the  ureter  from  the  remaining  kidney 


ectosiqmoid 


Ureter 


Catheter 


Fig.  2.  Gauze-wrapped  rectal  tube  in  place.  Transfixion  suture  between  the  ureter  and 
mucous  membrane  of  the  bowel  and  grasping  the  gauze  surrounding  the  rectal  tube. 
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Fig.  3.  New  communication  between  the  ureter  and  bowel  established.  Rectal  tube  and  sutures  have 
passed. 


Fig.  4.  Severing  the  continuity  at  the  point  of  emergence  from  the  trough  and  additional  anchoring 
suture  m place. 
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be  transplanted  into  the  bowel,  I believe  this  is 
rarely  indicated.  By  persistent  treatment,  the 
urinary  discomfort  usually  subsides,  although  in 
some  instances  a long  time  elapses  before  the 
patient  is  comfortable.  I have  never  advised 
transplantation  of  the  ureter  in  such  a case. 

Traumatic  injuries  of  the  bladder  of  such  de- 
gree that  the  possibility  of  retention  of  urine 
seems  hopeless  may  require  transplantation  of  the 
ureters  into  the  rectosigmoid. 

TECHNIC 

Under  ether  or  spinal  anesthesia,  a small  rub- 
ber tube  covered  with  vaseline  gauze  is  introduced 


the  serosa  and  muscularis  provides  a trough  to  be 
occupied  by  the  transplanted  ureter. 

With  the  bowel  replaced  in  its  normal  position, 
the  right  ureter  is  so  grasped  that  kinking  and 
tension  are  prevented  when  the  transplantation  is 
completed.  The  ureter  is  then  placed  in  the 
trough.  A silk  suture  is  passed  through  the  wall 
and  lumen  of  the  ureter  which  is  in  contact  with 
the  mucous  membrane  of  the  bowel  1 cm.  from  the 
lower  angle  of  the  incision  in  the  rectosigmoid. 
The  suture  is  carried  through  the  mucous  mem- 
brane of  the  rectosigmoid,  the  needle  grasping  the 
gauze  around  the  rectal  tube,  and  is  tied  tightly, 


Fig.  5.  (a)  Exstrophy  of  the  bladder.  Catheters  in  situ.  (b)  Exstrophic 

bladder  being  dissected  free. 

The  ureters  are  followed  down  and  ligated  as  they  emerge  from 
the  trough  in  the  bowel. 


into  the  rectum.  The  patient  is  then  placed  in  the 
Trendelenberg  position.  A low  medium  incision 
is  made  and  carried  through  the  peritoneum. 
After  the  peritoneum  is  incised,  the  intestines 
are  displaced  upward  and  held  away  from  the 
operative  field  by  moist  tapes. 

At  the  usual  site  for  transplantation  of  the 
ureters,  a longitudinal  incision  is  made  in  the 
posterior  peritoneum  over  the  right  ureter  which 
then  is  freed  from  its  bed  by  sharp  dissection  for 
an  inch  to  an  inch  and  a half.  The  point  of  trans- 
plantation in  the  rectosigmoid  is  selected  and  an 
incision  IV2  inches  long  is  made  through  the 
serosa  and  muscularis  of  the  bowel  with  especial 
care  not  to  enter  its  lumen.  Lateral  separation  of 


anchoring  the  ureter  firmly  to  the  mucous  mem- 
brane of  the  bowel.  A mattress  suture  is  used  and 
to  avoid  contamination  is.  always  passed  through 
the  ureter  before  entering  the  bowel.  The  mus- 
cularis and  serous  layers  are  then  reapproximated 
over  the  ureter  with  interrupted  chromic  catgut 
sutures.  Following  this,  the  outer  edge  of  the  in- 
cised posterior  peritoneum  is  sutured  over  the  int- 
ension in  the  bowel,  thus  placing  the  site  of 
anastomosis  in  a retroperitoneal  position. 

The  left  ureter  then  is  transplanted  by  the  same 
technic,  and  the  abdominal  incision  is  closed  in 
layers  without  drainage.  If  so  desired,  the 
anastomosis  may  be  performed  with  ureteral 
catheters  in  place. 
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POSTOPERATIVE  COURSE 

Following  the  operation,  urine  can  be  seen 
spurting  from  the  unobstructed  ureteral  orifices, 
demonstrating  that  no  obstruction  of  the  ureters 
has  occurred  during  operation. 

Indigo  carmine  injected  intravenously  appears 
in  the  bladder  in  normal  time  and  in  normal  con- 
centration. Forty-eight  to  seventy  hours  later 
the  rectal  tube  is  passed  and  the  two  sutures  are 
seen  passing  through  and  attached  to  the  gauze, 
indicating  that  the  new  channel  between  the 
ureter  and  bowel  has  been  established.  Almost 
immediately  the  quantity  of  urine  seen  spurting 
from  the  ureteral  orifices  diminishes.  The  urine 
now  passes  freely  into  the  rectum  and  a small 
amount  still  follows  the  normal  channel  into  the 
bladder. 


only  complication  observed  in  the  series  of  cases 
in  which  I have  performed  this  operation. 

MORTALITY 

In  a series  of  fifty-three  collected  cases,  death 
has  occurred  following  this  operation  in  six  in- 
stances. In  three  cases  complicated  by  pneumonia, 
necropsy  disclosed  that  the  anastomosis  was 
functioning.  In  the  fourth,  fifth  and  sixth  cases, 
permission  for  autopsy  was  not  secured,  and  the 
cause  of  death  was  not  determined. 

END-RESULTS 

Although  this  technic  for  uretero-intestinal 
anastomosis  has  been  used  for  less  than  two  years, 
the  end-results  are  most  satisfactory.  As  a rule, 
the  postoperative  course  is  free  from  the  severe 


Fig.  6.  The  final  step  of  cystectomy,  starting  at  the  bladder  neck. 


New  Channel 
Bladder  __ 


Five  to  seven  days  later,  cystectomy  is  per- 
formed and  the  ureters  are  divided  and  ligated  as 
they  emerge  from  the  trough  in  the  bowel.  An 
additional  suture  anchors  the  small  stump  of 
ureters  to  the  bowel.  The  course  following  the 
transplantation  operation  usually  is  smooth  and 
the  absence  of  untoward  reactions  has  been  par- 
ticularly striking. 

COMPLICATIONS 

In  one  case,  postoperative  evisceration  oc- 
curred which  required  a secondary  abdominal 
closure.  In  this  instance,  a urinary  fistula  de- 
veloped which  closed  spontaneously.  This  is  the 


reactions  usually  observed  when  the  ureter  is 
implanted  into  the  lumen  of  the  bowel.  Intra- 
venous urograms  have  shown  no  evidence  of 
hydro-ureter  or  hydronephrosis  and  excellent 
renal  function  has  been  preserved. 

CONCLUSIONS 

1.  Cystectomy  with  transplantation  of  the 
ureters  is  an  established  surgical  procedure  and 
should  be  employed  more  widely  in  the  treatment 
of  exstrophy  and  in  certain  cases  of  vesicovag- 
inal fistula  and  of  carcinoma  of  the  bladder. 

2.  A technic  for  aseptic  uretro-intestinal  anas- 
tomosis is  presented  in  which  both  ureters  may 
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Fig.  7.  Bladder  completely  removed.  Gauze  pack  in  vesical  space. 


be  transplanted  simultaneously  without  opening 
into  the  lumen  of  the  bowel  or  interrupting 
the  continuity  of  the  ureters  until  a new  channel 
is  established  and  functioning  adequately. 
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DISCUSSION 

W.  N.  Taylor,  M.D.,  Columbus:  Thomas  Smith 
in  1878  is  credited  with  doing  the  first  direct 
transplantation  of  the  ureters  into  the  colon.  His 
patient  died  after  the  second  ureter  was  trans- 
planted. Following  this  disastrous  outcome  he 
said,  “Setting  aside  all  defects  that  have  to  be 
overcome  and  the  immediate  risks  of  the  opera- 
tion, it  would  appear  that  a permanent  and  direct 
communication  between  the  ureter  and  the  bowel 
is  of  itself  a fatal  lesion.” 

Since  this  unhealthy  view  of  the  subject  was 
stated  a vast  amount  of  experimental  work  has 
been  done,  as  well  as  repeated  attempts  in  the 
human  to  successfully  accomplish  a competent 
anastamosis  between  the  bowel  and  ureter.  The 
late  Dr.  Coffey  after  a very  extensive  review  of 
the  literature  up  to  1909  found  only  a few 
isolated  cases  in  which  transplantation  of  the 
ureter  to  the  bowel  had  met  with  any  degree  of 
success.  This  review  revealed  that  all  previous 
experimenters  had  tried  to  create  a sphincter. 
He  conceived  the  idea  that  if  fluid  was  to  be  pro- 
pelled from  a cavity  of  low  pressure  into  a 
reservoir  of  higher  pressure  without  resulting 
back  pressure  that  some  type  of  non-motile  valve 
was  essential.  He  determined  to  make  this  valve 
from  the  mucosa  of  the  gut.  Thus  he  established 


the  first  essential  in  successful  ureteral  trans- 
plantation. 

It  is  only  natural  that  after  this  principle  was 
established  that  a number  of  technical  details  and 
complications  should  arise.  One  of  the  immediate 
complications  following  transplantation  was 
found  to  be  an  acute  urinary  block  at  the  site  of 
the  anastamosis.  In  order  to  overcome  this  com- 
plication he  introduced  his  second  modification  of 
the  transplantation  by  tying  catheters  into  the 
ureters.  Another  complication  which  occurs  im- 
mediately and  is  responsible  for  the  high  per- 
centage of  immediate  deaths  following  the  opera- 
tion is  peritonitis.  In  order  to  overcome  this 
complication  he  believed  it  would  be  necessary  to 
fix  the  ureter  in  the  wall  of  the  gut  and  institute 
a method  of  fixing  it  there  so  that  fistulization 
would  take  place  later.  He  used  a transfixing 
suture  through  the  wall  of  the  ureter  and  the 
mucosa  of  the  bowel  depending  upon  necrosis  to 
produce  a fistula.  This  idea  was  not  new  or 
original  as  it  was  advocated  in  1851  by  Lloyd  and 
Johnson  and  in  the  same  year  Simon  of  London 
effected  such  an  anastamosis  by  transfixing  the 
wall  of  the  rectum  and  that  of  the  ureter  by 
means  of  a suture.  Today  Dr.  Higgins  has  pre- 
sented his  method  which  greatly  simplifies 
uretro — rectal  anastamosis.  His  operation  main- 
tains the  valve  principle  and  has  reduced  the  im- 
mediate hazards  of  the  operations  to  a minimum. 
The  ureters  are  left  intact  so  that  urinary  ob- 
struction is  impossible  whether  catheters  are  used 
or  not.  Peritonitis  should  be  a very  infrequent 
sequela.  His  method  therefore  has  practically 
eliminated  two  hazards  encountered  in  direct 
transplantation. 

The  later  possibilities  following  transplantation 
of  the  ureters  by  any  method  are  stricture, 
hydronephrosis  and  infection.  Only  close  obser- 
vations of  these  patients  whose  ureters  have  been 
anastomosed  by  his  method  will  determine  whether 
the  later  pathology  is  minimized  or  more  preva- 
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lent.  There  is  no  reason  to  believe  that  they 
should  be  any  more  prevalent  or  extensive  than 
transplantations  done  by  other  methods. 

We  have  had  two  patients  die  from  peritonitis 
immediately  following  direct  transplantation  of 
the  ureter  by  the  tube  method  and  for  a long  time 
it  was  with  a great  deal  of  fear  that  we  ap- 
proached patients  with  lesions  in  which  a trans- 
plantation was  indicated.  And  as  a result  we 
have  resorted  to  the  orthodox  method  of  diverting 
the  urine  from  the  bladder,  such  as  cystotomy, 
ureterotomy,  and  nephrostomy  rather  than  at- 
tempt a transplantation.  However,  within  the  last 
two  weeks  we  had  occasion  to  transplant  ureters 
by  the  method  just  presented  by  Dr.  Higgins. 
This  patient’s  subsequent  course  has  been  un- 


eventful up  to  the  present  time.  His  fever  has 
never  exceeded  101  degrees  and  he  has  been  per- 
fectly comfortable.  He  is  passing  urine  through 
the  rectum  and  from  the  bladder  at  the  present 
time. 

While  one  swallow  does  not  make  a summer, 
however  a new  suit  of  clothes  may  be  adequate 
reason  for  going  places,  we  do  believe  that  this 
method  of  transplantation  will  place  in  the  hands 
of  the  average  operator  a method  that  will  give 
the  patient  an  excellent  chance  for  immediate 
recovery,  and  a minimum  of  late  complications. 
We  should  congratulate  Dr.  Higgins  for  simplify- 
ing an  otherwise  technical  procedure,  and  we 
feel  that  he  has  been  very  modest  in  his  claims 
for  this  method. 


PREGNANCY  AT  TERM  COMPLICATED  BY 
STAPHYLOCOCCUS  ALBUS  SEPTICEMIA 
AND  CEREBRAL  HEMORRHAGE 


By  CHARLES  J.  YOUNG,  M.D.,  Cincinnati,  Ohio 


THE  lack  of  any  available  literature  dealing 
with  subacute  bacterial  endocarditis  com- 
plicated with  pregnancy  in  which  staphy- 
lococcus albus  was  recovered  consistently  from 
the  blood  stream  makes  this  case  history  worth 
reporting.  Mengert1  discusses  two  cases  and 
records  previous  case  reports  but  all  are  con- 
cerned with  the  streptococci  as  a causative  agent 
with  a resulting  fatality  either  to  the  mother  or 
the  foetus.  Staphylococcus  albus  septicemia  is 
frequently  disregarded  by  the  bacteriologist  be- 
cause of  the  possibilities  of  contamination  and 
therefore  repeated  cultures  must  be  made  and  a 
careful  sterile  technique  carried  out  in  order  to 
eliminate  this  error. 

CASE  REPORT 

Mrs.  U.,  age  26,  primipara,  presented  herself 
for  prenatal  care  February  12,  1934.  The  past 
history  was  irrevelant  except  for  mumps,  measles. 
She  had  no  complaint  other  than  a few  dizzy 
spells  during  the  first  trimester  of  her  pregnancy. 
Physical  examination  revealed  the  presence  of 
small  and  cryptic  tonsils.  The  heart  was  not  en- 
larged, but  had  a loud  systolic  murmur  heard  best 
at  the  apex  and  transmitted  toward  the  axilla. 
Pregnancy  was  about  six  months.  All  other  find- 
ings were  normal  and  course  was  uneventful. 

April  7,  1934.  The  patient  had  a cold  of  two 
days’  duration  and  on  the  evening  of  the  seventh, 
while  asleep  suffered  a cerebral  accident  resulting 
in  a paralytic  stroke.  At  the  hospital,  examina- 
tion disclosed  a right-sided  hemiplegia,  a complete 
aphasia,  heart  sounds  weak  and  distant.  A loud 
systolic  as  well  as  a soft  diastolic  murmur  was 
heard  over  the  entire  precordium  most  pro- 
nounced at  the  apex.  The  foetus  was  still  alive. 
The  red  count  was  3,480,000,  hg.  60  per  cent, 
white  count  17,480,  polymorphs  86  per  cent, 
lymphocytes  13  per  cent,  transitional  .5  per  cent, 
large  monos.  .5  per  cent.  Electrocardiogram  was 
normal  in  all  leads. 

April  .17,  1934.  The  condition  of  the  young 

From  the  Department  of  Obstetrics,  Jewish  Hospital, 
Cincinnati,  Ohio. 


woman  became  critical.  Pulse  was  of  poor  volume, 
rate  130,  temperature  102°  Fahrenheit.  Through 
the  courtesy  of  Dr.  Leon  Goldman  of  the  derma- 
tological department  of  the  Cincinnati  General 
Hospital,  two  vials  of  staphylococcus  antitoxin 
were  secured.  Five  small  skin  doses  were  given 
intradermally  throughout  the  entire  evening,  fol- 
lowed by  15  cc.  intravenously.  The  following  day 
an  injection  of  30  cc.  of  serum  was  given  intra- 
venously, and  temperature  dropped  to  98.6°,  pulse 
100.  A regime  of  30  cc.  intravenously  twice  daily 
was  then  started. 

April  20,  1934.  Patient  started  in  active  labor 
and  a viable  nine  months  baby  was  delivered 
in  a normal  manner.  Labor  was  exceedingly 
rapid.  The  placenta  was  normal.  No  clots  or 
evidence  of  marked  fibrosis  could  be  found.  A 
blood  culture  taken  from  the  cord  revealed  the 
same  strain  of  staphylococcus  albus.  Antitoxin 
30  cc.  twice  daily  was  continued  intravenously. 

April  25,  1934.  A generalized  urticaria  de- 
veloped which  was  controlled  by  minute  doses  of 
adrenalin.  It  was  then  deemed  advisable  to  dis- 
continue the  antitoxin. 

May  2,  1934.  The  metacarpal-carpal  junctions 
of  the  left  hand  became  very  sensitive  and  red- 
dened, following  which  her  temperature  rose  to 
103°  F.  There  was  no  swelling  or  evidence  of 
lymphangitis  and  the  condition  disappeared  with- 
in 48  hours  spontaneously.  The  heart  sounds  were 
those  signifying  an  endocarditis,  namely:  marked 
precordial  activity,  an  accentuated  A 2,  the  char- 
acteristic murmur  both  systolic  and  diastolic 
heard  over  the  entire  chest.  The  temperature 
ranged  from  98°  to  101°F.,  pulse  90-100.  Blood 
cultures  were  persistently  positive  for  staphy- 
lococcus albus. 

May  2,  1934.  The  metacarpal-carpal  junctions 
pearance  but  sudden  shifting  pain  was  present  in 
pelvic  area.  This  likewise  disappeared  within  48 
hours. 

June  15,  1934.  The  patient  suffered  an  attack 
characterized  by  vomiting,  pain  over  the  gall 
bladder  area,  and  slight  rigidity  of  the  abdominal 
wall,  and  a temperature  up  to  103°.  As  the  anti- 
toxin had  been  discontinued  at  the  time  of  the 
urticaria,  a specific  vaccine  from  a fresh  blood 
culture  was  given.  Dosage  consisted  of  amounts 
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.1  cc.  until  1 cc.  was  given  subcutaneously  for  a 
sum  total  of  15  doses.  The  patient  was  discharged 
from  the  hospital  very  much  improved  and 
with  the  paralysis  limited  only  to  the  right  arm, 
although  the  aphasia  persisted.  The  marked 
systolic  and  diastolic  murmur  were  still  heard 
over  the  entire  precordium  with  accentuation  of 
the  sounds  at  the  apex. 

June  25,  1934.  The  left  middle  finger  was  now 
involved,  characterized  by  the  same  redness  and 
tenderness,  but  a lack  of  swelling.  As  on  May  2, 
temperature  was  102° F.,  and  again  the  course 
lasted  two  days. 

July  15,  1934.  Signs  and  symptoms  of  an  acute 
abdominal  nature  were  distinguished.  These  were 
manifested  by  epigastric  pain  which  shifted  and 
localized  in  the  right  lower  quadrant  followed  by 
persistent  vomiting  of  bile  stained  material. 
Again,  the  above  symptoms  disappeared  within  a 
relatively  short  time. 

January  1,  1935.  Patient’s  convalescence  has 
been  a long  and  tedious  one.  Today  she  is  walk- 
ing, paralysis  is  limited  to  the  fingers  of  the  right 
hand,  the  aphasia  has  improved,  but  the  memory 
at  times  seems  uncertain.  The  last  blood  culture 
was  taken  December  1,  and  again  was  positive 
for  staphylococcus  albus. 

The  course  of  the  baby  has  been  uneventful.  He 
weighs  23  pounds  and  no  signs  of  any  pathology 
can  be  demonstrated. 

February  21,  1935.  While  the  young  woman 


was  walking  around  she  suddenly  developed  the 
signs  and  symptoms  of  a cerebral  hemorrhage 
similar  to  her  first  attack  and  after  a stormy 
course  lasting  one  week  expired  February  21, 
1935. 

COMMENTS 

The  complication  of  a cerebral  hemorrhage 
previous  to  the  delivery  and  the  presence  of  a defi- 
nite bacterial  septicemia  presented  a critical  situa- 
tion. The  usual  methods  of  treatment  for  septi- 
cemia, i.e.  fluids,  glucose,  digitalization,  rest,  etc., 
not  being  successful,  the  only  course  available  was 
the  use  of  antitoxin  which  had  to  be  given  intra- 
venously in  this  emergency.  The  suggested  dose 
of  15  cc.  was  increased  to  30  cc.  twice  daily  with 
no  untoward  effects.  Bacteria  was  always  re- 
covered from  the  blood  stream  and  the  clinical 
course  of  the  patient  had  changed  for  the  better 
following  the  administration  of  the  antitoxin. 
Although  death  finally  occurred,  the  fact  that  the 
young  woman  lived  for  11  months  was  far  beyond 
the  predictions  of  any  physicians. 

707  Race  Street. 
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THE  PRESENT  STATUS  OF  THE  CANCER  PROBLEM 

By  ANDRE  CROTTE  M.D.j  F.A.C.S.,,  LL.D..  Columbus,  Ohio 


INVESTIGATION  by  the  League  of  Nations 
has  shown  that  the  total  incidence  of  cancer 
among  nations  varies  very  little;  what  varies 
most  is  the  organ  incidence.  They  have  shown, 
furthermore,  that  distribution  of  cancer  among 
men  and  women  is  about  the  same. 

Cancer  is  not  a disease  confined  to  the  human 
race  alone;  it  is  found  in  all  the  animals  as  well. 
The  behavior  of  malignancies  in  animals  is  about 
the  same  as  in  human  beings.  Fundamentally, 
malignant  cells  have  about  the  same  character- 
istics in  both  classes;  they  are  of  the  embryonal 
type,  possess  many  mitotic  figures,  show  an 
atypical  distribution,  infiltrate  the  tissues,  invade 
the  lymphatics  and  blood  vessels,  and  finally 
metastasize.  In  both  classes,  when  removed,  they 
are  likely  to  recur  and  prove  to  be  fatal. 

Furthermore,  they  appear  in  both  groups  at 
about  the  same  period  of  life,  namely,  the  middle- 
age  period,  and  become  more  common  during  the 
advancing  years. 

Finally,  animals  like  human  beings,  show  a 
definite  susceptibility  of  certain  organs  for  cancer. 
This  susceptibility,  however,  varies  with  the  ani- 
mal species.  For  instance,  cancer  of  the  breast 
is  common  in  women,  very  common  in  mice,  prac- 
tically unknown  in  cows,  although  they  reach  a 

Read  before  the  Section  on  Public  Health  and  Preventive 
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ripe  old  age,  and  although  there  is  perhaps  no 
organ  so  much  traumatized  as  is  the  cow’s  mam- 
mary gland.  The  same  is  true  for  cancer  of  the 
stomach;  very  frequent  in  man,  it  is  very  rare  in 
animals. 

One  might  think  that  cancer  of  the  cervix 
ought  to  be  common  in  animals,  because  the  phy- 
siological use  the  organ  is  put  to  in  animals  -far 
outweighs  the  one  in  the  human  race,  yet  cancer 
of  the  cervix  as  well  as  of  the  fundus  is  rare  in 
animals. 

It  is  said  that  cancer  is  a disease  of  civilization : 
to  all  intents  and  purposes  it  is  not.  It  exists 
all  over  the  world  and  among  all  tribes,  and  be- 
haves exactly  as  it  does  in  the  so-called  civilized 
races.  The  only  reason  why  the  incidence  is 
lessened  is  because  in  non-civilized  countries 
people  die  much  younger.  Consider,  if  you  please, 
the  average  span  of  life  of  the  Hindu,  which  is 
36  years,  as  against  the  average  span  of  life  of 
the  American,  which  is  54  years.  The  Hindu  has 
not  yet  had  time  to  reach  the  cancer  age. 

To  be  sure,  it  would  be  within  the  realm  of  pos- 
sibility that  certain  tribes  or  races  might  have 
developed  cancer-resistant  as  well  as  cancer-sus- 
ceptible strains,  as  observed  in  animals.  For  the 
time  being,  however,  we  lack  the  data  to  prove 
these  facts. 

A tremendous  amount  of  statistitical  data  has 
been  assembled,  hoping  thereby  to  solve  some  of 
the  more  obscure  problems  that  concern  cancer. 
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First,  let  us  take  the  statistics  for  what  they 
are  worth;  they  must  be  perforce  inaccurate. 
Lubarsch,  in  studying  the  cancer  material  that 
came  to  autopsy  during  a year  in  all  Germany, 
came  to  the  conclusion  that  there  were  about  50 
per  cent  more  deaths  due  to  cancer  than  shown 
by  the  records.  The  total  amount  of  cancers  that 
came  to  necropsy  were  83  per  cent.  Of  these,  the 
diagnostic  error  for  the  internal  cancers  was  32.4 
per  cent  and  for  the  internal  sarcomas  was  43.28 
per  cent. 

In  France,  to  establish  the  cancer  incidence  is 
almost  a gu,ess-work,  because  cancer  is  regarded 
as  a blot  upon  the  whole  family.  Every  effort 
is  made  to  hide  the  fact.  Even  the  family  phy- 
sician does  not  always  dare  to  sign  properly  the 
death  certificate,  hiding  behind  the  laws  of  pro- 
fessional secrecy.  The  same  degree  of  inaccuracy 
must  exist,  too,  in  hospital  records,  so  that  when 
we  use  statistics  to  make  a point,  this  must  be 
done,  generally  speaking,  with  a great  deal  of  dis- 
cretion. 

This  applies,  for  instance,  to  the  study  of 
heredity  in  cancer  in  the  human  race  from  a large 
amount  of  clinical  material  as  done  by  insurance 
companies.  This  study  is  fraught  with  a great 
deal  of  inaccuracies  and  uncertainties.  The  pedi- 
gree of  an  individual  so  far  as  cancer  in  its  an- 
cestors is  so  doubtful  that  in  many  instances  it 
is  merely  a matter  of  guess  work.  Now,  if  this 
pedigree  is  established  upon  the  Mendelian  prin- 
ciples of  inheritance,  it  is  easy  to  see  that  a single 
error  of  statement  will  invalidate  the  whole  pedi- 
gree. However,  it  must  be  said  that  these  studies 
appear  to  show  that  in  a general  way  cancer  is 
not  hereditary. 

It  is  frequently  said  that  cancer  is  on  the  in- 
crease. If  this  increase  is  only  apparent,  or 
actually  real,  is  a much  debated  question.  It  is 
argued  by  many  that  the  increase  is  only  appar- 
ent, that  the  increase  in  population,  better  diag- 
noses, more  accurate  vital  statistics,  and  better 
cancer  education  among  the  laity  and  the  medi- 
cal profession,  will  explain  away  the  so-called 
cancer  increase. 

If  we  divide  the  cancerous  population  of  Ohio 
and  of  the  United  States  into  three  groups, 
namely,  the  cancerous  population  under  forty 
years  of  age,  the  ones  between  forty  and  sixty 
years,  and  the  ones  sixty  and  over,  we  shall  be 
able  to  gain  some  more  definite  information  as  to 
the  increase  of  cancer. 

I am  indebted  to  I.  C.  Plummer,  Chief  of  the 
Division  of  Vital  Statistics  of  Ohio  for  the  fol- 
lowing : 

Deaths  from  cancer  (all  forms)  in  Ohio  with 
death-rates  per  100,000  population. 


1910  1930 

Age  No.  Rate  No.  Rate 

0 to  40  years  295  8.6  468  11.7 

40  to  60  years  1361  142.5  2349  117.3 

60  and  over 1964  490.6  4268  748.2 

Total  all  ages 3620  75.7  7085  106.6 


Deaths  from  cancer  (all  forms)  in  the  U.  S.  Reg- 
istration Area  with  death-rate  per 
100,000  population. 


(a)  1909  (b)  1930 

Age  No.  Rate  No.  Rate 

0 to  40  years  3600  7.9  4875  5.7 

40  to  60  years  15132  141.6  30139  123.8 

60  and  over 18802  464.9  80160  793.8 

Total  all  ages 37534  40.9  115174  192.7 


(A)  In  1909,  the  registration  area  included 
only  65.1  per  cent  of  the  population  of  the  United 
States. 

(B)  In  1930,  the  registration  area  included 
only  96.2  per  cent  of  the  population  of  the  United 
States. 

The  United  States  death-rate  is  figured  on  the 
amount  of  population  in  the  registration  area  for 
1909  and  1930. 

From  these  statistics  we  see: 

That  from  1910  to  1930,  the  cancer  incidence 
for  Ohio  has  increased  very  little  in  the  first 
group. 

That  during  the  same  period  it  has  decreased 
apparently  in  the  second  group. 

That  during  the  same  period,  1910  to  1930,  it 
has  increased  alarmingly  in  the  third  group. 

That  the  total  number  of  cancers  of  all  ages  in 
Ohio  in  1930  is  almost  double  what  it  was  in 
1910. 

If  we  glance  over  the  death-rate  in  the  U.  S. 
Registration  area  we  find: 

That  the  cancer  incidence  for  the  first  group 
is  somewhat  less  in  1930  than  it  was  in  1910. 

That  the  same  obtains  in  the  second  group,  only 
in  a more  appreciable  manner. 

That  the  cancer  incidence  for  the  third  group 
has  almost  doubled  in  1930. 

That  the  total  cancer  incidence  for  all  ages  in 
1930  has  become  almost  four  times  greater  than 
it  was  in  1910. 

Thus,  it  becomes  clear  that  cancer  is  not  in- 
creasing materially  as  a disease,  per  se,  because 
if  it  were,  the  incidence  in  the  first  and  second 
groups  would  have  kept  a proportionate  pace  with 
the  increase  in  the  third  group.  And  it  has  not; 
in  fact,  it  has  truly  diminished. 

It  is  in  the  third  group,  namely,  the  ones  over 
sixty  years  of  age,  that  we  find  an  alarming  in- 
crease, and  it  is  the  one  which  swells  largely  the 
total  number  of  cancers.  Furthermore,  if  we 
compare  the  incidence  in  the  first  group  with  the 
incidence  in  the  others,  we  find  this  incidence  be- 
gins to  grow  by  leaps  and  bounds  only  after  forty 
years  of  age.  This  post-forty  period  is  known  as 
the  cancer  age. 

What  conclusions  shall  we  draw  from  all  these 
figures  ? 

There  is  no  doubt  that  cancer  is  increasing 
alarmingly  in  the  population  over  sixty  years  of 
age.  Perhaps,  the  reason  for  this  is  that  our 
better  medical  knowledge,  better  sanitation,  pre- 
ventive medicine,  especially  our  highly  efficient 
welfare  organizations,  maternal  welfare,  etc.,  save 
a number  of  individuals  and  prolong  their  span 
of  life,  only  to  carry  them  to  the  dreaded  can- 
cer age.  It  is  a well  known  fact  that  the  regions 
or  countries  where  sanitation  is  the  poorest  have 
a much  lower  cancer  incidence  than  the  regions 
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where  sanitation  is  highly  developed,  because 
the  death  rate  for  general  diseases  is  much  higher 
in  the  former  class  than  in  the  latter.  Thus, 
fewer  reach  the  cancer  age. 

To  those  who  claim  that  better  diagnoses  are 
responsible  for  the  increased  incidence  of  cancer 
might  be  objected  the  findings  of  Macklin  con- 
cerning cancer  of  the  lip.  In  this  form  of  cancer 
we  shall  have  to  concede  that  the  sources  of 
error  and  the  chances  for  overlooking  the  real 
nature  of  the  disease  are  much  less  than  in  the 
other  forms  of  cancer,  because  it  is  in  full  view 
and  freely  accessible,  yet  in  1901,  the  incidence 
of  cancer  of  the  lip  in  Canada  in  the  group  over 
sixty  years  was  7 per  100,000,  while  in  1921  it 
rose  to  22  per  100,000.  Here,  it  would  hardly  be 
possible  to  claim  that  cancer  of  the  lip  was  better 
diagnosed  in  1921  than  it  was  in  1901. 

If,  beside  these  factors,  there  is  an  unknown 
cause  or  causes  responsible  for  the  increase  of 
cancer  incidence,  and  beginning  to  operate  at  the 
cancer  age,  is  so  far  only  a matter  of  conjecture. 

The  study  of  transplanted  malignant  material 
has  shown  that  transplanted  malignant  cells  be- 
have like  normal  transplanted  cells;  the  chances 
for  the  transplant  to  “take”  depends  upon  the 
degree  of  consanguinity  between  the  donor  and 
the  recipient.  The  closer  the  consanguinity,  the 
greater  are  the  chances  for  the  graft  to  “take”. 
The  greatest  success  is  obtained  in  the  homo- 
transplants, namely,  the  transplant  in  some  other 
part  of  the  body  of  the  donor  himself. 

Transplants  of  malignant  growths  from  one 
human  being  to  another  have  been  tried  a few 
times  by  surgeons  who  grafted  upon  themselves 
malignant  growths  obtained  from  some  patients. 
The  results  were  totally  negative. 

The  only  successful  transplant  from  one  hu- 
man being  to  another  occurred  some  ten  or  twelve 
years  ago  in  a Paris  hospital.  An  interne  was 
taking  care  of  a woman  who  had  been  operated 
for  adeno-carcinoma  of  the  breast,  proved  mi- 
croscopically. A large  collection  of  sero-san- 
guinous  fluid  collected  subsequently  under  the  sub- 
cutaneous flaps,  the  drainage  apparently  not  func- 
tioning properly.  The  interne  aspirated  the  fluid 
with  a syringe.  He  inadvertently  let  the  syringe 
slip  from  between  his  fingers.  Instinctively  he 
made  an  effort  to  retrieve  the  falling  syringe,  with 
the  result  that  the  syringe  plunged,  needle  first, 
into  the  palm  of  one  of  his  hands.  The  momentum 
of  the  fall  caused  some  of  the  fluid  to  be  emptied 
into  the  deep  tissues.  At  once,  the  wound  was 
opened  and  soaked  with  iodine.  A few  months 
later,  a lump  appeared  at  the  site  of  the  injec- 
tion. This  was  removed.  It  proved  to  be  a 
sarcoma.  Some  months  later,  some  metastases 
occurred  in  the  axillary  space.  Extensive  dissec- 
tion was  made.  Again,  the  growth  proved  to  be 
a sarcoma.  About  two  years  later  the  young 
physician  died  of  general  sarcomatous  metastases. 

This  case  is  highly  interesting  because  it  shows 


the  possibility  of  transplanting  malignant  tissue 
from  one  human  being  to  another.  But  the  out- 
standing point  of  interest  lies  in  the  fact  that  the 
transplant  which  was  a carcinoma  transformed 
itself  into  a sarcoma,  thus  possibly  suggesting 
that  cancer  and  sarcoma  are  closely  related,  and 
possibly  produced  by  the  same  cause,  the  out- 
come as  to  what  the  result  is  going  to  be,  cancer 
or  sarcoma,  being  dependent  upon  the  chemico- 
physical  terrain  upon  which  it  grows.  This  view 
is  well  substantiated  by  the  results  of  experi- 
mental work.  For  instance,  subcutaneous  injec- 
tions of  tar  in  rats  produce  cancer  in  some  in- 
stances, and  sarcoma  in  others. 

Experimentally,  cancer  in  animals  has  been  pro- 
duced in  various  ways.  One  method  has  been  the 
“inbreeding”,  thus  transmitting  to  the  offsprings 
a marked  susceptibility  to  cancer.  Another  method 
used,  is  the  long  continued  irritation  either  pro- 
duced by  animal  parasites,  or  some  physical  or 
chemical  irritant.  For  instance,  cancer  of  the 
stomach  has  been  produced  in  rats  infested  with 
a nematode,  by  Fibiger;  sarcoma  of  the  liver  in 
rats  infested  with  a cestode,  by  the  Crocker 
Laboratory.  Was  the  presence  of  these  parasites 
purely  an  accidental  concomitant  with  no  etiolog- 
ical significance  upon  the  production  of  cancer, 
or  did  these  parasites  play  an  unquestioned  role 
in  the  production  of  the  malignancies,  is  a ques- 
tion which  might  well  be  debated. 

A-Rays  have  been  used  in  the  production  of 
cancer  in  animals  with  some  success.  The  method, 
however,  which  has  given  better  satisfaction  than 
any  other  is  the  prolonged  use  of  tar.  The  “tar” 
method  has  brought  to  light  several  interesting 
facts. 

The  first  one  is  that  long  continued  irritation 
is  necessary  to  produce  cancer.  Without  this  long 
continued  irritation  no  cancer  will  be  produced. 
Exceptionally,  in  some  very  susceptible  animals, 
a cancer  can  be  produced  in  a few  weeks;  other- 
wise, it  takes  a year  or  more,  at  least. 

The  second  fact  that  the  “tar”  method  has 
brought  out  is  that  young  animals  develop  cancer 
as  readily  as  old  ones.  Their  susceptibility,  how- 
ers,  increases  much  with  age,  the  maximum  being 
during  the  senescence  period,  as  in  man. 

These  two  facts  fit  in  perfectly  with  the  be- 
havior of  cancer  in  man.  Indeed,  we  know  that 
occupational  cancer  takes,  too,  several  years,  the 
minimum  being  eight  to  ten  years  of  irritation, 
before  it  produces  its  disastrous  effects  as  seen 
in  the  dye  industry,  A-ray,  etc.  If  the  individual 
is  not  greatly  susceptible,  it  will  take  many  more 
years  before  cancer  will  appear.  Of  course,  in 
those  individuals,  who  are  refractory,  cancer  will 
never  be  produced  despite  the  long  continued  irri- 
tation, as  observed,  too,  in  animals. 

Now  let  us  take  a young  boy  eight  to  nine  years 
old;  he  is  a chimney  sweeper.  His  cancer  will 
appear  when  he  will  be  18  to  25  years, -according 
to  his  susceptibility.  On  the  other  hand,  a boy 
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of  20  that  enters  the  dye  industry  will  develop 
his  cancer  when  he  reaches  middle  age.  The 
same  is  true  for  an  X-ray  worker  except  that  it 
will  appear  a little  later  in  life,  having  started 
in  his  profession  when  he  was  a full  adult. 

The  corrolary  of  all  these  facts  is  that  cancer  of 
the  breast,  liver,  stomach,  etc.,  in  man  might  well 
have  their  incipiency  a great  many  years  before 
the  actual  appearance  of  the  growth  takes  place, 
a long  slow  irritative  microscopical  process  of 
which  the  patient  is  totally  unaware  forming  the 
period  of  latency. 

Furthermore,  the  senescence  of  the  tissues  as 
thought  of  as  being’  the  predisposing  cause  of 
cancer  cannot  be  sustained  any  longer.  In  this 
light  cancer  is  not  a disease  of  old  age,  due  to 
senility  of  the  tissues,  but  rather  a disease  that 
takes  a long  time  to  develop,  thus  bringing  the 
patient  well  up  in  the  course  of  his  life.  This 
long  period  of  preparation  will  then  explain  why 
cancer  is  not  frequent  in  youth;  it  has  not  had 
the  necessary  time  to  develop.  These  facts  will 
explain,  too,  why  a single  traumatism  is  not  more 
frequently  followed  by  malignancy  than  it  actu- 
ally is. 

Finally,  they  show  that  cancer  is  a local  and  not 
a systemic  disease. 

The  study  of  the  law  of  heredity  in  the  human 
race  is  exceedingly  difficult,  because  human  indi- 
viduals cannot  be  handled  like  laboratory  animals. 
You  cannot  mate  them  as  you  do  laboratory  ani- 
mals. Furthermore,  their  life  is  too  long  to  afford 
facility  of  observation. 

Since  we  know’  that  the  fundamental  principles 
of  genetics  which  govern  plants  and  animals, 
largely  apply  to  the  human  race  as  well,  heredity 
of  cancer  has  been  studied  extensively  in  labora- 
tories where  animals  can  be  mated  at  will,  and 
where  environmental  conditions  can  be  well  con- 
trolled. How  far  we  are  warranted  in  accepting 
these  laboratory  observations  as  applicable  to  the 
human  race  is  a matter  of  grave  concern. 

We  must  not  forget  that  in  laboratory  experi- 
ments the  “inbreeding”  has  been  carried  to  ex- 
treme limits,  the  consanguinity  has  reached  its 
highest  peak.  This  feature  does  not  exist  in  the 
human  race.  Here,  the  matings  are  purely  acci- 
dental governed  solely  by  the  affinity  of  one  indi- 
vidual for  another.  In  consequence,  most  of  the 
laboratory  observations  are  the  result  of  arti- 
ficially produced  conditions  that  do  not  in  any  way 
correspond  to  the  conditions  existing  in  the  hu- 
man race.  This  is  so  true  that  when  intensive 
inbreeding  is  not  resorted  to,  when  reproduction 
is  allowed  to  be  again  the  result  of  chance  mat- 
ings, and  when  especially  consanguinity  is 
avoided,  the  incidence  of  cancer  among  laboratory 
animals  does  not  differ  from  the  one  observed 
in  man. 

This  is  perhaps  the  greatest  objection  that  can 
be  offered  to  the  extensive  laboratory  researches 


undertaken  by  many  research  workers  in  the  field 
of  cancer  heredity. 

Maud  Slye  has  gone  quite  far  in  this  field  and 
by  intensive  inbreeding  has  been  able  to  obtain 
almost  100  per  cent  of  cancer  in  mice,  and  even 
to  localize  cancer  almost  at  will  in  a given 
organ — breast,  liver,  testes,  etc.  Extreme  con- 
sanguinity and  long  continued  irritation  were  the 
two  outstanding  causating  factors. 

She  claims  that  cancer  heredity  in  mice  fol- 
lows the  Mendelian  law.  If  she  takes  an  inbred 
cancer  mouse  and  mates  it  with  a free  cancer 
mouse  derived  from  free  cancer  ancestors,  the 
first  generation  of  hybrids  she  obtains  is  free  from 
cancer  as  expected,  according  to  the  Mendelian 
law. 

Because  the  first  generation  of  hybrids  is  free 
from  cancer  they  are  evidently  cancer  resistant. 
This  cancer  resistance  is  regarded  by  Maude  Slye 
as  the  “dominant”  and  naturally  the  suscepti- 
bility to  cancer  will  become  the  “recessive”  again 
according  to  the  Mendelian  law. 

Now,  if  the  hybrids  of  the  first  generation  are 
intermated,  she  will  obtain  one  pure  cancer-re- 
sistant mouse  (dominant),  one  pure  susceptible 
cancer  mouse  (recessive)  and  two  heterozygous 
mice,  still  according  to  the  Mendelian  law. 

If  the  pure  cancer-resistant  mouse  (dominant) 
is  mated  with  another  cancer-resistant,  a gen- 
eration of  cancer  resistant  mice  is  obtained.  Suc- 
cessive intermating  among  them  will  never  give 
cancer. 

If  a pure  susceptible  cancer  mouse  (recessive) 
is  mated  with  another  one  of  the  same  strain, 
all  the  mice  thus  obtained  will  have  cancer,  and 
all  the  successive  intermatings  among  them  will 
always  show  cancer. 

Now,  if  the  heterozygous  strains  are  intermated, 
the  result  will  again  be  as  at  the  start,  one  cancer 
free,  two  heterozygous,  and  one  susceptible  cancer 
strain. 

Then  the  cycle  will  go  on  as  described  above. 
Hence,  Maude  Slye’s  conclusion  that  cancer  is 
hereditary.  These  conclusions  have  been  partly 
accepted,  and  partly  controverted. 

How  far  we  are  warranted  in  applying  these 
conclusions  obtained  from  low  animal  experimen- 
tation to  the  human  race  is  still  a matter  of  much 
discussion.  Certain  it  is  that  the  laboratory  con- 
ditions under  which  these  results  have  been  se- 
cured, do  not  in  any  way  obtain  in  the  human 
race;  we  do  not  marry  our  brothers  and  sisters. 
We  are  not  thoroughbreds — we  are  mongrels. 
Marsh  has  shown  that  if  mice  with  mammary 
cancer  are  crossed  with  wild  mice  the  Mendelian 
law  of  inheritance  with  dominance  does  not 
operate. 

One  way  heredity  could  predispose  to  cancer 
would  be  by  transmitting  to  the  offspring  embry- 
onic foci  predisposed  to  cancer.  This  is  almost 
the  CohnheinFs  theory.  Another  way  would  be 
by  transmitting  a constitutional  susceptibility  to 
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cancer.  Still  another  way  would  be  to  transmit 
to  the  offspring  a genuine  potential  cancer  focus 
that  will  remain  dormant  until  the  individual 
has  acquired  later  in  life  a definite  cancer  sus- 
ceptibility. Finally,  an  offspring  might  be  born 
with  an  hereditary  susceptibility:  here,  cancer 
will  develop  only  when  the  individual  will  have 
acquired  a proper  focus  upon  which  his  suscepti- 
bility can  operate. 

This  susceptibility,  as  shown  by  Warburg  and 
his  associates,  seems  to  be  a change  from  the 
normal  oxydatiVe  type  of  metabolism  to  a fer- 
mentative glycolysis. 

So,  it  is  obvious  that  the  genetic  mechanism  of 
inherited  susceptibility  to  cancer  in  man  is  still 
an  unsettled  problem.  All  that  can  be  said  so 
far  is  that  a cancer  patient  might  transmit  to  the 
offspring  a potential  susceptibility  to  cancer,  and 
even  this  is  not  certain. 

If,  however,  this  should  be  the  case  one  might 
easily  conceive  that  if  a cancer-susceptible  indi- 
vidual is  accidentally  mated  with  another  of  the 
same  tendency,  both  mates  being  “recessive”,  the 
offspring  of  such  mating  might  easily  all  have 
cancer.  Thus  would  be  explained  the  familial 
cancer,  and  the  cancer  of  the  same  organ  in  vari- 
ous members  of  the  same  family. 

The  outstanding  example  of  the  familial  cancer 
family  is  the  Bonaparte  family.  Napoleon  I, 
his  father,  his  brother,  and  his  two  sisters  appar- 
ently died  of  cancer  of  the  stomach.  Instances 
of  malignancies  occurring  in  the  same  organs  of 
twins  are  known,  too.  On  the  other  hand,  families 
are  also  knbwn  that  seem  to  be  cancer-resistant. 

Perhaps,  we  might  be  able  to  find  the  answer 
to  the  cancer  problem  we  are  seeking  to  solve  by 
looking  into  what  has  been  done  in  the  way  of 
biological  and  chemical  approach.  Warburg  and 
his  associates  have  studied  the  cancer  cell  itself 
and  found  that  it  has  a chemical  metabolism  of 
its  own.  The  cancer-cell  metabolism  is  very  much 
a metabolism  of  fermentation.  It  is  capable  of 
living  without  oxygen,  at  least  for  a while,  uti- 
lizing the  energy  liberated  by  the  glycolysis  it  pro- 
duces, thus  setting  free  a great  deal  of  lactic  acid. 
This  glycolysis  is  not  peculiar  solely  to  the  cancer 
cell : it  is  found,  too,  in  the  working  muscle,  in 
embryonic  tissues.  These  latter  tissues  are  able  to 
re-synthetize  the  lactic  acid  into  glucose  and  gly- 
cogen through  the  use  of  oxygen;  the  cancer  cell 
cannot. 

This  will  explain  why  cancerous  tissues  con- 
tain a certain  amount  of  lactic  acid,  and  will  ex- 
plain, too,  why  so  often  we  find  a great  increase 
of  lactic  acid  in  cancer  of  the  stomach. 

Carrel  has  shown  that  the  cancer  cell  in  culture 
is  endowed  with  great  proliferating  power,  thrives 
much  more  in  alkaline  than  in  acid  milieu.  He 
has  furthermore  shown  that  embryonic  cells  can 
be  cancerized  with  tar,  arsenic,  A-rays,  etc. 

Finally,  the  cancerous  tissues  when  compared 
to  normal  tissues  contain  an  increased  amount 


of  cholesterol,  of  calcium,  and  a diminished 
amount  of  amino  acids,  of  potassium.  Lastly,  the 
cancer  cell  PH  is  much  higher  than  in  normal 
cells. 

In  conclusion,  we  may  say  that  the  outstand- 
ing feature  of  the  cancer  cell  is  the  glycolytic 
power  and  its  disturbed  respiratory  capacity. 

A cancer  cell  represents  a biologic  variant,  en- 
dowed with  entirely  new  and  different  properties, 
which  are  integrally  transmitted  to  the  daughter 
cells.  In  terms  of  parasitology  these  cells  are 
genuine  cellular  mutants.  If  we  knew,  for  in- 
stance, what  induces  the  original  normal  cell  to 
become  a biologic  variant  the  etiology  of  cancer 
would  be  solved. 

What  the  “causating  agent”  may  be  has  been 
the  object  of  an  immense  amount  of  research 
work. 

Since  tar  has  been  so  successful  in  producing 
cancer,  it  is  perfectly  natural  to  inquire  why  it 
can  do  so.  We  know  that  tar  contains  among 
other  things  a hydrocarbone  called  “Phenan- 
trene”.  (C14H'°).  Now,  it  is  very  significant  that 
Cook  and  his  school  have  shown  that  various  hy- 
drogen carbides  with  phenantrenic  structure  in 
small  dosage  can  produce  the  experimental  cancer. 
Thus,  it  would  seem  that  the  phenanthrenic  con- 
tent of  tar  plays  s-ome  part  in  the  production  of 
tar  cancer. 

Now,  the  unexpected  finding  is  that  chemical 
substances,  whose  phenanthrenic  structure  is  al- 
most identical  with  the  one  of  hydrogen  carbide, 
are  also  found  to  be  present  in  Vitamine  D,  in 
cholesterol,  in  bile,  in  folliculine,  in  the  sexual 
hormone,  etc. 

Juster  and  Caillau,  using  repeated  high  dosage 
of  folliculine  claim  to  have  observed  a cachexia 
similar  to  the  one  seen  in  cancer,  and  in  45  days 
have  produced  a cancer  on  the  ear  of  a rabbit 
using  repeated  injections  of  thymic  and  orchitic 
extract.  Delaville  claims  to  have  found  large 
doses  of  folliculine  in  the  urine  of  cancer  patients. 
The  Ascheim-Zondek  test  has  been  found  positive 
in  cancer  of  the  genital  organs.  It  is  known  that 
endometriosis  recedes  after  total  ovariectomy. 

Thus,  not  only  throughout  various  different 
physiological  products,  such  as  bile,  cholesterol, 
etc.,  but  curiously  enough,  throughout  some  of 
the  endocrine  glands  we  find  the  same  phenan- 
threnic products,  whose  characteristics  seem  to 
be  essentially  cancerogenic. 

How  are  we  to  explain  all  these  various  facts? 

We  know  that  the  tar  products  as  well  as  the 
microbic  toxins  are  strong  poisons  of  the  cellu- 
lar nuclei  and  of  chromatine.  Now,  since  we 
think  that  the  active  agent  in  tar  is  a hydrogen 
carbide  of  phenanthrenic  structure,  and  since  we 
know,  too,  that  many  of  the  glands  of  internal 
secretion  contain  a compound  of  the  same  phen- 
anthrenic structure,  it  might  be  argued  that  un- 
der certain  disturbed  conditions  not  yet  deter- 
mined the  endocrines  might  well  produce  and 
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liberate  a phenanthrenic  poison  that  would  per- 
turb the  cellular  structure,  and  give  birth  to  a 
new  type  of  cell  with  newly  acquired  properties 
and  with  a new  and  peculiar  metabolism,  thus 
preparing  them  to  become  cancerized. 

With  this  type  of  conception  there  is  still  room 
for  the  “contagium  vivum”  theory  to  operate. 
Because,  when  it  is  all  said  and  done,  the  para- 
sitic theory  has  by  no  means  been  disproved  yet. 
It  still  retains  its  fascination  and  still  seems  the 
more  logical  explanation.  Indeed,  one  cannot 
deny  that  in  its  local  behavior  and  its  distant 
metastases  cancer  acts  much  like  an  infection. 

I think  we  have  all  been  puzzled  by  the  fact 
that  an  influenza  epidemic  is  often  followed,  six 
to  twelve  months  after,  by  an  apparent  increase 
of  malignancies.  This  has  been  my  observation 
especially  in  the  thyroid.  The  explanation  of 
this  fact  is  not  clear.  Perhaps,  the  findings  of 
Winternitz,  in  1920,  in  studying  the  pulmonary 
apparatus  during  and  after  influenza,  might  throw 
some  light  on  the  problem.  He  found  that  the 
post-influenzal  healing  of  the  alveoli  is  followed 
by  an  exaggerated  epithelial  proliferation  in 
places  so  intense  and  sometimes  so  disordinate 
that  the  differentiation  between  malignancy  and 
non-malignancy  was  difficult,  or  even  impossible. 
This  would  tend  to  show  that  microbic  toxins 
in  some  susceptible  cases  might  produce  an  un- 
checked proliferation  finally  resulting  in  malig- 
nancy, much  in  the  same  way  as  observed  after 
the  use  of  tar  products. 

The  opponents  of  the  parasitic  origin  make 
much  of  the  observations  made  by  Yamagiwa,  who 
used  a strongly  antiseptic  tar  to  produce  cancer. 
They  think  that  in  this  way  they  have  eliminated 
the  possibility  of  a contamination  by  a contagium 
vivum.  Of  course,  this  argument  is  untenable. 
It  does  not  matter  how  strongly  antiseptic  an  ex- 
ternal application  may  be,  in  no  way  does  it 
mean  that  it  will  kill  any  living  organism  com- 
ing from  within,  because  an  external  application, 
even  when  well  rubbed  in,  does  not  penetrate  the 
deeper  tissues. 

In  conclusion,  we  may  say  that  if  the  actual 
causating  factor  of  cancer  is  not  yet  known,  long 
continued  irritation,  mechanical,  physical,  as  in 
X-rays,  chemical  as  from  compounds  containing 
phenantrene,  infections  coupled  with  a certain 
cancer-susceptibility,  may  well  produce  a disor- 
dinate cellular  proliferation  that  will  finally  be- 
come malignant.  What  brings  about  this  change 
into  malignancy  is  still  unknown.  Personally,  I 
still  cling  to  the  “contagium  vivum”  viewpoint. 

The  relationship  of  trauma  and  malignancy  has 
assumed  today  a great  medico-legal  importance. 
The  expert  physician  is  often  in  a quandary  as 
to  what  is  the  proper  attitude  for  him  to  take. 
It  is  often  difficult  for  him  to  preserve  an  im- 
partial, judicial  mind,  and  not  become  a biased 
advocate. 

That  repeated  traumatisms  may  well  result  in 


the  production  of  malignant  tumors  is  well  ac- 
cepted, and  this  point  offers  no  great  medico- 
legal discussion. 

The  difficulty  arises  when  a single  traumatism 
has  preceded  the  malignancy.  It  is  argued  that 
if  a single  trauma  had  anything  to  do  with  pro- 
ducing malignancy,  traumatic  cancer  or  sarcoma 
should  be  very  prevalent,  as  the  number  of  daily 
traumatisms  is  very  great. 

Now,  in  discussing  with  you  the  etiology  of 
cancer,  we  have  seen  that  although  we  do  not 
know  the  real  causating  agent  of  cancer,  ma- 
lignancy seems  to  require  a certain  physico-chem- 
ical susceptibility  before  it  can  develop.  This 
susceptibility  is  either  transmitted  by  heredity,  or 
acquired.  Only  when  these  precancerous  physico- 
chemical conditions  have  been  fulfilled  can  and 
does  cancer  begin.  This  susceptibility  does  not 
need  to  be  generalized  to  the  whole  organism,  but 
can  affect  only  a given  organ. 

In  the  light  of  this,  the  relationship  of  a single 
trauma  to  malignancy  becomes  understandable. 
Thus,  we  understand  why  all  traumas  are  not 
followed  by  malignancy.  Thus,  we  understand, 
too,  why  in  some  cases  it  takes  months  after  the 
traumatism  has  been  inflicted  for  the  malignancy 
to  develop  and  in  some  cases  the  malignancy  as- 
sumes a fulminating  aspect  and  appears  one  week, 
or  a few  weeks  after  the  injury;  all  this  because 
of  the  degree  of  susceptibility  of  the  individual. 
Just  as  I have  seen  a cancer  of  the  thyroid  in  a 
young  woman,  begin,  run  its  course,  and  kill  the 
patient  in  one  month,  so  can  an  acute  traumatic 
cancer  appear  early  after  the  trauma.  Of  course, 
I am  not  discussing  these  cases  where  malignancy 
was  present  prior  to  the  injury. 

I have  seen  several  cancers  of  the  breast  ap- 
parently follow  a single  traumatism. 

I have  seen  a cancer  of  the  stomach  in  a young 
man,  32  years  old,  follow  six  months  after  a se- 
vere blow  in  the  epigastric  region.  This  case, 
however,  might  not  be  altogether  convincing,  as 
the  gastric  resection  showed  malignancy  in  a 
gastric  ulcer. 

I have  observed  a worker,  about  40  years  old, 
always  in  fine  general  and  gastric  health  accord- 
ing to  the  periodical  factory  examinations,  develop 
a cancer  of  the  stomach  with  peritoneal  metas- 
tases, proved  by  operation  and  microscope,  two 
weeks  after  a severe  blow  in  the  epigastrium. 
So,  with  our  present  day  conception  of  the  prob- 
lem of  cancer,  the  relationship  of  trauma,  even 
single,  cannot  be  ignored. 

For  the  time  being,  the  most  effective  method 
in  controlling  cancer  is  prevention,  early  diag- 
nosis, and  early  and  radical  treatment. 

It  is  perfectly  possible  to  prevent  occupational 
cancers. 

It  is  perfectly  possible  to  diagnose  a certain 
number  of  cancers  early  enough  so  as  to  secure 
a five  year  cure  or  more.  For  instance,  24,448 
five-year  cancer  cures  have  been  reported  in  1932 
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and  1933  at  the  Symposium  on  Cancer  held  by  the 
American  College  of  Surgeons. 

Take,  for  instance,  cancer  of  the  breast.  We 
know  that  it  is  more  frequent  in  unmarried 
women  without  pregnancies  than  in  the  married 
ones  with  pregnancies,  and  that  cancer  occurs 
at  an  earlier  period  in  the  former  than  in  the 
latter  class.  The  reason  is  perhaps  that  in  un- 
married women  the  breast  undergoes  subinvolu- 
tion irregularly,  becomes  fibrous,  and  gives  rise 
more  often  to  chronic  mastitis,  a forerunner  of 
cancer. 

In  married  women  who  nurse  their  babies  the 
allotted  physiological  time,  namely  six  to  eight 
months,  the  incidence  of  cancer  is  less  than  in 
the  ones  who  do  not  nurse  at  all,  or  only  a small 
part  of  the  time,  because  here  the  milk  becomes 
stagnant  in  the  breast,  undergoes  chemical 
changes  being  especially  transformed  into  lactic 
acid,  thus  becomes  a chronic  irritant,  which  may 
well  lead  to  cancer  if  other  conditions  become  pro- 
pitious toward  that  end.  Bagg  has  shown  that 
the  incidence  of  cancer  of  the  breast  in  mice 
jumped  from  5 to  85  per  cent  after  one  nipple 
had  been  tied  and  the  mice  allowed  to  become 
pregnant.  In  this  way  the  milk  was  locked  in 
the  ligated  side  and  drained  in  the  other  side  by 
nursing.  Let  u,s  not  forget  that  the  cow’s  breast, 
and  we  know  how  much  traumatism  it  is  sub- 
jected to,  practically  never  develops  cancer. 

Here  is  consequently  a clue  that  might  be  fol- 
lowed in  our  efforts  at  prevention  namely,  better 
nursing,  semi-annual  or  at  least  annual  peri- 
odical examinations,  and  at  once  surgical  attack 
of  any  lump  in  the  breast,  no  matter  if  it  means 
amputation  of  one  or  both  organs.  In  this  way 
only,  shall  we  prevent  and  diminish  the  incidence 
of  cancer  of  the  breast. 

Let  us  on  the  other  hand,  consider  cancer  of 
the  cervix. 

Here,  too,  with  a little  effort  on  the  part  of  the 
laity  and  of  the  medical  profession  the  incidence 
of  cancer  of  the  cervix  could  be  considerably  re- 
duced and,  when  recognized  early,  could  be  cured. 
If  the  women  would  only  accept  the  idea  of  peri- 
odic examinations  once  or  twice  a year,  and  if  the 
physician  would  perform  it  intelligently,  the  in- 
cidence of  cancer  of  the  cervix  would  be  greatly 
reduced.  It  is  not  enough  to  perform  a digital 
examination;  the  speculum  examination  is  abso- 
lutely essential;  thus,  will  be  discovered  erosions, 
lacerations,  leukoplakia,  etc.  Now,  we  know  that 
these  conditions  are  precancerous  conditions,  and 
that  the  removal  of  these  conditions  by  appro- 
priate measures  will  do  very  much  in  preventing 
cancer. 

The  matter  of  preventing  cancer  of  the  cervix 
lies  largely  with  the  obstetrician  and  the  general 
practitioner,  in  taking  care  of  the  lacerations 
when  they  are  fresh. 

Certain  cancers  of  the  genital  organs,  especially 
the  malignant  tumors  of  the  testes,  can  well  be 


detected  by  the  Ascheim-Zondek  serological  test. 
Consequently,  we  have  here  a means  to  detect 
these  malignancies  early,  and  when  removed,  to 
determine  if  hidden  metastases  are  present. 

On  the  other  hand,  take  the  external  cancers, 
especially  cancer  of  the  skin,  moles,  papillomas, 
chronic  ulcerations,  etc.  There  is  no  earthly  rea- 
son why  they  should  be  allowed  to  progress  be- 
yond their  incipient  stage,  if  the  laity  and  the 
profession  were  fully  alive  to  their  duties.  Eradi- 
cation by  electrocoagulation,  surgery,  or  radiation, 
is  a sure  cure.  Early,  or  well  established  can- 
cers of  the  skin  do  not  cause  metastases.  It  is 
only  very  late  that  they  do  so.  I have  never  seen 
an  early  cancer  of  the  skin  recur  when  well  re- 
moved. I treat  them  all  with  electrocoagulation. 

However,  we  are  still  much  handicapped  when 
it  comes  to  preventing  internal  cancers.  Much 
has  been  done  to  facilitate  our  diagnosis,  espe- 
cially in  the  X-ray  line.  Here  again,  periodical 
examination  will  prove  the  saving  of  a certain 
number,  not  all,  unfortunately,  because  some  of 
these  cancers  betray  their  presence  very  late,  too 
late. 

Yet,  even  here,  there  is  room  for  prevention. 
Take,  for  instance,  cancer  of  the  stomach,  which 
represents  in  most  countries  half  of  the  total  can- 
cer mortality.  (There  is  an  exception,  however, 
and  that  is  in  England  where  the  mortality  is 
about  25  per  cent  of  the  total  cancer  death-rate). 
Dr.  Stevenson  studied  the  incidence  of  cancer  of 
the  stomach  in  England  according  to  social 
classes  and  found  that  the  highest  incidence  was 
in  the  lowest  social  classes  and  the  lowest  in  the 
upper  social  classes.  His  studies  lead  him  to  con- 
clude that  in  most  instances  a general  defective 
alimentary  hygiene,  such  as  irregular  meals,  un- 
duly hot  and  highly  seasoned  foods,  but  above 
all  a defective  dental  hygiene  and  improper  mas- 
tication, seemed  to  play  an  etiological  part  in  pro- 
ducing cancer  of  the  stomach  through  repeated 
injuries  to  the  gastric  mucous  membrane. 

Thus,  it  becomes  clear  that  at  least  a certain 
number  of  cancers  of  the  stomach  could  be  pre- 
vented. 

The  same  can  be  said  of  cancer  of  the  oral 
cavity  and  tongue  by  eliminating  any  repeated 
injury  caused  by  ragged  teeth,  ill  fitting  dental 
apparatus,  and  taking  care  of  any  chronic  condi- 
tion such  as  leukoplakia,  ulcer,  etc. 

It  is  amazing  to  note  how  careless  the  profes- 
sion may  be  sometimes.  (Fortunately  this  is  not 
the  rule).  The  last  two  cases  of  cancer  of  the 
rectum  which  I have  seen  and  operated  upon  will 
illustrate  this  point  vividly.  One  was  treated 
symptomatically  for  months  without  even  a digi- 
tal examination,  which  if  performed,  would  have 
revealed  at  once  the  real  trouble.  The  other  case 
was  operated  for  a small  hemorrhoid  which  was 
held  responsible  for  the  rectal  bleeding.  Yet,  a 
digital  examination  (it  was  not  done)  would  have 
revealed  a well  defined  cancer  of  the  rectum, 
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easily  accessible  to  the  finger,  as  I found  it  to  be 
so,  six  weeks  after  his  hemorrhoidectomy. 

I believe  that  every  medical  school  ought  to  have 
for  its  students  a special  course  of  instruction  in 
malignancies. 

I believe  that  any  good  sized  center  of  popu- 
lation ought  to  have  an  agency  under  medical  su- 
pervision, for  imparting  education  and  knowledge 
on  cancer  matters  to  the  laity,  and  giving  to  the 
needy  diagnostic  facilities.  In  Columbus,  we  have 
the  Cancer  Clinic  that  has  sought  to  fulfill  these 
requirements. 

If  all  these  preventive  and  educational  meas- 
ures>  and  many  others,  are  adhered  to,  we  shall 
be  able  to  greatly  reduce  the  cancer  mortality. 

1 South  Fourth  Street. 

DISCUSSION 

H.  L.  Reinhart,  M.D.,  Columbus:  I think  we 

may  conclude  from  Dr.  Crotti’s  discussion  that  the 
“Present  Status  of  the  Cancer  Problem”,  is  not 
satisfactory.  However,  it  has  been  pointed  out  in 
a few  cancer  clinics,  that  the  problem  may  not 
be  concerned  so  much  with  cancer,  as  with  the 
medical  profession,  and  its  failure  to  utilize  our 
present  knowledge  concerning  cancer  to  the  best 
advantage.  Some  even  go  so  far  as  to  question 
whether  it  is  possible  to  raise  the  material  status 
under  existing  circumstances.  We  may  therefore, 
infer  that  there  is  a real  problem,  the  ramifica- 
tions of  which  involve,  not  only  the  practice  of 
medicine  in  all  of  its  phases,  but  the  social  and 
economic  life  of  every  community  as  well. 

We  are  prone  to  speak  of  cancer  as  a single 
disease,  and  to  look  for  a single  etiological  agent 
capable  of  producing  all  the  protean  manifesta- 
tions of  the  disease.  There  are  very  few  patholo- 
gists who  subscribe  to  this  idea.  Carcinoma  of 
the  breast,  and  carcinoma  of  the  stomach  have 
only  the  slightest  superficial  resemblance  and  are 
not  the  same  disease  etiologically,  clinically,  mi- 
croscopically, or  prognostically.  Not  only  are 
carcinomas  of  different  organs  different  diseases, 
but  likewise  carcinomas  and  sarcomas  of  the  same 
organ  are  separate  entities,  with  variations  in 
etiology,  microscopic  appearances,  clinical  course 
and  prognosis.  Therefore,  it  is  not  sufficient  to 
say,  that  a tumor  is  benign  or  malignant,  or  in 
other  words  is  a cancer;  that  it  was  removed  and 
a clinical  cure  was  accomplished  because  the  pa- 
tient lived  five  and  one-half  years  after  removal. 
We  must  know  what  organ  is  involved,  its  exact 
location,  its  gross  characteristics  and  micro- 
scopical type,  and  compare  them  with  the  known 
natural  life  history  of  tumors  of  the  same  type. 
There  are  as  many  different  cancers  as  there  are 
infections,  and  they  present  no  more,  if  as  much, 
in  common  as  the  infectious  diseases.  It  is  as 
impractical  to  group  them  together  and  study 
them  as  a single  entity  as  it  would  be  the  infec- 
tious diseases.  Therefore,  the  proper  study  of 
cancer  begins  with  a knowledge  of  each  type  of 
cancer  and  its  natural  history.  Unfortunately, 
this  idea  has  not  permeated  our  medical  teach- 
ing; our  medical  students  probably  learn  less 
about  cancer  than  any  other  subject  in  the  medi- 
cal curriculum.  The  problem  therefore  reaches 
fundamentally  into  the  proper  education  of  the 
undergraduate  as  well  as  the  practicing  phy- 
sician. 

I have  inferred  that  the  cause  of  cancer  is  not 
to  be  found  in  a single  etiological  agent;  that  its 
causes  are  numerous  and  varied.  Dr.  Crotti  has 
well  illustrated  this  point  in  his  discussion  of  the 


etiology.  Cancer  is  a biological  disease,  repre- 
senting the  inability  of  a group  of  local  cells  to 
overcome  or  tolerate  a given  local  stimulus.  As 
a result  these  cells  throw  off  all  bonds  of  cellu- 
lar restraint  and  coordination,  take  on  individu- 
alistic characters,  revert  to  primitive  biological 
functions  of  growth  and  multiplication,  and  as- 
sume a parasitic  existence.  They  occupy  a posi- 
tion in  the  body  organization  similar  to  the  crim- 
inal in  society,  in  that  they  prey  upon  the  work- 
ers and  destroy  them  for  their  own  gain,  gradu- 
ally extending  their  field  of  unrestrained  activity 
until  eventually  they  destroy  the  body  which  sup- 
ports them.  The  biological  marvel  as  great  as 
life  itself,  is  the  perfect  coordination  of  millions 
of  cells  of  different  characteristics  and  tendencies, 
functioning  year  after  year  in  perfect  harmony, 
under  a constantly  changing  environment.  Is  it 
any  wonder  that  cancer  incidence  increases  as  we 
grow  older?  Is  it  not  a wonder  that  the  inci- 
dence of  cancer  is  not  greater  than  it  actually  is, 
with  our  increasing  life  span? 

This  brings  up  the  discussion  of  the  incidence 
of  cancer.  One  of  the  great  needs  in  our  study  of 
cancer  are  accurate  statistics.  As  Dr.  Crotti  has 
indicated,  our  statistics  are  notably  inaccurate. 
The  accurate  diagnosis  of  cancer  usually  rests 
upon  the  surgeon  and  pathologist.  Even  with 
microscopic  examination,  good  pathologists  occa- 
sionally differ  upon  the  diagnosis  of  cancer,  de- 
pending upon  their  experience.  There  may  be 
very  little  to  indicate  microscopically  that  a tu- 
mor is  malignant,  but  clinically  it  may  pursue 
a malig'nant  course.  Likewise  microscopic  exam- 
ination may  reveal  a tumor  with  every  appear- 
ance of  malignancy,  while  its  life  history  may 
prove  it  benign.  The  diagnosis  in  such  cases 
mu,st  rest  upon,  the  knowledge  and  experience 
of  both  the  surgeon  and  pathologist  and  dem- 
onstrate the  close  relationship  necessary  for  ac- 
curate diagnosis.  Needless  to  say,  this  is  not  the 
usual  practice;  a relatively  large  percentage  of 
patients  operated  under  a diagnosis  of  cancer  do 
not  have  the  diagnosis  confirmed  by  pathological 
examination  of  tissue.  If  this  is  true  of  good 
surgeons,  what  must  be  the  percentage  of  error 
in  cases  where  the  tissues  are  not  examined  mi- 
croscopically? 

Furthermore  the  percentage  of  necropsies  con- 
ducted in  this  country  is  so  low  as  to  be  of  prac- 
tically no  value  in  mass  statistics. 

It  is  all  very  well  to  say  that  every  tissue  re- 
moved by  operation  mu,st  be  examined  by  a com- 
petent pathologist,  and  that  necropsies  should  be 
conducted  in  a large  percentage  of  deaths.  The 
medical  profession  is  aware  of  this.  The  ques- 
tion is,  how?  Where  can  the  physicians  in  smaller 
communities  get  competent  pathological  diag- 
nosis, and  who  is  going  to  pay  for  it,  particu- 
larly in  indigent  cases.  How  many  patients  can 
afford  the  expense  involved  in  the  average  clin- 
ical diagnosis  of  cancer?  And  above  all,  where 
can  the  majority  of  physicians  obtain  adequate 
necropsies  on  patients  dying  with  obscure  symp- 
toms, outside  of  hospitals  with  well  organized 
pathological  laboratories?  How  often  is  the  diag- 
nosis of  cancer  the  dumping  ground  for  obscure 
symptoms? 

Our  public  health  service  stands  ready  to  aid 
in  the  diagnosis  or  elimination  of  contagious  dis- 
eases, and  the  amassing  of  large  numbers  of 
statistics,  many  of  questionable  value,  but  what 
contribution  has  been  made  to  the  cancer  problem? 
Until  these  problems  are  solved,  how  can  we  raise 
the  level  of  cancer  consciousness  in  the  minds  of 
the  medical  profession?  Furthermore  until  these 
needs  are  supplied,  our  statistics  cannot  mean 
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very  much.  If  all  tissues  removed  were  carefully 
examined  and  the  majority  of  deaths  were  fol- 
lowed by  necropsies,  we  would  provide  the  pro- 
fession at  large  with  the  greatest  educational 
advantages  possible.  Most  of  us  are  interested 
primarily  in  our  own  problems,  and  one  of  these 
problems  adequately  solved,  is  of  more  value  than 
a dozen  problems  of  someone  else  cited  in  a 
paper. 

I have  particularly  stressed  the  microscopic 
diagnosis  of  cancer  for  two  reasons;  first,  be- 
cause successful  treatment  depends  upon  micro- 
scopical diagnosis.  When  cancer  has  reached  the 
proportions  of  gross  diagnosis,  the  prognosis  is 
usually  bad.  Successful  treatment  demands  early 
diagnosis  and  early  diagnosis  is  not  cancer  of  the 
proportions  seen  at  the  necropsy  table.  Second, 
adequate  classification,  prognosis,  and  estimation 
of  the  value  of  treatment  instituted  depends  upon 
microscopic  diagnosis.  But  before  any  micro- 
scopic diagnosis  can  be  made  the  lesion  must  be 
found  and  excised.  Therefore,  the  first  requi- 
site of  cancer  diagnosis  is  the  cancer  surgeon. 
Needless  to  say  all  the  diagnostic  facilities  of  mod- 
ern medicine  must  be  at  his  command  for  locali- 
zation of  the  disease.  If  these  fail  he  must  not 
hesitate  to  investigate  by  exploratory  examina- 
tion. Complete  excision  is  the  method  of  choice, 
if  possible.  Irradiation  is  of  value  in  both  the 
cure  and  alleviation  of  many  cancers.  But  the 
choice  of  treatment  depends  upon  many  factors 
and  that  choice  can  only  be  made  adequately  by 
individuals  thoroughly  familiar  with  cancer  of  all 
forms  and  wide  experience  in  treatment. 

You  have  no  doubt  anticipated  me  in  my  con- 
clusions: namely,  that  the  solution  of  the  cancer 
problem  rests  with  the  cancer  clinic.  Such  a clinic 
must  have  at  its  command  all  the  facilities  of 
modern  diagnosis,  including  especially  capable 
men  of  the  various  specialties.  The  nucleus 
should  consist  of  surgeon,  surgical  pathologist 
and  radiologist.  These  three  men  should  be  fa- 
miliar with  each  other’s  fields  and  specialists  in 
cancer.  They  should  proceed  together  through 
every  phase  of  diagnosis  and  treatment  of  every 
case,  following  the  cases  as  closely  as  possible, 
with  careful  records,  and  when  death  occurs 
whether  from  cancer  or  not,  checking  the  work 
with  careful  necropsy.  Only  by  such  methods  can 
we  amass  statistics  of  any  value,  and  realize  the 
true  status  of  the  cancer  problem.  It  is  not  a 
one  man  problem,  nor  merely  a cancer  clinic  prob- 
lem. It  is  a problem  of  the  entire  medical  pro- 
fession, and  society  at  large.  The  day  is  coming 
when  we  cannot  shrug  our  shoulders  and  say, 
when  we  learn  the  cause  of  cancer,  we  may  be 
able  to  do  something  about  it.  The  day  of  the 
defeatist  attitude  with  regard  to  cancer  is  past. 
There  is  far  more  to  be  done  now  than  we  are 
doing. 

Augustus  A.  Hall,  M.D.:  Nowhere  in  the 

realm  of  the  periodic  health  examination  is  the 
opportunity  to  prevent  disease  so  important  as 
the  early  recognition  of  cancer.  The  general 
practitioner  should  become  wTell  acquainted  with 
early  .cancer  pathology  in  order  to  detect  the 
early  stages.  Discovered  early,  the  surgeon  and 
radiologist  have  a chance  to  effect  a cure. 


The  Noble  prize  in  medicine  this  year  has  been 
awarded  to  Prof.  Hans.  Spemann,  ordinarius  in 
zoology  at  the  University  of  Freiburg-im-Bries- 
gau,  in  recognition  of  his  work  on  what  is  called 
“the  organ-producing  effect”. 


Apologies  to  Dr.  Davis 

In  the  article  by  Dr.  John  Hart  Davis,  Cleve- 
land, on  “The  Clinical  Aspects  of  Alkalosis”, 
published  in  the  December,  1935,  issue  of  The 
Journal,  a figure  relative  to  the  normal  bicarbon- 
ate-carbonic acid  rato  was  omitted  in  the  second 
paragraph  of  the  first  column  on  page  938.  The 
paragraph  should  have  read  as  follows: 

“Anoxemia  accompanied  by  slow,  shallow  res- 
pirations is  effectively  and  safely  treated  by  the 
administration  of  a carbon  dioxide — oxygen  mix- 
ture (5  to  10  per  cent  C02  in  oxygen  if  a tight 
fitting  mask  is  used — 30  per  cent  C02  in  oxygen 
if  a catheter  or  funnel  is  employed).  By  this 
method  C02  is  restored  to  the  plasma  in  normal 
concentration,  thus  tending  to  re-establish  the 

20 

normal  bicarbonate-carbonic  acid  ratio  of  — . The 

1 

respiratory  rate  approaches  normal,  anoxemia  is 
corrected,  and  metabolic  functions  in  general  im- 
prove. Any  other  form  of  respiratory  stimulant, 
especially  the  use  of  caffeine  or  alpha-lobelin,  not 
only  exaggerates  the  alkalosis  but  is  actually 
dangerous  as  I have  already  noted.” 

— OSMJ  — 

The  Committee  on  Scientific  Research  of  the 
American  Medical  Association  invites  applications 
for  grants  of  money  to  aid  in  research  problems 
bearing  more  or  less  directly  on  clinical  medicine. 
Preference  is  given  to  requests  for  moderate 
amounts  to  meet  specific  needs.  Requests  for  ap- 
plication forms  should  be  addressed  to  the  com- 
mittee, 535  North  Dearborn  St.,  Chicago,  111. 

— OSMJ  — 

The  Committee  on  Scientific  Exhibit  of  the 
Board  of  Trustees  of  the  American  Medical  As- 
sociation has  announced  that  the  special  exhibit 
on  fractures  will  be  resumed  at  the  Kansas  City 
session  of  the  A.M.A.,  May  11-15,  under  the  direc- 
tion of  Dr.  Kellog  Speed,  chairman,  Chicago;  Dr. 
Frank  D.  Dickson,  Kansas  City  and  Dr.  Walter 
Estell  Lee,  Philadelphia,  Pa. 

— OSMJ  — 

Prize  for  Goiter  Essay 

The  American  Association  for  the  Study  of 
Goiter  again  offers  the  Van  Meter  Prize  award  of 
$300  and  two  honorable  mentions  for  the  best 
essays  submitted  on  the  goiter  problem.  This 
aw’ard  will  be  made  at  the  discretion  of  the  society 
at  its  next  annual  meeting  to  be  held  in  Chicago, 
111.,  June  8,  9 and  10,  1936.  Competing  manu- 
scripts should  not  exceed  3,000  words,  and  must  be 
submitted  not  later  than  March  1,  1936,  to  the 
corresponding  secretary  of  the  society,  Dr.  W. 
Blair  Mosser,  133  Biddle  St.,  Kane,  Pa.,  from 
whom  additional  information  concerning  the  essay 
contest  may  be  obtained. 


HEMOLYTIC  JAUNDICE 

REPORT  OF  AN  UNUSUAL  CASE 

By  BERNARD  J.  DREILING,  M.D.,  J.  G.  BRODY,  M.D.,  and 
ASHER  RANDALL,  M.D.,  Youngstown,  Ohio 


ECENTLY^  Doan,  Wiseman  and  Erf1  pub- 
lished an  article  in  which  they  discussed 
the  subject  of  hemolytic  jaundice.  In  the 
same  paper  they  reported  two  cases  of  the  dis- 
ease. Since  the  condition  is  not  so  common  we  feel 
that  it  would  be  of  value  to  report  an  additional 
case,  particularly  since  our  patient  ran  a course 
quite  atypical  of  the  aforementioned  cases,  and 
offered  some  difficulties  as  to  diagnosis,  and  her 
convalescence  was  similarly  atypical. 

REPORT  OF  CASE 

Mrs.  H.  R.,  age  23,  para  2,  was  referred  to  us 
by  another  physician  whom  she  had  consulted  in 
regard  to  one  of  her  children,  and  who  noted  that 
she  herself  was  in  need  of  medical  care. 

Family  History — Negative  in  so  far  as  hemoly- 
tic jaundice  is  concerned.  Personal  History — 
Essentially  negative.  Menses  and  pregnancies 
normal.  No  miscarriages  or  premature  births. 
History  of  Present  Illness — Patient  noted  that 
she  had  not  been  quite  herself  for  about  two 
months,  but  attributed  her  condition  to  a sus- 
pected pregnancy,  having  missed  the  previous 
menstrual  period. 

Physical  Examination — Shows  a fairly  well 
nourished  white  female.  Skin  and  mucous  mem- 
branes markedly  anemic  and  markedly  yellow. 
The  sclera  are  definitely  icteric.  Head  and  neck 
negative  except  for  some  slight  exophthalmos. 
Pupillary  reflexes  normal.  Chest — Breath  sounds 
normal.  No  rales.  Heart — Both  sounds  fairly 
well  heard.  There  is  a blowing  systolic  murmur 
all  over  the  precordium.  Abdomen — The  abdomi- 
nal wall  is  soft  and  flabby.  On  deep  palpation  the 
spleen  is  felt  and  it  extends  four  fingers  breadth 
below  the  costal  margin.  There  is  some  tender- 
ness. No  other  viscera  palpable.  Reflexes — Nor- 
mal. 

Red  and  white  blood  cell  counts  were  done  at 
once  in  our  office  and  suspicion  of  pernicious 
anemia  was  aroused.  The  count  was  so  alarm- 
ingly low  (1,100,000)  that  the  patient  was  im- 
mediately hospitalized  and  transfused  with  600 
cc.  of  citrated  blood  the  following  day.  At  the 
same  time  intramuscular  injections  of  liver  were 
begun.  Complete  blood  count  and  reticulocyte 
count  at  the  hospital  revealed  the  unusual  value 
of  25  per  cent  for  reticulocytes  (at  one  time  the 
reticulocyte  count  actually  rose  to  63  per  cent  (see 
Fig.  I)).  While  there  was  no  reticulocyte  count 
before  liver  therapy  was  begun  nevertheless  this 
figure  seemed  too  high  for  such  a short  period, 
and  this  at  once  suggested  hemolytic  jaundice. 
Further  laboratory  work  was  ordered  in  order  to 
confirm  or  disprove  the  diagnosis.  The  results 
were  not  at  all  convincing.  The  fragility  test  was 
so  close  to  normal  (beginning  hemolysis  0.5,  com- 
plete hemolysis  0.3  on  three  occasions)  that  two 
prominent  hematologists  whom  we  consulted  dis- 
agreed as  to  whether  or  not  it  was  reduced.  On 
one  occasion  bile  was  found  in  the  urine.  In- 
creased urobilinogen  was  not  determined  in  that 

1.  Doan,  Chas.  A.,  Wiseman,  B.  D.,  and  Erf,  Lowell  A., 
“Studies  in  Hemolytic  Jaundice” ; Ohio  State  Med.  J.,  Vol. 
30,  No.  8,  p.  493,  August,  1934. 


the  facilities  for  doing  so  were  not  at  hand.  A 
study  of  smears  revealed  microcytosis  which  was 
in  favor  of  hemolytic  jaundice.  During  this  time 
the  patient  was  closely  studied  for  evidence  of 
other  diseases  none  of  which  were  found,  and  her 
family  history  carefully  gone  into  in  order  to  de- 
termine if  any  other  member  had  been  similarly 
ill.  None  were  found. 

On  the  basis  of  the  above  findings  the  diagnosis 
of  hemolytic  jaundice  was  made  and  splenectomy 
was  performed  by  one  of  us  (B.J.D.)  on  August 
1,  1934.  This  was  done  in  the  face  of  a 1,710,000 
red  blood  cell  count.  Transfusion  had  been  dis- 
continued some  time  previously  since  Doan  and 
his  colleagues  stated  that  preoperative  trans- 
fusion is  definitely  contraindicated.2  The 
patient  stood  the  operation  very  well.  Within 
an  hour  the  red  count  rose  to  2,400,000.  The 
spleen  was  found  to  be  approximately  five 
times  the  normal  size  and  adherent  to  the  stomach 
and  diaphragm.  Anticipating  a broncho-pneu- 
monic process  as  a result  of  the  spleno-diaphrag- 
matic  adhesions  which  had  to  be  freed,  Co2  and  02 
were  administered  immediately  after  the  opera- 
tion and  continued  until  August  14,  1934. 

The  red  and  white  counts  were  done  every  two 
hours  post-operatively,  and  the  red  count  con- 
tinued to  rise  until  noon  of  the  day  of  the  opera- 
tion. It  then  remained  stationary  between  two 
and  two  and  a half  million  for  two  days  and  on 
August  3,  1934,  it  dropped  to  2,100,000.  At  this 
point  it  was  felt  that  in  view  of  the  fact  that  she 
had  not  responded  as  well  as  was  to  be  expected 
and  she  appeared  quite  ill  she  was  again  trans- 
fused with  600  cc.  of  citrated  blood.  The  following 
morning,  August  4,  1934,  her  temperature  was 
103.6  degrees,  her  pulse  was  fast  (150  per  minute) 
and  bounding,  and  rales  were  heard  at  the  left 
base  and  axilla.  We  attributed  this  broncho-pneu- 
monic process  to  the  manipulation  of  the  left 
cupola  of  the  diaphragm  during  the  operation. 

The  temperature  fluctuated  for  two  days  and 
then  began  to  drop  until  the  fifth  day  after  the 
onset  of  this  process,  August  8,  1934,  on  which 
day  it  was  normal.  The  pulse  rate  paralleled  the 
temperature.  From  this  point  on  until  the  first  of 
September  her  pulse  and  temperature  continued 
to  fluctuate,  the  temperature  varying  from  98  de- 
grees to  102.8,  and  the  pulse  from  60  to  146.  Her 
physical  condition  varied  greatly,  however,  and 
digitalis  was  administered  in  order  to  ease  her 
cardiac  apparatus  over  the  strain  of  the  pneu- 
monia. Her  course  continued  stormy  over  a 
period  of  three  weeks.  At  times  she  was  semi- 
comatose  and  could  be  roused  only  with  difficulty 

2.  Subsequent  communication  with  other  hematologists 
reveals  that  they  are  not  entirely  iij  accord  with  this  idea. 
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Note  the  interesting  changes  occurring  in  the  peripheral  blood  on  the  day  of  operation  following  splenectomy. 


and  had  incontinence  of  urine  and  feces.  At  other 
times  she  was  quite  cheerful.  Gradually,  however, 
she  began  to  improve  until  the  date  of  discharge, 
September  18,  1934. 

Her  laboratory  work  was  interesting  through- 
out. On  August  4,  1934,  her  red  blood  cell  count 
began  to  rise  until  it  reached  4,000,000  on  the 
seventh  of  August.  It  then  began  to  drop  and 
continued  to  do  so  except  for  a two  day  interval 
from  August  10  to  August  12.  We  felt  that 
while  the  diagnosis  was  correct,  nevertheless, 
she  might  he  aided  by  the  use  of  liver  which 
was  administered  orally  and  parenterally  from 
August  13,  to  her  discharge.3  On  August  18, 
her  red  blood  cell  count  reached  a low  of 
2,000,000  per  cu.  mm.  She  then  began  a 
slow  daily  rise  to  4,000,000  per  cu.  mm.  on  Sep- 
tember 13,  and  she  continued  to  maintain  her 
blood  at  this  level  as  evidenced  by  repeated  counts 
done  at  our  office,  the  last  count  being  4,495,000. 

3.  Although  Doan,  Wiseman  and  Erf  do  not  recommend 
this  therapy,  nevertheless,  Reifenstein  and  Allen  (J.A.M.A. 
103:22  12/1/34)  have  reported  three  cases  wherein  its  defi- 
nite clinical  value  was  proved. 


The  white  blood  cell  picture  is  of  interest  in 
that  it  is  typical  of  the  reported  cases.  She  showed 
a marked  rise  in  white  cells  immediately  after  the 
operation  (Fig.  I),  but  over  a period  of  time 
these  gradually  returned  to  normal  as  she  began 
to  improve.  The  reticulocytes  dropped  to  the  nor- 
mal level  on  August  7,  six  days  post-operatively. 
On  August  16  there  was  a rise  which  has  been 
maintained,  hut  we  attribute  this  to  the  liver 
which  she  has  received.  At  no  time,  however,  did 
she  have  a leucopenia  as  described  by  Doan,  Wise- 
man and  Erf. 

It  is  interesting  to  note  that  her  fragility  test 
was  not  far  removed  from  normal  at  any  time,  if 
at  all.  On  July  13,  there  was  beginning  hemolysis 
at  0.5  and  complete  at  0.32.  On  July  16  there  was 
•beginning  hemolysis  at  0.5  and  complete  at  0.3, 
and  on  July  23,  the  results  were  the  same  as  on 
July  13. 

The  icterus  index  which  was  high  pre-oper- 
atively  dropped  to  the  average  normal  figure  four 
days  after  splenectomy  was  performed  and  has 
so  continued. 
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Following  her  discharge  from  the  hospital  the 
patient  continued  to  improve.  At  the  present  time 
she  is  perfectly  well,  showing  no  evidence  of  any 
blood  dyscrasia  and  is  able  to  perform  all  her  own 
household  duties  without  difficulty  or  incon- 
venience. 

PATHOLOGIC  REPORT 
Specimen  Presents: 

Spleen — 19x11x9  cms. — Purplish  gray.  Super- 
ficially soft.  Centrally,  there  is  a firmness  to  pal- 
pation. Smooth.  Hilum  is  prominent.  A compact 
cortex,  .5  cms,  in  thickness,  is  maintained.  The 
remaining  portion  is  deep,  purplish  red.  The  pulp 
is  semi-jelly  in  consistence.  Cut  surface  shows 
swollen,  splenic  corpuscles.  It  is  dotted  with 
grayish  points. 

MICROSCOPICAL 

Section  of  spleen  shows  capsule  thickened  and 
compact.  Blood  pigment  is  fairly  abundant 


throughout  the  tissue.  Red  blood  cells  are  pre- 
dominant. Lymphocytes  vare  greatly  diminished. 
There  is  moderate  hyperplasia  of  endothelial  cells. 
There  is  slight  increase  in  connective  tissue 
stroma.  Trabeculae  are  distinct.  Myelopoietic 
cells  are  conspicuously  absent.  Malphigian  cor- 
puscles are  present  but  greatly  diminished  in 
number  and  size  and  cellularity. 

Diagnosis : Hemolytic  jaundice. 

SUMMARY 

Report  of  a case  of  hemolytic  jaundice  success- 
fully treated  by  splenectomy. 

The  fragility  test  was  within  normal  limits  in- 
dicating1 that  this  test  should  not  be  entirely  re- 
lied upon. 

The  diagnosis  was  based  on  the  increased  reti- 
culocyte count  which  increase  supports  the  new 
terminology  of  the  disease,  “hyperreticulosis”. 
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THE  EMOTIONAL  FACTOR  IN  CHOREA 

By  O.  B.  MARKEY,  M.D.,  Cleveland,  Ohio 


TODAY’S  symptomatic  picture  of  chorea  is 
essentially  the  same  as  when  Lord  Syden- 
ham1 called  it  “.  . . a kind  of  convulsion 
which  attacks  boys  and  girls  from  the  tenth  year 
to  the  time  of  puberty.  It  first  shows  itself  by 
limping  or  unsteadiness  in  one  of  the  legs,  which 
the  patient  drags.  The  hand  cannot  be  steady  for 
a moment.  It  passes  from  one  position  to  another 
by  a convulsive  movement,  however  much  the 
patient  may  strive  to  the  contrary.  Before  he  can 
raise  a cup  to  his  lip,  he  makes  as  many  gesticula- 
tions as  a mountebank;  since  he  does  not  move  it 
in  a straight  line,  but  has  his  hand  drawn  aside 
by  spasms,  until  by  some  good  fortune  he  brings 
it  at  last  to  his  mouth.  . . .” 

Little  of  significance  was  added  until  attention 
was  drawn  clinically  to  the  suspicion  that  chorea 
might  be  directly  related  to  the  rheumatic-heart 
complications  of  childhood  and  that  it  appears  to 
select  children  with  highly  sensitized  affective  re- 
sponses. Some  authorities  believe  that  rheumatic 
infection  occurs  often  before  or  after  an  attack 
of  chorea,  though  there  are  almost  no  reports  of 
rheumatic  accompaniment  of  this  disease.  G.  F. 
Still2  is  quite  sure  that  both  conditions  are  caused 
by  the  same  infective  virus,  the  joints  being  in- 
volved in  one  and  the  nervous  tissues  in  the  other 
condition.  Gerstley3,  among  other  pediatricians, 
does  not  share  this  opinion.  However,  all  au- 
thorities consider  the  emotional  factor  a constant 
concomitant  of  the  disease.  Bernard  Sachs4  opens 
his  chapter  thus:  “Among  the  neuroses  of  child- 
hood ...  (is  chorea)  ...  a functional  disease 
characterized  by  irregular,  involuntary  twitch- 


Read  before  the  Section  on  Nervous  and  Mental  Diseases, 
Ohio  State  Medical  Association,  at  the  88th  Annual  Meeting, 
Columbus,  October  4-6,  1934. 


ings  of  some  or  all  of  the  muscles”.  He  recog- 
nized fright  as  the  most  common,  immediate 
cause,  as  it  was  referred  to  in  56  of  184  of  his 
cases.  Meanwhile,  pathologists  have  only  lately 
come  to  believe  in  a specific  pathology  for  this 
disease.  In  spite  of  opposition  by  some  neuro- 
logists, the  belief  is  generally  accepted  that 
choreic  movements  result  from  tissue  disturbance 
in  the  basal  ganglia  (the  extra-pyramidal  motor 
system  which  controls  associated  and  automatic 
movements).  This  portion  of  the  brain,  often  re- 
ferred to  as  the  neo-striatum,  acts  as  an  in- 
hibitory center.  In  chorea,  its  function  is  dis- 
turbed and  athetotic  movements  result,  involved 
muscles  lacking  tonus  and  being  hyperactive. 
The  individual  affected  has  regressed  to  a lower 
developmental  level.  Perhaps  concomitant  emo- 
tional control  may  be  similarly  lowered,  thus  af- 
fording an  anatomical  explanation  for  the  emo- 
tional symptomatology.  In  pediatric  text  books, 
one  finds  only  casual  reference  to  this  neurologi- 
cal picture,  with  a hint  that  it  is  far  from  ac- 
cepted. 

Constant  reference  is  made  to  the  fact  that  the 
“nervous  child”  is  most  apt  to  be  attacked  by 
chorea.  Still2  notes,  also,  that  the  child  with 
chorea  frequently  gives  a history  of  having  had 
varying  “habit  spasms”.  Time  and  again  one 
finds  children  suspected  of  “St.  Vitus  Dance”, 
who,  on  examination,  exhibit  superficially  the 
restless  mannerisms  of  underlying  tenseness  or 
“nervousness”.  In  some  of  these  situations,  one 
finds  a history  of  local  trauma  or  irritation,  with 
the  habit  developing  later  after  the  symptom  itself 
becomes  a repetitive  cause.  This  is  particularly 
true  where  great  attention  has  been  drawn  to  the 
particular  mannerism,  so  that  the  child  carries 
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the  added  burden  of  awareness  of  the  symptom. 
Only  during  the  period  of  conscious  effort  are 
these  motor  responses  under  control.  The  child, 
however,  cannot  possibly  maintain  constant  con- 
scious control,  with  the  result  that,  when  his 
guard  is  let  down  by  inner  or  outer  distraction, 
the  symptom  becomes  much  worse.  Even  where 
such  reminders,  often  accompanied  by  punish- 
ment, are  successful,  one  finds  that  release  is 
obtained  either  through  the  development  of  other 
mannerisms  or  through  increased  inner  tension 
which  seriously  affects  the  emotional  under-tone 
in  subtler  fashion. 

It  is  not,  of  course,  difficult  to  differentiate  be- 
tween true  chorea  and  habit  spasm.  The  choreic 
child’s  effort  to  control  movements  only  exag- 
gerates them  while  the  opposite  holds  in  habit 
spasms.  In  the  latter,  the  movements  are  gen- 
erally repeated  in  the  same  fashion  and  involve 
the  same  muscle  groups,  with  pronounced  localiz- 
ing. Even  where  multiple  mannerisms  occur,  each 
of  the  various  mannerisms  is  clear-cut.  In  chorea, 
the  movements  are  apparently  purposeless,  lack 
rhythm  and  have  no  fixed  pattern.  There  is  a 
greater  tendency,  also,  for  the  habit  spasm  to 
cease  during  sleep,  when  the  fore-conscious  level 
necessary  for  production  of  so-called  habits  has 
been  displaced.  One  also  finds  that  in  chorea 
muscle  resistance,  as  in  efforts  to  strengthen  the 
hand  clasp,  is  intermittently  weakened,  whereas 
in  habit  spasm,  muscle  resistance  is  constant. 
Attention  is  paid  to  this  differentiation  because 
both  conditions  seem  to  attack  the  same  type  of 
child,  from  the  emotional  standpoint,  though  not 
necessarily  the  same  child. 

CASE  REPORT 

In  one  situation  studied  privately  by  the  author, 
A.  M.,  a twelve  year  old  boy,  had  gone  through 
three  attacks  of  chorea,  at  least  according  to  the 
diagnoses  of  three  qualified  physicians.  In  the 
psychiatric  interview,  the  patient  was  able  to  re- 
call the  onset  of  his  first  attack.  He  was  sitting 
on  the  doorstep  with  a friend  at  dusk  when  the 
friend  suddenly  shouted,  “There’s  a hearse!”.  The 
patient,  whose  emotional  growth  had  been  greatly 
retarded  by  an  over-anxious,  over-attending 
mother,  exhibited,  as  he  recalled  this,  a distinct 
fear  response.  This  was  characterized  by  a gen- 
eral, rhythmical  shaking  of  the  body.  On  closer 
investigation,  there  was  confirmation  of  the  fact 
that  his  mannerisms  had  right  along  been  of  this 
nature.  The  emotional  accompaniment  was  indeed 
severe,  with  anxiety  the  most  prominent  factor. 
He  was  afraid  to  sleep  without  locked  closets  and 
windows,  he  had  to  have  the  light  on  and  it  was 
necessary  for  someone  to  be  in  sight  of  his  room. 
There  was  general  agreement  that  the  situation 
had  been,  right  along,  a functional  disorder  with 
the  prominent  symptoms  representing  merely  the 
sentinel  of  a deep  emotional  instability. 

Habit  spasms  seem  to  begin  after  children  leave 
the  full  protection  of  home  for  school,  just  as  in 
chorea.  Authorities  point  to  the  ages  of  seven  to 
fifteen  as  characteristic.  In  the  nineteen  hospital 


cases  reviewed,  the  age  varied  from  seven  to 
fifteen  in  seventeen  of  the  cases.  Two  were  eigh- 
teen years  of  age  and  one  of  these  suffered  a 
previous  attack  sometime  before.  The  average 
age  was  thirteen,  the  median  and  the  mode  were 
twelve.  Only  four  of  the  nineteen  were  boys.  It 
is  not  improbable  that  the  emotional  strain  inci- 
dent to  the  start  of  school  and  the  characteristic 
strain  of  the  beginning  of  puberty  were  loads 
which  acted  as  sensitizing  agents.  In  passing,  it 
may  be  significant  to  state  that  the  choreic  facies 
suggest  fear.  Dr.  J.  W.  Epstein,  head  of  the 
Pediatric  Service  of  Mount  Sinai  Hospital,  has 
often  been  struck  with  the  observation  that  chil- 
dren with  chorea  look  “just  like  people  who  are 
afraid”.  Oberndorf5  refers  to  Tiqueurs  as  having 
the  “minds  of  children  in  regard  to  their  emo- 
tional reactions”  and  one  is  struck  with  this  same 
suggestion  in  choreic  children.  Oberndorf  at- 
tempts to  explain  tics  on  a psychoanalytic  basis, 
referring  to  them  as  compromises  where  chaotic 
impulses  produce  incapacity  for  decision,  forcing 
the  patient  to  oscillate  between  not  being  able  to 
act  as  he  wants  to,  and  being  obliged  to  act 
as  he  does  not  want  to.  In  our  studies  the  children 
had  little  opportunity  to  enjoy  doing  things  be- 
cause they  wanted  to,  whether  or  not  they  did 
them,  since  they  had  always  been  pressed  to  do  as 
they  were  “supposed  to”. 

The  character  traits  of  Tiqueurs,  according  to 
Abraham6  are  narcissistic,  mentally  infantile. 
Ferenczi7  quotes  Meigs  and  Reindel  as  follows: 
“Tic  patients  are  big,  badly  brought  up  children, 
accustomed  to  giving  way  to  their  moods,  never 
having  learned  to  discipline  their  wills”.  Similar 
characterology  is  commonly  found  in  the  choreic 
child.  Though  the  difference  in  motor  expression 
is  clear-cut,  the  emotional  significance  of  both 
disorders  suggests  a common  personality  weak- 
ness. This  is  borne  out  by  Ebaugh’s8  study  of  32 
children  with  chorea.  They  showed  an  emotional 
liability  and  fatigue  with  characteristic  behavior 
disorders,  resembling  postencephalitis.  He  added 
further  that  removal  of  the  cause  was  often  fol- 
lowed by  a continuation  of  the  chorea  from 
twitchings  as  a “habit”  requiring  special  psych- 
iatric treatment. 

The  child’s  total  personality  is  always  involved 
and  requires  careful  investigation,  with  emphasis 
on  the  emotional  state.  This  entails  a study  of 
the  entire  family  situation,  where  each  individual 
intensifies  the  normal  family  drama  by  drives  for 
satisfactions  which  may  be  disturbing  to  the  other 
members  of  the  family  unit.  Since  social  relation- 
ships outside  the  family  seriously  influence  the 
emotional  tonus  of  the  whole  personality,  a pic- 
ture of  the  child’s  play  and  school  relationships 
and  his  successful  and  frustrated  drives  for  at- 
tention and  acceptance  is  obviously  in  order. 
Pediatricians  referring  cases  of  recurrent  chorea 
to  the  Mental  Hygiene  Clinic  of  Mount  Sinai 
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Hospital,  Cleveland,  had  already  recognized  the 
major  importance  of  the  functional  factor.  Four 
such  cases  were  examined  in  the  usual  fashion 
and  are  presented  here  for  consideration.  It  was 
thought  valuable,  also,  in  the  preparation  of  this 
paper,  to  examine  the  records  of  children  hos- 
pitalized with  chorea,  with  special  reference  to 
the  emotional  material  revealed.  Nineteen  such 
cases,  ranging  through  the  years  1930  and  1934, 
were  reviewed.  It  was  disappointing  to  find  that 
in  very  few  instances  was  reference  made  to  the 
emotional  symptoms,  except  for  routine  search 
for  such  precipitating  factors  as  fright.  Ebaugh8 
emphasizes  the  point  that  “when  we  consider 
chorea,  we  should  consider  the  integration  of  the 
entire  child”. 

CASE  REPORTS 

Case  I — J.  Z.  came  to  the  dispensary  December 
28,  1922,  at  the  age  of  eight,  suffering  from  “St. 
Vitus  Dance”  which  was  not  diagnosed  as  chorea. 
He  was  admitted  on  September  1,  1923  as  a 
classical  case  of  chorea,  with  the  retroactive  his- 
tory of  having  been  frightened  in  a fight  in  Sep- 
tember, 1922.  In  the  hospital  he  was  found  to  be 
free  of  heart  and  joint  disease  and  his  tonsils  and 
adenoids  were  removed  before  his  discharge,  with- 
out apparent  effect  on  his  symptomatology.  He 
was  recognized  as  “very  bashful  and  very  careful 
not  to  expose  himself”.  He  had  been  seen  mas- 
tubating  on  the  ward.  The  Social  Service  De- 
partment had  been  called  in  because  the  family 
had  made  themselves  a nuisance  on  the  ward 
during  visiting  hours  through  their  constant  ex- 
pression of  worry,  criticism  of  the  food  and  treat- 
ment given  the  child  and  his  supposed  homesick- 
ness. The  boy  and  his  mother  were  seen  separ- 
ately several  times  by  the  psychiatrist.  She  was 
constantly  afraid  that  “something  terrible  will 
happen  to  my  boy”  and  that  it  would  be  her  fault. 
She  had  so  many  worries  of  her  own  that  she  felt 
it  impossible  to  tell  all  of  them.  These  worries 
included  the  fear  that  both  of  her  older  daughters 
were  weak  and  socially  under-developed.  The 
neighbors  were  noisy,  stayed  up  late  and  fought  a 
great  deal,  so  that  her  “poor  boy”  was  up  pretty 
nearly  all  the  night.  His  first  visit  to  the  Clinic 
occurred  on  March  11,  1926,  long  after  the  pedia- 
tricians had  decided  he  was  no  longer  suffering 
from  chorea.  By  September  8,  1926,  the  boy’s  de- 
veloping insight  had  prompted  him  to  reject  his 
mother’s  attention  and  nagging,  with  accompany- 
ing improvement  in  his  motor  symptoms.  The 
mother  was  reluctant  to  acknowledge  this  im- 
provement, often  fearing  “he  was  going  to  get  it 
again”,  but  it  continued  and  she  was  uncon- 
sciously forced  into  the  recognition  of  other  wor- 
ries. When  treatment  began,  the  boy  felt  he  was 
the  center  of  the  family  attention  and  affection, 
that  they  did  not  want  him  to  work  because  he 
was  too  sick,  that  they  treated  him  like  a pet  and 
that  they  had  refused  to  allow  him  to  go  to  a 
Community  Camp  because  work  was  expected  of 
the  children  there.  He  realized  that  he  got  very 
“nervous”  and  twitched  characteristically  when- 
ever children  called  him  names,  especially  “sissy”. 
As  in  most  situations  in  which  a boy  is  over- 
attended by  several  women,  the  father  is  a re- 
latively unimportant  character.  In  this  case  he 
was  described  as  a “small,  delicate  looking  man, 
unobtrusive  and  timid”. 


Case  II — G.  W.  is  a girl  whose  first  attack  of 
chorea  occurred  at  the  age  of  nine  when  she  was 
admitted  to  the  hospital.  Social  service  examina- 
_ tion  revealed  a serious  conflict  in  the  child’s  re- 
lationship with  her  mother.  On  discharge  from 
the  hospital,  placement  was  recommended  and  re- 
fused by  the  mother.  There  was  a relapse  and 
placement  was  then  permitted.  The  mother  took 
her  back  and  two  more  relapses  occurred,  with 
two  subsequent  admissions  to  Rainbow  Hospital. 
At  the  age  of  13,,  after  clinic  treatment  had  be- 
gun, the  girl  recognized  consciously  that  her 
physical  distress  was  directly  related  to  her 
mother’s  immoral  conduct.  There  was  confirma- 
tion of  the  patient’s  claim  that  the  mother  had  not 
only  been  overt  in  sex  mischief,  but  had  even 
tried  to  interest  the  patient  in  similar  activity. 
The  girl  had  defensively  affected  a rigid  chastity, 
always  fearing  her  mother  would  succeed  in 
forcing  her  into  the  same  immoral  life.  This  fear 
was,  of  course,  acknowledgment  of  her  own  poorly 
repressed  urges.  Every  time  the  mother  threa- 
tened to  take  her  back,  the  child  would  threaten 
an  attack.  It  was  only  after  prolonged  treatment 
contacts,  with  increasing  acceptance  by  the 
patient  of  psychiatric  treatment,  that  the  child 
was  able  to  emotionally  discharge  the  need  for  her 
recurrent  attacks.  When  she  herself  finally  asked 
to  return  home,  she  was  allowed  to  do  so  and,  even 
in  the  face  of  continued  irregularities  in  the  home, 
went  on  without  a recurrence  of  chorea. 

Case  III — M.  Z.  is  a girl  13  years  of  age,  whose 
first  attack  of  chorea  occurred  in  1927.  Her 
mother  states  that  “nervous  spells”  began  at  the 
age  of  six.  The  first  one  lasted  a month,  the  child 
being  unable  to  speak  or  get  about.  The  second 
and  third  attacks  occurred  a year  or  so  later. 
When  she  was  nine,  what  the  mother  called  a re- 
curring attack  was  diagnosed  as  chorea  and  she 
was  admitted  to  the  hospital.  Later  she  was  sent 
to  a convalescent  home  for  four  months  and  sev- 
eral months  after  that  had  another  attack,  being 
returned  to  the  convalescent  hospital  for  seven 
months.  A year  later,  in  May,  1932,  another  at- 
tack forced  her  out  of  school,  yet  in  July,  1933, 
her  latest  attack  occurred.  This  was  character- 
ized by  insomnia,  fainting  spells,  restlessness  and 
frequent  attacks  of  crying  and  headache.  She  was 
known  as  a shy,  quiet  child  of  asocial  nature,  with 
extremely  emotional  attachment  to  her  mother, 
who  had  developed  paranoid  trends  as  the  result 
of  marital  difficulty.  The  patient  always  showed 
considerable  pride  in  her  illnesses  and  the  privi- 
leges they  afforded  her,  for  they  were  the  center 
of  the  family  concern.  The  patient,  the  fourth  of 
five  children,  might  otherwise  have  attracted  little 
attention  because  of  her  homeliness,  relatively 
dull  mentality  and  her  unresponsive  make-up.  She 
had  incorporated  her  mother’s  idea  that  the 
neighbors  were  wicked,  especially  the  women,  that 
they  talked  about  her  and  her  mother,  were 
jealous  of  her,  etc.  In  the  staff  discussion,  at- 
tended by  several  members  of  the  pediatric  de- 
partment, there  was  general  agreement  that  the 
latest  attack  was  tic-like  in  nature,  having  fol- 
lowed an  original  attack  of  clinical  Sydenham’s 
chorea.  There  was  a recurrent  attack  of  chorea 
whenever  the  patient’s  emotional  security  was  up- 
set. It  was  recognized  that  the  mother  needed  an 
opportunity,  other  than  through  attention  to  the 
child,  for  the  discharge  of  her  guilt  feelings.  As 
long  as  the  patient’s  illness  had  such  tremendous 
emotional  value  to  the  mother,  she  would  refuse  to 
give  up  these  symptoms.  Mutual  weaning  of  the 
mother  and  child  was  accomplished  slowly  and 
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cautiously  and  only  after  each  was  able  to  accept 
the  psychiatrist  and  the  Clinic’s  help.  On  her 
first  visit  in  February,  1934,  the  patient  was  un- 
comfortable, relatively  inaccessible,  cried  without 
apparent  cause  and  was  either  silent  or  mono- 
syllabic in  her  answers.  In  August,  when  she  paid 
her  fifth  visit  to  the  Clinic,  her  mouse-like  move- 
ments and  other  signs  of  insecurity  had  com- 
pletely disappeared,  as  had  her  muscle  reactions. 
This  was  true  even  though  she  had  been  returned 
to  a full  program  at  school.  She  now  responded 
comparatively  freely,  admitted  an  awakening, 
blushing  interest  in  boys,  verbalized  on  her  wish- 
fulfilling  day  dreams  and  stated  that  her  only 
worry  was  over  her  mother’s  persistent  backache. 

Case  IV — D.  K.,  a girl  born  in  1920,  had  her 
first  attack  of  chorea  in  1929  and  four  others 
since  then.  Her  family  situation  was  punctuated 
with  frequent  school  transfers  and  moving,  due 
especially  to  her  parents’  divorce  and  her  mother’s 
re-marriage.  Much  of  the  time  she  had  lived  in 
an  orphanage,  where  she  was  recognized  as  a 
nervous  child  who  ‘‘never  played  normally  with 
the  rest  of  the  children”.  It  may  be  that  the 
patient  never  fully  recovered  from  her  first  at- 
tack of  chorea,  though  it  is  significant  that  the 
doctor  who  first  saw  her  treated  her  for  just 
“nervousness”  for  seven  months  before  that. 
When  she  was  seen  in  the  hospital,  at  the  end  of 
her  attack  in  June,  1934,  she  gave  evidence  of 
being  outgoing,  comfortable,  attractive  and  happy. 
It  was  remarkable,  however,  to  note  that,  with 
the  latest  recurrence,  in  August,  she  unloaded 
freely  with  considerable  emotional  tone.  She  now 
revealed  that  she  had  never  felt  adequate  affec- 
tion from  either  parent,  though  she  had  strongly 
shown  them  both  affection,  that  she  had  tried  to 
give  her  brother  the  affection  she  herself  needed, 
that  she  was  tired  of. hoping  against  hope  that 
everything  would  work  out  and  that  she  was  par- 
ticularly incensed  over  her  father’s  referring  one 
of  her  letters  to  the  orphan  home  matron.  This 
letter  had  come  from  her  mother,  who  had  ad- 
vised her  to  threaten  to  run  away  if  she  was  to 
be  transferred  to  a boarding  home.  This  recom- 
mendation had  been  made  in  view  of  the  belief 
that  institutional  life  was  detrimental  to  the 
patient.  At  present  this  patient  is  in  rather  poor 
emotional  and  physical  condition,  still  resisting  a 
possible  placement  change. 

Passing  reference  to  the  relationship  between 
chorea  and  rheumatism  has  been  made,  but  con- 
siderable attention  can  well  be  drawn  to  some  of 
the  conclusions  reached  by  Jesse  R.  Gerstley3  on 
this  and  several  other  important  points.  In  the 
Transactions  of  the  Central  States  Pediatric  So- 
ciety, September,  1933,  he  reported  that  the  fam- 
ily history  in  58  cases  was  predominantly  neurotic, 
domestic  discord  was  common,  the  patients  them- 
selves were  generally  of  a neurotic  temperament, 
many  of  the  boys  involved  had  accentuated 
feminine  sex  characteristics  (as  in  the  cases  of 
J.  Z.  and  A.  M.  in  this  study),  psychic  trauma 
frequently  precipitated  an  attack,  chorea  was  in- 
frequently associated  with  a history  of  rheumatic 
fever  (occurred  in  six  of  58  cases)  and  no  clinical 
or  laboratory  findings  suggested  that  uncom- 
plicated chorea  is  an  infection,  permanent  damage 
to  the  heart  rarely  following  uncomplicated 
chorea.  Most  significant  of  all  is  his  belief  that 


“Since  the  organization  of  the  special  clinic  for 
chorea,  we  have  had  very  few  recurrent  attacks 
from  our  patients  who  have  attended  . . . regu- 
larly . . . The  excellent  results  . . . indicate  the 
importance  of  improved  environment  and  mental 
hygiene  in  these  patients”. 

It  seems  logical,  therefore,  to  assume  that 
routine  mental  hygiene  studies  of  chorea,  wher- 
ever they  are  available,  should  be  undertaken, 
especially  where  recurrent  attacks  have  been 
diagnosed  or  reported.  This  requires  the  coopera- 
tion of  a trained  social  worker,  though  it  does  not 
necessarily  require  the  services  of  a psychiatrist. 
The  average  pediatrician  with  a proper  apprecia- 
tion of  mental  hygiene  should  be  able  to  investi- 
gate routinely  the  environment  and  emotional 
history  and  to  refer  difficult  situations  to  a 
psychiatric  clinic  for  further  analysis  and  treat- 
ment. Perhaps  the  following  important  phases  of 
the  child’s  life  should  be  included  in  such  an  in- 
vestigation : 

(a)  The  developmental  study  of  the  child’s 
“ disposition ”. 

(b)  The  developmental  study  of  the  “disposi- 
tions” of  the  other  members  of  the  family,  par- 
ticularly the  parents.  Special  attention  might  be 
paid  to  the  emotional  value  of  parentage  to  each 
of  the  parents  and  the  attitude  each  has  to  the 
particular  child  and  his  arrival. 

(c)  The  emotional  significance  of  the  illness 
must  be  interpreted,  both  manifestly  and  by  ap- 
preciation of  the  unconscious  motives.  The  value 
of  the  particular  illness  to  the  child,  to  the  par- 
ents and  to  the  other  members  of  the  family  and 
the  methods  used  in  handling  any  type  of  illness 
must  be  acknowledged. 

(d)  The  history  might  well  include  investiga- 
tion of  the  presence  of  tics  or  other  diagnoses  of 
“nervousness”  in  the  child  and  in  the  rest  of  the 
family. 

CONCLUSIONS 

1.  In  a detailed  study  of  four  children  who  had 
recurring  attacks  of  chorea,  the  emotional  factor 
was  found  to  be  very  prominent. 

2.  A review  of  nineteen  hospital  studies  of 
chorea  indicates  that  little  or  no  attention  is  paid 
to  the  emotional  factor. 

3.  Treatment  offered  by  a Mental  Hygiene 
Clinic,  through  the  combined  efforts  of  psychia- 
trist and  psychiatric  social  worker,  was  found  to 
be  effective. 

4.  When  recurrences  of  chorea  were  studied, 
the  diagnosis  of  true  chorea  became  less  well 
established. 

5.  It  is  suggested  that  a mental  hygiene  his- 
tory be  taken  on  all  cases  of  chorea  diagnosed  or 
suspected. 

6.  Further  research  in  the  psychiatric  aspects 
of  chorea  is  indicated. 

(Much  thanks  is  due  Miss  Helen  Noble,  Psy- 
chiatric Social  Worker  in  the  Mental  Hygiene 
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Clinic  of  Mount  Sinai  Hosiptal  of  Cleveland,  for 
her  careful  preparation  of  social  material  and  her 
invaluable  aid  in  the  review  of  literature). 

7016  Euclid  Avenue. 
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CASE  REPORT  OF  SIAMESE  TWINS 

By  D.  V.  COURTRIGHT,  M.D.  and  E.  R.  AUSTIN,  M.D.,  Circleville,  Ohio 


MRS.  M.  V.  G. — age  19,  wife  of  farm  hand, 
was  seen  at  her  home  in  the  country  by 
Dr.  Austin  at  9:30  P.  M.  on  November 
27,  1935. 

She  had  been  in  labor  about  three  hours.  On 
examination  he  found  the  cord,  feebly  pulsating, 
prolapsed  and  two  right  feet  presenting.  Twins 
being  obvious,  he  returned  the  cord  and  one  of  the 
feet  and  brought  down  a left  foot — the  mate  to 
the  presenting  right  foot.  Attempt  at  delivery 
failed  in  that  the  fetus  could  be  brought  down 
only  to  the  hips.  Recognizing  the  futility  of 
further  effort,  Dr.  Austin  took  her  to  Berger  Hos- 
pital, Circleville. 

Examination  revealed  that  one  fetus  could  be 
delivered  only  to  the  hips  and  rotation  could  not 
be  accomplished.  Fusion  of  the  twins  of  some 
type  was  diagnosed  and  Caesarean  section  de- 
cided upon.  Knowing  the  case  to  have  been  al- 
ready infected  and  the  prognosis  to  be  grave,  no 
choice  was  left  to  us. 

BABIES  BORN  DEAD 

The  woman  was  admitted  to  the  hospital  at  11 
P.  M.  and  taken  to  the  operating  room  at  1:30 
A.  M.  She  was  delivered  of  dead  Siamese  twins 
at  1:50  A.  M.,  November  28,  1935.  She  remained 
in  the  operating  room  until  2:15  A.  M.  during 
which  interval,  stimulants — saline  and  glucose — 
were  given.  Pulse  160;  respiration,  40. 

Her  family  history  was  negative;  twins  on  the 
maternal  side.  Personal  history  was  negative; 
menstrual  life  normal;  one  previous  normal  preg- 
nancy, baby  dying  at  eighth  month. 

Father’s  family  history  indicated  an  aunt  had 
triplets;  prevalence  of  goitre  and  deafness. 

The  operation  was  done  by  D.  V.  Courtright, 
assisted  by  E.  R.  Austin  and  H.  D.  Jackson.  Ether 
was  administered  by  E.  L.  Montgomery.  The 
usual  incision  was  made.  The  abdominal  wall 
was  extremely  thin,  being  made  up  only  of  skin 
and  peritoneum  with  no  fat  or  muscle,  all  having 
atrophied  from  pressure.  The  contour  of  twins 
could  easily  be  outlined  through  the  abdominal 
wall. 


The  uterus  was  lifted  out  of  the  abdomen,  in- 
cised, and  the  twins  and  one  placenta  quickly  de- 
livered, with  no  undue  amount  of  hemorrhage. 
The  lower  left  segment  of  the  uterus  appeared 
necrotic.  The  uterus  was  thoroughly  cleansed  and 
after  suturing,  promptly  contracted  with  pitui- 
trin.  Warm  saline  Oiss  was  poured  into  the  belly 
and  the  abdomen  closed,  all  bleeding  being  con- 
trolled. 

LABORATORY  DATA 

The  laboratory  examination  showed: 

Urine — cloudy,  acid,  specific  gravity  1020; 
albumin  +,  sugar  o;  numerous  white  and  red 
blood  cells;  squamous  epithelium,  and  bacteria. 

Blood  count  six  hours  after  delivery — R. 
2,000,000;  W.  14,000;  Hb.  49  per  cent;  Dif.  Polys. 
92  per  cent  (26  per  cent  seg.  16  per  cent  non-seg.) 
Lymph.  8 per  cent;  Kahn,  negative.  Blood  count, 
third  day — R.  2,010,000;  W.  9,850;  Hb.  49  per 
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Front  View 


cent;  Polys.  83  per  cent  (66  per  cent  s eg.  17  per 
cent  non-seg.)  Lymph.  17  per  cent. 

The  patient’s  condition  was  progressively  down- 
ward, and  she  died  of  septicaemia  on  the  fifth  day, 
December  3. 

A post  mortem  was  held.  Sutures  in  the  ab- 
dominal wall  were  cut  and  the  wound  fell  apart. 
The  pelvis  was  filled  with  a milk-like  fluid, 
seeping  in  from  the  uterus.  Sutures  in  the  uterus 
were  cut  and  wound  of  operation  likewise  fell 
apart.  No  adhesions. 

description  of  twins 

The  twins — girls — were  of  the  thoracopagus 


Rear  View 


type,  and  also  “mirror”  twins,  in  that  one  had  left 
hare  lip  and  the  other  right  hare  lip,  and  were 
the  exact  image  of  each  other.  The  palates  were 
intact.  They  weighed  14  pounds,  11  ounces.  There 
was  a single  placenta  and  single  cord.  Prolapse 
of  the  latter  caused  their  demise.  The  cord  pro- 
truded from  an  unclosed  umbilicus  about  one  and 
one-half  inches  in  diameter  consisting  of  thick- 
ened peritoneum. 

Each  baby  had  individual  organs,  except  heart, 
sternum,  and  abdominal  cavity,  which  were  com- 
mon to  both.  They  were  fastened  at  the  chest  and 
belly.  They  were  taken  to  the  obstetrical  depart- 
ment, Ohio  State  University  College  of  Medicine. 


Among  the  speakers  at  the  48th  annual  meeting 
of  the  Southern  Surgical  Association  held  at  Hot 
Springs,  Va.,  December  10-12,  1935,  were  Dr. 
Parke  G.  Smith,  Cincinnati,  who  spoke  on  “Ana- 
tomical and  Mechanical  Factors  Involved  in 
Nephroptosis”,  and  Dr.  Burr  N.  Carter,  Cincin- 
nati, who  discussed  “Technic  of  Thoracoplasty  for 
Pulmonary  Tuberculosis”. 

— OSMJ  — 

The  Annual  Congress  of  the  Council  on  Medical 
Education  and  Hospitals  of  the  American  Medical 
Association  will  be  held  at  the  Palmer  House, 
Chicago,  February  17  and  18,  1936.  The  Federa- 
tion of  State  Medical  Boards  will  participate  in 
the  Congress.  Dr.  Howard  T.  Karsner,  professor 
of  pathology,  Western  Reserve  University  will 
speak  on  “The  Laboratory  of  Pathology  in  the 
Small  Hosiptal”,  and  Dr.  H.  M.  Platter,  secretary 
of  the  Ohio  State  Medical  Board  will  discuss 
“Enforcement  Procedure”. 


Dr.  Wm.  E.  Lower,  Cleveland,  spoke  on  “The 
Problem  of  the  Fused  Kidney”,  at  the  second  an- 
nual meeting  of  the  Southeastern  Branch  of  the 
American  Urological  Association  held  at  Nash- 
ville, Tenn.,  December  6 and  7,  1935. 

— oSMJ  — 

The  first  international  conference  on  fever 
therapy  will  be  held  in  New  York  City,  Septem- 
ber, 1936.  Full  information  concerning  the  meet- 
ing may  be  obtained  from  the  secretary,  Dr.  Wil- 
liam Bierman,  471  Park  Avenue,  New  York  City. 

— OSMJ  — 

Annual  report  of  the  Rockefeller  Foundation 
shows  that  of  $12,679,775  expended  during  1934, 
$2,200,000  was  for  public  health  activities.  This 
was  used  to  aid  national  and  state  services,  con- 
tributions for  the  training  of  public  health  per- 
sonnel through  aids  to  schools,  field  research,  sur- 
vey and  control  campaigns,  etc. 


A CASE  RECORD  PRESENTING  PROBLEMS  IN  CLINICAL  MEDICINE 

Presented  by 

HARR1  L.  REINHART,  M.D.,  and  VERNE  A.  DODD,  M.D.,  College  of  Medicine,  Ohio  State  University 


LINICAL-PATHOLOGICAL  conferences 
are  generally  accepted  as  one  of  the  most 
valuable  of  “case  teaching”  methods. 
There  are  a great  variety  of  types  of  “C.P.C.’s”, 
depending  upon  the  groups  for  and  by  whom  they 
are  presented,  as  well  as  the  types  of  cases  pre- 
sented. As  a fundamental  teaching  problem,  it 
is  our  desire  to  teach  and  demonstrate  the  value 
of  a careful  history  and  physical  examination,  the 
realization  and  recognition  of  the  factors  to  be 
elicited  in  the  problem  of  differential  diagnosis 
and  finally  indications  for  additional  examina- 
tions in  arriving  at  the  diagnosis. 

For  these  reasons,  often  the  inferior  history  or 
inadequate  physical  examination  of  a rather  com- 
mon disease  is  of  more  value,  in  teaching,  than 
an  excellent  clinical  study  of  a rare  or  obscure 
condition. 

The  following  case  is  one  which  was  presented 
at  the  weekly  conference  at  the  University  Hos- 
pital. These  cases  are  not  from  the  Service  of 
Clinician,  who  discusses  them  and  are  presented 
therefore  strictly  as  an  “unknown”.  The  discus- 
sion must  necessarily  be  greatly  condensed  for 
publication. 

CASE  HISTORY 

A 48  year  old  American  housewife  was  ad- 
mitted, complaining  of  pain  in  left  side,  numbness 
of  both  feet,  burning  sensation  in  small  of  the 
back  and  nervousness. 

The  patient  had  been  perfectly  well  until  eight 
months  previous,  when  she  had  a sudden  attack 
of  nausea  with  vomiting,  which  continued  about 
twice  a day,  accompanied  by  dizzy  spells  for  the 
next  three  months.  However,  she  was  up  and 
about  and  although  weak,  suffered  no  pain.  The 
vomiting  ceased  suddenly  and  her  general  health 
improved  until  one  month  ago. 

One  month  before  admission,  she  began  to 
notice  burning  pains  over  the  left  hip,  and  radiat- 
ing over  the  lower  abdomen.  These  were  inter- 
mittent in  character,  worse  at  night.  Later  she 
began  to  have  “electric  shocks”  down  the  left  leg 
to  the  toes  and  three  weeks  ago  lost  the  function 
of  this  leg  and  has  been  in  bed  ever  since.  It  has 
become  progressively  more  difficult  for  her  to 
move  in  bed.  There  have  been  occasional  pains 
in  the  right  leg  and  on  admission  she  complains  of 
a feeling  of  numbness  in  the  right  leg  also. 
She  has  had  no  headaches.  She  has  had 
no  respiratory  or  cardio-vascular  distress. 
Her  appetite  has  been  fair,  but  she  has  suffered 
from  severe  constipation  since  onset  of  illness, 
necessitating  a daily  purge  or  enema.  Although 
she  has  had  frequency  for  some  time,  she  entered 
the  hospital  with  acute  retention  and  upon 
catheterization  1200  c.c.  of  dark  amber  urine  was 
passed.  She  has  noted  a more  profuse  menstrual 
flow  with  greater  irregularity  for  the  past  eight 
months,  the  last  period  lasting  two  days,  having 
been  one  week  before  admission. 


The  past  history  is  non-contributory.  No  tuber- 
culosis or  familial  diseases. 

Physical  examination  showed  a middle-aged 
moderately  obese  white  woman,  lying  in  bed,  com- 
plaining of  a burning  pain  in  the  back.  The  eyes 
moved  well  in  all  directions  and  the  pupils  re- 
acted to  light  and  accommodation.  The  mouth  and 
throat  were  negative,  but  the  breath  was  fetid. 
There  was  no  stiffness  of  the  neck  or  palpable 
tumors,  but  motion  caused  shooting  pains  over 
her  entire  body.  The  lungs  and  heart  were  not  re- 
markable, although  she  was  not  examined  pos- 
teriorly because  she  could  not  sit  up  or  turn. 
The  abdomen  was  negative.  There  was  a rather 
firm,  moderate  edema  of  both  ankles.  She  could 
not  move  the  left  leg  and  only  'slightly  the  right 
leg.  Passive  motion  caused  pain.  There  was  no 
tenderness.  Epicritic  and  proprioceptive  senses  in 
both  feet  were  absent  as  were  the  knee  jerks. 
There  was  no  Babinski  or  clonus. 

Temperature  98.2;  pulse  88;  resp.  20  on  admis- 
sion. 

On  admission  the  red  count  was  5,020,000  with 
82  per  cent  Hb.  white  count  10,000  with  80  per 
cent  polys,  14  lymphocytes,  4 monocytes  and  2 
eosinophiles. 

Catheterized  urine  showed  specific  gravity  1.025, 
no  albumin  or  sugar  and  occasional  red  and  white 
cells. 

Wassermann  and  Kahn  were  negative. 

A week  later  the  urine  showed  200  mgm.  al- 
bumin, 3 plus  reds  and  white  cells  with  an  oc- 
casional granular  cast. 

Urologic  consultation  stated  “bilateral  pyelone- 
phritis, bladder  is  not  typically  neurologic. 

Diagnosis  is  not  definite”. 

P.  S.  P.  35  per  cent  and  5 per  cent. 

One  week  after  admission  the  patient  became 
involuntary. 

Her  temperature  gradually  began  to  climb  after 
the  first  week  to  101°  and  102°  with  a pulse  of 
100  to  120,  resp.  22. 

Two  weeks  after  admission  blood  count  was 
4,400,000  reds,  70  Hb.,  12,450  whites  with  seg- 
history  and  examination  record  furnishes  no  sug- 
ments  and  22  band  forms,  11  lymphocytes  and  2 
monocytes. 

She  continued  to  go  down  hill  and  on  the  17th 
hospital  day,  temperature  went  to  109°  rectally 
and  she  died. 

DIFFERENTIAL  DIAGNOSIS 

Dr.  Dodd:  The  case  record  presented  here  lacks 
certain  important  data  without  which  a definite 
diagnosis  cannot  be  made. 

As  we  review  the  history  we  find  that  we  are 
dealing  with  a disease  of  insidious  onset,  subacute 
but  relatively  rapid  course,  and  ending  with  an 
acute  complicating  infection. 

One’s  attention  is  directed  to  the  nervous  sys- 
tem as  the  theatre  of  chief  symptom-producing 
activity. 

The  illness  which  occurred  some  eight  months 
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prior  to  the  onset  of  the  presenting  complaints, 
symptoms  of  which  were  nausea,  vomiting  and 
dizziness  seems  to  have  no  causal  relationship  to 
the  disease  under  consideration. 

The  first  recorded  symptom,  that  of  pain  radiat- 
ing downward  over  the  left  hip  and  lower  ab- 
domen would  appear  to  be  of  neuralgic  character 
and  an  expression  of  involvement  of  the  tenth  or 
eleventh  dorsal  nerve  root.  This  suspicion  is  based 
not  only  upon  the  location  of  the  pain,  but  upon 
its  burning  character  and  its  intermittent  appear- 
ance. Nerve  root  pains  are  most  frequently  pro- 
duced by  changes  in  pressure  upon  them,  the  re- 
sult of  spinal  movements.  It  is  further  recorded 
that  these  pains  were  worse  at  night.  This  is  a 
not  uncommon  finding  and  may  be  explained  by 
compression  occurring  during  the  relaxation  of 
sleep — when  the  protective  muscle  spasm  is  re- 
laxed. It  finds  its  counterpart  in  the  “night  cries” 
of  tuberculosis  of  the  hip  and  other  joints. 

The  patient  next  began  to  develop  symptoms  of 
spinal  cord  involvement.  This  was  evidenced  by 
“electric  shocks”  down  the  leg  of  the  same  side 
with  subsequent  muscular  weakness  merging  into 
paralysis  of  this  extremity.  Involvement  of  the 
bowel  and  bladder  in  the  paralytic  syndrome  then 
appeared  as  constipation  became  quite  severe  and 
was  accompanied  by  an  inability  to  empty  the 
bladder.  Finally  the  right  leg  began  to  lose  mus- 
cle power.  On  examination  the  knee  jerks  were 
found  to  be  absent  and  there  was  a loss  of  tactile, 
pain,  temperature  and  joint  sense  in  both  feet. 
Here  then  we  have  the  picture  of  a steadily  in- 
creasing pressure  lesion  of  the  spinal  cord. 

There  are  many  lesions  capable  of  producing 
these  symptoms.  Acute  inflammatory  disease  of 
the  cord  membranes  or  of  the  vertebrae  might 
safely  be  ruled  out  by  the  somewhat  slow  prog- 
ress of  the  disease  as  well  as  by  its  early  afebrile 
course.  The  absence  of  leukocytosis  would  further 
support  this  opinion. 

Gummatous  or  other  degenerative  lesions  of 
syphilis  would  likely  be  accompanied  by  sug- 
gestive changes  in  other  tissues  or  organs.  The 
history  and  examination  record  furnishes  no  sug- 
gestion of  such  pathologic  changes  and  the  Was- 
sermann  and  Kahn  tests  were  negative. 

The  symptoms  and  clinical  findings  in  the  case 
are,  however,  in  consonance  with  the  pathologic 
changes  the  result  of  tuberculosis  of  the  vertebrae. 
The  record  relates  that  the  patient  suffers  severe 
pain  localized  in  the  back  and  that  she  cannot  be 
moved  or  turned  to  make  a complete  or  satisfac- 
tory examination  of  the  chest.  The  absence  of 
fever  and  of  leukocytosis  is  not  uncommon  in 
Pott’s  Disease.  The  neurological  findings  may 
well  be  the  result  of  a pachymeningitis  so  fre- 
quently noted  in  advanced  and  neglected  cases. 
While  death  in  the  majority  of  patients  suffering 
from  tuberculosis  in  all  its  phases  is  precipitated 
by  secondary  mixed  infections. 


Neoplasms  as  well  as  inflammatory  or  infective 
lesions  are  capable  of  producing  the  manifesta- 
tions under  discussion.  If  spinal  cord  tumor  is  to 
be  considered  as  a causal  lesion  in  this  case,  then 
it  would  almost  of  necessity  be  of  the  extra- 
medullary type.  It  is  in  this  variety  of  tumor  that 
we  find  early  nerve  root  involvement  and  the 
sequence  of  paralytic  development  that  has  here 
occurred.  Since  primary  extra-medullary  tumors 
are  non-malignant  in  nature  their  growth  is  ex- 
tremely slow.  Whereas  the  neurological  mani- 
festations in  the  case  under  discussion  have  ap- 
peared in  a few  weeks,  in  the  case  of  cord  tumor 
their  similar  development  wrnuld  probably  extend 
over  a period  of  years. 

Tumors  of  the  vertebral  column  having  a rate 
of  growth  sufficiently  rapid  to  produce  this  clini- 
cal picture  must  be  of  malignant  nature.  Primary 
sarcoma  should  be  considered  but  its  rare  occur- 
rence must  be  remembered.  The  most  common 
malignant  tumor  of  the  spine  is  carcinoma.  This 
is  always  a metastatic  lesion,  and  in  the  female 
is  most  commonly  secondary  to  carcinoma  of  the 
breast  or  of  the  thyroid;  while  in  the  male  the 
most  common  point  of  origin  is  the  prostate 
gland. 

There  is  no  mention  made  in  the  history  of  an 
examination  of  the  breast  or  of  the  thyroid  gland. 
Here  we  find  an  absence  of  data  that  is  of  vital 
importance.  It  is  true  that  there  is  a disturbance 
of  the  menstrual  cycle,  which  has  manifested  itself 
in  great  irregularity  and  profuse  bleeding  during 
the  past  eight  months.  This  might  have  some 
significance  as  regards  a parent  carcinoma,  but 
again  the  history  fails  to  note  the  findings  of  a 
vaginal  examination  if  one  were  made.  Inasmuch 
as  there  is  absence  of  pain  and  no  record  of  dis- 
charge, one  would  be  inclined  to  believe  that  the 
menstrual  disturbance  was  due  either  to  fibromyo- 
mata  or  the  menopause,  which  is  certainly  due  in 
a woman  of  forty-eight. 

The  urinary  findings  would  undoubtedly  in- 
dicate a pyelonephritis  while  the  septic  type  of 
fever  appearing  in  the  closing  days  of  her  illness 
and  ending  in  an  hyperpyrexia  would  certainly 
lead  one  to  the  opinion  that  there  had  developed  a 
secondary  infection  producing  general  sepsis. 

As  I see  this  clinical  picture,  therefore,  this 
patient  suffered  from  either  a tuberculous  or  car- 
cinomatous lesion  of  the  lowrer  dorsal  spine  with 
secondary  involvement  of  the  spinal  cord.  The 
final  differentiation  of  these  lesions  can  not  be 
made  on  the  recorded  data.  A more  complete  phy- 
sical examination  should  have  been  made  or  re- 
corded— especially  to  determine  the  presence  or 
absence  of  a primary  carcinoma. 

A complete  X-ray  examination  of  the  spine  and 
pelvis  is  essential  in  the  further  differentiation  as 
well  as  to  determine  the  exact  location  and  extent 
of  the  lesion.  If  the  lesion  is  carcinoma  we  would 
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expect  to  find  vertebral  disintegration  without  re- 
active changes.  There  is  also  a very  great  prob- 
ability that  multiple  lesions  of  lesser  extent 
would  be  discovered  in  other  vertebrae,  the  ribs, 
pelvic  bones  or  upper  femora. 

If  the  lesion  were  tuberculous  we  might  expect 
to  find  its  characteristic  architectural  changes  as 
well  as  evidence  of  abscess  formation. 

Examination  of  the  spinal  fluid  may  not  have 
been  helpful  as  a diagnostic  aid — spinal  canal 
block  could  have  been  demonstrated  by  a failure 
to  cause  increased  pressure  of  spinal  fluid  when 
the  cervical  vessels  are  compressed  (Quecken- 
stedt’s  Sign)  and  its  location  determined  by  the 
introduction  of  lipiodol  or  other  radiopaque  sub- 
stance into  the  spinal  canal,  but  these  measures 
would  not  determine  the  differentiation  of  the 
lesion. 

Clinical  Diagnosis:  Dr.  V.  A.  Dodd. 

1.  Tuberculous  osteomyelitis  or  metastatic  car- 
cinoma of  the  lower  dorsal  verterbae.  Site  of 
primary  carcinoma  not  apparent. 

2.  Acute  pyelonephritis  with  terminal  septi- 
cemia. 

3.  Fibromyomata  of  the  uterus. 

Anatomic  Diagnosis 

1.  Primary  carcinoma  of  the  upper  portion  of 
rectum. 

2.  Carcinomatous  metastasis  to:  twelfth  dorsal 
and  first  lumbar  vertebrae,  with  extension  into 
the  spinal  cord;  lung;  subserosa  of  the  gall-blad- 
der; retroperitoneal  lymph  nodes. 

3.  Acute  bilateral  pyelonephritis  and  urinary 
cystitis.  Thrombophlebitis,  left  femoral  vein. 

4.  Marked  edema  of  left  thigh  and  leg. 

5.  Terminal  sepsis. 

6.  Arteriosclerosis  with  calcification,  aorta  and 
base  of  aortic  valve. 

7.  Intramural  leiomyomata  of  uterus. 

Dr.  H.  L.  Reinhart:  Manifestly,  symptoms  de- 
pendent upon  the  metastatic  or  secondary  mani- 
festations of  the  carcinoma  have  dominated  the 
clinical  observations.  The  carcinoma  of  the  rec- 
tum was  relatively  small  and  non-obstructive. 
Careful  investigation  of  the  complaint  of  “con- 
stipation” might  have  elicited  a longer  duration 
than  is  implied  in  the  history. 

Central  metastasis  of  carcinoma  to  bone  are 
most  frequently  encountered  in  the  red  bone  mar- 
row, of  which  the  largest  amount  in  adults  is 
present  in  the  vertebrae.  Metastasis  to  bone  oc- 
curs more  frequently  than  is  generally  considered, 
probably  being  surpassed  only  by  metastasis  to 
the  lymph  nodes,  lungs  and  liver.  Of  the  bone 
metastasis  rectal  carcinoma  should  be  ranked 
among  the  most  frequent  offenders. 

The  edema  of  the  left  thigh  and  leg  should  have 
been  noted  in  the  physical  examination,  which 
would  have  led  to  the  investigation  of  its  cause 
and  possibly  the  localization  of  the  primary 
pathology. 
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ONE  of  the  many  valuable  services  available 
to  members  of  the  Ohio  State  Medical  As- 
sociation is  investigation  of  Workmen’s 
Compensation  Claims. 

This  service,  of  course,  applies  only  to  the  phy- 
sician’s interest  in  the  case,  and  not  to  the  cause 
of  the  employer  or  the  claimant. 

The  State  Industrial  Commission  permits  repre- 
sentatives of  the  State  Headquarters  Office  to 
examine  its  records  and  files  for  the  purpose  of 
obtaining  information  requested  by  physicians 
concerning  the  status  of  claims. 

Employes  of  the  Commission  have  always  been 
cooperative  in  explaining  the  findings  of  the  Com- 
mission, and  in  endeavoring  to  straighten  out  mis- 
understandings. 

Some  of  the  more  common  requests  from  physi- 
cians who  have  taken  advantage  of  this  service 
are : 

Reasons  for  the  disallowance  of  claims;  reduc- 
tion in  fee  bills,  and  delay  in  payment  of  medical 
bills;  procedure  for  appealing  disallowed!  claims, 
information  on  occupational  diseases;  claim  num- 
bers where  physician  has  rendered  auxiliary 
treatment,  such  as  X-ray,  etc. 

In  connection  with  the  payment  of  fee  bills, 
physicians  should  remember  that  it  is  the  policy 
of  the  Commission  to  send  out  checks  once  a 
month.  Since  it  takes  several  weeks  to  complete 
the  file,  audit,  and  preparation  of  vouchers  for 
the  payments  of  bills,  frequently  checks  are  not  in 
the  mails  for  almost  two  months  after  the  bill  has 
been  approved  by  the  Commission. 

However,  in  cases  where  payment  of  medical 
bills  has  been  unusually  and  unreasonably  de- 
layed, upon  request,  the  State  Headquarters  Office 
will  investigate  the  cause,  and  if  possible,  ex- 
pedite payment  to  the  physician. 

Requests  for  information  on  Workmen’s  Com- 
pensation Cases  must  include  accurate  data  con- 
cerning the  claim.  It  is  essential  that  the  number 
of  the  claim  be  given  and  desirable  that  the  date 
of  injury,  name  of  claimant,  date  fee  bill  was 
filed  and  medical  treatment  rendered,  and  other 
pertinent  data  be  furnished. 

This  valuable  service  is  available  to  all  mem- 
bers for  the  asking. 


Kept  by  Jonathan  Forman , B.A. , M.D.,  Columbus , Ohio 


MEDICINE  IN  OHIO  BEFORE  THE  ADVENT  OF  THE  WHITE  MAN 

By  William  Thomas  Corlett,  M.D.,  Cleveland,  Ohio 


IN  THE  beginning  was  the  word,  and  the  word 
was  Ohee-ye-gen-da,  which  the  first  explorers 
could  not  pronounce — nor  can  we.  It  applies 
to  a beautiful  river  which  the  French  explorers 
unequal  to  the  Indian  name,  called  La  Belle 
Riviere. 

Then  came  the  English  settlers  to  establish 
homes,  who  found  the  French  name  given  to  the 
river  equally  difficult  to  pronounce  as  the  one 
used  by  the  Aborigines.  Doubtless  wishing  to  in- 
gratiate themselves  with  the  original  owners  of 
the  Territory,  whose  hunting  grounds  they  were 
usurping,  they  did  the  best  they  could  phonetically 
by  calling  it,  Ohio. 

That  is  well  so  far  as  it  goes,  but  in  the  troubled 
times  of  the  White  Man’s  coming  there  were 
several  Indian  tribes  occupying  this  territory  and 
each  had  its  own  name  for  this  river.  What  the 
early  settlers  most  frequently  heard  probably, 
there  being  no  written  Indian  language,  was  the 
expression  of  surprise,  Oyo,  oh! 

So  much  for  the  river  and  the  territory  lying 
northward  to  the  big  fresh  water  which  thence- 
forth became  known  as  the  Ohio  Country,  the  Ohio 
Territory,  and  in  due  time  the  State  of  Ohio. 

WAR  BETWEEN  POWERFUL  TRIBES 
From  a medical  point  of  view  this  region  offers 
ample  opportunity  to  study  the  art  of  healing  as 
practiced  by  the  American  Indian.  For  here  in 
this  woodland  area  was  found  a plentiful  supply 
of  wild  game  on  which  the  Indian  relied  for 
clothing  and  most  of  his  food.  In  this  area,  too, 
met  several  powerful  tribes  or  nations  as  they 
were  sometimes  called,  each  striving  for  the 
bounteous  treasure  the  region  supplied.  From  the 
west  the  Wyandot  and  the  Ottawa,  and  from  the 
east  and  south  the  Iroquois,  the  Huron  and  lesser 
tribes  such  as!  the  Shawnees,  the  Delawares  and 
the  Mingos,  each  sending  hunting  parties  to  en- 

A1]  correspondence  concerning  this  department  should 
be  addressed  to  Dr.  Jonathan  Forman,  394  East  Town  St., 
Columbus,  Ohio. 
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croach  on  the  land  of  the  less  powerful  and  less 
warlike  Eries  whose  territory  lay  on  the  southern 
shore  of  the  great  fresh  water,  now  called  in 
honor  of  the  tribe,  Lake  Erie. 

From  this  it  may  readily  be  imagined  that  the 
territory  we  are  considering  now  smiling  under 
the  hand  of  the  husbandman  or  enshrouded  under 
the  smoke  of  the  artisan,  was  not  always  the 
happy  hunting  ground  of  song  and  story,  but  was 
the  scene  of  bloody  encounters  by  warring  tribes 
of  men — just  as  we  of  today  know  them. 

In  this  environment  and  because  of  it  the  first 
surgery  was  practiced  in  Ohio.  Nor  was  internal 
medicine  neglected.  In  fact  from  the  dawn  of 
history  and  before,  primitive  man  when  in  pain 
or  in  danger  of  losing  his  life  has  sought  one 
whose  office  it  was  to  heal  and  to  cure.  These 
men  again  from  the  French  word,  medecin,  doctor, 
became  known  as  medicine-men. 

THE  PRIMITIVE  SURGEON  IN  OHIO 

Our  knowledge  of  prehistoric  medicine  in  Ohio 
is  derived  from  skeletal  remains  and  implements 
used  in  the  art  of  healing  found  in  graves  and 
mounds  where  the  dead  were  buried,  and  from  the 
records  of  the  early  white  settlers  who  observed 
some  of  the  methods  of  treatment  as  practiced  by 
the  medicine-man  of  the  American  Indian.  For 
with  them,  customs  both  medical  and  religious — 
for  they  were  inextricably  blended — seem  well- 
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nigh  immutable  handed  down  as  they  were  from 
generation  to  generation.  Without  written  rec- 
ords, precept  and  example  were  the  only  methods 
of  imparting  knowledge  and  preserving  it  for 
future  generations  to  use.  These  the  archaeologist, 
the  anthropologist  and  the  paleopathologist  are 
year  by  year  bringing  to  the  light  of  day.  So 
that  already  we  have  a fair  knowledge  of  medicine 
as  practiced  by  this  primitive  people  in  pre- 
historic times. 

We  know  that  the  primitive  surgeon  in  Ohio 
used  splints  made  of  wood  or  bark  in  adjusting 
and  maintaining  in  position  fractures  of  the  long 
bones.  That  he  endeavored  to  remove  arrow 
points  and  other  missiles  by  traction  and  vigorous 
suction  by  the  mouth.  That  his  knowledge  of 
anatomy  enabled  him  to  know  the  most  vulnerable 
parts  of  the  body,  and  surmise  vaguely  the  func- 
tions of  some  of  its  organs.  Among  some  tribes 
the  knowledge  that  wounds  heal  better  when  air 
and  extraneous  matter  were  excluded,  and  quite 
generally  that  hot  poultices  and  the  steam  bath 
relieve  many  conditions  to  which  the  Indian  was 
subject. 

BARKS  AND  HERBS  USED 

Quite  generally,  too,  throughout  the  entire 
Western  Hemisphere,  including  Ohio,  barks  and 
herbs  were  selected,  more  or  less  judiciously,  and 
gathered  with  meticulous  care  and  used  both  ex- 
ternally and  internally  for  the  relief  of  pain  and 
the  cure  of  disease. 

While  the  Aborigines  collectively  or  as  a tribe 
had  been  induced  to  move  away  before  we,  their 
successors  in  the  practice  of  medicine,  can  remem- 
ber, our  grandfathers  and  our  fathers  have  seen 
and  told  many  of  us  about  the  medical  practices 
of  the  Indian. 

As  a small  boy  I remember  a colt  that  had  been 
castrated,  when  one  of  the  splints  used  to  control 
the  hemorrhage  became  detached.  This  being  be- 
fore veterinary  surgeons  were  thought  of,  a 
neighbor,  a very  old  man,  said  to  be  part  Indian, 
and  of  whom  it  was  said  had  a working  knowledge 
of  Indian  medicine,  was  called.  True  to  the  cloth 
as  we  would  say,  he  began  by  walking  slowly  with 
bowed  head  forward  and  backward  behind  the 
bleeding  colt,  repeating  in  an  almost  inaudible 
voice  magic  words,  which  had  a marvelous  effect 
on  the  bystanders,  but  the  colt  unaffected  con- 
tinued to  bleed,  until  either  the  wizard  Indian 
doctor  or  a bystander  had  the  practical  sense  to 
clap  a hastily  collected  pad  of  cobweb  to  the 
bleeding  wound. 

Who  is  there  that  has  reached  the  age  of  dis- 
cretion that  does  not  remember  the  nauseous  de- 
coctions of  boneset,  pennyroyal,  smart-weed  and 
other  Indian  remedies  in  common  use  among  the 
early  wh’te  settlers  of  Ohio.  Even  the  highly 
technical  specialties  were  not  immune,  for  well  I 
remember  leaning  over  in  a horizontal  position 
while  drops  of  hot  sap  from  the  distal  end  of  a 


green  ash  limb,  the  other  end  being  held  in  the 
fire,  trickled  down  the  external  auditory  passage 
to  an  inflamed  and  painful  ear. 

CLASH  OF  MEDICINE  MEN 

The  meeting  of  the  two  races  was  not  more 
tragic  in  Ohio  than  the  encounter  of  the  white 
man’s  medicine  with  that  of  the  Indian.  The  late 
Dr.  Dudley  Peter  Allen  once  detailed  to  me  the 
experience  of  his  grandfather,  Dr.  Peter  Allen  of 
Kinsman,  in  being  called  to  treat  a small  band  of 
Indians  who  lived  near  Ashtabula. 

Smallpox  had  broken  out  in  the  tribe.  The  In- 
dian medicine-man  treated  them  by  immersing 
them  in  a deep  pit  filled  with  soft  mud  which  had 
been  heated  by  hot  stones.  All  thus  treated  died, 
whereupon  the  pioneer  white  doctor  vaccinated 
those  not  already  afflicted  and  the  epidemic  was 
stamped  out. 

In  communities  where  the  white  man’s  influence 
is  less  prepondering,  the  white  man’s  medicine  is 
not  thus  so  readily  accepted  by  the  Aborigine. 
Many  times  have  I been  told,  “white  man’s  medi- 
cine good  mebbe  for  white  man,  no  good  for 
Indian”,  and  especially  vaccination  by  introducing 
“bad  medicine”  is  not  regarded  with  favor. 

THE  FIRST  MEDICAL  SCHOOLS 

The  first  medical  schools  in  Ohio  were  not  those 
built  of  wood  or  brick  or  stone  as  some  believe. 
Neither  were  they  the  Medical  College  of  Ohio,  at 
Cincinnati,  nor  the  Medical  Department  of  the 
University  of  Lake  Erie,  at  Willoughby,  organized 
fifteen  years  later,  but  the  unbroken  forest,  and 
particularly  Little  Mountain  in  Lake  County, 
where  for  ages,  probably  centuries,  the  aspirant  to 
the  gift  of  healing  resorted  to  commune  with  the 
Great  Spirit  the  giver  and  maker  of  all.  Here 
high  above  the  surrounding  country  in  rocky 
caverns  sequestered  from  vulgar  gaze  he  who 
sought  to  become  familiar  with  the  healing  tra- 
ditions and  medical  secrets  of  the  Indian’s  un- 
written past  retired,  either  alone  or  accompanied 
by  an  elderly  medicine-man  of  the  tribe.  If  alone 
he  sought  by  fasting,  fatigue  and  prayer  that 
power  which  might  come  to  him  in  the  form  of  a 
dream  or  a vision  in  which  his  guardian  spirit 
would  reveal  to  him  his  “medicine”  and  accom- 
pany him  through  life. 

If  he  sought  to  obtain  knowledge  of  the  art  of 
healing  by  precept  and  example,  the  medical  tyro 
listened  to  the  accumulated  medical  knowledge 
as  handed  down  from  generation  to  generation 
by  one  venerable  in  years  and  ripe  in  experience. 

There  was  another  type  of  medicine-man,  as 
there  may  be  with  us  today,  who  was  not  ac- 
tuated wholly  by  good  intentions,  who  did  not 
seek  inspiration  from  the  Great  Spirit,  nor  did  he 
greatly  care  for  the  precepts  of  the  tribe.  He 
sought,  rather,  malevolent  power  from  the  re- 
gions below.  He  resorted  to  dark  caves  where 
evil  spirits  dwell.  Since,  to  all,  spirits  both  good 
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and  bad,  seemed  real  he  was  looked  upon  with 
fear. 

FIRST  MALPRACTICE  CASE 

The  first  recorded  malpractice  suit  in  Ohio  of 
which  I am  aware,  took  place  in  what  is  now  the 
City  of  Cleveland. 

At  the  particular  time  a band  of  Seneca  In- 
dians camped  on  the  west  side  of  the  Cuyahoga 
River.  They  had  no  medicine-man.  An  Indian 
woman,  the  wife  of  a Seneca  chief,  had  been 
treated  by  a medicine-man  of  the  eastern  tribe. 
The  result  being  fatal  the  medicine-man  was 
called  upon  to  explain  why  he  had  not  cured  the 
patient.  The  explanation  not  being  satisfactory 
to  the  bereaved  husband  he  thrust  a concealed 
knife  into  the  side  of  the  medicine-man  who  fell 
mortally  wounded  at  his  feet.  Thus  was  the  af- 
fair settled  in  Indian  fashion.  Usually,  however, 
an  evil  spirit  more  powerful  than  the  good  is 
alleged  to  have  interfered  when  nothing  could 
avail.  What  more  could  one  do? 

Chronologically  this  took  place  in  the  stone  age 
so  far  as  the  Ohio  Indian  is  concerned,  for  his 
sharpest  instruments  were  made  of  flint* ; while 
his  conception  of  pathology  was  that  of  thousands 
of  years  ago  when  the  white  man  wrote — “He  cast 
out  spirits  with  his  word”.  “For  with  authority 
commandeth  he  even  the  unclean  spirits,  and 
they  obey  him”.  “And  I saw  three  unclean 
spirits,  like  frogs  come  out  of  the  mouth  of  the 
dragon,  and  out  of  the  mouth  of  the  beast,  and 
out  of  the  mouth  of  the  false  prophet.  For  they 
are  the  spirits  of  devils  working  miracles  which 
go  forth”. 

And  this  obtained  among  the  Indians  of  Ohio, 
as  it  does  today  with  the  Aborigines,  and  possibly 
some  others,  throughout  the  Western  Hemisphere. 


* The  knife  in  the  above  tragedy  was  made  by  a white 
man. 

OSM  J 

Radio  Debate  Report  Printed 

The  Bulletin  of  the  American  Medical  Associa- 
tion for  November,  1935,  contains  a complete 
transcript  of  the  debate  on  state  medicine,  which 
was  broadcast  over  the  red  network  of  the  Na- 
tional Broadcasting  Company,  November  12. 

Speakers  for  the  affirmative  were  Mr.  William 
T.  Foster,  director  of  the  Poliak  Foundation  for 
Economic  Research,  and  Mr.  Bower  Aly,  director 
of  forensics,  University  of  Missouri.  The  negative 
side  was  upheld  by  Dr.  Morris  Fis'hbein,  editor  of 
the  Journal  of  the  A.M.A.,  and  Dr.  R.  G.  Leland, 
Director  of  the  Bureau  of  Medical  Economics  of 
the  A.M.A. 

Physicians  may  obtain  copies  of  the  November 
Bulletin  by  writing  to  the  American  Medical  As- 
sociation, 535  N.  Dearborn  St.,  Chicago,  111. 


Reorganization  of  Welfare 
Department  Proposed 

Complete  reorganization  of  the  State  Welfare 
Department  to  prevent  “political  influence”,  was 
recommended  by  the  Ohio  State  Government  Sur- 
vey in  its  final  report  to  the  Governor,  Novem- 
ber 21. 

The  report  recommended  that  the  head  of  the 
department  should  continue  to  be  appointed  by 
the  Governor,  but  recommended  the  appointment 
of  an  unpaid  advisory  board  of  seven  members 
appointed  by  the  Governor,  one  each  year  for  over- 
lapping terms  of  seven  years. 

Reorganization  of  the  department  into  the  fol- 
lowing four  main  divisions  was  recommended: 
Administration,  corrections,  mental  hygiene  and 
public  assistance. 

Coordination  and  direction  of  the  Welfare  De- 
partment and  its  divisions;  fiscal  supervision  and 
accounts;  engineering  service,  dietetics  and  house- 
hold administration;  collection  of  support  from 
responsible  relatives  and  counties  for  wards  of 
the  state  and  tuberculosis  patients;  maintenance 
of  a master  file  of  all  inmates  of  institutions  and 
wards  of  the  state,  etc.,  would  be  included  in  the 
functions  of  the  Division  of  Administration. 

Hospitals  for  the  insane,  institutions  for  the 
feeble-minded,  epileptic,  defective,  psychopathic, 
insane  delinquents  and  criminals;  and  the  Bureau 
of  Juvenile  Research  or  the  proposed  Bureau  of 
Examination  and  Research  would  be  included  in 
the  Division  of  Mental  Hygiene. 

The  Division  of  Corrections  would  include  penal 
and  correctional  institutions,  Division  of  Parole 
and  Board  of  Parole;  Division  of  Manufacture  and 
Sales;  Bureau  of  Criminal  Identification  and  the 
industrial  schools. 

The  Division  of  Public  Assistance,  replacing 
the  present  Division  of  Charities,  would  include  all 
functions  of  the  present  Division  of  Charities, 
(care  of  dependent  and  crippled  children,  etc.)  ; 
all  other  forms  of  relief  under  the  Social  Security 
Act,  including  aid  for  the  aged,  mothers’  pensions 
and  blind  relief;  any  forms  of  relief  in  the  future 
involving  state  funds;  Commission  for  the  Blind 
and  the  Madison  Home. 

In  making  this  final  report,  Col.  C.  0.  Sherrill, 
chairman  of  the  survey  requested  that  he  be  re- 
lieved from  further  duty  and  responsibility. 

However,  members  of  the  staff  of  the  survey 
committee  have  incorporated  the  group  with  the 
hope  of  forming  a permanent  organization  for  the 
purpose  of  investigating,  examining  and  survey- 
ing all  branches  of  the  State  Government  and  in- 
stitutions in  order  to  obtain  more  efficient  and 
economical  governmental  operation. 


ECONOMICS-PROFESSIONAL  RELATIONS- 
ORGANIZATION  PROBLEMS 


This  suggestion  is  addressed  particularly  to  the 
officers  of  the  component  county  medical  societies. 
Those  who  have  had  an  opportunity  to  read 

the  minutes  of 

Cooperation  Between  the  last  mee*mf 

_ o • • i Council  of 

County  Societies  and  the  state  Asso- 

Councilors  Essential  ciation,  published 

in  this  issue  of 
The  Journal,  doubtless  noted  that  some  members 
of  the  Council  in  reporting  the  condition  of  the 
societies  in  their  districts,  pointed  out  that  they 
had  encountered  difficulty  in  securing  information 
relative  to  the  time  and  programs  of  some  county 
society  meetings. 

This  situation  should  not  exist  and  should  be 
remedied  immediately. 

Members  of  the  Council  are  anxious  to  visit  the 
societies  in  their  districts  as  frequently  as  pos- 
sible. Unless  they  have  the  cooperation  of  society 
officers  this  cannot  be  accomplished.  Unless  Coun- 
cilors are  posted  regarding  dates  of  meetings  they 
find  it  difficult,  if  not  impossible,  to  arrange  for 
such  visits. 

Therefore,  it  is  suggested  that  the  officers  of 
each  component  society  immediately  furnish  the 
Councilor  of  its  district  with  a program  and  the 
time  of  each  meeting  far  enough  in  advance  of 
the  meeting  to  permit  the  Councilor  to  attend  if 
he  can  arrange  to  do  so. 

Better  yet  and  to  facilitate  contacts  between 
county  societies  and  Councilors,  the  Councilor 
should  be  furnished  with  a schedule  of  meetings 
planned  during  the  entire  year. 

— OSM  J — 

Have  you  an  active  public  health  committee  in 
your  society?  If  not,  appoint  one.  Be  prepared  in 
your  society  to  guide  local  medical  aspects  of  the 
New  Deal  program  for  public  health — Minnesota 
Medicine. 

— OSMJ  — 

For  the  past  month  a Columbus  radio  station 
has  been  in  frequent  contact  with  the  State  Head- 
quarters Office  to  secure  information  and  advice 

on  medical 

Another  Example  of  How  and  heal^h 

. . n problems  m 

Medical  Societies  Can  connection 

Guide  Public  Opinion  with  broad- 

casts  by 

food  and  drug  firms. 

Data  from  the  files  of  the  Headquarters  Office 
regarding  certain  products  being  advertised  as 


health  preserving  or  health  restoring  agents  has 
been  furnished  for  the  guidance  of  the  radio  sta- 
tion in  censoring  advertising  broadcasts  and 
evaluating  requests  for  time  on  the  air. 

It  goes  without  saying  that  some  good  has  been 
accomplished  under  this  informal  arrangement 
and  in  some  instances  the  public’s  interest  pro- 
tected. 

Here  is  another  example  of  how  the  medical 
profession  through  its  organization  is  serving  the 
public.  It  emphasizes  again,  one  of  many  ac- 
tivities which  can  be  undertaken  by  medical  so- 
cieties to  safeguard  public  health  and  render  a 
tangible  public  service. 

Furnishing  sound  medical  and  health  advice  to 
the  laity  and  lay  agencies  which  are  not  suffi- 
ciently informed  to  properly  solve  medical  and 
health  problems  is  something  which  the  medical 
society  in  every  community  can,  and  should, 
undertake. 

— OSMJ  — 

Nothing  is  more  difficult  than  to  issue  any  re- 
liable forecast  on  relief  plans  of  the  government — 

Medical  Economics  Dept.,  Wisconsin  State  Medi- 
cal Journal. 

— oSM  J — 

With  the  complete  withdrawal  of  the  Federal 
Government  from  direct  relief,  the  problem  has 
become  primarily  a local  one. 

As  pointed  out  re- 
peatedly in  The 
Journal,  this  affords 
county  medical  so- 
cieties another  op- 
portunity to  demon- 
strate the  value  of  organized  activity. 

Among  the  several  noteworthy  instances  of  in- 
itiative on  the  part  of  county  societies  in  meeting 
this  important  problem,  is  the  program  proposed 
by  the  Mahoning  County  Medical  Society  and  ac- 
cepted by  the  City  of  Youngstown. 

Under  that  plan  an  Advisory  Committee,  con- 
sisting of  a physician,  dentist,  druggist,  nurse  and 
hospital  representative,  appointed  by  their  re- 
spective organizations  and  acting  with  the  Relief 
Director,  will  select  a Medical  Director  from  a list 
of  three  physicians  nominated  by  the  Mahoning 
County  Medical  Society. 

His  duties  will  consist'  of  administrating  the 
medical  relief  program  and  supervising  the  per- 
sonnel of  the  medical  relief  office,  which  will  con- 
sist of  social  service  nurses,  a druggist  and 
stenographic  and  clerical  help.  Relief  clients  will 
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be  allowed  free  choice  of  physicians.  The  question 
of  fees  is  to  be  worked  out  by  the  Medical  Direc- 
tor, the  Advisory  Committee  and  the  Relief 
Director. 

The  plan  is  now  being  considered  by  the  Ma- 
honing County  commissioners  and  may  be  adopted 
for  the  entire  county. 

The  Miami  County  Medical  Society  also  has 
“taken  the  bull  by  the  horns”,  as  is  shown  hy  the 
following  letter  recently  sent  to  each  of  the  town- 
ship trustees  in  the  county: 

“The  Miami  County  Medical  Society  is  in- 
terested in  cooperating  with  you  and  the  various 
Trustees  of  Miami  County  in  perfecting  plans  for 
providing  medical  services  for  indigents.  It  is  our 
plan  to  have  a committee  from  our  Society  meet 
with  a committee  appointed  by  the  Township 
Trustees  Organization  and  present  the  various 
aspects  of  this  problem;  and  thus  through  mutual 
understanding,  attempt  to  organize  a new  method 
of  procedure  which  will  be  of  mutual  benefit  to 
all  concerned. 

“We  expect  to  promote  a plan  which  will  allow 
the  indigent  a free  choice  of  physician,  which  will 
allow  the  physician  reasonable  compensation  for 
his  services,  and  which  will  approximate  the 
budget  allowed  for  relief  purposes  by  the  trustees. 
In  addition  we  expect  to  offer  you  a Medical 
Referee  Committee  to  cooperate  with  you  and 
the  physician  when  necessary  in  checking  over 
disputed  charges. 

“It  is  our  suggestion  that  you  visit  one  of  the 
members  of  the  Miami  County  Medical  Society  in 
the  near  future  and  talk  over  this  matter  with 
him  so  that  you  can  exchange  viewpoints  and  thus 
the  Committee  will  have  a mutual  understanding 
of  each  other’s  problems  when  the  meeting  is 
called.” 

No  doubt  other  county  societies  have  shown 
similar  initiative.  However,  these  examples  of 
enterprise  on  the  part  of  two  county  medical  so- 
cieties are  cited  for  the  information  of  other 
societies  in  dealing  with  the  perplexing  problem 
of  medical  relief. 

It  is,  of  course,  true  that  local  conditions  vary, 
but  it  is  also  true  that  the  medical  profession  in 
each  community  has  a vital  interest  in  this  prob- 
lem, which  can  only  be  protected  by  aggressive 
activity  on  the  part  of  the  local  medical  society. 


— OSMJ  — 


The  people  of  America  have  experienced  war, 
pestilence,  flood,  drought,  unprecedented  extremes 
of  heat  and  cold  and  a valley  of  deep  depression. 
Yet,  in  this  quarter  century  more  than  eight  years 
— 3,000  days — have  been  added  to  the  average  life 
span  of  the  general  population  and  this  “vast 
gift  of  days”  has  gone  chiefly  to  the  young. — Bul- 
letin of  Metropolitan  Life  Insurance  Co. 

— OSMJ  — 

The  time  for  a doctor  to  “do  anything”  about 
the  government  situation  is  to  do  it  before  even 
the  candidate  is  nominated  at  the  primaries — 
Illinois  State  Medical  Journal. 


There’s  a moral  for  every  physician  in  the  fol- 
lowing experience  described  recently  by  a Colum- 
bus physician: 


Tony , the  Philosopher , 
Gives  “Doc”  a Bit  of 
Timely  Advice 


Tony,  employe 
of  a steel  mill, 
had  made  no 
less  than  a 
dozen  calls  at 
Dr.  A’s  office  for 


treatment  for  boils. 


% 

On  the  day  Dr.  A.  pronounced  Tony  well  and 
able  to  return  to  work,  the  following  dialogue 
took  place: 


“What  I owa  you,  Doc?”  asked  Tony,  extracting 
a roll  of  bills  from  his  pocket. 

“Well — Tony — let’s  see — well — Oh  about — well 
let’s  make  it  $10”,  replied  Dr.  A,  hesitatingly. 

“Oh,  Tony,  let’s  see — Oh — well — let’s  make  it 
$10”,  mocked  Tony,  tossing  a bill  on  the  desk,  and 
continuing : 


“Doc,  why  not  $20;  $30;  $40;  $50;  $100,  lika 
that? 


“Why  don’ta  you  talka  like  you  mean  it? 

“Why  you  wanta  make  me  feel  you  taka  less 

$10? 


“Why  you  no  maka  me  feel  you  sava  my  life? 

“Why  you  no  maka  me  feel  you  oughta  get 
bigga  money  for  good  work? 

“Doc,  don’ta  maka  man  feel  you  worka  cheap; 
maka  him  feel  you  good  doc,  geta  good  price; 
worth  more  you  ask.” 

To  Tony  goes  the  medal  for  a bit  of  homely 
philosophy  which  every  physician  would  do  well  to 
memorize. 

— OSMJ  — 


Several  thousand  reprints  dealing  with  the 
question  of  socialized  medicine  have  to  date  been 
distributed  by  the  State  Association  to  high 

schools  and  col- 

High  School  Debaters  leg€S  throughout 

Ohio  for  the  use 
of  those  taking 

Medical  Profession  part  in  scholastic 

debates  on  this 

important  issue. 

Requests  for  material  continue  to  pour  into  the 
State  Headquarters,  indicating  the  extensiveness 
of  this  particular  debate  project. 

For  the  medical  profession  to  minimize  the  im- 
portance and  significance  of  these  debates  would 
be  foolhardy. 

Two  things  which  physicians  residing  in  com- 
munities where  such  debates  will  be  held  should 
do  are  obvious  but  are  enumerated  for  the  sake 
of  emphasis : 

First,  every  physician  should  assume  the  re- 
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sponsibility  of  helping  students  assigned  the 
negative  side  of  the  question  of  state  medicine. 

Second,  physicians  whenever  possible  should 
make  it  a point  to  attend  the  debates  in  order  to 
hear  the  arguments  pro  and  con  and  analyze  the 
audience’s  reaction.  Incidentally,  the  Council  and 
Policy  Committee  of  the  State  Association  doubt- 
less would  appreciate  reports  from  physicians  on 
the  debates  attended. 

An  appealing  argument  for  active  interest  on 
the  part  of  the  medical  profession  in  this  project 
being  carried  on  in  schools  all  over  the  country 
was  made  recently  by  Dr.  Ralph  M.  Carter,  presi- 
dent of  the  State  Medical  Society  of  Wisconsin, 
writing  in  the  journal  of  that  society: 

“We  should  keep  in  mind,”  declared  Dr.  Carter, 
“the  fact  that  these  debates  are  not  merely  state- 
wide, but  national  in  their  scope;  we  should  re- 
member that  in  the  aggregate  enormous  numbers 
of  people  will  hear  them,  and  will  have  their  at- 
tention drawn  to  state  medicine.  And  judging  the 
future  by  the  past,  can  any  of  us  doubt  that  news 
of  affirmative  victories  will  be  spread  far  and  wide 
in  the  public  press,  and  made  the  basis  of  ad- 
ditional and  still  more  effective  propaganda? 
And  can  any  of  us  doubt  that  negative  victories, 
which  by  the  way  will  be  few  and  far  between  if 
we  do  not  get  busy,  will  be  minimized  so  far  as 
possible? 

“Even  if  these  things  should  turn  out  not  to  be 
true,  it  can  certainly  do  organized  medicine  no 
harm  to  seize  the  opportunity  to  put  its  case  be- 
fore as  many  laymen  as  possible. 

“As  someone  has  said,  ‘Medicine  is  at  the  cross- 
roads’; continuing  the  figure  of  speech,  I repeat 
again  that  the  way  medicine  shall  take  in  the 
future  depends  almost  entirely  upon  the  attitude 
and  actions  of  the  practitioners  of  today.  We  have 
been  extremely  lax  in  the  past  in  not  looking  after 
our  own  interests;  let  us  not  continue  to  be  so  in 
the  future.” 

— OSMJ  — 


In  recent  weeks  a number  of  Ohio  physicians 
have  been  requested  to  express  their  views  on 
some  of  the  economic  and  social  aspects  of  medical 

practice  and 

Physicians , Not  Others , medical  service 

Should  Supply  Data  LerTto  ques- 

on  Medical  Problems  tionnaires  dis- 

tributed by  or- 
ganizations engaged  in  studies  of  social  problems, 
including  public  health  and  medical  care. 


Two  points  have  been  raised  by  some  of  those 
asked  to  furnish  this  information,  namely: 

Should  the  data  be  furnished  or  the  request 
ignored? 


Can  the  questions  be  answered  concisely  but  in 
a comprehensive  manner? 


Naturally  it  is  up  to  each  physician  to  make  the 
final  decision  but  these  suggestions  are  offered: 

It  is  desirable  that  such  requests  be  acknowl- 
edged and  an  effort  made  to  supply  accurate  in- 
formation, when  it  is  determined  that  the  in- 
quiries have  been  made  in  good  faith. 

The  profession  should  not  expose  itself  to  the 
accusation  that  it  is  not  interested  in  these  im- 
portant questions  and  taking  a “hands  off”  at- 
titude. 

Of  course,  each  physician  must  use  his  own 
judgment  when  an  expression  of  individual  view- 
points is  requested. 

When  the  answers  involve  the  stating  of  facts 
and  policies,  it  would  be  advisable  for  the  physi- 
cian to  review,  before  answering,  the  established 
policies  of  medical  organization  and  the  studies 
which  have  been  conducted  by  medical  organiza- 
tion from  time  to  time. 

The  Headquarters  Office  of  the  State  Associa- 
tion is  in  a position  to  assist  all  members. 

It  has  in  its  files  data  and  statistics  assembled 
by  reliable  investigators.  Reprints  of  official  re- 
ports summarizing  policies  and  principles  for 
which  medical  organization  stands  are  available 
and  will  be  supplied  to  any  member  on  request. 

In  other  words,  in  cooperation  with  the  commit- 
tees of  the  State  Association  who  have  devoted 
much  time  and  study  to  medical,  social  and 
economic  problems,  individual  physicians  can  fur- 
nish accurate  and  authentic  information. 

If  requests  are  ignored  there  is  the  danger  that 
unreliable  and  inaccurate  information  will  be  ob- 
tained from  hand-picked  and  prejudiced  groups 
who  are  not  in  possession  of  facts  and  are  un- 
familiar with  the  policies  of  medical  organization. 

— OSMJ  — 

X-Ray  Negative  Is  Property  of 
Physician,  Court  Holds 

According  to  a recent  decision  of  the  Michigan 
Supreme  Court,  a roentgenographic  negative 
made  by  a physician  as  an  aid  to  diagnosis  and 
treatment  is  the  property  of  the  physician  who 
makes  it,  unless  he  has  entered  into  an  agreement 
waiving  ownership. 

The  court  ruled  that  X-ray  plates  are  practic- 
ally meaningless  to  an  ordinary  layman,  and  are 
as  much  a part  of  the  history  of  the  case  as  any 
other  record  made  by  a physician. 

While  this  decision  is  an  important  step  in 
helping  to  settle  a troublesome  question,  The 
Journal  of  the  A.M.A.,  points  out  that  it  “leaves 
undetermined  the  questions  whether  a patient, 
personally  or  through  physicians  or  others  em- 
ployed by  him,  has  the  right  to  inspect  a roent- 
genographic negative  while  it  remains  in  the  pos- 
session of  the  physician  who  made  it,  or  to  require, 
on  payment  of  the  reasonable  cost,  that  prints  of 
the  negative  be  furnished  to  him”. 


PROCEEDINGS  OF  THE  COUNCIL 

Time  of  1936  Annual  Meeting  Set;  Committee  Appointments  Approved; 
Budget  for  Ensuing  Year  Adopted;  New  Publication  Plan  Established; 
Study  of  Speakers’  Bureau  Idea  Authorized  at  December  1 Meeting 


THE  Council  of  the  Ohio  State  Medical  As- 
sociation met  in  regular  session  in  the 
State  Headquarters  Office,  Columbus,  Sun- 
day, December  1,  1935,  with  the  following  Officers 
and  Councilors  present:  President  Hendershott, 

President-elect  Huston,  Councilors  Smith,  Hogue, 
Klotz,  Hein,  Jenkins,  Skipp,  Kirkland,  Brush, 
Seiler  and  Sherburne;  Dr.  Upham,  chairman, 
Policy  Committee;  Dr.  Bigelow,  Columbus,  Dr. 
Forman,  Columbus;  Executive  Secretary  Nelson 
and  Assistant  Executive  Secretary  Saville. 

On  motion  by  Dr.  Klotz,  seconded  by  Dr.  Brush 
and  carried,  the  minutes  of  the  meeting  of  the 
Council  held  on  October  1,  1935,  were  approved  as 
published  on  pages  870  to  873  of  the  November, 
1935,  issue  of  The  Journal. 

As  the  first  item  of  business,  President  Hender- 
shott requested  reports  from  the  members  of 
Council  on  recent  visits  to  the  societies  in  their 
respective  districts.  Each  member  of  the  Council 
presented  such  information  and  reported  plans 
to  visit  all  county  societies  in  their  districts  as 
soon  as  possible  and  at  least  once  during  the  en- 
suing year. 

It  was  pointed  out  by  a number  of  Councilors 
that  they  had  encountered  difficulty  in  securing 
from  some  county  society  secretaries  the  dates  of 
county  society  meetings  and  in  making  suitable 
arrangements  for  visiting  the  societies.  The 
executive  secretary  was  instructed  to  request  all 
county  society  secretaries  to  furnish  Councilors 
with  programs  of  meetings  and  arrange  a con- 
venient time  when  the  Councilor  might  visit  the 
society.  During  the  general  discussion,  it  was 
emphasized  that  Councilors  should  call  the  atten- 
tion of  the  societies  in  their  districts  to  the  ac- 
tivities being  carried  on  by  the  State  Association 
in  behalf  of  the  membership.  Dr.  Upham,  chair- 
man of  the  Committee  on  Public  Policy,  stated 
that  he  beLeved  Councilors  should  stress  the  fact 
that  the  medical  profession  is  making  strenuous 
efforts  to  solve  some  of  the  serious  medical- 
economic  questions  as  indicated  by  the  several 
hundred  plans  which  are  now  being  operated  on 
an  experimental  basis  by  medical  societies  in 
various  parts  of  the  country,  which,  he  said,  re- 
futes the  charges  of  certain  individuals  and 
groups  that  the  medical  profession  is  making  no 
effort  to  bring  about  desirable  changes  in  methods 
of  delivering  medical  service  to  meet  new  social 
and  economic  conditions. 


COMMITTEE  APPOINTMENTS 

President  Hendershott  announced  the  appoint- 
ment of  the  following  committees,  which,  upon 
motion  by  Dr.  Jenkins,  seconded  by  Dr.  Smith 
and  carried,  were  confirmed  by  the  Council: 

Committee  on  Auditing  and  Appropriations 
Dr.  B.  J.  Hein,  chairman,  Toledo 
Dr.  Parke  G.  Smith,  Cincinnati 
Dr.  E.  R.  Brush,  Zanesville 

Committee  on  Preventive  Medicine  and  Periodic 
Health  Examinations 
Dr.  V.  C.  Rowland,  chairman,  Cleveland 
Dr.  C.  W.  Burhans,  Lakewood 
Dr.  Jonathan  Forman,  Columbus 
Dr.  A.  J.  Skeel,  Cleveland 
Dr.  C.  I.  Stephen,  Ansonia 
Dr.  E.  H.  Porter,  Tiffin 
Dr.  J.  D.  Boylan,  Milford  Center 

Committee  on  Military  and  Veterans’  Affairs 
Dr.  Drew  L.  Davies,  chairman,  Columbus 
Dr.  John  A.  Sipher,  Norwalk 
Dr.  A.  J.  McCracken,  Bellefontaine 

Judicial  Committee 

Dr.  E.  M.  Huston,  chairman,  Dayton 
Dr.  D.  W.  Hogue,  Springfield 
Dr.  John  A.  Caldwell,  Cincinnati 

ANNUAL  MEETING 

President  Hendershott  called  for  a general  dis- 
cussion on  the  1935  Annual  Meeting  at  Cincinnati, 
during  which  members  of  the  Council  expressed 
appreciation  to  the  Academy  of  Medicine  of  Cin- 
cinnati for  its  hospitality  and  to  the  Council  Pro- 
gram Committee  and  the  Committee  on  Arrange- 
ments for  their  splendid  activity  in  connection 
with  the  meeting.  It  was  the  sentiment  of  the 
Council  that  the  1935  meeting  was  one  of  the 
best  in  the  history  of  the  State  Association. 

Dr.  Smith,  chairman  of  the  Program  Committee 
and  the  Committee  on  Arrangements  for  the  Cin- 
cinnati meeting,  submitted  a financial  report  on 
the  meeting,  showing  that  total  receipts  from  the 
sale  of  commercial  exhibit  space  amounted  to 
$2,995  and  total  disbursements,  $2,981.77,  leaving 
an  unexpended  balance  of  $13.23. 

Dr.  Smith  stated  that  his  observation  had  been 
that  the  great  majority  of  those  attending  the 
Cincinnati  meeting  had  been  particularly  pleased 
with  the  set-up  of  the  program  and  that  more 
members  had  stayed  throughout  the  entire  meet- 
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ing  than  in  previous  years.  He  said  that  he  had 
been  informed  by  many  that  the  scientific  exhibit 
was  one  of  the  outstanding  achievements  of  the 
meeting.  Dr.  Smith  recommended  that  in  the 
future  definite  hours  be  set  aside  in  the  program 
when  members  could  view  the  scientific  exhibits 
and  demonstrations.  He  also  recommended  that 
the  scientific  exhibits  be  placed  under  the  direct 
supervision  of  the  Council  Program  Committee 
instead  of  a local  committee,  in  order  to  bring 
about  continuity  in  arranging  for  this  feature  of 
the  program.  Dr.  Smith  also  emphasized  the  im- 
portance of  General  Sessions  and  expressed  the 
opinion  that  more  General  Sessions  should  be  ar- 
ranged for  future  Annual  Meetings. 

Upon  request,  Dr.  Bigelow  made  a brief  report 
on  the  discussion  held  at  the  Past  Presidents’ 
Luncheon  on  the  second  day  of  the  Annual  Meet- 
ing in  Cincinnati,  pointing  out  particularly  that  a 
majority  of  the  former  Presidents  who  had  at- 
tended felt  that  greater  emphasis  should  be  placed 
on  General  Sessions  and  demonstrations  in  order 
to  stimulate  interest  among  general  practitioners, 
especially  those  from  the  smaller  communities  of 
the  state. 

The  following  resolution  from  the  Section  on 
Nervous  and  Mental  Diseases,  signed  by  Dr. 
Thomas  A.  Ratliff,  Dr.  E.  J.  Emerick  and  Dr. 
Charles  W.  Stone,  representing  that  Section,  was 
presented  for  the  consideration  of  the  Council: 

“Whereas  the  Section  on  Nervous  and  Mental 
Diseases  has  always  had  two  sessions  during  the 
Annual  Meeting  and  for  the  first  time  this  year 
was  limited  to  one  session  because  of  a provision 
in  the  Constitution. 

“Therefore  Be  It  Resolved  that  the  Section  on 
Nervous  and  Mental  Diseases  of  the  Ohio  State 
Medical  Association  be  permitted  to  continue  as 
formerly  to  have  two  sessions  at  the  Annual  Meet- 
ing; and  that  the  section  of  the  Constitution  of 
the  Ohio  State  Medical  Association  which  pre- 
vents the  Section  holding  two  sessions  be  elimi- 
nated or  changed.” 

On  motion  by  Dr.  Smith,  seconded  by  Dr.  Sher- 
burne and  canned,  the  resolution  was  referred  to 
the  Special  Committee  on  Revision  of  the  Con- 
stitution and  By-Laws,  and  the  Council  Program 
Committee  for  the  1936  Annual  Meeting. 

Committees  for  1936  Meeting 

President  Hendershott  announced  the  appoint- 
ment of  the  following  committees  to  handle  the 
program  and  arrangements  for  the  1936  Annual 
Meeting  in  Cleveland : 

Program  Committee 

Dr.  Parke  G.  Smith,  chairman,  Cincinnati 
Dr.  E.  M.  Huston,  Dayton 
Dr.  C.  C.  Sherburne,  Columbus 

Committee  on  Arrangements 

Dr.  A.  A.  Jenkins,  chairman,  Cleveland 
Dr.  O.  P.  Klotz,  Findlay 
Dr.  I.  P.  Seiler,  Piketon 


On  motion  by  Dr.  Brush,  seconded  by  Dr.  Hogue 
and  carried,  the  foregoing  committee  appoint- 
ments were  confirmed. 

Time  for  1936  Annual  Meeting 
President  Hendershott  called  the  attention  of 
the  Council  to  the  action  of  the  House  of  Dele- 
gates at  the  Cincinnati  meeting  authorizing  a poll 
of  the  component  county  societies  on  the  question 
of  whether  the  1936  Annual  Meeting  should  be 
held  in  the  Spring  or  in  the  Fall  (page  858  of  the 
November,  1935,  issue  of  The  Journal ). 

The  Council  was  informed  that  the  referendum 
ordered  by  the  House  of  Delegates  had  been  held 
with  the  following  results: 

County  societies  voting — 66 
Individual  members  voting — 979  for  Fall 

786  for  Spring 
21  indifferent 

Vote  of  county  societies — 42  for  Spring 

23  for  Fall 
1 for  midsummer 

A prolonged  discussion  of  this  question  was 
held  by  the  Council  and  the  foregoing  tabulations 
carefully  analyzed.  The  sentiment  of  the  majority 
of  the  members  of  Council  was  that  the  Annual 
Meeting  would  in  all  probability  create  more 
state-wide  interest  if  held  in  the  Spring  of  the 
year. 

However,  the  Council  felt  that  it  would  be  diffi- 
cult, if  not  impossible,  to  arrange  a suitable  pro- 
gram for  the  1936  Annual  Meeting  if  held  in  the 
Spring  due  to  the  short  time  left  for  carrying  out 
the  innumerable  details  involved  in  formation  of 
the  program.  Having  this  in  mind,  the  Council 
adopted  a motion  made  by  Dr.  Smith  and  seconded 
by  Dr.  Hein  and  carried  that  the  1936  Annual 
Meeting  in  Cleveland  be  held  the  week  of  October 
5,  providing  suitable  arrangements  can  be  made 
for  meeting  places,  etc.;  and  that  the  time  for 
the  1937  Annual  Meeting  provisionally  be  set  for 
the  Spring  of  that  year. 

new  publication  set-up 

President  Hendershott  called  the  attention  of 
the  Council  to  the  action  of  the  House  of  Dele- 
gates at  the  Cincinnati  Annual  Meeting  in 
amending  the  By-Laws  of  the  State  Association 
to  provide  that  the  Council  shall  have  complete 
charge  of  the  publication  of  the  Ohio  State  Medi- 
cal Journal.  , 

Also,  he  called  attention  to  the  fact  that  the 
Council  at  its  meeting  following  the  final  session 
of  the  House  of  Delegates  had  authorized  the 
President  to  appoint  a special  committee  or  call  a 
conference  to  consider  this  question  and  submit 
recommendations  to  the  Council. 

Dr.  Hendershott  stated  that  pursuant  to  these 
instructions  by  the  Council,  he  had  invited  physi- 
cians from  various  parts  of  the  state  who  have  had 
experience  in  publication  matters  to  attend  a con- 
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ference  for  the  foregoing  purpose.  He  announced 
that  such  a conference  was  held  in  the  State 
Headquarters  Office  on  Sunday,  October  20,  1935, 
and  was  attended  by  the  following:  Drs.  L.  L. 
Bigelow,  Columbus;  F.  C.  Clifford,  Toledo;  Jona- 
than Forman,  Columbus;  R.  R.  Hendershott, 
Tiffin;  L.  J.  Karnosh,  Cleveland;  Claude  B. 
Norris,  Youngstown;  H.  M.  Platter,  Columbus; 
F.  C.  Potter,  Akron;  Wm.  M.  Skipp,  Youngstown, 
and  J.  H.  J.  Upham,  Columbus. 

Dr.  Hendershott  informed  the  Council  that  fol- 
lowing an  extended  roundtable  discussion  the  con- 
ference had  selected  a subcommittee,  consisting  of 
Dr.  Bigelow,  chairman,  Dr.  Karnosh  and  Dr. 
Forman,  to  draft  a report  embodying  what  was 
felt  to  be  the  majority  sentiment  expressed  at  the 
conference  and  to  submit  such  report  to  the  Coun- 
cil at  today’s,  meeting.  He  then  called  upon  Dr. 
Bigelow  to  discuss  the  proceedings  of  the  pub- 
lication conference  and  submit  the  report  of  the 
subcommittee  to  the  Council. 

Dr.  Bigelow  briefly  summarized  the  subjects 
discussed  at  the  conference  and  the  viewpoints  ob- 
tained later  through  a questionnaire  sent  to  each 
physician  attending  that  meeting.  He  then  pre- 
sented to  the  Council  for  its  consideration  the  fol- 
lowing suggested  plan  for  the  operation  of  the 
Ohio  State  Medical  Journal  based  on  the  view- 
points and  recommendations  of  the  majority  of 
those  who  had  taken  part  in  the  conference  on 
October  20. 

Recommendations  of  Subcommittee 

Personnel — 

1.  An  editor,  appointed  annually  by  the  Coun- 
cil and  paid  a salary  or  honorarium,  fixed  by  the 
Council. 

2.  Two  Associate  Medical  Editors,  selected  by 
the  Editor  upon  the  approval  of  the  Council,  to 
serve  at  the  pleasure  of  the  Editor  or  the  Council, 
and  paid  a salary  or  honorarium  fixed  by  the 
Council. 

3.  A Managing  Editor  and  Business  Manager, 
who  shall  be  the  Executive  Secretary. 

4.  Contributing  Medical  Editors,  to  be  selected 
by  the  Editor  at  his  discretion  and  to  serve  with- 
out pay. 

Duties — 

1.  Editor — Responsibility  for  the  assembling 
and  editing  of  all  scientific  material  for  The 
Journal. 

2.  Associate  Medical  Editors — To  work  directly 
under  the  supervision  of  the  Editor  and  to  assist 
and  cooperate  with  him  on  all  his  duties  and  ac- 
tivities; to  assist  him  in  writing  or  arranging  for 
medical  editorials,  book  reviews,  case  reports,  etc., 
and  in  editing  medical  papers. 

3.  Managing  Editor  and  Business  Manager — 
To  direct  the  handling  of  all  advertising  and  busi- 
ness matters  in  connection  with  The  Journal;  to 
be  responsible  for  collecting  and  writing  news 
articles  for  The  Journal  and  editorials  dealing 
with  organization  and  medical  economic  problems ; 
to  superintend  the  make-up  of  The  Journal  and 
its  circulation.  The  Managing  Editor  will  be  ex- 
pected to  cooperate  with  the  Editor  and  his  asso- 


ciates, and  to  consult  with  them  freely  on  pub- 
lication questions. 

4.  Contributing  Editors — A select  group  of 
physicians  to  advise  on  medical  questions;  to 
write  book  reviews;  to  work  up  case  reports,  etc.; 
to  be  on  the  alert  to  secure  scientific  material  for 
The  Journal  and,  generally,  to  stimulate  interest 
in  and  contributions  to  The  Journal. 

General — 

In  the  final  analysis,  the  Council  will  have 
direct  control  over  all  the  foregoing  personnel  and 
it  is  assumed  that  all  would  cooperate  in  handling 
all  matters  pertaining  to  The  Journal. 

Amplifying  his  previous  remarks,  Dr.  Bigelow 
pointed  out  that  several  who  had  attended  the 
conference  felt  that  a more  elaborate  publication 
set-up  should  be  established,  possibly  headed  by 
an  editor-in-chief  with  full  authority  over  all  pub- 
lication matters  and  responsible  for  the  entire 
Journal  from  cover  to  cover.  He  stated  that  the 
majority  of  those  who  had  been  asked  to  consider 
this  matter  felt  that  this  was  not  the  appropriate 
time  to  inaugurate  such  a plan  and  "were  of  the 
opinion  the  one  proposed  by  the  subcommittee 
would  be  more  practicable  and  eventually  would 
be  able  to  bring  about  improvements  in  The 
Journal  and  extend  its  usefulness. 

Following  a discussion  of  the  foregoing  report, 
during  which  the  Council  expressed  appreciation 
to  those  who  had  attended  the  conference  and 
given  this  matter  their  careful  consideration,  upon 
motion  by  Dr.  Jenkins,  seconded  by  Dr.  Sher- 
burne and  carried,  the  Council  adopted  the  recom- 
mendation of  the  subcommittee  and  officially 
established  the  proposed  set-up  as  the  plan  for 
publication  of  The  Journal  during  the  ensuing 
year. 

On  motion  by  Dr.  Huston,  seconded  by  Dr. 
Jenkins  and  carried,  the  Council  set  the  salary  of 
the  editor  at  $600  per  year  and  the  salaries  of 
each  of  the  two  associate  medical  editors  at  $300 
per  year. 

The  appointment  of  an  editor  then  was  dis- 
cussed. On  motion  by  Dr.  Jenkins,  seconded  by 
Dr.  Sherburne  and  carried,  the  Council  named 
Dr.  Bigelow  as  editor,  such  appointment  to  be- 
come effective  December  1. 

(Note:  On  December  3,  Dr.  Bigelow  notified 

President  Hendershott  that  it  was  impossible  for 
him  to  accept  the  appointment,  but  that  he  would 
advise  and  assist  the  Headquarters  Office  on  pub- 
lication matters  pending  the  selection  by  the 
Council  of  an  editor). 

FINANCIAL  REPORT  AND  BUDGET  FOR  1936 

The  Council  then  considered  the  following  re- 
port of  the  Committee  on  Auditing  and  Ap- 
propriations presented  by  Dr.  Hein,  chairman: 

After  several  conferences  and  careful  study, 
the  Committee  on  Auditing  and  Appropriations 
has  formulated  a suggested  budget  for  the  State 
Association  for  the  year  1936,  and  submits  it  for 
the  consideration  of  the  Council. 

The  committee  would  like  to  particularly  em- 
phasize the  following  points: 
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First,  the  committee  is  pleased  to  report  that 
the  membership  enrollment  for  1935  showed  a 
substantial  increase  and  there  is  reason  to  believe 
that  the  enrollment  will  be  increased  during  1936. 

Second,  All  financial  transactions  of  the  State 
Association  and  The  Journal  were  carefully 
supervised  during  the  past  year.  There  was 
efficient  management  and  economy  on  the  part  of 
the  headquarters  office.  Expenditures  for  services 
and  activities  did  not  exceed  the  revenue  from 
membership  dues  and  interest  on  investments. 

Third,  The  contingent  reserve  fund  as  of  De- 
cember 31,  1935,  will  be  approximately  $71,270.00, 
a decrease  of  approximately  $5,250.00  from  a year 
ago,  due  to  the  payment  of  that  amount  in  rebates 
cn  1935  membership  dues. 

Fourth,  Before  formulating  the  suggested  bud- 
get for  1936,  the  committee  made  a thorough 
analysis  of  the  anticipated  revenue  of  the  Asso- 
ciation during  the  next  twelve  months  and  care- 
fully estimated  the  amount  of  money  which  will 
be  necessary  to  carry  on  the  essential  activities 
and  functions  of  the  Association  during  the  en- 
suing year. 

In  this  connection,  your  committee  wishes  to 
particularly  emphasize  the  seriousness  of  the 
problems  which  confront  the  medical  profession 
and  will  continue  during  succeeding  months. 
These  critical  problems  are  well  known  to  the 
Council  so  it  is  unnecessary  to  enumerate  them  in 
this  report. 

It  is  most  important  that  medical  organization 
be  adequately  prepared;  the  medical  profession  be 
united  and  aggressive;  and  the  State  Association 
have  the  active  and  loyal  support  of  every  eligible 
physician  in  Ohio. 

In  order  to  better  meet  additional  responsi- 
bilities, increase  its  influence,  and  stimulate 
greater  active  interest  and  cooperation  among  the 
members,  the  State  Association  must  expand  its 
activities  and  increase  its  services  and  benefits  to 
all  members. 

Some  new  services  and  activities  have  been  in- 
augurated by  the  Council  during  the  past  six 
months.  All  are  essent'al  and  praise-worthy. 
Additional  activities  are  being  planned  and  should 
be  put  into  operation  as  soon  as  possible.  As  this 
committee  pointed  out  in  its  recent  annual  report 
to  the  House  of  Delegates  of  the  State  Associa- 
tion, the  Association  is  obligated  to  take  every 
possible  step  to  protect  the  interests  of  the  profes- 
sion and  the  public.  These  questions  have  been 
carefully  studied  by  the  committee  and  are  the 
basis  for  the  suggested  1936  budget. 

Fifth,  Over  a period  of  years  the  Association 
has  been  able  to  accumulate  a reserve  fund, 
available  for  contingencies  c1"  emergencies.  Most 
of  this  is  invested  in  government  securities. 

This  committee,  after  much  thought  and  study, 
has  reached  the  conclusion  that  the  present  re- 
serve is  sufficient  and  that  it  would  be  unreason- 
able and  poor  business  judgment  to  continue  to 
add  to  it,  at  least  at  this  time  when  it  is  im- 
perative that  the  functions  and  activities  of  the 
Association  be  speeded  up,  extended  and  im- 
proved. 

Therefore,  we  strongly  urge  and  recommend 
that  for  an  indefinite  period,  all  funds  and 
revenues  of  the  Association,  in  excess  of  the 
estimated  balance  of  December  31,  1935  ($71,- 
270.00)  be  considered  as  active  operating  funds 
and  be  made  available  through  appropriation  by 
the  Council  and  upon  authorization  of  this  com- 
mittee, for  the  expansion  of  present  activities  and 
the  inauguration  of  new  functions  and  programs, 


approved  by  the  Council,  and  designed  to  increase 
the  benefits  to  the  membership,  individually  and 
collectively. 

Sixth,  The  above  recommendation'  was  taken 
into  consideration  in  formulating  the  suggested 
budget  for  1936,  and  based  on  anticipated  revenue 
for  1936  of  approximately  $33,300.00  divided  as 
follows:  Membership  dues,  $27,000.00;  Interest, 

$1,800.00;  Unexpended  balance  from  1935,  $4,500. 

Proposed  Budget  for  1936 

Proposed  Budget 
for  1936  for  1935 


1.  The  Journal  $10,000.00  $ 7,000.00 

2.  Committee  on  Medical  Defense 3,000.00  4,000.00 

3.  Committee  on  Public  Policy 1,500.00  1,000.00 

4.  Executive  Secretary,  Salary 5,000-00  6,600.00 

5.  Executive  Secretary,  Expense 800.00  800.00 

6.  Assistant  Executive  Sec’y,  Salary..  3,600.00  4,000.00 

7.  Ass’t.  Exec.  Secretary,  Expense  — 300.00  200.00 

8.  President’s  Expense  400.00  400.00 

9.  Treasurer’s  Salary  300.00  300.00 

10.  Council  Expense  600.00  600.00 

11.  Annual  Meeting  500.00  500.00 

12.  Com.  on  Auditing  and  Appr’n. 100.00  100.00 

13.  Miscellaneous  Committees — Expense  900.00  600.00 

14.  Stationery  and  Supplies 900.00  600.00 

15.  Postage  and  Telegraph 900.00  800.00 

16.  General  Counsel  — — 2,100.00 

17.  Subsidy  to  District  Societies 2,000.00  

18.  Speakers’  Bureau  — 650.00  

19.  Stenographer  1,200.00  

20.  New  Equipment  and  Replacements 600.00  


Total  $33,250.00  $29,600.00 


For  the  information  of  the  Council,  the  follow- 
ing comments  are  submitted  on  some  of  the  items 
in  the  proposed  budget: 

Item  1. — A substantial  increase  in  the  appro- 
priation for  The  Journal  is  recommended  to  take 
care  of  increased  printing  costs  arising  from  the 
adoption  of  a better  and  more  modern  method  of 
binding  The  Journal,  the  use  of  a better  grade  of 
paper  for  the  cover  page,  and  an  ant:cipated  in- 
crease in  the  number  of  pages  of  each  issue;  to 
defray  the  salaries  of  a proposed  medical  editor 
and  his  associates,  and  to  meet  the  nominal  salary 
increases  being  paid  to  Miss  Haney  and  Miss 
Helfrich  upon  instructions  of  the  Council  at  its 
meeting  on  April  14,  1935. 

Item  2. — A decrease  in  the  appropriation  for 
MEDICAL  DEFENSE  is  recommended  for  the 
reason  that  the  customary  appropriation  for  this 
activity  for  the  past  number  of  years  has  ex- 
ceeded the  actual  disbursements  by  a substantial 
margin.  However,  if  additional  funds  are  needed 
during  the  year  for  medical  defense,  they  can  be 
made  readily  available  from  the  reserve  fund. 

Item  3. — An  increase  is  recommended  for  the 
COMMITTEE  ON  PUBLIC  POLICY.  A general 
election  will  be  held  next  year  when  members  of 
the  Legislature  will  be  elected,  necessitating  in- 
creased activity  on  the  part  of  that  committee. 
Moreover,  it  is  quite  likely  the  Legislature  will  be 
in  special  session  frequently  during  1936,  adding 
to  the  work  and  incidentally  the  expenses  of  the 
Policy  Committee. 

Item  7. — A small  increase  is  recommended  _ in 
the  expense  account  of  the  Assistant  Executive 
Secretary  inasmuch  as  he  no  doubt  will  be  en- 
gaged in  some  field  work  during  the  ensuing  year. 

Item  13.— A small  increase  in  the  appropria- 
tion for  MISCELLANEOUS  COMMITTEE  ex- 
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pense  is  proposed  in  anticipation  of  increased  ac- 
tivity by  the  various  committees  during  1936. 

Item  14. — Incoming  and  outgoing  correspondence 
at  the  headquarters  office  has  increased  greatly 
and  many  more  communications,  bulletins,  etc., 
are  being  mailed  to  the  county  societies  and  in- 
dividual members.  Anticipating  that  this  will 
continue  and  increase,  we  have  recommended  an 
increase  in  the  appropriation  for  STATIONERY 
AND  SUPPLIES. 

Item  15. — For  reasons  cited  above,  a small  in- 
crease is  proposed  in  the  appropriation  for  POST- 
AGE AND  TELEGRAMS. 

Item  16. — No  appropriation  is  recommended  for 
GENERAL  COUNSEL,  it  being  assumed  the 
Council  would  authorize  expenditures  for  legal 
services  if  and  when  required  from  unappropri- 
ated balances. 

Item  17.— An  amount  comparable  to  that  ap- 
propriated by  the  Council  on  April  14,  1935,  is 
recommended  to  assist  the  DISTRICT  SO- 
CIETIES in  financing  postgraduate  meetings,  it 
being  understood  that  each  district  society  shall 
be  limited  to  an  amount  not  to  exceed  $200.00  for 
the  year,  1936. 

Item  18. — Assuming  that  the  Council  may 
establish  a SPEAKERS’  BUREAU,  in  compliance 
with  the  sentiment  expressed  by  the  House  of 
Delegates  at  the  Cincinnati  Annual  Meeting,  an 
appropriation  of  $650  to  meet  the  expenses  of 
such  a bureau  is  recommended. 

Item  19. — For  several  years  the  headquarters 
office  has  needed  additional  stenographic  and 
clerical  personnel.  This  will  be  especially  true 
during  the  coming  year  when  new  activities, 
functions  and  services  will  be  undertaken.  A 
careful  survey  of  the  work  of  the  members  of  the 
headquarters  office  staff  has  been  made  by  this 
committee  and  the  heavy  daily  routine  of  that 
office  taken  into  consideration.  The  conclusion  of 
the  committee  is  that  an  additional  stenographer- 
clerk  should  be  employed  by  the  Executive  Secre- 
tary and  we  recommend  an  appropriation  for  her 
salary. 

Item  20. — A survey  has  been  made  of  the  equip- 
ment of  the  headquarters  office.  Some  of  it  has 
been  in  service  many  years  and  is  now  obsolete. 
The  gradual  increase  in  the  services  and  functions 
of  the  office  and  the  correspondence  has  made  the 
present  filing  facilities  inadequate.  A number  of 
new,  fireproof  files  are  needed.  If  a new  stenog- 
rapher-clerk is  hired,  at  least  one  new  desk  and 
typewriter  will  be  needed.  Therefore,  we  recom- 
mend an  appropriation  for  NEW  EQUIPMENT 
AND  REPLACEMENTS,  such  fund  to  be  spent 
at  the  direction,  and  upon  authorization  of  this 
Committee. 

Following  a roundtable  discussion,  the  pro- 
posed budget  and  recommendations  of  the  Com- 
mittee on  Auditing  and  Appropriations  were 
officially  adopted  on  motion  by  Dr.  Klotz,  seconded 
by  Dr.  Seiler  and  carried. 

speakers’  bureau 

For  the  information  of  the  Council,  the  follow- 
ing resolution  adopted  by  the  House  of  Delegates 
at  the  recent  Annual  Meeting  in  Cincinnati  was 
read: 

Whereas,  It  is  important  that  the  Ohio  State 
Medical  Association  cooperate  with  and  assist 


county  and  district  medical  societies  in  securing 
qualified  and  well-informed  speakers  to  promote 
postgraduate  educational  activities  and  to  keep 
the  membership  accurately  informed  on  all  ques- 
tions of  direct  interest  to  the  medical  profession; 

Therefore  Be  It  Resolved,  That  the  House  of 
Delegates  request  the  Council  of  the  Ohio  State 
Medical  Association  to  consider  the  possibility  and 
advisability  of  establishing  a speakers’  bureau  to 
be  operated  by  the  State  Association  for  the  fore- 
going purposes,  and, 

Be  It  Further  Resolved,  If,  upon  investiga- 
tion, the  organization  of  a speakers’  bureau  is 
found  feasible  and  practicable,  the  Council  take 
the  necessary  steps  to  establish  it  and  appropriate 
funds  for  its  operation  under  rules  and  regula- 
tions promulgated  by  the  Council. 

After  some  discussion,  on  motion  by  Dr.  Huston, 
seconded  by  Dr.  Seiler  and  carried,  the  President 
was  authorized  to  appoint  a special  committee  to 
consider  the  question  of  establishing  a speakers’ 
bureau  and  report  to  the  Council  at  its  next  meet- 
ing. 

Pursuant  to  this  action,  President  Hendershott 
appointed  on  such  committee:  Dr.  Skipp,  chair- 
man, Dr.  Hogue  and  Dr.  Kirkland. 

REPORT  OF  JUDICIAL  COMMITTEE 

Reporting  for  the  Judicial  Committee,  Dr.  Hus- 
ton, chairman,  recommended  that  proposed 
changes  in  the  By-Laws  submitted  by  the  Cleve- 
land Academy  of  Medicine  and  the  Toledo  Acad- 
emy of  Medicine  be  approved.  This  recommenda- 
tion was  officially  adopted  by  the  Council  on 
motion  by  Dr.  Huston,  seconded  by  Dr.  Hogue 
and  carried. 

The  Judicial  Committee  requested  that  it  be 
permitted  additional  time  to  study  proposed 
amendments  to  the  By-Laws  of  the  Summit 
County  Medical  Society  which  had  been  submitted 
to  the  Council  for  official  action.  Such  permission 
was  granted  by  the  Council. 

Dr.  Huston  then  summarized  in  detail  the  recent 
investigation  made  by  the  Judicial  Committee  in 
connection  with  the  appeal  filed  by  Dr.  C.  E. 
Savage,  Delphos,  from  the  action  of  the  Academy 
of  Medicine  of  Lima  and  Allen  County  in  sus- 
pending him  from  membership  in  that  society. 

Dr.  Huston  reported  that  several  conferences 
had  been  held  with  officials  and  other  members 
of  the  Academy  of  Medicine  of  Lima  and  Allen 
County  and  that  documents  bearing  on  this  case 
had  been  carefully  studied.  He  stated  that  the 
committee  had  received  no  reply  from  Dr.  Savage 
to  communications  requesting  information  on  this 
matter. 

Dr.  Huston,  in  behalf  of  the  Judicial  Committee, 
then  submitted  the  following  recommendations: 

1.  That  the  Council  of  the  Ohio  State  Medical 
Association  finds  that  the  Academy  of  Medicine  of 
Lima  and  Allen  County  in  disciplinary  action 
taken  against  Dr.  C.  E.  Savage,  Delphos,  acted  in 
accordance  with  the  provisions  of  its  Constitution 
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and  By-Laws  which  had  been  approved  by  the 
Council  of  the  Ohio  State  Medical  Association. 

2.  That  the  Academy  of  Medicine  of  Lima  and 
Allen  County  and  Dr.  Savage  be  informed  that 
the  Council  of  the  Ohio  State  Medical  Association 
herewith  denies  further  jurisdiction  in  the  matter 
of  Dr.  Savage’s  reinstatement. 

On  motion  by  Dr.  Smith,  seconded  by  Dr.  Sher- 
burne and  carried,  the  report  and  recommenda- 
tions of  the  Judicial  Committee  on  the  appeal  of 
Dr.  Savage  were  officially  approved. 

SOCIAL  SECURITY  PROGRAM 

A report  was  presented  on  recent  conferences 
with  officials  of  the  State  Department  of  Health 
relative  to  the  operation  of  the  maternity  and  in- 
fancy educational  program  in  Ohio  under  the  pro- 
visions of  the  National  Social  Security  Act.  It 
was  pointed  out  that  a tentative  program  is  now 
being  formulated  by  the  State  Department  of 
Health  but  will  not  be  placed  into  operation  until 
after  it  has  been  submitted  to  the  Advisory 
Council  and  until  there  is  some  intimation  from 
Washington  when  funds  for  its  operation  will  be 
available.  The  personnel  of  the  Advisory  Council 
selected  by  Dr.  Walter  H.  Hartung,  State  Director 
of  Health,  is  as  follows:  Dr.  J.  H.  J.  Upham, 
representing  the  Ohio  State  Medical  Association; 
Dr.  A.  G.  Mitchell,  College  of  Medicine,  Univer- 
sity of  Cincinnati;  Dr.  E.  G.  Horton,  College  of 
Medicine,  Ohio  State  University;  Dr.  H.  J.  Ger- 
stenberger,  School  of  Medicine,  Western  Reserve 
University;  Dr.  Richard  A.  Bolt,  Cleveland  Child 
Health  Association;  Dr.  Sterling  H.  Ashmun, 
Dayton,  representing  Ohio  Section,  American 
Academy  of  Pediatrics;  Dr.  Ewing  V.  Burns, 
Findlay,  Ohio  State  Dental  Society;  Dr.  W.  G. 
Rhoten,  Wooster,  Ohio  Federation  of  Public 
Health  Officials;  Dr.  A.  J.  Skeel,  Cleveland,  Hos- 
pital Obstetric  Society  of  Ohio,  and  Mrs.  Eliza- 
beth P.  August,  Columbus,  Ohio  State  Nurses’ 
Association. 

It  was  reported  that  Dr.  Hartung  and  his  as- 
sociates had  told  representatives  of  the  State 
Medical  Association  that  whatever  program  is 
undertaken  in  Ohio  will  be  carried  on  in  coopera- 
tion with  county  medical  societies  and  the  State 
Association  and  would  be  confined  to  educational 
activities. 

WORKMEN’S  COMPENSATION 

Dr.  Hein  reported  on  recent  conferences  with 
members  of  the  State  Industrial  Commission  on 
restoration  of  the  20%  reduction  in  the  medical 
and  surgical  fees;  changes  in  personnel  at  the 
Commission  offices  and  other  workmen’s  com- 
pensation medical  questions.  It  was  pointed  out 
that  the  Commission  has  under  serious  considera- 
tion the  matter  of  restoring  the  20%  reduction 
in  medical  fees,  but  has  deferred  action  pending 
early  reorganization  of  several  of  the  Commis- 
sion’s divisions,  including  the  Medical  Division. 


LEGISLATIVE  DEVELOPMENTS 

A resume  of  the  present  special  session  of  the 
Ohio  Legislature  to  date  was  presented  by  the 
Committee  on  Public  Policy,  which  informed  the 
Council  that  it  was  watching  developments  care- 
fully and  would  make  every  effort  to  protect  the 
interests  of  the  medical  profession  with  respect 
to  taxation,  etc. 

The  part  taken  by  the  committee  in  behalf  of 
the  State  Association  in  the  “No  New  Taxes” 
campaign  being  carried  on  by  the  Inter-organiza- 
tion Conference  on  Ohio  Fiscal  Situation  was 
summarized  and  communications  referred  to 
which  indicated  that  the  movement  had  met  with 
widespread  approval  among  members  of  the  pro- 
fession in  all  parts  of  the  state. 

The  belief  was  expressed  that  legislation  incor- 
porating professional  services  in  the  Retail  Sales 
Tax  Law  would  not  be  enacted,  but  the  Policy  Com- 
mittee emphasized  the  necessity  for  frequent  con- 
tacts between  legislative  committeemen  and 
members  of  the  Legislature  in  order  to  apprise 
legislators  of  the  attitude  of  the  medical  profes- 
sion on  this  and  other  taxation  questions. 

MISCELLANEOUS 

Correspondence  from  officials  of  the  Ohio  State 
Nurses’  Association  and  the  Organization  for 
Public  Health  Nursing  inquiring  as  to  the  at- 
titude of  the  State  Medical  Association  on  the 
public  health  recommendations  of  the  Sherrill 
Government  Survey  Commission  and  relative  to 
the  establishment  of  a full-time  bureau  of  public 
health  nursing  in  the  State  Department  of  Health, 
was  read  and  referred  to  the  Committee  on  Public 
Policy  for  consideration. 

The  Council  was  informed  that  a communica- 
tion has  been  sent  to  officials  in  charge  of  the 
Chronic  Disease  Survey  being  conducted  in  sev- 
eral Ohio  cities  as  a WPA  project,  requesting  that 
provision  be  made  for  protection  of  physicians 
against  violation  of  the  laws  affecting  privileged 
communications  in  the  certification  of  information 
regarding  patients. 

A brief  report  was  submitted  on  developments 
with  respect  to  proposals  to  amend  the  Old  Age 
Pension  Law,  especially  sections  dealing  with 
medical  care  for  recipients  of  old  age  pensions. 
The  Council  reiterated  its  former  policy  against 
the  establishment  of  a separate  medical  plan  for 
old  age  pensioners  and  instructed  the  Policy  Com- 
mittee to  point  out  to  members  of  the  Legislature 
that  old  age  pensioners  should  be  entitled  to  direct 
relief,  including  medical  care,  from  official  poor 
relief  agencies  in  case  they  are  unable  to  make 
proper  arrangements  with  their  family  physicians. 

Attention  of  the  Council  was  called  to  com- 
munications received  by  a number  of  Ohio  physi- 
cians from  the  American  Foundation  Studies  in 
Government,  requesting  opinions  on  public  health 
and  medical  questions.  It  was  the  sentiment  of 
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the  Council  that  these  communications  should  be 
answered  by  those  receiving  them,  and  it  was  sug- 
gested that  perhaps  recent  annual  reports  of  the 
Committee  on  Public  Policy  and  the  Committee  on 
Medical  Economics  of  the  State  Association  might 
be  used  as  a basis  for  replies. 

A lengthy  communication  from  the  New  Jer- 
sey State  Medical  Society  requesting  the  Ohio 
State  Medical  Association  to  follow  the  example 
of  the  New  Jersey  Society  in  petitioning  the 
American  Medical  Association  to  carry  on  an  in- 
tensive educational  campaign  among  the  laity  on 
questions  of  medical  economics;  establish  one  or 
more  uniform  plans  for  distributing  medical  ser- 
vice; more  frequent  sessions  of  the  House  of  Dele- 
gates of  the  A.M.A.,  etc.,  was  submitted  to  the 
Council  and  ordered  filed  for  future  reference. 
The  opinion  of  the  majority  of  the  members  of 
the  Council  was  that  the  American  Medical  Asso- 
ciation is,  at  the  present  time,  carrying  on  ac- 
tivities similar  to  those  proposed  by  the  New 
Jersey  Society  and  that  doubtless  officials  of  the 
A.M.A.  are  already  aware  of  the  necessity  for 
extending  educational  activities  in  line  with  the 
foregoing  proposals. 

The  executive  secretary  reported  to  the  Council 
that  the  headquarters  office  had  been  cooperat- 
ing with  a Columbus  radio  station  in  furnishing 
it  with  accurate  information  on  various  patent 
medicines  and  firms  producing  medicinal  products, 
in  an  effort  to  prevent  broadcasts  which  would  be 
harmful  to  the  public  health  and  mislead  the  pub- 
lic as  to  the  quality  of  certain  medicinal  products. 

A communication  from  the  Columbus  Better 
Business  Bureau  inviting  the  State  Medical  Asso- 
ication  to  become  a member  of  the  Bureau,  was 
read,  and  the  executive  secretary  instructed  to 
notify  the  Bureau  that  the  State  Association  ap- 
preciated this  invitation  but  would  be  unable,  at 
this  time,  to  carry  a membership  in  the  Bureau. 

A membership  report  as  of  December  1 was 
presented,  showing  a total  number  of  members 
paid  to  date  of  5,465  compared  with  5,351  on  the 
same  date  last  year  and  as  compared  with  the 
total  for  last  year  of  5,362;  and  132  members 
paid  in  advance  for  1936  as  compared  with  74 
paid  in  advance  for  1935  on  this  same  date  last 
year. 

There  being  no  further  business,  the  Council 
adjourned  to  meet  at  the  call  of  the  President. 

Signed:  C.  C.  Sherburne,  M.D., 
Secretary  of  Council. 

— oSMJ  — 

Mt.  Vei'non — Dr.  Gordon  H.  Pumphrey,  who  re- 
cently completed  his  internship  at  White  Cross 
Hospital,  Columbus,  is  taking  a post-graduate 
course  in  ophthalmology  at  the  New  York  Poly- 
clinic School  and  Hospital. 


THE  MEDICAL 
BOOKSHELF 


New  Pathways  for  Children  With  Cerebral 
Palsy,  by  Gladys  Gage  Rogers,  director  of  Robin 
Hood’s  Barn,  A Camp  School  for  Children  with 
Cerebral  Palsy,  and  Leah  C.  Thomas,  director  of 
therapeutics  at  Robin  Hood’s  Barn;  formerly  as- 
sociate professor  of  hygiene  and  physical  educa- 
tion, Smith  College;  formerly  director  of  cor- 
rective exercises  under  the  direction  of  Dr.  Joel  E. 
Golthwait  and  Dr.  Robert  B.  Osgood,  Boston, 
Mass.  Price,  $2.50.  The  MacMillan  Company,  60 
Fifth  Avenue,  New  York,  publishers. 

Demonstrations  of  Physical  Signs  in  Clinical 
Surgery,  by  Hamilton  Bailey,  F.R.C.S.,  (Eng.) 
surgeon,  Royal  Northern  Hospital,  London;  sur- 
geon and  urologist,  Essex  County  Council;  con- 
sulting surgeon,  Clacton  Hospital;  late  as- 
sistant surgeon,  Liverpool  Royal  Infirmary;  sur- 
gical first  assistant,  London  Hospital.  Fifth 
Edition,  revised,  with  341  illustrations,  some  of 
which  are  in  color.  Price  $6.50.  William  Wood  & 
Co.,  Baltimore,  Md.,  publishers. 

The  Survey  of  'Medical  Jurisprudence,  special 
number  of  “Current  Legal  Thought”  devoted  to 
medical  jurisprudence  and  containing  selected  ab- 
stracts from  contemporary  medico-legal  litera- 
ture, edited  by  Benjamin  Werne,  S.J.D.,  editor-in- 
chief,  Current  Legal  Thought,  lecturer  in  medical 
jurisprudence,  University  of  Newark.  Price,  $1.50 
paper-bound  and  $2.00  in  cloth.  Current  Legal 
Thought,  Inc.,  245  Broadway,  New  York,  pub- 
lishers. 

Year  Book  of  General  Medicine  1935,  edited  by 
George  F.  Dick,  M.D.;  Lawrason  Brown,  M.D.; 
George  R.  Minot,  M.D.,  S.D.,  F.R.C.P.,  (Hon.) 
Edin.;  William  B.  Castle,  M.D.,  A.M.;  William  D. 
Stroud,  M.D.,  George  B.  Eusterman,  M.D.  Price, 
$3.00,  postpaid.  The  Year  Book  Publishers,  304 
South  Dearborn  St.,  Chicago,  111. 

Complete  Handbook  on  State  Medicine,  by  J. 
Weston  Walch.  Presents  both  sides  of  the  ques- 
tion, with  study  outline,  debate  briefs,  pertinent 
facts  and  arguments  from  hundreds  of  articles. 
Size  8%  x 11,  158  pages.  Price,  $2.50.  Debaters 
Information  Bureau,  45A  Free  St.,  Portland,  Me., 
publishers. 

— OSM  J — 

A former  Ohioan,  Dr.  Joseph  L.  Wicks,  Evans- 
ton, Wyoming,  recently  became  president  of  the 
Wyoming  State  Medical  Society,  after  having 
served  one  year  as  president-elect.  Dr.  Wicks 
graduated  from  the  Ohio  Medical  University  in 
1898,  and  practiced  in  North  Fairfield,  Ohio,  for 
two  years  before  going  to  Wyoming. 


NEW  TAXES  ARE  SHUNNED  BY  LEGISLATURE:  OLD  STOP-GAP 
REVENUE  LAWS  RE-ENACTED;  SESSION  TO  CONTINUE 


Extraordinary  expenses  of  the  state 

Government,  such  as  grants  for  schools, 
poor  relief,  aid  to  local  subdivisions,  etc., 
will  be  financed  during  1936  in  much  the  same 
manner  as  in  1935  as  a result  of  action  of  the 
General  Assembly  last  month  before  it  recessed 
over  the  holidays. 

The  Legislature  re-enacted  the  stop-gap  tax- 
ation measures  in  effect  in  1935  and  turned  down 
numerous  proposals  providing  for  additional  or 
new  forms  of  taxation. 

The  taxation  program  for  1936  will  include: 

Retail  sales  tax 

Liquid  fuel  tax 

Cigarette  tax 

Amusement  tax. 

All  the  foregoing  tax  laws  will  remain  sub- 
stantially the  same  as  in  1935. 

This  action  by  the  General  Assembly  was  in 
line  with  the  recommendations  of  the  Inter-Or- 
ganization Conference  on  Ohio  Fiscal  Situation, 
participated  in  by  representatives  of  the  Ohio 
State  Medical  Association. 

Sentiment  in  favor  of  extending  the  scope  of 
the  retail  sales  tax  to  include  personal  and  pro- 
fessional services  found  little  favor  with  members 
of  the  General  Assembly  so  the  sales  tax  will 
continue  to  apply  only  to  the  sale  of  tangible  per- 
sonal property  sold  at  retail. 

This  action  conforms  to  the  stand  taken  by  the 
State  Medical  Association,  representatives  of 
which  presented  to  members  of  the  Legislature 
convincing  arguments  why  professional  services 
should  not  be  subjected  to  the  retail  sales  tax. 

A vigorous  campaign  to  immediately  exempt 
food  from  the  sales  tax  failed.  However,  one  im- 
portant concession  was  made.  An  expiration  date 
of  March  31,  1937,  was  written  into  it,  making  it 
a temporary  instead  of  a permanent  tax. 

Some  exemptions  in  the  sales  tax  law  at  present 
were  eliminated.  This  will  increase  somewhat  the 
total  revenue  which  it  will  raise. 

The  House  again  passed  a measure  providing 
for  a tax  on  personal  incomes  but  the  Senate  side- 
tracked it  along  with  other  new-tax  bills. 

Many  who  have  made  a careful  study  of  the 
fiscal  situation  of  the  state  are  of  the  opinion  the 
tax  program  finally  enacted  will  meet  the  special 
revenue  needs  of  the  State  Government  during  the 
ensuing  year.  Others  contend  that  more  revenue 
will  be  needed  and  have  predicted  that  the  General 
Assembly  will  have  to  act  on  new-tax  measures 
still  pending  when  it  resumes  its  special  session 
after  the  first  of  the  year. 


ITTLE,  if  any,  progress  was  made  in  meet- 
ing the  poor  relief  problem  of  1936. 

One  measure  was  enacted  to  provide 
emergency  funds  for  approximately  19  counties 
without  any  money  to  carry  on  current  poor  re- 
lief activities.  the  time  the  Legislature  was 
ready  to  recess,  these  funds  had  been  exhausted. 
During  the  hours  immediately  preceding  the  re- 
cess, an  effort  was  made  to  rush  through  a bill 
providing  money  to  tide  over  those  counties  until 
a permanent  relief  program  can  be  worked  out. 
This  proposal  was  caught  in  the  last-minute  legis- 
lative jam  and  failed.  As  this  article  was  written, 
predictions  were  being  made  that  the  Assembly 
would  be  recalled  before  January  1 to  provide 
temporary  assistance  for  counties  without  im- 
mediate relief  funds. 

The  task  of  formulating  a permanent  relief  pro- 
gram for  1936  will  be  undertaken  when  the  Legis- 
lature re-assembles  in  January.  Provision  was 
made  in  the  sales  tax  law  for  the  allocation  of 
$6,000,000  for  poor  relief.  Some  counties  still 
have  relief  bonds  to  fall  back  on  if  favorable  ac- 
tion by  the  voters  can  be  obtained. 

However,  the  question  of  how  these  funds  will 
be  distributed  and  by  whom  must  be  decided. 
Some  members  of  the  Legislature  are  in  favor  of 
having  the  financial  procedure  carried  on  by  some 
existing  governmental  agency  and  relief  adminis- 
tered locally.  Others  believe  another  state  relief 
commission  should  be  established  to  supervise  ad- 
ministration and  financial  affairs  pertaining  to 
relief. 

* * * * 

TWO  matters  of  state-wide  importance  and  of 
special  and  direct  interest  to  the  medical 
profession  will  be  before  the  Legislature 
when  it  reconvenes  in  January,  namely: 

First,  action  on  proposals  which  will  enable 
Ohio  to  participate  in  the  Federal  Social  Security 
Program,  including  old  age  pensions,  unemploy- 
ment insurance,  old  age  reserves,  public  health 
activities,  maternity  and  infancy  educational 
work,  aid  for  crippled  children  and  the  blind,  de- 
pendent children,  etc.  Bills  which  will  make  Ohio 
statutes  conform  to  Federal  requirements  on  the 
foregoing  programs  have  been  introduced  and 
have  been  referred  to  committees  for  early  hear- 
ings. 

Second,  action  on  the  recommendations  of  the 
Ohio  Government  Survey  (Sherrill  Commission) 
for  establishing  greater  economy  and  efficiency  in 
the  State  Government,  some  of  which  deal  with 
the  State  Department  of  Health,  State  Industrial 
Commission,  State  Medical  Board,  State  Depart- 
ment of  Welfare,  and  other  divisions  in  which 
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the  medical  profession  is  interested.  Hearings  on 
the  reports  of  the  survey  will  be  scheduled  shortly 
after  the  first  of  the  year. 

ANOTHER  important  and  controversial  ques- 
tion which  must  be  disposed  of  at  an  early 
date  is  that  of  ironing  out  appropriations 
for  the  various  state  departments  for  1936,  many 
of  whom  are  without,  or  running  short  of,  operat- 
ing funds  as  a result  of  gubernatorial  vetoes  last 


June.  No  agreement  on  the  appropriations  iangle 
could  be  reached  before  the  holidays  recess. 

Capitol  observers  are  predicting  that  the  Gen- 
eral Assembly  will  be  in  special  session  well  into 
the  Spring  because  of  the  controversial  nature 
and  importance  of  questions  still  on  the  calendar. 

Inasmuch  as  much  of  the  pending  business  be- 
fore the  Assembly  has  public  health  and  medical 
angles,  continued  active  interest  in  legislative 
affairs  on  the  part  of  the  physicians  of  Ohio  will 
be  vital. 


QUESTIONS  ASKED  BY  STATE  MEDICAL  BOARD  IN  QUIZ 
GIVEN  47  APPLICANTS  FOR  LICENSES  TO  PRACTICE  IN  OHIO 


FORTY-SEVEN  applicants  for  licenses  to 
practice  medicine  and  surgery,  10  applicants 
for  osteopathic  licenses  and  46  applicants 
for  limited  practice  certificates  took  the  semi- 
annual examinations  given  by  the  State  Medical 
Board  in  Columbus,  December  3-5. 

Among  the  limited  practice  applicants  were  11 
chiropractors,  13  masseurs,  19  mechano-therapists, 
3 cosmetic  therapists  and  1 electro-therapist. 

The  results  of  the  examinations  will  be  certified 
at  the  next  meeting  of  the  Board,  scheduled  for 
January  7. 

Questions  asked  those  who  took  the  medical  and 
surgical  examinations  were  as  follows: 

ANATOMY 

1.  Describe  the  shoulder  joint  in  detail,  explaining  the 
frequency  of  dislocation,  and  name  one  muscle  which  ab- 
ducts, one_  which  adducts,  one  which  medially  rotates,  and 
one  which  laterally  rotates  the  arm. 

2.  What  arteries,  muscles  and  nerves  would  be  severed 
in  a cross  section  at  the  middle  of  the  humerus? 

3.  Stomach : Give  a good  description  of  it,  including 

size,  regional  location,  gross  structure,  blood  supply,  orifices, 
surfaces  and  borders. 

4.  Describe  the  blood  supply  of  the  heart. 

5.  Mention  one  muscle  which  moves  the  femur  (a)  for- 
ward ; (b)  backward ; (c)  adducts ; (d)  abducts. 

PHYSIOLOGY 

1.  Discuss  the  significance  of  sedimentation  time. 

2.  Describe  the  mechanism  of  two  types  of  partial  or 
complete  heart  block. 

3.  What  effects  result  from  lesions  of  the  motor  neurons  ? 

4.  What  is  the  distinction  between  fibers  conveying 
sensations  of  pain  and  temperature  and  those  of  touch  and 
pressure  ? 

5.  What  is  the  effect  of  pyramidal  impulses  upon  the 
deep  tendon  reflexes  ? 

6.  Name  the  various  conditions  that  influence  respiration, 
and  in  what  way? 

7.  What  are  the  functions  of  the  spleen  and  what  con- 
ditions cause  splenomegaly? 

8.  Discuss  briefly  five  main  functions  of  the  blood. 

9.  Discuss  the  physiological  factors  affecting  basal 
metabolism. 

10.  What  is  the  principle  of  the  hormone  tests  for 
pregnancy  ? 

DIAGNOSIS 

1.  What  are  the  manifestations  of  hereditary  Syphilis  in 
early  infancy? 

2.  Differentiate  between  acute  and  chronic  dilation  of 
stomach. 

3.  What  would  lead  you  to  suspect  a pathological  frac- 
ture of  the  clavicle?  Name  the  causes.  Give  prognosis. 

4.  Give  three  causes  for  ascites.  Differentiate  them. 

5.  Differentiate  between  acute  diverticulitis  of  the  de- 
scending colon  and  passage  of  a stone  down  the  left  ureter. 

6.  Describe  the  onset  of  acute  poliomyelitis. 


Evaluate  the  early  signs  and  symptoms  in  the  order  of 
their  importance. 

7.  What  other  diseases  would  you  consider  in  differential 
diagnosis  of  typhoid  fever?  Differentiate  two. 

8.  Describe  a case  of  neuro-circulatory-asthenia. 

Give  causes  and  prognosis. 

9.  At  what  period  is  phlebitis  apt  to  occur  in  the  fol- 
lowing : 

(a)  post-operative  pelvic  cases 

(b)  child  birth 

(c)  typhoid  fever 

10.  Define  melanoma  ; myoma ; multiple  myeloma. 

Give  prognosis  of  each. 

CHEMISTRY 

1.  State  the  general  properties  of  bile.  Mention  its  chief 
constituents.  Describe  Gmelin’s  and  Pettenkofer’s  test. 

2.  Name  ten  things  to  be  looked  for  in  examination  of 
normal  and  abnormal  urine. 

What  would  you  look  for  in  microscopical  study  of  urine? 

3.  Give  chemical  composition  of  human  milk,  cows  milk? 
What  is  colostrum  ? 

4.  What  is  glycerin  ? How  is  it  obtained  ? 

5.  What  is  the  chemistry  of  muscular  contraction,  and 
how  is  it  affected  by  adrenalin  and  insulin? 

MATERIA  MEDICA  AND  THERAPEUTICS 

1.  Give  the  source  of  epinephrin,  the  principal  thera- 
peutic uses  and  dosage. 

2.  Give  the  therapeutic  uses  and  effect  of  excessive  doses 
of  caffeine  U.S.P. 

3.  Give  indication  and  dose  of  remedies  used  in  angina 
pectoris  and  chronic  valvular  disease  of  the  heart. 

4.  Give  the  therapeutic  uses,  dosage  and  manner  of 

administration  of  the  official  preparations  of  iron. 

5.  Give  the  therapeutic  uses  and  dosage  of  belladonna. 

6.  Give  the  physiological  action  of  silver  nitrate,  its 

uses,  dosage  and  antidote. 

7.  Give  the  physiological  action  of  oleum  ricini,  dose 

and  manner  of  administration. 

8.  For  what  purposes  and  in  what  manner  is  nitric  acid 
used  in  medical  practice? 

9.  Name  official  preparations  of  ipecac. 

Give  doses  and  therapeutic  uses. 

10.  Give  dose,  action  and  uses  of  sodium  iodide. 

How  is  it  best  administered? 

MATERIA  MEDICA 
(Homeopathic) 

1.  Name  two  standard  repretories. 

2.  What  is  the  difference  between  Veratrum  Viride  and 
Veratrum  Album? 

3.  For  what  kind  of  a headache  would  you  prescribe 
Spigelia  ? 

4.  What  is  the  common  name  for  Secale  Cornutin  ? 

0.  Name  five  nosodes.  Tell  from  what  each  is  derived. 

6.  For  what  pelvic  conditions  would  you  prescribe  Sepia? 

7.  What  are  the  gastric  symptoms  of  Kali  Bich  ? 

8.  What  is  Mercurius  Sol? 

9.  What  are  the  mental  symptoms  of  Belladonna? 

10.  Where  was  Hahnemann  born? 

BACTERIOLOGY,  PATHOLOGY  AND  HYGIENE 

1.  Describe  the  pathogenic  organisms  and  whence  ob- 
tained for  examination  in  cases  of 

(a)  pneumonia  (b)  pyelitis  (c)  puerperal  sepsis 

(d)  meningitis 
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2.  What  is  the  significance  of  finding  colon  bacilli  in  a 
water  supply  ? 

3.  What  organisms  are  commonly  found  in  the  secretions 
of  cryptic  tonsils,  and  what  secondary  pathology  may  result 
from  their  presence? 

4.  Describe  the  pathology  of  chronic  cholecystitis  and 
give  some  of  the  possible  secondary  results. 

5.  By  fluoroscope,  a pulsating  enlargement  is  seen  in  the 
upper  mediastinum ; discuss  the  probable  pathologic  con- 
dition, its  etiology  and  termination. 

6.  Name  four  conditions  accompanied  by  splenic  en- 
largement and  discuss  briefly  their  pathology. 

7.  In  a mal-practice  suit  brought  against  a physician, 
what  must  be  established  by  the  plaintiff  ? 

8.  When  would  you  release  from  isolation  a case  of 

(a)  epidemic  spinal  meningitis  (b)  scarlet  fever 

(c)  smallpox  (d)  diphtheria 

9.  Discuss  the  more  common  milk-borne  diseases  and 
give  preventive  measures 

(a)  as  a local  health  officer 

(b)  as  a practitioner  for  your  patient 

HU  Recently  in  an  Ohio  town  after  a community  picnic, 
about  fifty  per  cent  of  the  guests  developed  typhoid  fever. 
There  were  no  cases  previously  in  the  locality  and  examina- 
tion showed  that  of  the  food,  only  the  chicken  salad  con- 
tained typhoic  bacilli.  What  was  the  probable  source  and 
what  steps  would  you  advise? 

PRACTICE 

1.  What  is  the  most  frequent  heart  condition  char- 
acterized by  irregularity  in  rhythm  and  force?  Discuss  the 
treatment. 

2.  Contrast  the  clinical  symptoms  of  moderate  hyper- 
and  hypo-activity  of  the  thyroid  gland  in  adolescent  girls. 

3.  A young,  man,  dependent  on  his  own  labor,  gives  a 
history  of  a persistent  cough,  loss  of  weight  and  increased 
fatigue  on  exertion ; what  would  you  suspect  and  how  estab- 
lish the  diagnosis  ? 

4.  Discuss  the  treatment  of  the  preceding  case,  keeping 
in  mind  the  economic  status  of  the  patient. 

5.  Discuss  the  subjective  and  objective  symptoms  of 
urticaria-etiology  and  treatment. 

6.  Give  the  etiology,  symptoms  and  ordinary  complica- 
tions of  chorea. 

7.  Give  the  causes  and  treatment  of  constipation  in  in- 
fancy. 

8.  Describe  the  symptoms  and  usual  course  in  the  Park- 
insonian syndrome  (paralysis  agitans). 

9.  Discuss  morphine  addiction,  its  recognition  and  treat- 
ment. 

10.  Discuss  the  psychoses  caused  by  excessive  use  of 

(a)  opium  (b)  bromides  (c)  cocaine  (d)  alcohol 

OBSTETRICS 

1.  How  would  you  determine  a case  of  placenta  previa 
centralis  ? Give  in  detail  your  management  of  same. 

2.  Give  your  management  of  vertex  presentations  and 
state  what  you  would  recommend  for  painless  delivery. 

3.  Give  causes  of  puerperal  infection,  symptoms  and 
treatment. 

4.  What  supervision  should  a pregnant  mother  receive 
to  safeguard  her  health  and  that  of  the  fetus  ? 

5.  Give  your  findings  in  L.O.P.  presentation 

(a)  abdominal 

(b)  vaginal 

(c)  management  and  modes  of  rotation 

SURGERY 

1.  Given  a toxic  patient  with  a closed  abscess  in  the  left 
lower  lobe  of  the  lung,  how  would  you  proceed  to  drain  it 
without  contaminating  the  pleural  cavity? 

2.  Evaluate  the  following  anesthetics : general,  spinal, 

rectal.  Give  name  and  dosage  of  spinal  and  rectal  anes- 
thetics. Which  of  the  three  would  you  advise  in  the  fol- 
lowing operations : 

(a)  for  brain  tumor 

(b)  gastrectomy 

(c)  hysterectomy  with  high  blood  pressure 

3.  Make  a differential  diagnosis  between  an  irregular 
shaped  stone  lodged  in  the  common  duct,  and  duodenal  ulcer 
on  the  posterior  wall.  Outline  briefly  the  surgical  treat- 
ment of  the  former. 

4.  A patient  enters  the  hospital  following  an  accident 
with  compound  fracture  of  several  ribs,  mid-axillary ; he  be- 
comes toxic  with  increased  temperature  and  pulse  rate ; 
examination  on  the  third  day  reveals  crepitus  within  the 
soft  tissue  of  the  chest  wall,  gradually  spreading  from  the 
wound — what  complications  would  you  suspect  ? How  con- 
firm them  and  how  would  you  treat  him? 

5.  Differentiate  the  following : 

(a)  hydrocele  of  undescended  testicle 

(b)  hydrocele  of  a hernial  sac 

(c)  hydrocele  of  the  cord 

6.  How  would  you  proceed  to  differentiate  a small  tumor 
in  the  testicle,  whether  benign  or  malignant? 

Where  would  you  expect  metastasis  to  show  first? 

What  would  your  treatment  be  in  the  presence  of 
metastasis  ? 


7.  What  are  the  symptoms  of  complete  rupture  of  the 
membranous  urethra  ? Give  treatment. 

8.  What  general  principles  govern  your  diagnosis  of  a 
pathologic  new  growth  ? 

9.  Give  symptoms  and  treatment  in  detail  of  fracture  of 
nasal  bones. 

10.  What  symptoms  follow  the  severance  of  the  facial 
nerve  outside  of  the  skull  ? Answer  in  detail. 

SPECIALTIES 

1.  Define  vernal  conjunctivitis.  Give  treatment  for  same. 

2.  What  is  the  bulla  ethmoidalis  ? 

3.  What  complications  may  arise  following  a radical 
mastoidectomy  ? 

4.  Give  causes,  symptoms  and  treatment  of  an  acute 
edema  of  the  larynx. 

5.  Give  causes  and  treatment  of  ulceration  of  nasal 
septum. 


Have  you  paid  your  1936  member- 
ship dues  in  the  State  Association  to 
the  secretary-treasurer  of  your  county 
medical  society? 

Don't  permit  your  membership  to 
lapse. 

Continuous  good  standing  in  medi- 
cal organization  is  contingent  on  the 
payment  of  membership  dues  on  or 
before  January  1 for  the  ensuing 
year. 

Those  whose  membership  dues  are 
unpaid  are  not  eligible  to  participate 
in  the  benefits  and  services  of  the 
State  Association. 


Medical  College  Rulings 

Based  on  the  belief  that  the  survey  of  Amer- 
ican medical  schools  so  far  completed  has  re- 
vealed certain  significant  weaknesses,  the  Coun- 
cil on  Medical  Education  and  Hospitals  of  the 
American  Medical  Association  at  a meeting  held 
in  Denver,  September  15,  took  the  following 
action : 

( a)  Resolved,  That  in  each  medical  school  the 
number  of  students  should  not  exceed  the  number 
that  can  be  adequately  taught  with  the  labora- 
tory, library  and  clinical  facilities  available  and 

'for  whom  a sufficiently  large  and  competent 
teaching  staff  is  provided. 

(b)  Resolved,  That  after  July  1,  1938,  the  Coun- 
cil on  Medical  Education  and  Hospitals,  will  no 
longer  publish  a list  of  approved  two-year  medi- 
cal schools. 

( c)  Resolved,  That  after  July  1,  1938,  the  Coun- 
cil on  Medical  Education  and  Hospitals  will  no 
longer  carry  on  its  approved  list  schools  of  sec- 
tarian medicine. 

— OSM  J — 

Donations  given  by  patients  to  “healers”  are 
the  same  as  fees,  Judge  Ernest  Thompson  of 
Miami  County  recently  ruled  in  fining  Henry 
Hoffman,  Rosewood,  $50  and  costs  for  practicing 
medicine  without  a license. 


PROGRESS  IN  PUBLIC  HEALTH  ADMINISTRATION  REVIEWED  AT 
RECENT  COMMISSIONERS’  CONFERENCE  IN  COLUMBUS 


RECENT  developments  in  the  administration 
of  public  health  and  methods  of  improving 
it  were  fully  discussed  at  the  Sixteenth 
Annual  Conference  of  Ohio  Health  Commissioners 
with  the  State  Department  of  Health,  held  at  the 
Deshler-Wallick  Hotel,  Columbus,  November  13, 
14  and  15,  1935. 

While  the  attendance  was  not  as  large  as  usual, 
75  of  Ohio’s  86  county  health  commissioners  and 
62  of  the  110  city  health  commissioners,  were 
present. 

Dr.  Walter  H.  Hartung,  State  Director  of 
Health,  presided  at  the  initial  session  Wednesday 
afternoon,  November  13,  and  in  the  absence  of 
Governor  Martin  L.  Davey  who  sent  his  regrets 
at  being  unavoidably  absent,  informally  welcomed 
the  visitors  to  the  conference. 

Greetings  to  the  health  commissioners  from  the 
Ohio  State  Medical  Association  were  extended  by 
Dr.  R.  R.  Hendershott,  Tiffin,  president  of  the 
Association. 

Dr.  Hendershott  stated  that  at  no  time  in  the 
history  of  organized  medicine  has  the  friendly 
relationship  and  active  cooperation  of  the  Ohio 
State  Medical  Association  with  the  State  Depart- 
ment of  Health  been  more  sincere  than  it  is 
today. 

“One  of  the  important  and  fundamental  func- 
tions of  government  is  the  protection  of  public 
health,  control  of  communicable  diseases,  pro- 
motion of  sanitation  and  the  education  of  the 
public  relative  to  the  value  of  scientific  medicine 
in  the  prevention  and  treatment  of  disease”,  he 
said,  adding  that  promotion  of  public  health  is 
one  of  the  fundamental  purposes  of  the  State 
Medical  Association. 

Dr.  Hendershott  advocated  the  appropriation 
of  . sufficient  funds  to  provide  sound  and  practical 
public  health  activities. 

“Effective  public  health  work  cannot  be  carried 
on,  unless  money  is  provided  for  trained  personnel, 
equipment  and  other  essential  administrative 
functions”,  he  declared. 

Commenting  on  the  action  of  the  House  of 
Delegates  at  the  recent  annual  meeting  of  the 
State  Medical  Association  requesting  the  Com- 
mittee on  Public  Policy  to  study  the  problem  of 
stream  pollution  as  it  affects  public  health,  Dr. 
Hendershott  advocated  appropriate  measures  to 
bring  about  the  abatement  of  stream  pollution  in 
Ohio,  and  stated  that  the  United  States  Public 
Health  Service,  with  its  high  record  for  efficiency, 
would  be  the  appropriate  branch  of  the  govern- 
ment to  control  this  situation. 

Miss  Elsie  Druggan,  R.  N.,  president  of  the 


Ohio  State  Nurses’  Association  urged  higher 
standard  of  nursing  training  and  closer  re- 
lationship between  the  medical  and  nursing  pro- 
fessions. She  made  a strong  plea  that  physicians 
employ  only  nurses  who  are  registered. 

The  importance  of  a dental  program  for  pre- 
school children  and  school  children  was  empha- 
sized by  Dr.  0.  B.  Kneisly,  Dayton,  president  of 
the  Ohio  State  Dental  Society. 

Dr.  Kneisly  appealed  to  physicians  to  place 
more  importance  on  pre-natal  care  as  leading  to 
better  teeth  in  children.  He  urged  that  a division 
of  dental  hygiene  be  created  in  the  State  Depart- 
ment of  Health  for  the  purpose  of  disseminating 
dental  health  education  throughout  the  state  by 
cooperating  with  various  agencies  in  the  pro- 
motion of  health  education,  and  that  funds  made 
available  to  the  state  under  the  Social  Security 
Act  be  utilized  to  initiate  this  program. 

Cooperation  Between  Health  Officials  and 
Physicians  Stressed  by  Director 

IN  HIS  first  annual  address  as  Director  of 
Health,  Dr.  Hartung  gave  an  outline  of 
public  health  organization  in  Ohio,  and 
stressed  the  importance  of  the  activities  of  the 
various  county  and  city  health  districts. 

Commenting  on  the  necessity  of  full  cooperation 
with  the  medical  profession,  Dr.  Hartung  said  to 
the  health  commissioners:  “Let  us  hope  that 

none  of  your  present  undertakings,  or  any  you 
contemplate  making  in  the  future,  will  bring  any 
antagonism  from  the  organized  medical  profes- 
sion, for  it  has  always  been  my  desire  to  bring 
about  a friendly  attitude,  and  develop  a greater 
spirit  of  cooperation  between  the  public  health 
official  and  the  practicing  physician.  In  fact,  if 
this  cooperation  is  not  secured,  the  fault  is  your 
own,  and  experience  has  shown  that,  invariably,  a 
successful  health  official  is  one  who  is  ethical  and 
has  the  solid  backing  of  the  physicians  of  his 
district”. 

Dr.  Hartung  commented  very  favorably  on  the 
existing  staff  of  the  State  Department  of  Health 
and  deplored  the  fact  that  the  activities  of  the 
department  were  curtailed  and  employes  over- 
worked due  to  lack  of  personnel. 

“Due  to  this”,  he  said,  “the  Division  of  Sani- 
tary Engineering  has  been  able  to  do  only 
emergency  work.  The  inspection  of  public  water 
supplies,  the  investigation  of  stream  pollution, 
rural  sanitation,  camp  inspection,  school  house 
sanitation,  etc.,  have  had  to  be  much  neglected, 
and  only  partial  service  could  be  given  to  water 
purification  plants,  to  sewage  treatment  plants 
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arid  to  jobs  under  construction.  The  Division  of 
Vital  Statistics  is  about  ten  months  behind  in 
statistical  information,  and  is  unable  to  keep 
records  up  to  date.  Last  year  this  division  re- 
ceived 100,161  birth  and  77,076  death  reports”. 

According-  to  Dr.  Hartung,  29,591  grams  of 
arsenicals  were  sent  out  by  the  Division  of  Com- 
municable Diseases  last  year  for  the  treatment 
of  syphilitics  and  45,000  doses  of  bismuth  sub- 
salicylate have  been  distributed  to  date  this  year. 

Dr.  Hurtung  said  that  his  efforts  to  re-establish 
the  Bureau  of  Dental  Hygiene  had  been  fruitless 
because  of  a shortage  of  funds  and  the  vetoing  of 
the  budget. 

Dr.  Hartung  said  that  his  efforts  to  re-establish 
operated  out  of  the  State  Department  with  Fed- 
eral financial  assistance.  They  are:  community 
sanitation  and  the  sealing  of  abandoned  mines. 
About  5600  of  these  mines  have  been  sealed  to 
date,  resulting  in  the  purification  of  a large  num- 
ber of  rural  streams. 

In  conclusion,  Dr.  Hartung  stressed  the  im- 
portance of  filing  birth  and  death  certificates 
promptly  with  the  Division  of  Vital  Statistics, 
and  assured  the  health  commissioners  that  the 
State  Department  of  Health  is  eager  to  help  them 
increase  the  efficiency  and  service  of  their  in- 
dividual health  units  and  better  the  health  of 
their  communities. 

Nursing  Services,  Vital  Statistics  and  Sherrill 
Report  Subects  of  Addresses 

DR.  G.  D.  LUMMIS,  health  commissioner  of 
Middletown,  presided  at  the  Thursday 
morning  session. 

Miss  Pearl  Mclver,  associate  public  health 
nursing  analyist,  U.  S.  Public  Health  Service, 
spoke  on  “Public  Health  Nursing”. 

“A  good  public  health  nursing  service  is  a social 
and  economic  necessity”,  she  said. 

“The  birth  certificate  is  the  baby’s  first  citizen- 
ship papers”,  declared  Dr.  John  Collinson,  as- 
sistant statistician,  Vital  statistics,  U.  S.  Bureau 
of  Census,  in  his  address  on  “What  a Health 
Commissioner  Can  Do  With  Vital  Statistics”. 

Dr.  J.  A.  Doull,  professor  of  hygiene  and  public 
health,  Western  Reserve  University,  School  of 
Medicine,  spoke  on  “Ohio  Government  Survey — 
Abstract  on  the  Department  of  Health”.  Dr. 
Doull  commented  favorably  on  the  efficiency  of 
the  State  Department  despite  a depleted  budget, 
and  recommended  employment  of  a trained 
epidemiologist,  closer  cooperation  among  certain 
of  the  divisions,  more  adequate  control  programs 
for  typhoid  fever  and  diphtheria,  continuity  of 
policy  with  unbroken  leadership,  an  indeterminate 
term  for  the  State  Director  of  Health,  and  a more 
adequate  budget. 


The  address  on  the  Social  Security  Act  by  Dr. 
Albert  McCown,  director  of  the  Maternal  and 
Child  Health  Division,  Children’s  Bureau,  U.  S. 
Department  of  Labor,  was  of  timely  interest,  par- 
ticularly as  it  outlined  the  functions  of  the 
private  practitioner  and  the  county  medical  so- 
cieties in  this  program.  It  is  published  in  part 
elsewhere  in  this  issue  of  The  Journal. 

Professor  W.  A.  Starin,  Department  of  Bacteri- 
ology, Ohio  State  University,  Columbus,  spoke  on 
“Some  Observations  on  the  Uses  of  Vaccines  and 
Serums”. 

“It  should  be  clearly  borne  in  mind  that  vac- 
cines are  intended  for  the  prevention  of  disease 
only;  whereas  serums  are  curatives,  only.  Any 
ideas  to  the  contrary  among  the  laity  should  be 
dispelled”,  he  said. 

At  the  Public  Health  Luncheon  Thursday  noon, 
Dr.  A.  L.  Van  Horn,  chief,  Bureau  of  Child 
Hygiene,  Ohio  Department  of  Health  and  Dr.  P. 
L.  Harris,  medical  inspector,  Department  of  Com- 
municable Diseases,  Ohio  Department  of  Health, 
presented  an  interesting  dialogue  on  “Diphtheria”. 
A motion  picture  entitled  “Life  of  the  Healthy 
Child”  was  also  shown. 

Talks  on  Tuberculosis  and  Maternal  Health 
Problems  Are  Features  of  Thursday  Session 

DR.  R.  H.  MARKWITH,  health  commissioner 
of  Summit  County,  presided  at  the  Thurs- 
day afternoon  session,  at  which  Dr.  J.  A. 
Myers,  professor  of  preventive  medicine  and  pub- 
lic health,  University  of  Minnesota  School  of 
Medicine,  Minneapolis,  gave  a talk  on  “Tuber- 
culosis”, which  was  considered  by  many  as  the 
high  spot  of  the  Conference.  Commenting  on  Dr. 
Myers’  address,  the  Ohio  Health  News  had  the 
following  to  say: 

“Speaking  without  notes,  as  the  pictures  of 
various  kinds  of  tuberculosis,  in  their  many 
stages,  were  revealed  on  the  screen,  Dr. 
Myers  made  a presentation  that  rarely  has  been 
equalled,  and  probably  never  exceeded,  in  Ohio. 
In  an  easy,  conversational  way,  without  the  air, 
the  manner  or  the  language  of  a pedagogue,  he 
enlightened  an  audience  that  sat  spellbound  for 
an  hour  and  a half,  drinking  in  words  and  pic- 
tures alike.  There  were  those  who,  looking  at 
their  watches  after  he  finished,  said:  ‘Well,  he 
spoke  for  an  hour  and  a half,  but  I could  have 
listened  for  an  hour  and  a half  more’.  Greater 
appreciation  could  not  have  been  spoken”. 

Dr.  Walter  W.  Brand,  Toledo,  vice-president 
of  the  Hospital  Obstetric  Society  of  Ohio,  spoke 
on  “Maternal  Health”.  He  stated  the  purposes 
and  objectives  of  the  Hospital  Obstetric  Society, 
urged  definite  organization  of  obstetrical  depart- 
ments in  hospitals,  and  recommended  formation  of 
maternity  centers  for  pre-natal  instruction,  in 
cooperation  with  the  State  Department  of  Health. 
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Officers  for  Ensuing  Year  Are  Elected  by 
Federation  of  Public  Health  Officials 

AT  a brief  business  meeting  of  the  Ohio  Fed- 
eration of  Public  Health  Officials  held 
Thursday  afternoon,  the  following  officers 
were  re-elected  for  1936:  Dr.  W.  G.  Rhoten, 

Wooster,  president;  Dr.  A.  G.  Sturgis,  Marietta, 
vice-president;  Dr.  W.  D.  Bishop,  Greenville,  sec- 
retary-treasurer, and  Dr.  G.  D.  Lummis,  Middle- 
town,  delegate  to  the  American  Public  Health 
Association.  It  was  announced  at  the  meeting 
that  membership  of  the  federation  to  date  is  310. 

The  last  feature  of  the  conference  was  the 
showing  of  a motion  picture  illustrating  methods 
and  progress  in  the  Community  Sanitation  Pro- 
gram, with  explanations  by  A.  W.  Laird,  assist- 
ant director  in  charge  of  that  work. 

Friday,  November  15,  all  the  Divisions  of  the 
State  Department  held  open  house  for  health  com- 
missioners, nurses  and  other  visitors.  Material 
used  in  the  department’s  State  Fair  Exhibit  was 
displayed  by  the  various  divisions. 

* * * * 

N addition  to  officials  of  the  State  Department 
of  Health,  the  following  were  in  attendance 
at  the  Conference: 

County  Health  Commissioners — Dr.  Hazel  Sproull,  West 
Union ; Dr.  G.  E.  Miller,  Lima ; Dr.  G.  B.  Puller,  Loudon- 
ville  ; Dr.  J.  L.  Hurst,  Jefferson  ; Dr.  J.  M.  Higgins,  Athens  ; 
Dr.  Roy  C.  Hunter,  Wapakoneta;  Dr.  J.  M.  McMillen,  St. 
Clairsville ; Dr.  W.  L.  Faul,  Russellville;  Dr.  C.  J.  Bald- 
ridge, Hamilton ; Dr.  C.  E.  Thompson,  Urbana ; Dr.  R.  R. 
Richison,  Springfield ; Dr.  W.  K.  Ruble,  Wilmington ; Dr. 
Seward  Harris,  Lisbon ; Dr.  W.  A.  McMichael,  Coshocton  ; 
Dr.  G.  T.  Wasson,  Bucyrus  ; Dr.  Robert  Lockhart,  Cleveland  ; 
Dr.  W.  D.  Bishop,  Greenville;  Dr.  B.  B.  Barber,  Delaware; 
Dr.  F.  M.  Houghtaling,  Sandusky ; Dr.  W.  R.  Coleman, 
Bremen;  Dr.  James  F.  Wilson,  Washington  C.  H. ; Dr.  H. 
L.  Mitchell,  Columbus ; Dr.  F.  W.  Shane,  Gallipolis ; Dr. 
Walter  Corey,  Chardon ; Dr.  W.  C.  Marshall,  Xenia;  Dr.  D. 
L.  Cowden,  Cambridge ; Dr.  E.  H.  Schoenling ; Dr.  S.  F. 
Whisler,  Findlay ; Dr.  J.  H.  Holcomb,  Kenton ; Dr.  J.  R. 
Bolles,  Napoleon ; Dr.  Maurice  Hoyt,  Hillsboro ; Dr.  W.  B. 
Lacoek,  Logan ; Dr.  J.  C.  Elder,  Millersburg ; Dr.  B.  C. 
Pilkey,  Norwalk ; Dr.  J.  P.  Young,  Steubenville ; Dr.  C.  B. 
Elliott,  Painesville ; Dr.  Edward  M.  Case,  Utica ; Dr.  Leo 
Traul,  Bellefntaine ; Dr.  F.  R.  Dew,  Oberlin ; Dr.  M.  R. 

Kukuk,  Toledo ; Dr.  Robert  Trimble,  London ; Dr.  G.  Y. 

Davis,  Youngstown ; Dr.  B.  Sifritt,  Marion ; Dr.  T.  W. 

Mahoney,  Medina ; Dr.  F.  E.  Ayers,  Celina ; Dr.  E.  R. 

Hiatt,  Troy ; Dr.  H.  H.  Pansing,  Dayton ; Dr.  C.  E.  Northrup, 
McConnellsville ; Dr.  R.  L.  Pierce,  Mt.  Gilead ; Dr.  Beatrice 
Hagen,  Zanesville ; Dr.  G.  M.  Mason,  Caldwell ; Dr.  C.  B. 
Finefrock,  Port  Clinton ; Dr.  F.  J.  Crosbie,  New  Lexington  ; 
Dr.  R.  T.  Leever,  Waverly;  Dr.  R.  D.  Worden,  Ravenna; 
Dr.  J.  I.  Nisbet,  Eaton;  Dr.  L.  M.  Piatt,  Ottawa;  Dr.  M.  C. 
Hanson,  Mansfield ; Dr.  R.  E.  Bower,  Chillicothe ; Dr.  F.  M. 
Teeple,  Fremont ; Dr.  G.  W.  Fishbaugh,  Portsmouth ; Dr.  D. 
W.  Fellers,  Tiffin;  Dr.  A.  B.  Lippert,  Sidney;  Dr.  Floyd  R. 
Stamp.  Canton ; Dr.  R.  H.  Markwith,  Akron ; Dr.  L.  A. 
Connell,  Warren;  Dr.  J.  Blickensderfer,  New  Philadelphia; 
Dr.  John  D.  Boylan,  Marysville;  Dr.  Charles  R.  Keyser, 
Van  Wert;  Dr.  Edward  Blair,  Lebanon;  Dr.  Alfred  G. 
Sturgiss,  Marietta;  Dr.  W.  G.  Rhoten,  Wooster;  Dr.  H.  W. 
Wertz,  Montpelier ; Dr.  H.  J.  Powell,  Bowling  Green ; and 
Dr.  L.  W.  Naus,  Upper  Sandusky. 

City  Health  Commissioners — Dr.  M.  D.  Ailes,  Akron  ; Dr. 
G.  O.  Rowland,  Alliance ; Dr.  R.  G.  Bogniard,  Ashland ; Dr. 
H.  A.  Finefrock,  Barberton ; Dr.  A.  J.  McCracken,  Belle- 
fontaine ; Dr.  W.  G.  Carlisle,  Bucyrus ; Dr.  F.  M.  Sayre, 
Canton  ; Dr.  F.  K.  Harder,  Cincinnati ; Dr.  William  Justus, 
Circleville ; Dr.  Harold  J.  Knapp,  Cleveland ; Dr.  N.  C. 
Dysart,  Columbus ; Dr.  Carl  W.  Dewey,  Conneaut ; Dr.  J.  D. 
Lower,  Coshocton ; Dr.  A.  O.  Peters,  Dayton ; Dr.  J.  D. 
Westrick,  Defiance;  G.  O.  Higley,  Delaware;  J.  D.  Craig, 
Dover ; Dr. . Roy  C.  Costello,  East  Liverpool ; E.  J.  Gray, 
East  Palestine ; Dr.  G.  E.  French,  Elyria ; Martha  Laffey, 
R.N.,  Findlay ; H.  A.  Devore,  Fostoria ; Dr.  E.  L.  Vermilya, 
Fremont ; Dr.  J.  G.  Mannhardt,  Galion  ; J.  B.  Holm,  Kent ; 
Katherine  Fulton,  R.N.,  Kenton ; Dr.  Wallace  J.  Bonner, 
Lakewood ; Dr.  J.  B.  Poling,  Lima ; Dr.  T.  J.  Mohr,  Lock- 
land ; Dr.  Valloyd  Adair,  Lorain;  Dr.  J.  I.  Jaffa,  Maple 


Heights ; Dr.  F.  S.  McGee,  Marietta ; Dr.  Kenneth  D.  Smith, 
Marion;  Dr.  John  Donovan,  Martins  Ferry;  Dr.  Dwight  L. 
Fisher,  Massillon ; Dr.  G.  D.  Lummis,  Middletown ; A.  M. 
Reese,  Mingo  Junction ; Dr.  Julius  Shamansky,  Mt.  Vernon ; 
Dr.  W.  H.  Hyde,  Nelsonville ; Dr.  G.  D.  Blume,  New  Boston ; 
Dr.  W.  H.  Knauss,  Newark ; Dr.  W.  W.  Lawrence,  Nor- 
walk ; Dr.  Ralph  Hatfield,  Norwood ; Dr.  H.  W.  Lauten- 
schlager,  Oakwood ; Clara  C.  Wilder,  R.N.,  Painesville ; F. 
E.  Buechner,  Piqua ; Dr.  O.  D.  Tatjo,  Portsmouth ; Dr. 
George  C.  Bishop,  St.  Bernard ; Dr.  R.  T.  Holzbach, 
Salem ; Dr.  Paul  M.  Spurney,  Shaker  Heights ; Dr.  O.  M. 
Craven,  Springfield;  Julius  A.  Pizzoferrato,  Steubenville; 
Dr.  Charles  Scofield,  Struthers ; Dr.  C.  A.  Gosling,  Tiffin ; 
Dr.  Basil  M.  Brim,  Toledo ; Dr.  H.  D.  McCulloch,  Toronto ; 
Dr.  M.  T.  Knappenberger,  Warren;  W.  C.  Dales,  Wellsville; 
Dr.  A.  D.  DeHaven,  Xenia ; Dr.  Coyt  H.  Beight,  Youngs- 
town and  Dr.  D.  G.  Caudy,  Zanesville. 

Nurses  and  Others — Antoinette  Evans,  Columbus ; Dessie 
Piper,  Belmont  County;  Margaret  G.  Jones,  Gallipolis; 
George  C.  Sikes,  Portsmouth ; Pearl  Wittenmyer,  Xenia ; 
Edwin  White,  Wapakoneta ; Kathryne  Fulton,  Elyria ; Carrie 
E.  Lewis,  Cleveland ; Ella  Kinne,  Washington  C.  H. ; Mar- 
guerite E.  Fagen,  Cincinnati ; Clara  Brouse,  Columbus ; Leota 
McKee,  West  Union ; Marguerite  Shenberger,  Ashland  ; Ruth 
E,  Garrison,  Chillicothe ; John  Callinson,  Bureau  of  Census, 
Washington  D.  C. ; Neva  Pew,  Coshocton ; Grace  Willson, 
Hillsboro ; Katherine  Lenz,  Sandusky ; Ann  Lou  Keller, 
Cleveland ; Pauline  Baker,  London ; Nettie  L.  Kross,  Toledo ; 
Marie  Amos,  Lorain ; Lenne  Wheaton,  Dover ; Olive  D. 
Sinkey,  Riehwood ; C.  F.  Miller,  Orient ; Mary  Misere, 
Canton ; Carolyn  Ott,  Canton ; Mary  Ellen  Kerr,  Marion ; 
Gladys  Whittington,  Springfield ; Helen  Noble,  Miamisburg ; 
Marietta  Beachler,  Dayton  ; Mary  C.  Ryan,  Norwalk ; Char- 
lotte E.  Smith,  Steubenville ; Marguerite  Jones,  Middletown ; 
Dr.  H.  G.  Southard,  Marysville ; Pauline  Barber,  New  Lex- 
ington ; Betty  Moore,  Zanesville ; Harriet  M.  Phillips,  Zanes- 
ville ; Catherine  Stuber,  Bellefontaine ; Flora  Howe, 
Lancaster ; Irene  Bower,  Cleveland ; M.  D.  Miller,  Columbus  ; 
E.  M.  Blake,  Columbus ; E.  F.  Chauncey,  Columbus  ; Dr.  H. 
M.  Platter,  Columbus ; Dr.  J.  H.  J.  Upham,  Columbus ; 
Charlotte  Phelps,  Circleville;  Mary  E.  Weems,  Bellaire ; 
Luetta  Speice,  Cambridge ; Golda  Young,  Portsmouth ; R.  D. 
Mellon,  Youngstown ; Mrs.  G.  H.  Bole,  Columbus ; Dr. 
Homer  C.  Brown,  Columbus ; Ruth  F.  Parroek,  Oberlin ; 
Katherine  J.  Ogilvie,  Coshocton ; V.  Lota  Lorimer,  Lakewood  ; 
Hazel  Worcester,  Oberlin;  Dorothy  Rood,  Columbus;  E.  W. 
Evans,  Cincinnati ; Maybelle  Sherman,  Norwalk ; Mrs.  R.  E. 
Bower,  Chillicothe ; Mabel  E.  Smith,  Columbus ; Martha 
Reiter,  Napoleon;  Dettie  E.  Witter,  Sandusky;  B.  A.  Berry, 
Cleveland;  Esther  I.  Miller,  Van  Wert;  Nadean  G.  Pace, 
Zanesville ; Martha  Barkenquest,  Toledo ; Ella  McCarthy, 
Lorain ; Lucy  E.  Lynn,  Portsmouth ; Elizabeth  Hamilton, 
Marysville ; Edna  Bowman,  Alliance ; Ida  Meyer,  Canton ; 
Mabel  Allyn,  Middletown ; Mary  W.  Christy,  Dayton ; Izona 
Titlow,  Springfield ; Mrs.  Ellen  DeHart,  Urbana ; Alice  E. 
Mitchell,  Dayton ; Harriett  Hunt,  Norwalk ; R.  P.  Fowler, 
Oberlin;  Eileen  Dillon,  Middletown;  Jennie  Ruth,  Jackson; 
Elizabeth  M.  Wilson,  New  Lexington ; Anne  Birechaus, 
Zanesville ; Helen  I.  Hart,  Cincinnati ; Mrs.  Mae  Brooks, 
Bellefontaine ; Dr.  Chas.  A.  Neal,  Cincinnati ; Fannie  Howe, 
Lancaster ; Lelia  Abele,  Zanesville ; Mary  Breneman,  Cleve- 
land; F.  C.  Andeson,  Mt.  Vernon;  E.  M.  Kilpatrick,  Colum- 
bus ; Robert  G.  Patterson,  Columbus ; Dr.  R.  A.  Bolt,  Cleve- 
land ; Dr.  W.  J.  Jones,  Columbus ; Mrs.  John  Monger,  Co- 
lumbus ; Dr.  E.  R.  Hayhurst,  Columbus ; Helen  Felkner, 
Columbus ; Florence  Tallman,  Columbus  ; Mrs.  Zella  Whetsel, 
Columbus. 

OSMJ 

Book  on  Medical  Economics 

The  Bureau  of  Medical  Economics  of  the  Amer- 
ican Medical  Association  has  recently  published  a 
revised  issue  of  “An  Introduction  to  Medical 
Economics”,  which  presents  a differentiation’ be- 
tween the  economics  of  business,  industry  and 
commerce,  and  the  practice  of  medicine.  Copies 
of  the  booklet  may  be  obtained  by  writing  to  the 
A.M.A.,  535  North  Dearborn  Street,  Chicago,  111. 
— OSMJ  — 

The  American  Board  of  Opthalmology  will  hold 
examinations  at  Kansas  City,  May  11  (at  the  time 
of  the  A.M.A.  meeting)  and  at  New  York  City  in 
October,  during  the  meeting  of  the  American 
Academy  of  Opthalmology.  All  applications  and 
case  reports  must  be  filed  at  least  60  days  before 
date  of  examination.  Complete  information  may 
be  obtained  from  Dr.  Thomas  D.  Allen,  assistant 
secretary,  122  South  Michigan  Ave.,  Chicago,  111. 


PUBLIC  HEALTH  FEATURES  OF  SOCIAL  SECURITY  ACT  ARE  SUM- 
MARIZED BY  CHILDREN’S  BUREAU  STAFF  PHYSICIAN 


ONE  section  of  the  Federal  Social  Security  Act  makes  provisions  for  the  extension  of  public 
health  activities  through  cooperation  with  the  various  states. 

Ohio  physicians,  doubtless,  are  wondering  what  is  contemplated  in  this  state. 

The  State  Department  of  Health  is  formulating  a suggested  program  to  be  carried  on  in  co- 
operation with  medical,  nursing  and  dental  organizations.  As  soon  as  the  program  is  in  definite 
form  and  has  been  carefully  studied  by  all  interested  groups,  its  features  will  be  summarized. 

Some  idea  of  the  character  of  this  enlarged  public  health  venture  was  presented  by  Dr.  Albert 
McCowan,  Washington,  D.  C.,  director,  Maternal  and  Child  Health  Division,  U.  S.  Children’s  Bureau, 
at  the  recent  annual  conference  of  Ohio  health  commissioners  in  Columbus,  a report  of  which  will 
be  found  elsewhere  in  this  issue  of  The  Journal. 

Believing  Dr.  McCowan’s  remarks  will  be  of  interest  and  that  it  furnishes  an  insight  into  plans 
under  consideration,  The  Journal  herewith  presents  a summary  of  his  address  at  the  health  com- 
missioners’ meeting: 

* * * * 

THE  SOCIAL  SECURITY  ACT 

By  Albert  McCowan,  M.D.,  Washington,  D.  C. 


IN  any  discussion  of  public  health  activities 
participated  in  by  the  Federal  Government 
with  the  States  under  the  Social  Security  Act 
certain  natural  questions  arise: 

“What  are  the  health  needs  of  the  State,  are 
these  needs  being  met  by  State,  medical  profession 
and  other  health  agencies  and  if  they  are  not  being 
met  to  what  extent  should  the  Federal  Govern- 
ment enter  the  field  through  grants  in  aid  to  the 
several  States? 

The  mere  raising  of  these  questions  involves  the 
social,  economic,  political  philosophy  of  the  ques- 
tioner. In  answering  these  questions  for  myself 
the  following  figures  were  significant.  They  are 
the  figures  the  Cabinet  Committee  had  in  mind  in 
framing  the  recommendations  embodied  in  the 
Social  Security  Act.  In  1934 — 

1.  There  were  over  8,000,000  children  under 
16  years  in  families  on  relief. 

2.  700,000  of  these  were  in  families  without  a 
breadwinner. 

3.  280,500  children  were  receiving  benefits 
under  mothers’  aid  laws. 

4.  250,000  dependent  and  neglected  children 
were  cared  for  in  institutions  and  foster  family 
homes. 

5.  200,000  delinquent  children  came  before  the 
courts  last  year. 

6.  75,000  illegitimates  were  born. 

7.  There  were  3-5  million  physically  handicap- 
ped children — the  blind,  the  deaf,  the  congenital 
deformed,  the  crippled,  the  tuberculous,  the 
cardiacs. 

ECONOMIC  ASPECTS  STUDIED 

The  committee  noted  the  economic  and  social 
loss  from  high  maternal  mortality  in  the  United 


States  and  the  inadequate  prenatal  and  obstetric 
care  in  both  urban  and  rural  districts.  It  em- 
phasized the  drastic  reduction  in  State  appropria- 
tions for  maternal  and  child  hygiene,  the  need  for 
more  adequate  infant  and  child  health  service — 
especially  in  rural  areas — and  the  need  for  de- 
velopment and  extension  of  State  and  local  pro- 
grams for  crippled  children. 

The  report  of  the  Senate  Finance  Committee 
recommending  the  pasage  of  the  Social  Security 
Bill  contains  this  language:  “The  heart  of  any 
program  for  Social  Security  must  be  the  child.” 

The  challenge  of  these  figures  is  inescapable. 
As  public  health  workers  we  must  realize  in  all 
its  implications  that  these  children  of  today  are 
the  citizens  of  tomorrow  and  we  must  highly  re- 
solve to  the  best  of  our  ability  that  the  economic 
sins  of  the  fathers  are  not  visited  on  the  impaired 
bodies,  minds  and  spirits  of  the  children. 

Medicine  of  today  is  changing  its  strategy. 
Instead  of  waiting  attack  it  is  assuming  the  of- 
fensive. The  proper  aim  of  that  offensive  is  to 
raise  the  level  of  human  life  and  living. 

The  inter-relationship  of  inadequacy,  bad 
housing,  abuse,  neglect,  delinquency,  crime  and 
sickness  with  poverty  is  obvious  to  health  workers. 

Sir  Arthur  Newsholm  sensed  the  relationship 
of  income  to  infant  mortality  in  his  dictum  “In- 
fant mortality  is  the  most  sensitive  index  we 
possess  of  social  welfare.”  One  of  the  anomalies 
of  the  present  depression  is  continued  low  mor- 
tality among  children.  But  we  must  not  be  de- 
ceived— the  extent  of  malnutrition  is  not  im- 
mediately evidenced  in  fatalities  but  in  terms  of 
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decreased  vigor,  retardation  of  physical  and  men- 
tal growth  and  increased  susceptibility  to  disease. 

THREE  HEALTH  PROJECTS 

In  the  attempt  to  meet  this  problem  under  the 
Social  Security  Act  three  provisions  of  Title  V 
are  to  be  administered  by  the  Children’s  Bureau. 

1.  Maternal  and  Child  Health  Services  in  par- 
ticipation with  State  Health  Department. 

2.  Services  for  crippled  children  in  participa- 
tion with  the  State  agency  having  responsibility 
for  medical  care  of  crippled  children.  (If  several 
agencies  are  responsible,  one  should  be  designated 
by  agreement  of  those  concerned.) 

3.  Child  Welfare  Services  in  participation  with 
State  public  welfare  agency. 

For  maternal  and  child  health  services  and  crip- 
pled children’s  services  grants  will  be  available 
for  payment  of  half  of  total  expenditures  under 
approved  plans,  (within  the  amount  available  for 
allotment  to  each  State.) 

For  child  welfare  services  grants  will  be  avail- 
able for  payment  of  part  of  cost  of  State  local 
welfare  services. 

In  all  three  divisions  the  purpose  of  grants  is 
to  enable  States  to  extend  and  improve  health 
services  especially  in  rural  areas  and  in  areas 
suffering  from  severe  economic  distress. 

POSSIBLE  PROGRAMS  SUMMARIZED 

In  more  detail  I should  like  to  discuss  provis- 
ions and  the  type  of  possible  programs  in  the 
Division  in  which  I am  most  interested — the 
Division  of  Maternal  and  Child  Health.  There  are 
several  basic  facts: 

1.  The  program  to  be  developed  is  the  re- 
sponsibility of  the  official  State  agency.  The  Chil- 
dren’s Bureau  will  act  in  a consultative  and  ad- 
visory capacity.  When  certain  fundamental  re- 
quirements are  met  the  State  plan  will  be  ap- 
proved by  the  Children’s  Bureau. 

2.  The  direction  of  the  professional  activities 
of  the  Children’s  Bureau  is  under  physicians. 
The  Assistant  Director  of  the  Children’s  Bureau 
in  charge  of  administration  of  maternal  and  child 
health  and  crippled  children’s  services  is  a phy- 
sician. The  Director  of  the  Crippled  Children’s 
Division  has  been  in  private  practice  for  12  years. 
The  Director  of  the  Maternal  and  Child  Health 
Division  has  been  in  private  practice  for  14  years. 
The  three  regional  consultants  are  physicians.  I 
enumerate  these  facts  because  some  medical  men 
have  desired  this  assurance. 

SEVERAL  FUNDAMENTALS 

To  be  successful  I believe  the  plan  must  com- 
prehend these  fundamentals: 

1.  It  must  be  a long  range  plan.  This  is  not  a 
relief  or  emergency  measure  even  though  made 
increasingly  necessary  by  an  economic  emergency. 
We  may  not  see  results  for  years,  but  our  range 
is  on  the  future. 

2.  It  must,  to  be  successful,  secure  and  hold  the 


cooperation  of  the  medical  profession  and  other 
health  agencies — dental,  nursing,  welfare. 

If  happily  these  fundamentals  are  achieved 
what  types  of  program  should  be  planned?  The 
answer  is  that  there  will  be  more  than  48  varieties 
— 48  States,  the  District  of  Columbia,  Alaska  and 
Hawaii.  Sensible  to  the  fact  that  conditions  are 
no  more  similar  in  Maine  and  Louisiana  than  they 
are  in  Oregon  and  Kansas  the  Children’s  Bureau 
realizes  that  no  single  plan  will  meet  all  these 
conditions  and  it  will  welcome  an  elasticity  of 
program  to  meet  the  needs  of  the  locality. 

We  expect  that  the  plan  will  function  in  each 
State  through  a division  of  Maternal  and  Child 
Health. 

Within  this  Division  frame-work  additional  per- 
sonnel will  function  and  services  be  provided  as 
the  needs  of  the  State  and  its  resources  permit. 

Plans  in  the  Maternal  and  Child  Health  Di- 
vision and  the  Crippled  Children’s  Division  of  the 
States  must  show  provision  for  cooperation  with 
medical,  nursing,  and  welfare  groups  and  organi- 
zations. For  both  programs  we  expect  that  there 
will  be  appointed  professional  advisory  com- 
mittees. 

SET-UP  FOR  PROGRAMS 

Suggested  outline  for  maternal  and  child  health 
program,  services  and  demonstrations. 

A.  Educational: 

1.  Refresher  courses  for  physicians: 

Pediatrics  Obstetrics 

i 

Personnel  giving  courses 


State  Health  Children’s  Bureau 

Department  List — Pediatricians 

Obstetricians 

State  Medical  Society 
Obstetric  Society 
Pediatric  Society 

American  Academy  of  Pediatrics 

2.  Refresher  courses  for  nurses. 

3.  Health  education  for  teachers. 

Physician 

4.  Parents — classes — Nurse 

Dentist 

Health  Educator 
Health  and  Hygiene 

5.  School  children — Nutrition 

Dental  Hygiene 
Mental  Hygiene 

B.  Personnel: 

1.  Full-time  pediatrician  and/or  obstetrician 
as  Director  of  Division. 

2.  Assistants — pediatrician  or  obstetrician 
where  funds  permit. 

3.  Supervisor  of  Public  Health  Nursing 

a.  Two  or  more  consultants  (especially 
trained  in  maternal  and  child  health)  to 
serve  as  advisors  to  county  nurses. 

b.  Supervisor  of  midwives  (indicated  in  cer- 
tain States) . 
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4.  Health  Educator — recognized  physician  with 
teaching  ability  to  act  in  liaison  with  State  De- 
partment of  Public  Instruction  in  outlining  con- 
tent and  curriculum  of  school  health  studies,  to 
conduct  health  institutes  for  teachers  in  normal 
schools  and  in  general  to  integrate  the  health 
teachings  of  the  schools  with  the  activities  of  the 
State  health  department,  especially  the  division 
of  maternal  and  child  hygiene. 

5.  Dentist — full-time  (to  be  appointed  upon 
recommendation  of  State  Dental  Society  to  act  as 
coordinator  of  dental  education  in  State  and  to 
assist  county  dental  societies  in  development  of 
dental  clinics  for  corrective  services). 

6.  Nutritionist. 

C.  Services: 

1.  Health  Conference  (pre-school  and  school). 

2.  Prenatal  classes  and  clinics. 

3.  Maternal-delivery  nursing  service. 

4.  Preventive  dental  services. 

5.  Nursing — paying  that  part  of  salary  of 
county  nurse  corresponding  to  time  devoted  to 
maternal  and  child  health. 

6.  Immunization  services — biologicals,  etc. 

7.  Literature — bulletins. 

D.  Demonstrations : 

1.  Investigations — 

Infant  Mortality 
Maternal  mortality 
Dental  Caries — mottled  enamel 
Goitre  prevalence  in  school  children 
School — tuberculosis 

2.  Service  demonstrations 

a.  Maternal-delivery  nursing  service 

b.  Other  types — tuberculosis  program  for 

Mantoux 

children — Physical  examination 

X-ray 

To  summarize:  The  program  is  one  of  public 
health  education  and  service  based  on  understand- 
ing and  cooperation  between  all  groups  interested 
in  health. 

■ — oSMj  — 

Many  Bond  Issues  Failed 

Schools,  counties  and  other  political  subdivisions 
benefited  comparatively  little  as  a result  of  the 
wholesale  submission  of  bond  issues  to  the 
electorate  at  the  last  November  election,  accord- 
ing to  statistics  compiled  in  the  office  of  the  secre- 
tary of  state. 

Of  the  total  of  $27,633,968  in  county  poor  re- 
lief, school  and  general  improvement  bonds  voted 
upon  throughout  the  state,  only  $6,433,150  or 
23.27  per  cent  were  approved  by  the  voters. 

Nine  counties  approved  the  issuance  of 
$2,596,300  poor  relief  bonds  under  the  Carey  Act, 
while  18  other  counties  rejected  county  poor  re- 
lief issues  totaling  $2,193,300. 


Have  you  any  suggestions  for  im- 
proving the  content  and  appearance 
of  The  Ohio  State  Medical  Journal? 

If  so,  kindly  forward  them  to  the 
State  Headquarters  Office. 

The  Journal  is  your  journal  and  its 
management  welcomes  advice,  sug- 
gestions and  comments  from  all  mem- 
bers. 


Drivers’  License  Law  Will  Become 
Effective  October  1 

A drivers’  license  law  was  assured  for  Ohio 
December  12,  when  Governor  Davey  signed  a bill 
enacted  at  the  special  session  of  the  Ohio  Gen- 
eral Assembly. 

The  law,  which  will  take  effect  October  1,  1936, 
contains  the  following  provisions: 

License  fee  of  40  cents,  renewable  annually  on 
September  30  at  the  same  fee. 

To  obtain  a license  a driver  must  prove  to  a 
deputy  registrar  he  is  capable  of  driving  or  has 
had  one  year  of  driving  experience. 

Licenses  will  be  refused  to  those  who  fail  to 
demonstrate  sufficient  knowledge  of  traffic  laws; 
cannot  understand  traffic  warnings  and  signs;  are 
mentally  deficient,  habitual  drunkards  or  narcotic 
addicts;  and  minors  not  having  the  consent  of 
parents  or  guardians. 

Stringent  penalties  are  provided  for  violations 
of  various  kinds. 

Licenses  may  be  suspended  or  revoked  by  a 
judge  of  any  court  of  record  on  conviction  of  any 
of  these  offenses:  Manslaughter  growing  out  of 
an  accident;  operation  while  intoxicated;  perjury 
or  false  affidavits  under  the  act;  any  felony  in  the 
commission  of  which  an  automobile  was  used; 
failing  to  stop  and  disclosing  identity  at  scene  of 
an  accident. 

Non-residents  may  drive  in  Ohio  30  days  with- 
out a license. 

— OSMJ  — 

New  Formulary,  Pharmacopoeia 

The  National  Formulary,  Sixth  Edition,  has 
been  officially  approved  by  the  American  Pharma- 
ceutical Association,  and  June  1,  1936  set  as  the 
date  when  the  new  edition  becomes  official. 

The  New  Pharmacopoeia,  Eleventh  Revision, 
will  also  become  official  June  1,  1936,  according  to 
a recent  announcement  of  the  Board  of  Trustees 
of  the  United  States  Pharmacopoeial  Convention. 

Both  publications  are  being  distributed  by  the 
Mack  Printing  Company,  Easton,,  Pa.,  price,  $5.00 
each,  buckram;  $6.00,  leather. 


AMERICA  WARNED  AGAINST  COPYING  GERMANY’S  MISTAKES  IN 
SOCIAL  INSURANCE  BY  WRITER  IN  NATION’S  BUSINESS 


SOME  proponents  of  socialized  medicine  make  a practice  of  pointing  to  the  examples 
set  by  certain  European  countries  where  systems  of  state  and  socialized  medicine 
are  in  operation. 

Germany  was  one  of  the  first  nations  to  go  in  for  social  insurance  in  a big  way. 

What  has  happened  in  Germany?  Has  Germany’s  gigantic  system  of  social  in- 
surance been  a success  and  actually  accomplished  what  has  been  claimed  for  it? 

A graphic  picture  of  the  situation  in  Germany  is  drawn  by  Gustav  Hartz,  former 
leader  in  the  labor  movement  in  Germany.  In  an  article,  “Don’t  Copy  Germany’s  Mis- 
takes!” published  in  the  December,  1935,  issue  of  Nation’s  Business. 

Merle  Thorpe,  editor  of  Nation’s  Business,  in  an  introduction  to  Mr.  Hartz’s  illumi- 
nating exposition  of  the  problems  of  social  security,  made  these  pertinent  and  timely 
observations : 

“Social  Security  on  a national  scale  through  congressional  action  is  something  new  in  the  pat- 
tern of  American  life.  The  legislation  contemplates  not  an  emergency  adjustment  to  unusual  con- 
ditions, but  a Federal  intervention  in  the  established  manner  of  providing  insurance  against  the 
adversities  growing  out  of  employment.  The  bill  introduces  a wholly  novel  factor  in  the  economic 
order;  it  opens  fiscal  and  social  possibilities  leading  no  one  knows  where;  in  still  another  way  it  gives 
the  Federal  Government  authority  over  the  intimate  affairs  of  the  individual.  The  fact  that  the 
people  of  the  United  States  are  now  committed  to  a vast  scheme  of  public  benefits  is  in  itself  in- 
vitation to  consider  experience  accumulated  elsewhere.  What  happened  in  Germany  when  idealistic 
theory  met  the  icy  realism  of  practice  is  told  here  by  an  observer  once  identified  with  the  causes  of 
labor  who  writes  in  a spirit  of  being  helpful  to  a cause  with  the  objectives  of  which  he  is  in  sympathy.” 

To  those  vitally  concerned  in  the  medical  and  public  health  aspects  and  problems 
of  social  insurance,  Mr.  Hartz’s  treatise,  reprinted  in  full  here  with  the  permission  of 
Nation’s  Business,  should  prove  both  highly  informative  and  interesting. 


DON’T  COPY  GERMANY’S  MISTAKES! 

Bv  Gustav  Hartz,  (In  Nation’s  Business ) 


ALMOST  exactly  50  years  ago,  the  first  law 
of  modern  workmen’s  insurance  (social 
security)  of  the  world  came  into  force.  It 
was  the  law  establishing  sick  insurance  for  indus- 
trial workmen  in  Germany.  Although  the  idea  at 
first  spread  slowly,  similar  plans  ultimately  found 
their  way  into  many  states.  Social  insurance  be- 
came the  corner  stone  of  modern  -workmen’s  social 
politics. 

When  social  insurance  was  first  introduced,  Bis- 
marck— then  chancellor — was  warned  against 
taking  this  “jump  in  the  dark”,  for  nowhere  did 
any  experience  in  the  matter  exist. 

Now  the  introduction  of  social  insurance  no 
longer  means  jumping  in  the  dark.  We  look  back 
upon  a half  century  of  experience  that  points  out 
the  way  to  real  social  security — and  at  the  same 
time  shows  what  cannot  be  done. 

The  motive  which  leads  to  the  adoption  of  social 
insurance  today  is  fundamentally  the  same  which 
led  Germany  to  adopt  it  50  years  ago.  Because  of 
the  rapid  development  of  industry,  the  number  of 
industrial  workers  increased  rapidly.  They 
crowded  more  and  more  into  the  industrial  cen- 
ters. The  conditions  of  life  were  none  too  good. 


Among  these  discontented  masses,  the  doctrines 
of  Marx,  attacking  the  existing  social  order,  were 
preached.  Though  the  laws  forbade  Marxist  or- 
ganizations and  open  propaganda,  the  doctrines 
crept  in  through  a thousand  channels.  They 
threatened  to  endanger  the  state. 

This  led  to  the  establishment  of  social  in- 
surance. 

The  State  wished  to  relieve  the  workmen  of  the 
anxiety  for  future  disability  when  they  might  find 
themselves  without  earnings.  It  also  wanted  to 
stop  their  grumbling,  to  crush  revolutionary  as- 
pirations ; in  short,  to  turn  the  workmen  into  con- 
tented citizens. 

To  consider  unemployment  insurance  an  achieve- 
ment of  recent  years,  to  call  it  the  “crown  of  social 
insurance”  is  a mistake.  Every  social  insurance 
is  an  unemployment  insurance,  whether  the  un- 
employment is  due  to  illness,  accident,  early  in- 
capacity, old  age,  or  simply  being  out  of  work. 

The  destitution  which  results  when  the  im- 
pecunious are  unemployed  is  not  really  a social 
malady.  It  is  rather  a reaction,  a fever,  produced 
by  a deep-rooted  social  disease — the  masses’  lack 
of  means.  Social  insurance  is,  as  it  were,  an  in- 
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jection  against  the  fever,  but  it  does  not  reach 
the  actual  seat  of  the  disease.  On  the  contrary,  it 
is  easy  to  prove  that  frequent  injections  actually 
aggravate  the  trouble. 

* * * * 

No  Relief  From  Discontent 

ONE  might  suppose  that,  in  Germany,  with 
the  most  widely  developed  social  insurance 
system  in  the  world — a country  where 
every  workman  was  provided  for  in  all  con- 
tingencies of  life;  where  the  future  mother  was 
cared  for,  the  first  milk  for  the  infant  provided, 
where  the  funeral  expenses,  or  those  the  deceased 
left  behind,  were  not  forgotten  by  the  social  in- 
surance— a social  upheaval  would  be  least  felt. 
The  reverse  actually  occurred. 

Social  insurance  not  only  failed  to  make  the 
workmen  contented  and  loyal  citizens,  it  actually 
did  quite  the  opposite. 

No  doubt  there  were  other  causes  of  discontent, 
but  social  insurance,  by  relieving  the  workmen,  to 
a great  extent,  from  the  burden  of  having  to  pro- 
vide for  themselves,  posed  as  the  great  “bene- 
factor”. This  made  it  the  scapegoat  upon  which 
all  demands,  all  discontent  were  thrust.  Social 
insurance  naturally  is  only  able  to  grant  a mini- 
mum and,  in  connection  with  this  minimum,  the 
saying  was  coined: 

“Too  little  to  live  on  and  too  much  for  starving”. 
From  the  very  beginning,  the  radicals  called 
social  insurance  “Beggars’  soup  politics”  and  they 
never  ceased  demanding  an  increase  of  the  al- 
lowances. 

Figures  indicate  that  these  demands,  from  the 
workmen’s  viewpoint,  were  justified. 

The  average  old  age  and  incompetence  annuity 
at  present  amounts  to : 

Per  month 
approximately 


For  the  person  insured $7.00 

Widow’s  pension  4.50 

Orphan’s  allowance  2.50 


Sick  allowance  and  unemployment  insurance 
are  approximately  half  these  figures. 

On  the  other  hand,  the  allowance  must  neces- 
sarily be  insufficient  if  it  is  to  be  maintained.  Con- 
sider the  results  if  a man  drew  the  same  amount 
for  sickness  that  he  received  for  hard  labor. 

These  incompatible  contrasts  are  bound  to  pro- 
voke new  struggles.  Social  insurance,  which  was 
expected  to  bring  the  Fatherland  “new,  lasting 
guaranties  for  inner  peace”,  brought  more  and 
more  social  unrest. 

All  political  groups  happening  to  be  in  power 
have,  in  anticipation  of  impending  elections,  made 
concessions  incompatible  either  with  reason  or 
sound  economics. 

Though  the  greatest  social  crisis  the  world  has 
ever  seen  may  have  been  caused  by  many  other 


factors,  particularly  by  the  war  and  the  new  con- 
ditions it  brought  about,  the  crisis  in  many  coun- 
tries did  not  become  so  great  in  spite  of,  but  on 
account  of,  social  insurance. 

Woe  to  the  state  which  imagines  a comprehen- 
sive system  of  social  insurance  may  alleviate  or 
stop  a coming  crisis.  Sad  disappointments  await 
it.  Every  economic  crisis  swallows  up  the  best  or- 
ganized social  insurance  and  consumes  its  funds 
at  both  ends — at  the  end  of  the  diminishing  pre- 
miums and  at  the  end  of  the  increasing  benefits. 

The  reason  for  this  is  chiefly  that  most  social 
insurances  are  based,  not  on  actuarial  reserves, 
but  on  a system  of  funds  sufficient  to  cover  the 
demand.  They  do  not  accumulate  in  long  spaces 
of  time  a sufficient  capital  for  future  payments. 
They  live  from  hand  to  mouth,  taking  the  pre- 
miums with  one  hand  from  the  healthy  and  from 
the  employed  and  paying  them  at  once  with  the 
other  hand  to  the  unemployed  and  sick.  Small  re- 
serves by  no  means  improve  this  condition. 

In  the  unemployment  catastrophe  in  Germany, 
the  number  of  unemployed  increased  with  start- 
ling rapidity  while  the  number  of  the  workmen 
still  employed  and  paying  premiums  continually 
diminished.  The  premiums  no  longer  sufficed  and 
had,  therefore,  to  be  raised.  They  went  up  from 
three  to  6.5  per  cent  of  the  wages. 

In  the  most  critical  time,  when  benefits  were 
being  reduced,  and  economic  expenses  were  in- 
creasing, the  wages  were  cut  still  more.  Since  it 
was  impossible  to  increase  the  premiums  in- 
definitely, the  allowances  had  to  be  repeatedly  de- 
creased. This  procedure  in  each  case  increased 
the  social  tension. 

>}c  5k 

Higher  Premiums,  Lower  Benefits 

THE  same  methods  had  to  be  applied  to  sick 
insurance  and  old  age  pensions.  There  the 
increasing  unemployment  resulted  in  de- 
creasing premiums,  while  the  expenses  of  the  for- 
mer remained  almost  the  same,  and  of  the  latter 
increased  incessantly.  The  disability  insurance 
was  insufficiently  covered,  due  to  loss  of  capital 
through  inflation  and  increased  allowances.  Hav- 
ing been  reduced  to  the  apportioning  system,  it 
lived  from  hand  to  mouth. 

Business  concerns  were  no  longer  able  to  pay 
the  accident  insurance  dues.  Some  trade  associa- 
tions had  to  obtain  50  per  cent  of  the  rates  by 
levy  of  distress.  The  miners’  pensions  were  re- 
peatedly on  the  point  of  stopping  payment. 

In  the  time  of  her  hardest  social  crisis,  social 
insurance  was  Germany’s  greatest  inner  trouble. 

The  saddest  inner-political  heritage  the  new 
German  Government  was  forced  to  accept  was  the 
social  insurance,  the  most  vital  part  of  which  was 
on  the  point  of  collapse. 

But  the  dangers  of  the  apportioning  system  are 
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only  a little  less  in  prosperity  than  in  crisis. 
When  economics  are  on  the  upward  grade,  the  in- 
creasing' receipts  and  decreasing  expenses  form  a 
great  temptation  to  raise  the  allowances  and  to 
make  unnecessary  capital  investments. 

It  was  in  this  way  that  the  budget  of  the  sick 
insurance  rose  in  the  years  of  apparent  pros- 
perity at  the  rate  of  200  millions  annually.  From 

660.000. 000  marks  in  1913,  this  budget  grew  to 

2.300.000. 000  in  1929.  The  same  thing  was  to  be 
found  everywhere:  in  1913  the  budget  of  the  en- 
tire social  insurance  system  was  1,300,000,000 
marks;  in  1930,  approximately  6,000,000,000. 
And  this  without  the  expenses  of  public  welfare 
that  finally  bore  the  greatest  part  of  the  burden 
of  unemployment. 

The  entire  social  budget — social  insurance  plus 
welfare — totalled  2,100,000,000  marks  in  1913,  but 
in  1930  this  budget  reached  10,800,000,000  marks. 
But  when  the  economic  crisis  came  the  promised 
and  vested  payments  could  not  be  kept  up. 

In  discussing  this  subject  we  should  constantly 
bear  in  mind  that  social  insurance  is  a legal  con- 
tract, based  upon  premiums  paid  and  guarantee- 
ing definite  benefits,  whereas  voluntary  relief  is 
always  at  liberty  to  adjust  itself  to  circumstances. 

In  Germany,  nevertheless,  the  legally  reinforced 
social  insurance  contracts  had  to  be  changed  and 
partly  cancelled,  and  the  “legal  rights”  only  con- 
tinued to  exist  on  paper.  Yet  it  was  the  legal 
claim  which  had  been  played  up  as  the  real  prog- 
ress in  social  security. 

In  true  insurance,  the  amassing  of  adequate 
capital  is  only  possible  when  demands  can  be 
approximately  calculated,  as  in  the  case  of  life  in- 
surance, which  is  based  on  mortality  tables  and 
similar  actuarial  statistics. 

In  Germany  the  most  firmly  convinced  fanatics 
on  social  insurance — such  people  still  exist  and  in 
most  cases  they  fare  very  well — are  even  now 
sure  that  unemployment  insurance  “is  not  an  in- 
surance really”.  In  1927  this  “Crown  of  social 
politics”  was  introduced,  with  fixed  premiums  and 
fixed  benefits.  Three  or  four  years  later  nothing 
was  left  and  all  that  remains  of  unemployment 
insurance  today  is  its  name.  Now  the  welfare 
principle  is  applied  for  the  unemployed:  insur- 
ance allowance  with  legal  rights  for  six  weeks 
only.  Juvenile  and  working  women  have  no  legal 
claim. 

The  period  for  which  benefits  are  made  must,  of 
course,  be  limited,  as  with  a subscription  of  6.5 
per  cent  of  their  wages,  not  all  unemployed  can 
be  supported.  The  greater  the  number  of  un- 
employed the  lower  the  limit  must  be  set.  At 
first  the  allowances  were  made  for  26  weeks,  now 
for  six  weeks.  As  in  this  crisis,  unemployment 
frequently  lasts  for  years,  most  of  the  unemployed 
no  longer  receive  any  allowance.  The  unemployed 
insurance  at  present  scarcely  supports  one-third 
of  the  unemployed.  The  welfare  and  the  crisis 


centers  support  the  rest  just  as  they  did  before 
social  politics  had  their  “crown”  put  on. 

Since  these  institutions  draw  their  funds  from 
the  state  revenues,  the  communes  continue  to  bear 
the  chief  part  of  the  burden.  It  is  a curious  fact 
that  the  communes  tried  to  cast  off  the  burden  by 
finding  work  for  part  of  the  unemployed  so  that 
they  could  pay  their  premiums  into  the  unemploy- 
ment insurance  and  thus  gain  a fresh  legal  claim. 
Then  the  same  thing  could  begin  all  over  again. 

That  is  the  curse  of  the  evil  done  by  trying  to 
force  something  uninsurable  into  insurance 
formulas. 

Sjc  «2*  !(C 

Not  Insurance  Either 

IT  IS  not  in  the  least  different  with  the  sick 
insurance.  The  unevenness  in  the  business 
level,  the  seasons,  holidays,  a change  of 
work,  failing  health  and  many  other  things  con- 
tribute to  bring  about  a noticeable  change  in 
morbidity. 

Since  the  sick  insurance  has  been  in  effect,  the 
average  number  of  days  of  incapacity  to  work 
because  of  ill-health  has  arisen  from  5.5  to  28 
days,  although  health  in  general  has  considerably 
improved. 

In  the  strict  sense  of  the  word,  the  sick  insur- 
ance is  not  insurance  either. 

Of  all  the  risks  in  social  insurance,  only  old  age, 
death,  and  number  of  dependents  can  be  exactly 
established.  These  are,  therefore,  the  only  cases 
in  which  an  unobjectional  actuarial  basis  and  an 
unquestioned  legal  claim  are  possible.  Everything 
else  is  hazy  and  uncontrollable. 

What  is  decisive  in  judging  the  merits  or  the 
worthlessness  of  social  insurance  is  not  brilliant 
theories  interspersed  with  sentimentality  and 
false  humanitarianism,  but  the  rougher  language 
of  practice.  A few  words  on  that  subject. 

The  sick  insurance  provides  the  workman  with 
free  medical  attention,  with  medicine  and  other 
necessities,  and  with  an  allowance. 

At  first  sight,  this  would  seem  to  be  a great 
blessing  for  the  workman  as  well  as  for  national 
health.  The  reality,  however,  is  very  different. 

Dread  of  illness  obsesses  most  people  and  this 
has  been  pressed  into  a system  under  which  illness 
is  made  easy  and  the  will  to  be  well  is  strangled. 
The  doctor  is  consulted  a dozen  times  where  once 
would  be  sufficient — the  insurance  pays.  Medicine 
and  bandages  are  desired.  When  they  have  been 
obtained,  they  lie  about  until  they  are  no  longer 
fit  to  be  used  and  must  be  thrown  away — the  in- 
surance pays.  Besides  it  is  nice  to  get  something 
for  the  premiums  paid  year  in  and  year  out.  Ex- 
cessive “over-doctoring”  results. 

Pretenders  and  hypochondriacs  are  bred.  The 
advertising  of  certain  remedies  and  cures  creates 
a medicine  craze.  A few  years  ago  it  was  ascer- 
tained that  four  times  as  much  money  was  used 
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for  doctors’  fees  and  medicines  for  35,000,000 
people  in  insurances  as  for  30,000,000  uninsured. 
This  was  stimulated,  unthinkingly,  by  a desire  to 
get  sick  money.  An  actual  run  on  the  sick  in- 
surance allowance  set  in. 

At  first  sight  it  seems  improbable  and  paradoxi- 
cal that  anyone  should  desire  to  obtain  sick  money 
that  scarcely  amounts  to  half  the  sum  of  wages. 
Why  should  anyone,  unless  compelled  by  illness, 
forfeit  his  wages  to  get  an  allowance  of  half  the 
amount? 

Reasons  are  numerous.  For  example,  when 
wages  are  being  decreased,  when  work  is  scarce 
and  work  hours  shortened,  when  there  are  fewer 
shifts,  many  holidays,  work  restrictions  at  cer- 
tain seasons,  outdoor  work  in  frosty  weather,  50 
per  cent  of  the  wages  is  welcome.  One  objects  to 
the  work  he  is  given,  another  does  not  feel  like 
working,  a third’s  time  is  taken  up  by  some 
family  matter  for  which  he  would  have  to  take 
leave  of  absence  and  forfeit  his  pay.  In  such 
cases,  the  sick  insurance  comes  in  handy.  Besides 
this,  there  is  also  deceit.  Fictitious  contracts  are 
made,  doctors  are  induced  to  prescribe  medicine 
and,  instead  of  the  medicine,  the  pharmacies  hand 
out  toilet  soap  and  perfume. 

In  the  first  months  of  the  year,  the  applications 
for  employees’  insurance  pour  in  because  many 
are  eager  to  take  their  summer  holiday  at  the  ex- 
pense of  the  social  insurance. 

Matters  soon  made  an  extensive  controlling 
system  necessary.  This  ended  in  badgering  all 
persons  concerned.  Controlling  officials  must  visit 
patients  in  their  homes  to  convince  themselves 
that  the  patient  is  really  ill  and  not  working.  The 
doctors,  therefore,  allow  the  patients  certain 
hours  for  going  out. 

The  sick  insurance  engages  so-called  confidential 
doctors  who  give  the  patient  a final  examination 
to  see  whether  he  is  too  ill  to  work.  The  results  of 
such  examinations  are  startling.  Here  is  one  in- 
stance among  thousands.  Of  2,008  patients 
ordered  to  appear  for  a final  examination,  816  at 
once  enjoyed  complete  recovery;  289  were  found 
to  be  well  by  the  confidential  doctor.  So  nearly  50 
per  cent  were  not  ill  at  all. 

The  confidential  doctor  is,  so  to  say,  the  medical 
policeman,  who  not  only  controls  the  patients  but 
also  his  fellow  doctors. 

The  genuine  patient  is  justly  indignant  to  find 
that  his  illness  is  doubted,  and  that  he  who  has 
always  paid  his  premiums  regularly  and  has  a 
right  to  demand  conscientious  attendance  is  con- 
sidered a cheat. 

This  system,  together  with  the  rest  of  the 
bureaucratic  apparatus,  has  wedged  itself  between 
doctor  and  patient,  completely  destroying  the 
patient’s  confidence  in  his  physician,  which 
greatly  retards  all  recovery. 

The  sound  idea  of  sick  insurance  has  become 
thoroughly  unsound. 


The  connection  between  the  different  risks  in 
the  social  insurance  system  are  much  more  im- 
portant than  would  at  first  appear.  Social  in- 
surance tends  to  extend  itself  automatically. 

5jc  ❖ 5jC 

Awakening  Individual  Responsibility 

WHEN  social  insurance  was  first  planned 
in  Germany,  accident  insurance  only 
was  considered.  Since  accidents  are  in- 
frequent, relatively  few  workmen  met  with  them. 
Then  it  was  discovered  that  old  age,  illness  and 
disability  are  much  more  frequent  in  a workman’s 
life.  These  overtake  all.  And,  although  Bismarck 
considered  sick  insurance  a supposititious  child,  it 
was  the  first  to  be  enacted. 

Out  of  it  has  grown  a pension  and  support 
craze  that  aims  to  make  the  entire  population  of 
the  country  state  pensioners. 

Social  insurance  laws  include  2,700  paragraphs 
(200  of  these  have  lately  been  abolished.)  A 
great  number  of  amendments,  executive  regula- 
tions and  alterations  supplement  this  confusion  of 
paragraphs.  Even  the  experts  can  only  make 
them  out  in  parts. 

The  number  of  officials  required  to  administer 
social  insurance  varies  with  the  work  being  done. 
In  total,  and  including  the  unemployed,  some 
22,000,000  persons  are  insured. 

In  the  past  few  years,  the  administration  costs 
totalled  400,000,000  marks  annually. 

For  every  200  persons  insured,  one  official  is 
needed  in  the  administrative  organization,  which 
by  no  means  comprises  the  entire  machine.  A 
great  part  of  the  administrative  body  is  borrowed 
from  other  departments  of  government,  as  for 
instance  the  Reichs-post  office,  as  well  as  from 
private  business  concerns.  The  post  office  sells 
the  premium  stamps  and  pays  out  annuities  for 
the  old  age  insurance. 

The  private  business  concerns  serve  as  collect- 
ing agencies.  Their  duty  is  to  compute  the  pre- 
miums, deduct  them  from  the  wages  and  convey 
them,  together  with  the  employer’s  share  of  the 
cost,  to  the  different  offices  of  the  social  insurance. 
The  wage  departments,  therefore,  have  become 
duly  enlarged,  causing  considerable  extra  cost 
which  is  hard  to  estimate.  Wage  computation  has 
gradually  come  to  be  a science  in  Germany. 

The  extension  of  the  administration,  the  com- 
plication of  its  legal  regulations,  require  a special 
supervising  and  judicial  staff.  This  work  is  ac- 
complished by  a Reich-insurance  office,  three 
regional  insurance  offices  (these  are  soon  to  be 
closed),  68  head  offices  and  1,100  insurance  offices. 
The  costs  for  this  army  of  officials  are  not  in- 
cluded in  the  administrative  expenses,  but  are 
borne  by  the  state,  as  are  the  administrative  ex- 
penses of  welfare  relief. 

Gigantic  sums  of  the  workmen’s  capital  are  in- 
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vested  in  the  buildings  which  house  the  offices. 
The  social  insurance  occupies  the  largest  build- 
ings in  many  cities.  In  the  period  1918  to  1932 
particularly,  so  much  money  was  invested  in  these 
palatial  buildings  that  a public  scandal  resulted. 
The  sick  insurance  palaces  and  the  unemployment 
office  buildings  vied  in  size  and  splendor  with  the 
administrative  palaces  of  great  financiers  and 
industrial  concerns,  or  representative  public 
buildings.  While  many  workmen  are  living  in 
dilapidated  houses,  their  money  was  used  for 
building  huge,  luxurious  offices,  which  bore  no 
sign  that  their  purpose  was  to  administer  the 
hard-earned  capital  of  the  working  classes,  put 
by  for  times  of  need. 

To  these  must  be  added  numerous  other  build- 
ings— laboratories,  dental  stations,  medicine  de- 
pots and  a considerable  number  of  nursing 
homes. 

In  Germany  no  one  any  longer  doubts  that  the 
employer’s  share  of  the  premium  is  taken  from 
the  workman’s  wages.  What  the  employer  con- 
tributes to  social  insurance,  he  cannot  pay  the 
workman  in  wages. 

But  in  spite  of  all  these  difficulties,  social  in- 
surance has  taught  one  good  lesson — everyone 
must  use  part  of  his  earnings  to  protect  his 
future.  ' Times  of  unemployment  can  be  bridged 
from  savings  only. 

Independence  and  the  citizen’s  sense  of  respon- 
sibility are  the  only  means  to  save  a state  from 
too  great  a social  burden,  as  was  the  case  in  the 
United  States  before  the  great  crisis  came.  There 
the  inexorable  “I  must”  drove  everyone  on,  for  no 
social  insurance  existed  to  take  the  trouble  from 
the  people  in  a time  of  reverses.  Every  single  in- 
dividual must  be  made  to  see  that  he  has  the  duty 
to  provide  for  himself.  The  strong-minded  will  do 
this  without  compulsion.  For  the  carefree,  weak 
characters,  state  compulsion  seems  necessary,  not 
only  to  protect  them  but  to  protect  others  who 
would  otherwise  have  to  care  for  them.  For  this 
reason,  duty  to  save,  prescribed  by  the  state,  is 
the  best  solution  of  this  problem.  All  this  can  be 
carried  out  with  the  means  which  are  now  wasted 
for  social  insurance. 

Why,  people  will  ask,  does  Germany,  after  hav- 
ing experienced  the  great  drawbacks  of  social  in- 
surance, not  adopt  this  system? 

^ sjc 

Hard  to  Change  System 

IF  Germany  had  no  social  insurance  system 
but  still  had  her  50  years  of  experience  in  it 
she  certainly  would  not  adopt  social  insur- 
ance today.  But  it  would  now  mean  in  Germany 
transforming  one  system  into  another.  This  is 
the  difficulty. 

When  a nation  has  been  swayed  by  a certain 
law  for  half  a century,  this  has,  be  it  right  or 
wrong,  entered  into  its  mentality  and  the  task  of 


training  people  to  another  way  of  thinking  is 
difficult. 

More  vital  still,  millions  of  old  people,  of  dis- 
abled, widows,  orphans,  cripples,  depend  for  their 
very  existence  on  the  insurances,  and  millions, 
through  contribution  over  decades,  have  gained 
rights  that  must  be  respected. 

Although  a change  might  be  worked  out,  the 
winding  up  of  the  present  system  would  require  a 
long  time — for  the  annuity  insurance  it  would 
take  years. 

For  these  reasons  social  insurance,  once  estab- 
lished, is  difficult  to  abolish.  This  ought  to  be 
borne  in  mind  and  be  a warning  to  take  particular 
care  and  consider  it  well. 


The  Ohio  State  Medical  Associa- 
tion is  your  association.  It  can  be  and 
will  be  what  you  make  it. 

Have  you  suggestions  as  to  new 
activities  and  projects  which  can  be 
undertaken  by  the  Association? 

If  so,  write  the  State  Headquarters 
Office,  so  that  your  recommendations 
can  be  referred  to  The  Council  for 
consideration. 


Miami  County  Claims  Record 

Five  instances  of  father  and  son  associated  in 
the  practice  of  medicine  in  Miami  County,  is  the 
basis  for  the  claim  of  some  kind  of  a record  among 
the  smaller  societies  of  the  state,  by  the  Miami 
County  Medical  Society. 

The  following  sires  and  sons  are  practicing 
medicine  in  the  county:  Drs.  Albert  J.  and  Joseph 
E.  Bausman,  Piqua;  Drs.  Foster  D.  and  Maynard 
C.  Kiser,  Tippecanoe  City;  Drs.  Charles  F.  and 
Edmond  G.  Puterbaugh,  Tippecanoe  City;  Drs. 
Herbert  R.  and  Ernest  T.  Pearson,  West  Milton, 
and  Drs.  Earl  A.  and  Ralph  D.  Yates,  Piqua. 

■ — oSMJ  — 

At  the  recent  annual  meeting  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology 
held  in  Cincinnati,  the  following  Ohio  physicians 
were  included  in  the  members  elevated  to  senior 
life  membership  in  the  academy:  Dr.  Henry 

Stanberry,  Cincinnati;  Dr.  J.  M.  Garber,  Mans- 
field; Dr.  W.  C.  Tuckerman,  Cleveland;  Dr.  J.  W. 
Millette,  Dayton;  Dr.  C.  L.  Minor,  Springfield; 
Dr.  G.  L.  King,  Alliance;  Drs.  Charles  Lukens 
and  W.  H.  Snyder,  Toledo,  and  Dr.  T.  A.  Burke, 
Cleveland. 

- — oSM  J — 

Gallipolis — Dr.  Charles  E.  Holzer  was  recently 
awarded  a varsity  “0”  by  the  Ohio  State  Uni- 
versity Athletic  Board,  in  recognition  of  his  ser- 
vice on  the  Starling  Ohio  Medical  College  foot- 
ball teams  in  1905  and  1906. 


0^°  DEATHS  IN  OHIO  "X? 


William  Nelson  Alderman,  M.D.,  Athens;  Belle- 
vue Hospital  Medical  College,  New  York,  1878; 
aged  81;  former  member  of  the  Ohio  State  Medi- 
cal Association  andi  the  American  Medical  Asso- 
ciation; died  December  2,  after  a few  days  illness 
following  a heart  attack.  Dr.  Alderman  began  the 
practice  of  medicine  in  Nelsonville,  moving  to 
Athens  in  1890,  where  he  continued  in  practice 
until  his  death.  He  had  served  as  president  of  the 
Athens  Board  of  Trade,  Athens  Brick  Company 
and  the  Athens  National  Bank,  which  he  or- 
ganized. He  was  a member  of  the  First  Methodist 
Church  and  several  fraternal  orders.  Surviving 
are  his  widow,  a daughter  and  two  sisters. 

Henry  Wald  Bettman,  M.D.,  Cincinnati;  Medical 
College  of  Cincinnati,  1890;  aged  67;  member  of 
the  Ohio  State  Medical  Association,  Fellow  of  the 
American  Medical  Association,  Fellow  of  the 
American  College  of  Physicians,  and  member  of 
the  American  Gastro-Enterological  Association, 
of  which  he  was  president;  died  December  5,  of  a 
heart  attack.  Following  graduation,  Dr.  Bettman 
studied  for  two  years  in  Berlin,  Vienna  and 
Prague.  Dr.  Bettman  was  director  of  medical  ser- 
vices at  Jewish  Hospital,  member  of  the  faculty 
of  the  College  of  Medicine,  University  of  Cincin- 
nati, and  former  president  of  the  Cincinnati 
Academy  of  Medicine.  Surviving  are  his  widow,  a 
son  and  a daughter. 

Charles  G.  Church,  M.D.,  Van  Wert;  Northwest- 
ern University  Medical  School,  Chicago,  1899; 
aged  63;  member  of  the  Ohio  State  Medical  Asso- 
ciation and  Fellow  of  the  American  Medical  As- 
sociation; died  December  10,  from  angina  pectoris. 
Dr.  Church,  who  had  recently  resumed  practice 
after  temporary  retirement  because  of  ill  health, 
began  the  practice  of  medicine  in  Van  Wert.  He 
was  an  elder  in  the  Presbyterian  church,  president 
of  the  Rotary  Club,  member  of  the  Masonic  Order 
and  former  secretary  of  the  Van  Wert  County 
Medical  Society.  His  widow,  a daughter  and  one 
sister  survive  him. 

Fred  S.  Clark,  M.D.,  Columbus;  Ohio  Medical 
University,  Columbus,  1907;  aged  59;  member  of 
the  Ohio  State  Medical  Association  and  the 
American  Medical  Association;  died  December  9, 
from  a heart  attack.  Dr.  Clark  was  a member  of 
the  Elks,  Masonic  Lodge  and  the  Republican  Glee 
Club.  He  is  survived  by  his  widow,  his  mother 
and  a brother. 

Charles  Edmund  Fisher,  M.D.,  Toledo;  Univer- 
sity of  Michigan  Medical  School,  1895;  former 
member  of  the  Ohio  State  Medical  Association 
and  the  American  Medical  Association;  died 


October  19.  Dr.  Fisher  practiced  in  Toledo  for 
40  years,  and  was  a member  of  St.  Vincent’s  Hos- 
pital Staff,  the  American  College  of  Surgeons, 
and  the  First  Congregational  Church. 

William  Francis,  M.D.,  South  Charleston; 
Starling  Medical  College,  Columbus,  1897;  aged 
68;  died  December  3,  following  a paralytic  stroke. 
Dr.  Francis  practiced  in  Sedalia  for  nine  yeprs, 
before  moving  to  South  Charleston  30  years  ago. 
He  took  an  active  part  in  the  civic  affairs  of  the 
community,  and  served  two  terms  as  mayor.  He 
was  a member  of  the  Masonic  Lodge  and  the 
Methodist  Church.  Surviving  are  his  widow,  three 
daughters,  two  brothers  and  one  sister. 

Frederick  N.  Garand,  M.D.,  Ironville;  Kentucky 
School  of  Medicine,  Louisville,  1891;  aged  71; 
died  December  4,  after  a long  illness.  Dr.  Garand 
was  one  of  the  national  officers  of  the  Foresters 
of  America  and  was  a member  of  the  Elks,  St. 
Vincent  de  Paul  Society,  Holy  Name  Society  and 
the  Holy  Rosary  Church.  Surviving  are  his  widow, 
a son,  two  daughters,  two  brothers  and  two  sis- 
ters. 

Philip  Gath,  M.D.,  Cincinnati;  Medical  College 
of  Ohio,  1893;  aged  67;  former  member  of  the 
Ohio  State  Medical  Association  and  the  American 
Medical  Association;  died  November  23,  of  heart 
disease.  Dr.  Gath  served  as  assistant  superin- 
tendent of  the  Cincinnati  Tuberculosis  Sanatorium 
until  his  retirement  in  1933.  He  was  a major  dur- 
ing the  World'  War  and  was  past  commander  of 
the  Robert  E.  Bentley  Post  of  the  American 
Legion.  He  is  survived  by  his  widow  and  a daugh- 
ter. 

Harry  R.  Geyer,  M.D.,  Zanesville;  Medical  Col- 
lege of  Ohio,  Cincinnati,  1892;  aged  68; 
member  of  the  Ohio  State  Medical  Association; 
Fellow  of  the  American  Medical  Association,  and 
Fellow  of  the  American  College  of  Surgeons; 
died  December  6,  following  a brief  illness.  Dr. 
Geyer  began  the  practice  of  medicine  as  resident 
physician  at  the  private  hospital  of  Dr.  Thad  A. 
Reamy,  Cincinnati.  From  1895  to  1910,  he  had  a 
general  practice  in  Zanesville.  After  two  years 
of  special  training  at  the  Willis  Eye  Sanitarium, 
Jefferson  Medical  College,  Philadelphia,  Dr. 
Geyer  returned  to  Zanesville  in  1912  to  specialize 
in  eye,  ear,  nose  and  throat.  He  was  one  of  the 
founders  of  the  Margaret  Blue  Sanitarium,  which 
later  became  the  Good  Samaritan  Hospital, 
Zanesville.  Dr.  Geyer  was  a captain  in  the 
Officers’  Reserve  Corps,  having  served  in  the 
medical  corps  of  the  U.  S.  Army  during  the  World 
War.  He  was  a member  of  the  Beta  Theta  Pi  Fra- 
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ternity,  St.  James  Episcopal  Church,  American 
Legion,  Elks,  Knights  of  Pythias  and  the  Masonic 
Lodge.  Surviving  are  his  widow,  a daughter  and 
a brother. 

Abraham  H.  Gorrell,  M.D.,  Zanesville;  Ohio 
Medical  University,  Columbus,  1902;  aged  60; 
member  of  the  Ohio  State  Medical  Association 
and  Fellow  of  the  American  Medical  Association; 
died  November  24,  from  a self-inflicted  gunshot 
wound.  Dr.  Gorrell  practiced  in  Zanesville  for 
33  years,  during  which  time  he  served  two  terms 
as  mayor  and  one  term  as  coroner.  During  the 
World  War  he  was  a captain  in  the  Medical  Corps. 
Surviving  are  a daughter  and  a son. 

Joseph  Z.  Heston,  M.D.,  West  Jefferson;  Colum- 
bus Medical  College,  1889;  aged  78;  former  mem- 
ber of  the  Ohio  State  Medical  Association  and  the 
American  Medical  Association;  died  November  26, 
following  a cerebral  hemorrhage.  Dr.  Heston 
practiced  medicine  in  Zanesville  until  1922,  when 
he  moved  to  West  Jefferson.  He  was  a member 
of  the  Masonic  Order  and  the  Methodist  church. 
Surviving  are  his  widow,  three  sons,  two  daugh- 
ters, three  sisters  and  two  brothers — Dr.  E.  N. 
Heston  and  Dr.  Herman  Heston,  of  Columbus. 

Thomas  Knight,  M.D.,  Portage;  The  Hahne- 
mann Medical  College  Hospital,  Chicago,  111., 
1893;  aged  81;  died  December  4.  Dr.  Knight  had 
practiced  in  Wood  County  for  41  years.  He  is 
survived  by  his  widow  and  four  children. 

George  Andrew  Miller,  M.D.,  Hudson;  Massa- 
chusetts College  of  Pharmacy,  1893;  Tufts  Col- 
lege Medical  School,  Boston,  Mass.,  1908;  aged  60; 
member  of  the  Ohio  State  Medical  Association 
and  Fellow  of  the  American  Medical  Association; 
died  December  11,  of  heart  disease.  Dr.  Miller 
practiced  in  Hudson  for  27  years.  He  was  vice- 
president  of  the  National  Bank  of  Hudson,  mem- 
ber of  the  Board  of  Health;  former  village  coun- 
cilman and  one  of  the  founders  of  the  Hudson 
Library  and  Historical  Society.  He  was  an  au- 
thority on  early  Hudson  history  and  owned  a 
valuable  collection  of  Indian  and  pioneer  relics. 
During  the  World  War,  Dr.  Miller  was  a first 
lieutenant  in  the  medical  corps,  and  at  the  time 
of  his  death  was  a captain  in  the  medical  detach- 
ment of  the  145th  Infantry,  Ohio  National  Guard. 
He  was  a member  of  the  Congregational  Church 
and  the  Masonic  Order.  Surviving  are  his  widow, 
two  brothers  and  two  sisters. 

Charles  D.  Mills,  M.D.,  Marysville;  Medical 
College  of  Ohio,  Cincinnati,  1880;  aged  78;  mem- 
ber of  the  Ohio  State  Medical  Association  and 
Fellow  of  the  American  Medical  Association;  died 
December  2,  following  a three  weeks’  illness  from 
heart  disease.  Following  graduation  Dr.  Mills 
took  post-graduate  work  at  Northwestern  Uni- 
versity, and  began  the  practice  of  medicine  with 
his  father  at  Pleasantville.  In  1891  he  moved  to 


Marysville,  and  was  engaged  in  general  practice 
there  until  the  time  of  his  death.  He  was  staff 
physician  for  the  New  York  Central  Railroad 
Company  and  had  been  physician  at  the  Ohio 
Reformatory  for  Women  since  its  establishment. 
Dr.  Mills  was  deeply  interested  in  medical,  civic, 
religious  and  fraternal  activities.  He  held  various 
offices  in  the  Union  County  Medical  Society,  and 
was  Councilor  for  the  Tenth  district  during  1908 
and  1909.  He  was  a devout  Methodist  and  had 
been  a trustee  of  the  local  church  for  many  years. 
He  was  a charter  member  of  the  local  Kiwanis 
Club,  and  its  first  president.  A few  years  ago  he 
was  honored  by  the  Grand  Lodge  of  Ohio  for  hav- 
ing been  a Mason  for  50  years.  Active  pall- 
bearers at  Dr.  Mills’  funeral  were  local  physicians 
and  honorary  pall-bearers  were  Dr.  I.  B.  Harris, 
Dr.  J.  H.  J.  Upham,  Dr.  Hugh  Beatty,  Dr.  E.  F. 
McCampbell,  Columbus,  and  Dr.  Frank  G.  Fowler, 
superintendent  of  White  Cross  Hospital,  Colum- 
bus, and  Dr.  W.  E.  Borden,  Delaware.  Surviving 
are  his  widow,  two  sons,  two  daughters  and  a 
sister. 

Howard  M.  Montgomery,  M.D.,  Port  Clinton; 
Barnes  Medical  College,  St.  Louis,  Mo.,  1895;  aged 
66;  died  November  15,  of  pneumonia.  Dr.  Mont- 
gomery practiced  in  Port  Clinton  and  Ottawa 
County  for  40  years.  He  is  survived  by  his  widow, 
a son  and  a daughter. 

Lewis  B.  Parks,  M.D.,  Cadiz;  University  of 
Pittsburgh  School  of  Medicine,  1910;  aged  49; 
former  member  of  the  Ohio  State  Medical  Asso- 
ciation and  the  American  Medical  Association; 
died  November  22,  of  acute  indigestion.  After 
several  years  of  practice  in  Glencoe  and  Piney 
Fork,  Dr.  Parks  moved  to  Cadiz,  where  he  served 
various  county  institutions  and  some  of  the 
larger  coal  companies,  in  addition  to  doing  gen- 
eral practice.  He  was  a member  of  the  Presby- 
terian church  and  the  Masonic  Order.  Surviving 
are  his  widow,  two  adopted  daughters,  five  broth- 
ers and  a sister. 

David  A.  Prendergast,  M.D.,  Cleveland;  Western 
Reserve  University  School  of  Medicine,  Cleveland, 
1906;  aged  54;  member  of  the  Ohio  State  Medical 
Association  and  Fellow  of  the  American  Medical 
Association;  member  of  the  American  Academy 
of  Ophthalmology  and  Oto-Laryngology,  Ameri- 
can Board  of  Ophthalmology  and  the  American 
College  of  Surgeons;  died  December  2.  Dr.  Pren- 
dergast was  head  of  the  ear,  nose  and  throat  de- 
partment of  St.  John’s  Hospital  for  15  years  and 
chief  of  staff  at  that  institution  for  the  three 
years  ending  last  December.  He  took  post-grad- 
uate work  at  the  University  of  Vienna  in  1909  and 
1910.  Surviving  are  two  sisters  and  a brother, 
Dr.  R.  L.  Prendergast. 

Zina  Pitcher,  M.D.,  Elyria;  Michigan  College 
of  Medicine,  Detroit,  1883;  aged  75;  member  of 
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the  Ohio  State  Medical  Association  and  the 
American  Medical  Association;  died  November 
13,  from  a stroke  of  apoplexy.  Early  in  his  career 
Dr.  Pitcher  was  health  commissioner  in  Detroit. 
Later  he  went  to  Alaska  where  he  was  assistant 
surgeon  at  the  Marine  Hospital,  Sitka.  Dr. 
Pitcher  had  practiced  in  Elyria  for  20  years.  At 
the  time  of  his  death,  he  was  secretary  of  the 
Lorain  County  Medical  Society.  He  is  survived 
by  his  widow. 

Matthew  Porter,  M.D.,  Dayton;  Medical  College 
of  Ohio,  Cincinnati,  1897;  aged  65;  member  of  the 
Ohio  State  Medical  Association  and  the  American 
Medical  Association;  died  November  25,  follow- 
ing an  operation.  A native  of  Scotland,  Dr.  Porter 
came  to  Canada  when  he  was  16  years  old,  and 
continued  to  follow  his  trade  as  a typesetter  until 
he  began  the  study  of  medicine.  He  was  a mem- 
ber of  the  Masonic  Order.  One  sister  survives. 

KNOWN  IN  OHIO 

Edward  Starr  Judd,  M.D.,  Rochester,  Minne- 
sota; University  of  Minnesota  Medical  School, 
Minneapolis,  1902;  aged  57;  member  of  the  Minne- 
sota State  Medical  Association  and  Fellow  of  the 
American  Medical  Association,  and  president  of 
the  A.M.A.  during  1932;  died  December  1,  in 
Chicago,  of  pneumonia.  Dr.  Judd  was  chief  of  the 
surgical  staff  of  the  Mayo  Clinic.  He  is  survived 
by  his  widow,  two  sons,  two  daughters  and  a 
brother. 

— OSMJ  — - 

Splendid  Program  Presented  at 
Recent  Sixth  District  Meeting 

An  excellent  program  was  presented  at  a meet- 
ing of  the  Sixth  Councilor  District  on  November 
19  at  Youngstown. 

The  afternoon  session  was  held  at  the  Ohio 
Hotel  with  between  75  and  100  in  attendance. 

The  program  was  opened  by  Dr.  E.  C.  Gold- 
camp,  Youngstown,  who  presented  a paper  on 
“Esophageal  Disease — Clinical  and  Roentgenologi- 
cal Presentation”.  Dr.  John  Heberding,  Youngs- 
town, discussed  Dr.  Goldcamp’s  interesting  illus- 
trated lecture. 

Dr.  E.  R.  Thomas,  Youngstown,  spoke  on  “The 
Picture  of  Acute  Mesenteric  Adenitis  in  the 
Child”.  His  address  was  discussed  by  Dr.  A.  E. 
Brant,  Youngstown. 

An  illustrated  lecture  on  “Upper  Abdominal 
Distress  in  the  Ambulant  Patient”,  was  given  by 
Dr.  C.  R.  Clark,  Youngstown,  and  discussion  by 
Dr.  William  H.  Bunn,  Youngstown. 

Dr.  Ray  S.  Friedley,  Akron,  president  of  the 
District  Society,  presided  at  the  meeting  and  the 
business  session  which  followed,  during  which  Dr. 
K.  H.  Harrington,  Akron,  secretary  of  the  society, 
reported  on  the  activities  of  the  society. 

Dr.  William  M.  Skipp,  Youngstown,  new  Coun- 


cilor of  the  Sixth  District,  addressed  the  gather- 
ing on  plans  and  programs  for  the  ensuing  year. 

Charles  S.  Nelson,  executive  secretary  of  the 
Ohio  State  Medical  Association,  was  introduced 
and  made  a brief  talk  on  activities  of  the  State 
Association,  emphasizing  the  importance  of 
greater  coordination  between  the  activities  of  the 
State  Association  and  the  district  and  county 
societies.  Mr.  Nelson  lauded  the  Sixth  District 
Society  for  its  initiative  and  enterprise  and  urged 
each  member  of  the  society  to  make  more  use  of 
the  services  of  the  State  Headquarters  Office. 

In  the  evening,  the  district  society  met  with 
the  Mahoning  County  Medical  Society  at  the 
Youngstown  Club.  Following  a turkey  dinner,  at- 
tended by  approximately  200,  Dr.  H.  L.  Bockus, 
Philadelphia,  professor  of  gastro-enterology, 
Graduate  School  of  Medicine,  University  of  Penn- 
sylvania, addressed  the  gathering  on  “The  Role 
of  Infection  and  of  Disturbed  Cholesterol  Meta- 
bolism in  the  Genesis  of  Gall  Stones”,  a scholarly 
and  timely  presentation  by  a magnetic  and  bril- 
liant speaker. 


Are  you  making  use  of  the  various 
services  offered  every  member  by 
the  State  Association  Headquarters 
Office? 

If  not,  why  not  ? 

With  your  1936  membership  card 
you  will  receive  a booklet  entitled 
“Facts  Regarding  Your  Association” 
in  which  are  enumerated  some  of  the 
special  services  offered  by  the  Head- 
quarters Office. 

Why  don’t  you  use  the  facilities  of 
that  office? 


According  to  a recent  announcement,  the  enter- 
tainments held  on  President  Roosevelt’s  birthday, 
last  January  30,  raised  $1,071,000  to  aid  in  fight- 
ing poliomyelitis.  Of  the  receipts,  70  per  cent  was 
turned  back  to  the  communities  in  which  they 
were  raised.  Of  the  $241,000  retained  by  the  com- 
mittee after  paying  expenses,  $110,000  was  al- 
located in  grants  for  research  on  poliomyelitis  to 
ten  institutions,  including  Western  Reserve  Uni- 
versity School  of  Medicine. 

— OSMJ  — 

Dr.  J.  J.  Durett,  New  York,  has  returned  to  his 
former  post  as  chief  of  the  Drug  Division,  Food 
and  Drug  Administration,  U.  S.  Department  of 
Agriculture.  Dr.  Durrett  will  be  in  control  of  the 
work  involved  in  the  enforcement  of  those  pro- 
visions of  the  Federal  Food  and  Drugs  Act  which 
apply  to  drugs,  medicine  and  veterinary  prepara- 
tions. 


0^  BUCKEYE  NEWS  NOTES  ^ 


Toledo — Dr.  G.  M.  Todd  was  elected  president 
of  the  Association  of  Surgeons  of  the  Chesapeake 
& Ohio  Railway  at  its  meeting  held  at  White 
Sulphur  Springs,  W.  Va.,  November  8-9,  1935. 

Columbus — Dr.  Claude  L.  Perry  addressed  the 
Medical  Forum  on  the  subject  of  “Light”  at  a re- 
cent meeting  held  at  the  University  Club. 

Akron — Officers  of  the  Medical  Round  Table  for 
1935-36  are:  Dr.  H.  V.  Sharp,  president;  Dr.  R.  T. 
Allison,  president-elect;  Dr.  E.  C.  Pickard,  secre- 
tary, and  Drs.  A.  F.  Dorner,  A.  E.  Davis  and  A. 
P.  Ormond,  members  of  the  executive  committee. 

Cincinnati — Dr.  Carl  A.  Wilzbach,  secretary  of 
the  Cincinnati  Cancer  Control  Council,  has  been 
appointed  Cincinnati  representative  of  American 
Society  for  the  Control  of  Cancer. 

Cleveland — Physicians  successful  in  the  recent 
municipal  election  were:  Dr.  C.  A.  Bowers,  re- 
elected a member  of  the  Board  of  Education, 
Shaker  Heights,  and  Dr.  B.  P.  Persky  and  Dr.  S. 
M.  Coryell,  elected  to  Cleveland  council,  the  for- 
mer for  a second  term. 

Toledo — Dr.  John  T.  Murphy  presented  a pro- 
gram on  bone  tumors  at  a recent  meeting  of  the 
Detroit  Roentgen-Ray  Society. 

Youngstown — Dr.  H.  E.  Blott,  oldest  practi- 
tioner in  years  of  service  in  Mahoning  County,  is 
actively  engaged  in  practice  again  after  an  illness 
of  almost  one  year. 

Cleveland — Dr.  V.  C.  Rowland  addressed  a re- 
cent meeting  of  the  National  Association  for  the 
Advancement  of  Gastroenterology  held  in  New 
York  on  the  subject  “Continuous  Acid  Absorption 
with  Aluminum  Hydroxide  in  Peptic  Ulcer”. 

Toledo — An  exhibit  of  physician’s  hobbies, 
sponsored  by  Dr.  C.  E.  Hufford  and  the  Academy 
Exhibit  Committee,  was  displayed  in  the  Academy 
Building,  December  13-20. 

Akron — Dr.  C.  N.  Long  has  returned  to  active 
practice  after  waging  a successful  15-months  bat- 
tle against  an  infection  in  his  left  hand. 

Cambridge — A new  X-ray  department  has  been 
installed  at  Swan  Hospital. 

Cleveland — A meeting  of  the  Ohio  State  Nurses’ 
Association,  District  No.  3,  held  at  Youngstown 
was  addressed  by  Dr.  Claude  S.  Beck  on  “Cardiac 
Conditions”. 

Marion — Dr.  Leon  M.  Bogart,  Flint,  Mich.,  dis- 
cussed “Abdominal  Adhesions  From  a New 
Angle”,  at  a recent  meeting  of  the  Pan-American 
Medical  Society.  New  officers  of  the  society  are: 
Dr.  J.  G.  McNamara,  president;  Dr.  Robert  Mc- 
Murray,  treasurer,  and  Dr.  C.  L.  Pitcher,  Morral, 
secretary. 


Lima — Physicians  who  appeared  on  the  pro- 
gram of  the  recent  meeting  of  the  Ohio  State 
Nurses’  Association,  District  No.  13,  here,  in- 
cluded Dr.  Frank  Wiseley,  Findlay,  Dr.  Walter 
Yingling  and  Dr.  P.  L.  Tussing,  Lima. 

Circleville — Dr.  V.  D.  Kerns  is  the  new  Picka- 
way County  health  commissioner  succeeding  Dr. 
C.  C.  Beale,  resigned. 

Cleveland — Dr.  Bernard  H.  Nichols  has  been 
elected  a member  of  the  Executive  Committee  of 
the  Radiological  Society  of  North  America. 

Canton — “Behavior  Problems  of  Children”  was 
discussed  by  Dr.  A.  Alvin  Fisher  at  a meeting  of 
the  Foster  Parents’  Council  of  the  Childrens’ 
Bureau. 

Cincinnati — Dr.  Fred  G.  Carter,  formerly  of  St. 
Paul,  Minn.,  is  the  new  superintendent  of  Christ 
Hospital. 

Cleveland — Dr.  A.  G.  Cranch,  chairman  of  the 
Public  Health  Committee  of  the  Cleveland  Academy 
of  Medicine  and  Dr.  Robert  H.  Bishop,  director  of 
University  Hospitals,  are  members  of  an  ad- 
visory committee  to  City  Hospital  recently  ap- 
pointed by  Welfare  Director  Fred  W.  Ramsey. 

Fremont — New  officers  of  Memorial  Hospital’s 
medical  staff  are:  President,  Dr.  J.  C.  Boyce;  vice 
president,  Dr.  R.  A.  Eyestone,  Gibsonburg,  and 
secretary,  Dr.  Carl  J.  Wolf. 

Marion — Dr.  Carl  W.  Sawyer  recently  spoke  at 
a meeting  of  the  Marion  Association  of  Univer- 
sity Women,  on  the  subject,  “Mental  Diseases”. 

Cuyahoga  Falls — “Socialized  Medicine”  was  dis- 
cussed by  Dr.  Joseph  N.  Weller  at  a recent  meet- 
ing of  the  Congregational  Club. 

Toledo — Dr.  Howard  J.  Parkhurst  addressed  a 
meeting  of  the  Hillview  Parent  Teachers’  Asso- 
ciation on  “Diseases  of  the  Skin”. 

Cleveland — Dr.  Nathaniel  M.  Jones  is  the  new 
medical  examiner  for  the  city  division  on  work- 
men’s compensation  claims. 

Cleveland — Dr.  Myron  Metzenbaum  gave  a 
clinic  and  presented  a paper  on  “Reconstruction 
of  the  Nasal  Septum  in  Children”  at  a meeting  of 
the  Michigan  Triological  Society  at  Grand  Rapids, 
November  21. 

Youngstown — Dr.  F.  F.  Piercy  was  recently 
elected  president  of  the  Kiwanis  Club. 

Troy — Dr.  Burton  E.  Hyde  discussed  “Pioneer- 
ing in  Medicine”,  at  a recent  meeting  of  the 
Young  People’s  Forum. 

Gallipolis — Dr.  Alonzo  B.  Garrett  was  re-elected 
surgeon-general  of  the  national  Grand  Army  of 
the  Republic  at  the  recent  encampment  held  at 
Grand  Rapids,  Michigan. 
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First  District 

(COUNCILOR:  PARKE  G.  SMITH,  M.D.,  CINCINNATI) 

ADAMS 

At  a meeting  of  the  Adams  County  Medical 
Society  at  Manchester,  October  23,  the  following 
officers  were  elected  for  the  ensuing  year:  Presi- 
dent, Dr.  J.  G.  Inman,  Manchester;  vice-president, 
Dr.  Hazel  Sproull,  West  Union;  secretary,  Dr.  0. 
T.  Sproull,  West  Union;  legislative  committee- 
man, Dr.  S.  J.  Ellison,  West  Union;  board  of 
censors,  Dr.  R.  C.  Wenrick,  Winchester;  Dr.  A. 
R.  Carrigan,  Manchester;  Dr.  Ray  Vaughen,  West 
Union;  delegate,  Dr.  Wenrick. — O.  T.  Sproull, 
M.D.,  secretary. 

CLERMONT 

Dr.  J.  Fremont  Bateman,  clinical  director  of 
Longview  Hospital,  Cincinnati,  discussed  “Hyper- 
pyrexia Treatment  in  Chronic  Diseases”,  at  the 
annual  meeting  of  the  Clermont  County  Medical 
Society  at  Owensville  November  20.  The  follow- 
ing officers  were  elected  for  1936:  President,  Dr. 
J.  L.  Fomorin,  Marathon;  vice-president,  Dr.  Carl 
Minning,  Williamsburg;  secretary-treasurer,  Dr. 
J.  M.  Coleman,  Loveland;  legislative  committee- 
man, Dr.  Jas.  K.  Ashburn,  Batavia;  medical  de- 
fense committeeman,  Dr.  F.  H.  Lever,  Loveland; 
delegate,  Dr.  Fomorin;  alternate,  Dr.  Coleman. — 
J.  M.  Coleman,  M.D.,  secretary-treasurer.  • 

CLINTON 

The  regular  monthly  meeting  of  the  Clinton 
County  Medical  Society  was  held  at  Wilmington, 
December  3.  Folowing  the  regular  business  and 
collection  of  annual  dues,  on  motion  of  Dr.  F.  A. 
Peelle,  the  secretary  was  instructed  to  cast  the 
unanimous  ballot  for  the  re-election  of  the  fol- 
lowing officers  for  1936:  President,  Dr.  A.  C. 

Roberts,  Wilmington;  vice-president,  Dr.  C.  E. 
Kinzel,  Wilmington;  secretary-treasurer,  Dr.  V. 
E.  Hutchens,  Wilmington;  legislative  committee- 
man, Dr.  Frank  A.  Peelle,  Wilmington;  medical 
defense  committeeman,  Dr.  J.  F.  Fisher,  Sabina; 
delegate,  Dr.  Robert  Conard,  Wilmington;  alter- 
nate, Dr.  Glenn  Dennis,  Wilmington;  board  of 
censors,  Dr.  C.  A.  Tribbet,  Westboro;  Dr.  Wm.  B. 
Yoakley,  Wilmington,  and  Dr.  Elizabeth  Shrieves, 
Wilmington.  Drs.  Peelle,  Shrieves  and  Wm.  A. 
Wead,  Sabina,  were  appointed  to  cooperate  with 
the  County  Board  of  Health  in  immunizing  the 
pre-school  and  school  children  against  diphtheria 
and  smallpox. — Elizabeth  Shrieves,  M.D.,  corre- 
sponding secretary. 


FAYETTE 

The  following  officers  for  1936  were  elected  at 
a meeting  of  the  Fayette  County  Medical  Society 
held  at  the  Cherry  Hotel,  Washington  C.  H.,  De- 
cember 12:  President,  Dr.  E.  F.  Todhunter;  vice- 
president,  Dr.  J.  H.  Persinger;  secretary-treas- 
urer, Dr.  James  F.  Wilson;  legislative  committee- 
man, Dr.  A.  S.  Stemler;  medical  defense  commit- 
teeman, Dr.  A.  D.  Woodmansee;  delegate,  Dr. 
Todhunter;  alternate,  Dr.  Lucy  W.  Pine,  all  of 
Washington  C.  H. — James  F.  Wilson,  M.D.,  secre- 
tary. 

HAMILTON 

The  Academy  of  Medicine  of  Cincinnati  pre- 
sented the  following  programs  during  December: 

December  3 — “Practical  Surgery  of  the  Heart 
and  Pericardium”,  by  Dr.  R.  A.  Griswold,  Louis- 
ville, Ky. 

December  10 — “The  Management  of  the  Pneu- 
mococcus Pneumonias  with  Specific  Serums”,  by 
Dr.  Jesse  G.  M.  Bullowa,  New  York. 

December  17 — “The  Tumor  Clinic  of  the  Cin- 
cinnati General  Hospital”,  by  Dr.  William  M.  Mil- 
lar. Discussion  by  Dr.  J.  L.  Ransohoff  and  Dr. 
Richard  S.  Austin. — Bulletin. 

HIGHLAND 

Officers  of  the  Highland  County  Medical  Society 
for  1936  are:  President,  Dr.  J.  H.  Frame,  High- 
land; vice-president,  Dr.  Albert  Borreson,  Green- 
field; secretary-treasurer,  Dr.  W.  B.  Roads,  Hills- 
boro; legislative  committeeman,  Dr.  J.  C.  Larkin, 
Hillsboro;  medical  defense  committeeman,  Dr. 
Larkin;  delegate,  Dr.  H.  W.  Chaney,  Sugartree 
Ridge;  alternate,  Dr.  Morton  A.  Roth,  Leesburg. 
— W.  B.  Roads,  M.D.,  secretary. 

WARREN 

“My  Philosophy  of  the  Future  of  Medicine”,  was 
the  subject  discussed  by  Dr.  Martin  Fischer,  pro- 
fessor of  physiology,  College  of  Medicine,  Uni- 
versity of  Cincinnati,  at  a dinner  meeting  of  the 
Warren  County  Medical  Society  held  at  Franklin 
December  10. — News  Clipping. 

On  November  5 the  society  elected  the  follow- 
ing officers  for  1936:  President,  Dr.  Mary  Cook, 
Waynesville;  vice-president,  Dr.  C.  G.  Randall, 
Harveysburg;  secretary,  Dr.  James  H.  Arnold, 
Lebanon;  treasurer,  Dr.  Robert  Blair,  Lebanon; 
correspondent  for  The  Journal,  Dr.  Arnold;  legis- 
lative committeeman,  Dr.  Edward  Blair,  Lebanon; 
medical  defense  committeeman,  Dr.  P.  W.  Tet- 
rick,  Mason;  delegate,  Dr.  S.  S.  Stahl,  Franklin; 
alternate,  Dr.  J.  A.  Nock,  Franklin. — James  H. 
Arnold,  M.D.,  secretary. 
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Second  District 

(COUNCILOR:  D.  W.  HOGUE,  M.D.,  SPRINGFIELD) 

CLARK 

W.  A.  Thomas,  district  W.P.A.  supervisor,  ex- 
plained the  medical  situation  of  workers  on  relief 
at  a luncheon  meeting  of  the  Clark  County  Medi- 
cal Society  at  the  Bancroft  Hotel,  Springfield, 
December  12.  The  following  were  elected  to  office 
for  the  ensuing  year:  President,  Dr.  R.  R. 

Richison;  vice-president,  Dr.  A.  K.  Howell;  secre- 
tary, Dr.  G.  M.  Lane;  treasurer,  Dr.  F.  P.  Anzin- 
ger;  delegate,  Dr.  Anzinger,  all  of  Springfield. — 
D.  W.  Hogue,  M.D.,  Councilor  Second  District. 

DARKE 

At  a session  of  the  Darke  County  Medical  So- 
ciety held  at  Greenville,  Friday  evening,  Decem- 
ber 13,  Dr.  Benedict  Olch,  Dayton,  spoke  on 
“Cardiology”.  Officers  of  the  society  for  1936 
are:  President,  Dr.  J.  R.  Alley,  Greenville;  vice- 
president,  Dr.  J.  P.  Gibbel,  Hollansburg;  secre- 
tary-treasurer and  correspondent  for  The  Jotirnal, 
Dr.  W.  D.  Bishop,  Greenville;  legislative  commit- 
teeman, Dr.  R.  T.  Poling,  Greenville;  medical  de- 
fense committeeman,  Dr.  C.  J.  Mills,  Greenville; 
delegate,  Dr.  C.  I.  Stephen,  Ansonia;  alternate, 
Dr.  B.  F.  Metcalfe,  Greenville. — W.  D.  Bishop, 
M.D.,  secretary. 

GREENE 

The  Greene  County  Medical  Society  discussed 
latest  developments  in  the  relief  situation  and 
appointed  a committee  to  meet  with  local  au- 
thorities on  the  question  of  medical  care  of  in- 
digents, at  a meeting  held  at  Xenia,  December  5. 
The  current  diphtheria  epidemic  and  its  control 
were  discussed.  Dr.  T.  F.  Humphrey  of  the  Ohio 
Soldiers’  and  Sailors’  Orphans  Home  gave  an 
excellent  review  of  recent  literature  on  pneu- 
monia in  childhood,  with  comments  from  his  own 
experience.  In  an  illustrated  talk  on  “Carcinoma 
of  Stomach  and  Large  Bowel”,  Dr.  E.  R.  Am, 
Dayton,  emphasized  that  25  per  cent  of  such  cases 
are  operable  and  a fair  proportion  of  those  sur- 
vived five  years.  Dr.  Kent  Finley,  Dayton,  de- 
scribed the  essentials  of  preoperative  care  of  pa- 
tients with  pyloric  obstruction. — R.  R.  McClellan, 
M.D.,  retiring  secretary. 

MIAMI 

Motion  pictures  illustrating  rare  and  interesting 
children’s  diseases,  tuberculosis  in  children, 
thyroid  operations  and  the  administering  of 
oxygen  without  the  use  of  an  oxygen  tent,  were 
presented  at  a meeting  of  the  Miami  County 
Medical  Society  at  the  Piqua  Memorial  Hospital, 
December  6.  A committee  working  on  a medical 
program  for  indigents  reported  its  progress.  The 
following  officers  were  elected  for  1936:  Presi- 
dent, Dr.  B.  M.  Hogle,  Troy;  vice-president,  Dr.  R. 


D.  Spencer,  Piqua ; secretary-treasurer  and 
correspondent  for  The  Journal,  Dr.  G.  A.  Wood- 
house,  Pleasant  Hill;  legislative  committeemen, 
Dr.  E.  A.  Yates,  chairman,  and  Dr.  I.  C.  Kiser, 
Piqua;  medical  defense  committeeman,  Dr.  Yates; 
delegate,  Dr.  Woodhouse;  alternate,  Dr.  J.  F.  Hill, 
West  Milton. — G.  A.  Woodhouse,  M.D.,  secretary. 

MONTGOMERY 

Dr.  Ralph  W.  Good,  Cincinnati,  spoke  on  “In- 
dications for  Splenectomy”,  at  a meeting  of  the 
Montgomery  County  Medical  Society  in  the 
Fidelity  Medical  Building,  Dayton,  December  6. 
Officers  of  the  society  for  1936  are:  President, 

Dr.  H.  F.  Koppe;  first  vice-president,  Dr.  R.  L. 
Johnston;  second  vice-president,  Dr.  J.  D.  Spaid; 
executive  secretary  and  treasurer,  Mildred  E. 
Jeffrey;  legislative  committeeman,  Dr.  H.  V. 
Dutrow;  medical  defense  committeeman,  Dr.  Dut- 
row;  delegates,  Dr.  A.  O.  Peters,  Dr.  Dutrow,  Dr. 
A.  W.  Carley;  alternates,  Dr.  E.  M.  Smith,  Dr. 
G.  L.  Erbaugh  and  Dr.  C.  J.  Derby,  all  of  Dayton. 
— Mildred  E.  Jeffrey,  executive  secretary. 

PREBLE 

On  November  21  the  Preble  County  Medical 
Society  elected  the  following  officers  for  1936: 
President,  Dr.  C.  E.  Newbold,  Eaton;  vice-presi- 
dent, Dr.  Carl  W.  Beane,  West  Manchester;  secre- 
tary-treasurer, Dr.  E.  P.  Trittschuh,  Lewisburg; 
legislative  committeeman,  Dr.  C.  M.  Treffinger, 
Eaton;  medical  defense  committeeman,  Dr.  J.  B. 
Lucas,  West  Alexandria;  delegate,  Dr.  J.  I.  Nis- 
bet,  Eaton;  alternate,  Dr.  A.  C.  Hunter,  West 
Alexandria. — C.  E.  McKinley,  M.D.,  Eaton,  re- 
tiring secretary. 

Third  District 

(COUNCILIR : O.  P.  KLOTZ,  M.D.,  FINDLAY) 

ALLEN 

The  following  officers  for  the  ensuing  year 
were  elected  by  the  Academy  of  Medicine  of  Lima 
and  Allen  County,  at  a meeting  in  Lima  No- 
vember 20:  President,  Dr.  R.  E.  Bushong;  vice- 
president  (President-elect  for  1937),  Dr.  E.  H. 
Hedges;  secretary,  Dr.  Harold  C.  Weisenbarger ; 
treasurer,  Dr.  J.  B.  Poling;  correspondents  for 
The  Jouii'nal,  Dr.  Weisenbarger  and  Dr.  W.  A. 
Noble;  legislative  committeeman,  Dr.  Poling; 
medical  defense  committeeman,  Dr.  Wm.  Roush; 
historian,  Dr.  Shelby  Mumaugh;  censor,  Dr.  C. 
L.  Steer;  trustee,  Dr.  E.  C.  Yingling;  delegate, 
Dr.  Steer,  alternate,  Dr.  H.  L.  Basinger;  educa- 
tional committee,  Drs.  J.  R.  Tillotson,  J.  W.  Half- 
hill, W.  Noble,  H.  L.  Stelzer  and  P.  I.  Tussing, 
all  of  Lima. 

On  December  17  the  members  of  the  society 
were  entertained  with  a Moose  dinner  at  Mem- 
orial Hospital,  Lima,  through  the  courtesy  of  Dr. 
Chas.  Smith. — H.  C.  Weisenbarger,  M.D.,  secre- 
tary. 
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AUGLAIZE 

“Clinical  Significance  of  the  Commoner  Cardiac 
Arrythmias”,  was  the  subject  of  an.  address  by 
Dr.  Frederic  G.  Maurer,  Lima,  at  a meeting  of 
the  Auglaize  County  Medical  Society  at  the  City 
Hall,  St.  Marys,  Thursday  evening,  December  12. 
The  following  officers  were  re-elected:  President, 
Dr.  E.  F.  Heffner,  Wapakoneta;  vice-president, 
Dr.  H.  J.  Gudenkauf,  Minster;  secretary-treas- 
urer and  correspondent  for  The  Journal,  Dr. 
Charles  C.  Berlin,  Wapakoneta;  legislative  com- 
mitteeman, Dr.  Guy  E.  Noble,  St.  Marys;  medical 
defense  committeeman,  Dr.  Harry  S.  Noble,  St. 
Marys;  delegate,  Dr.  R.  C.  Hunter,  Wapakoneta; 
alternate,  Dr.  Noble.- — Charles  C.  Berlin,  M.D., 
secretary. 

HANCOCK 

Dr.  J.  N.  Robb,  Detroit,  spoke  on  “Headaches”, 
at  a meeting  of  the  Hancock  County  Medical  So- 
ciety at  Findlay,  November  7. 

Members  of  the  society  were  the  dinner  guests 
of  Dr.  and  Mrs.  J.  M.  Firmin  at  their  home  in 
Findlay  Thursday  evening,  December  5.  Dr. 
Julian  Benjamin,  Cincinnati,  discussed  “The 
Hypertherm”.  Officers  elected  for  1936  are  as  fol- 
lows: President,  Dr.  A.  J.  Reycraft,  Fostoria; 

vice-president,  Dr.  R.  E.  McBroom,  McComb; 
secretary  and  correspondent  for  The  Journal,  Dr. 
R.  S.  Rilling,  Findlay;  treasurer,  Dr.  E.  J. 
Thomas,  Findlay;  legislative  committeeman,  Dr. 
E.  E.  Rakestraw,  Findlay;  medical  defense  com- 
mitteeman, Dr.  D.  B.  Biggs,  Findlay;  delegate, 
Dr.  Firmin;  alternate,  Dr.  J.  V.  Hartman,  Find- 
lay; board  of  censors,  Dr.  T.  A.  Spitler,  Dr.  D.  C. 
Pennington  and  Dr.  D.  J.  King,  Findlay. — R.  S. 
Rilling,  M.D.,  secretary. 

HARDIN 

“Surgical  Treatment  of  Intestinal  Obstruction”, 
was  the  topic  discussed  by  Dr.  Robert  C.  Austin, 
Dayton,  at  a meeting  of  the  Hardin  County  Medi- 
cal Society  held  at  Kenton,  November  21. — News 
clipping. 

LOGAN 

The  Logan  County  Medical  Society  met  at  the 
Hotel  Logan,  Bellefontaine,  for  dinner,  November 
15.  Dr.  F.  Blair  Webster  read  a very  interest- 
ing and  instructive  paper  on  “Rheumatic  Fever”. 
Dr.  0.  C.  Amstutz  showed  a case  of  “Henoch’s 
Purpura”.  A case  of  “Optic  Neuritis”,  with  blind- 
ness following  drinking  of  wood  alcohol  was  re- 
ported by  Dr.  J.  P.  Harbert.  Dr.  C.  K.  Startzman 
showed  a specimen  with  photographs  and  X-ray 
films  of  a large  “Salivary  Calculus”.  At  the 
business  session  the  following  officers  were  elected 
for  1936:  President,  Dr.  Robert  H.  Butler;  vice- 
president,  Dr.  W.  H.  Carey;  secretary-treasurer 
and  correspondent  for  The  Journal,  Dr.  F.  Blair 
Webster;  legislative  committeeman,  Dr.  J.  P. 
Harbert;  medical  defense  committeeman,  Dr. 


Harbert;  delegate,  Dr.  C.  K.  Startzman;  alter- 
nate, Dr.  F.  R.  Makemson,  all  of  Bellefontaine. 

Following  a dinner  meeting  of  the  society  at 
the  Hotel  Logan,  Bellefontaine,  December  13,  the 
members  went  to  the  Ohio  National  Guard  Armory 
where  Dr.  H.  L.  Mikesell,  West  Liberty,  read  a 
paper  on  “Recent  Advances  in  Military  Medicine 
and  Surgery”.  The  134th  Collecting  Company  of 
the  112th  Medical  Regiment,  which  is  commanded 
by  Dr.  Mikesell,  then  demonstrated  “Application 
of  the  Army  Leg  Splint  using  the  Group  Method”. 
Officers  of  the  society  for  1936  were  informally 
installed  at  this  meeting. — M.  L.  Pratt,  M.D., 
retiring  secretary. 

MARION 

At  the  annual  meeting  of  the  Marion  Academy 
of  Medicine  at  Marion,  December  4,  the  following 
officers  were  elected  for  1936:  President,  Dr.  C. 
G.  Smith;  vice-president,  Dr.  J.  G.  McNamara, 
Marion;  secretary  and  correspondent  for  The 
Journal,  Dr.  C.  L.  Pitcher,  Morrall;  treasurer,  Dr. 
J.  W.  Bull,  Marion;  delegate,  Dr.  H.  K.  Mouser; 
alternate,  Dr.  J.  A.  Dodd,  Marion. — Floyd  Yeager, 
M.D.,  retiring  secretary. 

SENECA 

“Some  Differential  Points  in  the  Diagnosis  of 
Pulmonary  Tuberculosis”,  was  the  subject  of  an 
address  by  Dr.  Paul  M.  Holmes,  medical  director, 
Oak  Ridge  Sanatorium,  Green  Springs,  at  a meet- 
ing of  the  Seneca  County  Medical  Society  at 
Tiffin,  November  21. — News  Clipping. 

VAN  WERT 

At  a meeting  at  Van  Wert  on  December  3,  the 
following  officers  for  1936  were  elected  by  the 
Van  Wert  County  Medical  Society:  President,  Dr. 
B.  L.  Good,  Van  Wert;  vice-president,  Dr.  L.  N. 
Irvin,  Ohio  City;  secretary- treasurer  and  corre- 
spondent for  The  Journal,  Dr.  C.  A.  Morgan,  Van 
Wert;  legislative  committeeman,  Dr.  C.  R.  Key- 
ser,  Van  Wert;  medical  defense  committeeman, 
Dr.  S.  A.  Edwards,  Van  Wert;  delegate,  Dr. 
Good;  alternate,  Dr.  Morgan. — C.  A.  Morgan, 
M.D.,  secretary. 

Fourth  District 

(COUNCILOR:  B.  J.  HEIN,  M.D.,  TOLEDO) 

DEFIANCE 

Dr.  B.  S.  Cornell,  Ft.  Wayne,  Indiana,  spoke  on 
“The  Failing  Heart  of  Middle  Life”,  at  a meeting 
of  the  Defiance  County  Medical  Society  held  at 
the  Defiance  Hospital,  November  26. — H.  B.  Wide- 
man,  M.D.,  secretary. 

FULTON 

Fulton  County  Medical  Society  elected  the  fol- 
lowing officers  for  1936:  President,  Dr.  C.  F. 

Hartmann,  Wauseon;  vice-president,  Dr.  A.  M. 
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Wilkins,  Delta;  secretary-treasurer,  Dr.  George 
McGuffin,  Pettisville;  correspondent  for  The  Jour- 
nal, Dr.  E.  A.  Murbach,  Archbold;  legislative 
committeeman,  Dr.  C.  L.  Hutchins,  Delta;  medical 
defense  committeeman,  Dr.  C.  E.  Patterson,  Fay- 
ette; delegate,  Dr.  R.  W.  Reynolds,  Fayette;  alter- 
nate, Dr.  Murbach. — C.  F.  Hartmann,  M.D.,  presi- 
dent. 

HENRY 

At  a meeting  at  Napoleon  on  December  10,  the 
Henry  County  Medical  Society  elected  the  follow- 
ing officers  for  the  ensuing  year : President,  Dr. 
C.  G.  Hissong,  Hamler;  vice-president,  Dr.  C.  B. 
Geiger,  Holgate;  secretary-treasurer  and  corre- 
spondent for  The  Journal,  Dr.  J.  J.  Harrison, 
Napoleon;  legislative  committeeman,  Dr.  J.  R. 
Bolles,  Napoleon;  medical  defense  committeeman, 
Dr.  Bolles;  delegate,  Dr.  Thomas  Quinn,  Na- 
poleon; alternate,  Dr.  T.  P.  Delventhal,  Napoleon. 
— J.  J.  Harrison,  M.D.,  secretary. 

LUCAS 

“The  Health  Program  under  the  Social  Se- 
curity Act”,  was  discussed  by  Dr.  A.  L.  Van 
Horn,  chief,  Bureau  of  Child  Hygiene,  State  De- 
partment of  Health,  at  a meeting  of  the  Toledo 
Academy  of  Medicine,  December  6. 

The  following  section  meetings  were  held  dur- 
ing December: 


December  13 — Section  on  Pathology,  Experi- 
mental Medicine  and  Bacteriology.  “Extrophy  of 
Bladder”,  with  case  report,  by  Dr.  E.  B.  Gillette; 
“Agranulocytosis”,  a case  report  with  two  years’ 
follow-up,  by  Dr.  J.  I.  Gould;  “Abscess  of  Liver”, 
with  a report  of  two  cases,  by  Dr.  J.  B.  Rucker, 
Jr. 

December  20 — Medical  Section.  “Monocytic 
(Histiocytic)  Leukemia”,  with  case  report, 
autopsy  findings  and  lantern  slide  demonstration, 
by  Dr.  T.  L.  Ramsey;  discussion  opened  by  A.  A. 
Applebaum;  “The  Neurogenic  Theory  of  Peptic 
Ulcer”,  by  Dr.  L.  A.  Levison. — Bulletin. 

OTTAWA 

The  Ottawa  County  Medical  Society  has  re- 
elected the  following  officers  for  1936:  President, 
Dr.  LeRoy  L.  Belt,  Marblehead;  vice-president, 
Dr.  E.  D.  Schuiteman,  Genoa;  secretary-treasurer 
and  correspondent  for  The  Journal,  Dr.  Cyrus 
R.  Wood,  Port  Clinton;  legislative  committeeman, 
Dr.  H.  J.  Pool,  Port  Clinton;  medical  defense 
committeeman,  Dr.  F.  E.  Miller,  Curtice. — Cyrus 
R.  Wood,  M.D.,  secretary. 

PUTNAM 

Dr.  William  H.  Meffley  spoke  on  “What  Every 
One  Should  Know  About  Cancer”,  at  a meeting 
of  the  Putnam  County  Medical  Society  held  at 
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Ottawa,  November  5.  Officers  elected  for  1936 
were:  President,  Dr.  Louis  M.  Piatt;  vice-presi- 
dent, Dr.  0.  J.  Fatum,  Ottoville;  secretary-treas- 
urer, Dr.  R.  L.  Tecklenberg,  Glandorf;  corre- 
spondent for  The  Journal,  Dr.  J.  R.  Echelbarger, 
Ottawa;  legislative  committeeman,  Dr.  C.  O. 
Beardsley,  Ottawa;  delegate,  Dr.  W.  D.  Hickey, 
Leipsic;  alternate,  Dr.  A.  H.  Trumbull,  Columbus 
Grove. 

Dr.  Frank  Wiseley,  Findlay,  discussed  “Relation 
of  the  General  Practitioner  to  the  Health  Depart- 
ment^, at  a meeting  of  the  society  December  3 at 
Ottawa.  The  paper  was  very  interesting  and 
stressed  the  desirability  of  having  a technician 
available  in  each  rural  county,  so  that  modern 
laboratory  tests  could  be  secured  by  all  physi- 
cians in  the  county.  It  was  the  consensus  of 
opinion  expressed  during  the  discussion  follow- 
ing Dr.  Wiseley’s  address,  that  Putnam  County 
should  have  a technician,  either  independent  of, 
or  connected  with  the  Health  Department. — J.  R. 
Echelbarger,  corresponding  secretary. 

WILLIAMS 

The  following  officers  for  1936  have  been 
elected  by  the  Williams  County  Medical  Society: 
President,  Dr.  H.  L.  Prouty,  West  Unity;  vice- 
president,  Dr.  Franz  E.  Solier,  Bryan;  secretary- 
treasurer,  Dr.  E.  R.  Jacka,  Bryan;  correspondent 
for  The  Journal,  Dr.  Prouty;  legislative  and 
medical  defense  committeeman,  Dr.  Solier;  dele- 
gate, Dr.  H.  W.  Wertz,  Montpelier;  alternate,  Dr. 
H.  R.  Mayberry,  Bryan. — H.  R.  Mayberry,  M.D., 
retiring  secretary. 

Fifth  District 

(COUNCILOR : A.  A.  JENKINS,  M.D.,  CLEVELAND) 

ASHTABULA 

Dr.  A.  A.  Jenkins,  Cleveland,  Councilor  for  the 
Fifth  District,  and  Dr.  Milton  Cohen,  Cleveland, 
were  guests  at  a meeting  of  the  Ashtabula  County 
Medical  Society  at  Hotel  Ashtabula,  November  12. 
Dr.  Cohen  presented  an  interesting  illustrated 
talk  on  “Allergy  in  Your  Waiting  Room”. — M.  R. 
Martin,  M.D.,  secretary. 

CUYAHOGA 

“Radiation  Therapy  of  Malignancy”,  was  dis- 
cussed by  Dr.  Francis  Carter  Wood,  director  of 
the  Crocker  Institute  for  Cancer  Research,  Co- 
lumbia, University,  New  York,  at  the  regular 
meeting  of  the  Academy  of  Medicine  of  Cleve- 
land, December  20. 

The  following  section  programs  were  presented 
by  the  academy  during  December: 

December  4 — Practice  of  Medicine  Section, 
Medical  Library  Auditorium — 

“The  Treatment  of  Peptic  Ulcer  with  Alumi- 
num Hydroxide  by  Continuous  Drip”,  by  Dr.  Ed- 
ward E.  Woldman;  “The  Diagnosis,  Pathology  and 
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Treatment  of  Epilepsy”,  by  Dr.  A.  T.  Steeg- 
mann;  “Experimental  Hypertension”,  by  Dr. 
Harry  Goldblatt. 

December  6 — Clinical  and  Pathological  Section, 
Cleveland  Clinic — 

“Mastoiditis  with  Unusual  Complications”, 
case  report,  by  Dr.  Justin  A.  Waugh;  “Multiple 
Myeloma”,  case  report  with  autopsy  findings, 
by  Dr.  John  Tucker  and  Dr.  Allen  Graham; 
“Pathology  of  Torticollis”,  clinical  and  experi- 
mental study,  by  Dr.  J.  A.  Dickson;  “Diverticu- 
lum of  the  Duodenum”,  case  report,  by  Dr. 
George  Crile,  Jr.;  “Relief  of  Abdominal  Neu- 
ragia  by  Posterior  Rhizotomy”,  case  report,  by 
Dr.  Alexander  T,  Bunts. 

December  10 — Ophthalmological  and  Oto- 

Laryngological  Section,  Cleveland  Clinic — 

“Tinnitus”,  by  Dr.  John  McMurray,  Washing- 
ton, Pa.;  “Etiology  and  Diagnosis  of  Vascular 
Diseases  of  the  Eye”,  by  Dr.  Henry  P.  Wagener, 
Rochester,  Minnesota. 

December  11 — Obstetrical  and  Gynecological 
Section,  Herrick  Room — 

“Hysterectomy,  a Clinical  and  Statistical  Study 
of  1500  Cases”,  by  Dr.  Robert  Faulkner;  “Tumors 
of  the  Ovaries”,  by  Dr.  Alan  R.  Moritz ; “A  Study 
of  Ratios  of  Female  Deaths”,  by  Dr.  Scott  C. 
Runnels. 

December  13 — Joint  Meeting — Experimental 
Medicine  Section  and  Cleveland  Section  of  the 
Society  for  Experimental  Biology  and  Medicine, 
Amphitheatre,  Department  of  Physiology — W.  R. 
U.  Medical  School — 

Demonstration  of  Physiological  Investigation 
Methods.  Introduction  by  Dr.  C.  J.  Wiggers; 
“Registration  of  Gastro-intestinal  Contractions 
in  Animals  and  Man”,  by  J.  P.  Quigley,  Ph.D., 
and  assistants;  “Exhibition  of  Animals  Prepared 
Surgically  for  Study  of  Secretory  and  Motor  Ac- 
tivity of  the  Alimentary  Tract”,  by  J.  P.  Quig- 
ley, Ph.D.;  “The  Physiology  of  the  Fundusectom- 
ized  Dog”,  by  J.  P.  Quigley,  Ph.D.,  and  Dr.  I.  H. 
Einsel;  “Study  of  the  Coronary  Flow  by  the 
Gregg-  Green-Wiggers  Method  of  Differential 


Pressure  Registration”,  by  D.  E.  Gregg,  Ph.D.; 
“Punctate  Registration  of  Monophasic  Action 
Potentials  and  Effects  of  Coronary  Ligation”,  by 
H.  Wiggers,  A.B.;  “Revival  of  Heart  from  Fibril- 
lation by  Electric  Counter  Shock.  (Hooker- 
Method)”,  by  Dr.  C.  J.  Wiggers;  “Direct  Regis- 
tration of  Human  Heart  Sounds”,  by  R.  W.  Eck- 
stein, B.S.;  “Dynamic  Effects  of  Valvular  Lesions 
and  Peripheral  and  Central  Sclerosis  on  Systolic 
and  Diastolic  Blood  Pressures  Demonstrated  by  a 
Physical  Machine”,  by  J.  R.  Johnson,  Ph.D.;  “A 
Method  for  Estimating  Pericardial  Capacity  in 
Living  Dogs  in  Relation  to  Cardiac  Tamponade”, 
by  Dr.  M.  H.  Fineberg. 

December  18 — Industrial  Medicine  and  Ortho- 
pedic Section,  Herrick  Room — 

“Rare  Type  of  Trauma  in  Diesel  Engine  Work”, 
report  of  a case,  by  Dr.  George  S.  Gilpin;  “Re- 
cent Advances  in  Traumatic  Surgery”,  by  Dr. 
Clarence  H.  Heyman;  “Medical  Profession  and 
the  Industrial  Commission,  Their  Mutual  Prob- 
lems”, by  John  J.  Steel,  Manager,  Cleveland 
Branch  Office,  Industrial  Commission  of  Ohio; 
“Estimation  of  Disability  from  an  Orthopedic 
Standpoint”,  by  Dr.  Walter  G.  Stern. 

(Discussion  opened  by  Dr.  W.  E.  Lloyd,  Medical 
Section,  the  Industrial  Commission  of  Ohio,  Co- 
lumbus) . 

GEAUGA 

“Five  Common  Errors  in  Obstetric  Practice”, 
was  the  subject  of  an  address  by  Dr.  J.  J.  Thomas, 
Cleveland,  at  a meeting  of  the  Geauga  County 
Medical  Society  held  at  Burton,  October  30.  At 
the  business  meeting  after  Dr.  Thomas’  address, 
all  members  paid  their  dues  for  1936.  The  follow- 
ing officers  were  elected:  President,  Dr.  H.  E. 

Shafer,  Middlefield;  vice-president,  Dr.  W.  A. 
Reed,  Burton;  secretary,  Dr.  Isa  Teed-Cramton. 
The  resignation  of  Dr.  Cramton  as  secretary, 
after  serving  twenty-five  years  in  that  capacity, 
was  not  accepted.  As  this  meeting  marked  the 
30th  anniversary  of  the  reorganization  of  the 
society,  which  was  organized  in  1867,  reorganized 


RADIUM  SERVICE  CORPORATION  OF  AMERICA 

supplies  RADIUM  and  RADON  to  Physicians  for  use  in  their 

Private  Practice 

A handbook  briefly  discussing  the  physical  properties  of  radium  and  recent 
methods  of  radium  treatment  of  malignancies  and  benign  conditions  is  ready  for  dis- 
tribution. This  illustrated  forty  page  booklet  is  available,  free  of  charge,  on  request. 

A.  James  Larkin,  M.D.,  Medical  Director. 

RADIUM  SERVICE  CORPORATION  OF  AMERICA 

180  NORTH  MICHIGAN  AVENUE,  CHICAGO  TELEPHONES:  STATE  8676— STATE  1883 

Please  Note  Change  of  Address 
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THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL 

(ORGANIZED  1881) 

THE  PIONEER  POST-GRADUATE  MEDICAL 
INSTITUTION  IN  AMERICA 


PLASTIC  REPARATIVE 
SURGERY 

This  course  includes  diagnosis  and  determination 
of  treatment;  pre-operative  preparation;  anes- 
thesia; operative  technique;  dressings;  post-oper- 
ative care;  with  special  reference  to  utilization  of 
the  skin  and  other  tissues  in  correction  of  dis- 
figurement and  replacement  of  loss,  congenital  or 
acquired.  Operations  on  the  cadaver.  Particular 
attention  is  given  to  lectures,  studies  and  demon- 
strations of  advances  in  surgical  anatomy,  path- 
ology, etc.,  with  special  reference  to  the  problem 
actually  under  consideration. 


For  Information  Address 

MEDICAL  EXECUTIVE  OFFICER 

345  West  50th  Street  NEW  YORK  CITY 


THORACIC  SURGERY 

An  intensive  course.  Surgical  treatment 
of  chronic  suppuration  of  the  lung  (pul- 
monary tuberculosis,  abscess  of  the  lung, 
bronchiectasis)  and  tumors  of  the  lung. 
Surgical  lesions  of  the  esophagus,  heart 
and  diaphragm.  Empyemas. 


LABORATORY  APPARATUS 

Coors  Porcelain  Pyrex  Glassware 

R.  & B.  Calibrated  Ware 
Chemical  Thermometers 
Hydrometers  Sphygmomanometers 


J.  T.  Baker  & Co.’s  C.  P.  Chemicals 

Stains  and  Reagents 
Standard  Solutions 


BIOLOGICALS 

Serums  Bacterins  Media 

Antitoxins  Vaccines  Pollens 


We  are  completely  equipped,  and  solicit 
your  inquiry  for  these  lines  as  well  as  for 
Pharmaceuticals,  Chemicals  and  Supplies, 
Surgical  Instruments  and  Dressings. 


The  Rupp  & Bowman  Co. 

319  Superior  St.  Toledo,  Ohio 


COOK  COUNTY  GRADUATE 
SCHOOL  OF  MEDICINE 


(in  affiliation  with  COOK  COUNTY  HOSPITAL) 


ANNOUNCES  CONTINUOUS  COURSES 

MEDICINE — Informal  Courses : Personal  Courses  ; In- 
tensive Course  Two  Weeks  starting  January  13, 
1936. 

SURGERY — General  Course:  One,  Two,  Three  and 
Six  Months ; Intensive  Course  Surgical  Tech- 
nique every  two  weeks  ; Special  Courses. 
GYNECOLOGY  — Three  Months  Course ; Intensive 
Course  Two  Weeks  starting  February  17,  1936 ; 
Selective  Courses. 

OBSTETRICS — Informal  Course ; Intensive  Course 
Two  Weeks  starting  February  3,  1936  ; Labora- 
tory Course. 

FRACTURES  & TRAUMATIC  SURGERY— Informal 
Practical  Course ; Intensive  Course  Ten  Days 
starting  January  13,  1936. 

PEDIATRICS — Informal  Course  ; Personal  Courses. 
EAR,  NOSE  & THROAT — Informal  Course;  Intensive 
Course  Two  Weeks  starting  April  6,  1936. 
UROLOGY — General  Course  Two  Months ; Intensive 
Course  Two  Weeks  ; Special  Courses. 
CYSTOSCOPY — Intensive  Course  every  Two  Weeks 
(Attendance  Limited). 

General,  Intensive  and  Special  Courses  in  Tubercu- 
losis, Ophthalmology,  Roentgenology,  Dermatology 
and  Syphilology,  Pathology,  Neurology,  Electrocardio- 
graphy, Topographical  and  Surgical  Anatomy,  Phys- 
ical Therapy,  Gastro  Enterology,  Allergy,  Hemor- 
rhoids and  Varicose  Veins. 

TEACHING  FACULTY— ATTENDING 
STAFF  OF  COOK  COUNTY  HOSPITAL 


ADDRESS: 

Registrar,  427  South  Honore  Street 
Chicago,  Illinois 
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in  1881  and  again  in  October,  1905,  fitting  tribute 
was  paid  to  the  memory  of  the  founders  anl  those 
who  were  responsible  for  reviving  the  society  in 
1881  and  in  1905.  Dr.  Cramton  was  the  only 
member  present  who  had  attended  the  reorganiza- 
tion meeting  in  October,  1905. — Isa  Teed-Cramton, 
M.D.,  secretary. 

HURON 

Dr.  R.  R.  Hendershott,  Tiffin,  president  of  the 
Ohio  State  Medical  Association,  spoke  at  a meet- 
ing of  the  Huron  County  Medical  Society  at  Nor- 
walk, December  18. 

LORAIN 

An  address  honoring  the  memory  of  the  late 
Dr.  Zina  Pitcher,  Elyria,  former  secretary-treas- 
urer of  the  Lorain  County  Medical  Society,  was 
delivered  by  Dr.  George  E.  French,  Elyria,  at  a 
meeting  of  the  society  held  at  the  Hotel  Lorain, 
Lorain,  December  10.  The  following  officers 
were  elected  for  1936:  President,  Dr.  Geo.  E. 

French,  Elyria;  vice-president,  Dr.  Charles  R. 
Meek,  Lorain ; secretary-treasurer  and  corre- 
spondent for  The  Journal,  Dr.  L.  H.  Trufant, 
Oberlin;  legislative  and  medical  defense  commit- 
teeman, Dr.  S.  V.  Burley,  Lorain;  delegates,  Dr. 
Burley  and  Dr.  Trufant;  alternates,  Dr.  W.  S. 


Baldwin,  Lorain,  and  Dr.  S.  E.  Miller,  Oberlin. — 
L.  H.  Trufant,  M.D.,  secretary. 

Sixth  District 

(COUNCILOR:  W.  M.  SKIPP,  M.D.,  YOUNGSTOWN) 

ASHLAND 

“Low  Back  Pain”,  was  the  subject  of  an  ad- 
dress by  Dr.  Wallace  S.  Duncan,  Cleveland  Clinic, 
at  a meeting  of  the  Ashland  County  Medical  So- 
ciety, November  15,  at  Ashland.  Dr.  Wm.  M. 
Skipp,  Youngstown,  Councilor  for  the  Sixth  Dis- 
trict, and  Dr.  R.  S.  Friedley  and  Dr.  K.  H.  Har- 
rington, Akron,  president  and  secretary  respec- 
tively of  the  Sixth  District  Society,  discussed 
plans  of  the  State  Association  and  the  district 
society  for  the  coming  year.  The  following  officers 
were  elected:  President,  Dr.  George  Emery, 

Ashland;  president-elect,  Dr.  M.  J.  Thomas, 
Jeromesville;  secretary-treasurer  and  corres- 
pondent for  The  Journal,  Dr.  Malcolm  Miller, 
Ashland;  delegate,  Dr.  Emery;  alternate,  Dr. 
Thomas. — M.  J.  Thomas,  M.D.,  retiring  secretary. 

PORTAGE 

Dr.  Wm.  M.  Skipp,  Youngstown,  Councilor  for 
the  Sixth  District,  spoke  on  organization  matters 


OTHERS  ASK  UP  TO  $50.00 

TAYLOR  SPINAL  BRACE 

- 

THIS  HIGH  GRADE 

EF  o SACRO  ILIAC  BELT  S&  s350 

OUR 

PRICE 


*18oo 


A well  padded  sur- 
gical steel  spinal 
support  furnished 
with  apron  and 
perineal  straps. 

Made  to  order 
in  24  hours 
Take  measurements 
around  iliac  crest, 
umbilicus,  distance 
from  sacro  lumbar 
articulation  to  7th 
cervical  vertebra 
prominence. 


Beautifully  made  of  six  inch 
orthopedic  webbing,  well  rein- 
forced, supplied  with  perineal 
straps. 

Take  measurements  around  the 
hips  three  inches  below  the 
iliac  crest. 

WE  ALSO  MAKE— 

Abdominal  Belts,  $ 3.50  — for 
hernia,  obesity,  maternity, 
ptosis,  post-operative. 

Hood  Truss $ 4.00 

Thomas  Leg  Splints  4.00 
Ambulatory  Splint- _ 15.00 
Cervical  Neck  Brace  20.00 


F.  A.  RITTER  CO.  ?r*«. 

310  Woodward  Ave.,  Detroit,  Mich.  ceived  Our 

New  Catalog 


WEHR  DAIRY  VITAMIN  D PAS- 
TEURIZED MODIFIED  MILK 

contains  400  U.S.P.  Units  Per  Quart. 

The  Vitamin  D Concentrate  used  is 
extracted  from  Cod  Liver  Oil  by  the 
DR.  ZUCKER  of  Columbia  Univer- 
sity Process  and  proved  by  their 
Biological  Survey. 

WEHR  DAIRY,  INC. 

725  East  Ave.  Hamilton,  Ohio 


CURDOLAC  FOODS 

N utritious — Satisfying 
Subtract  from  the  diabetic’s 
temptation 

Add  to  his  health  and  pleasure 
What  do  your  patients  need? 

Curdolac  Food  Co. 

325  E.  Broadway  Waukesha,  Wis. 
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j WHAT  OIL-IMMERSED  X-RAY  APPARATUS 
HAS  CONTRIBUTED  TO  OFFICE  PRACTICE 


Model  “DRF”in  which  the  “D”  unit  is 
incorporated  in  a combination  radio- 
graphic-fluoroscopic table. 


Model  “D"  Mobile  — compact,  conserves 
floor  space,  and  can  be  operated  in  any 
part  of  the  building  by  plugging  in  to  the 
nearest  electric  service  outlet. 


Fluoroscopic  and  radiographic  applica- 
tions of  the  Mobile  "D”,  showing  how  the 
office  examination  couch  can  be  utilized 
to  advantage. 


• The  principle  of  G-E  shock  proof  x-ray 
apparatus  differs  radically  from  all  other 
principles  ever  applied  to  x-ray  design,  in 
that  the  entire  high  voltage  system,  includ- 
ing the  x-ray  tube  itself,  is  immersed  in  oil. 

So  successful  has  this  type  of  apparatus 
proved  itself  over  a period  of  twelve  years, 
that  today  finds  the  same  principle  applied 
to  G-E  x-ray  apparatus  of  capacities  as  high 
as  300,000  volts.  It  has  made  operation  of 
diagnostic  x-ray  equipment  100%  electrically 
safe,  unaffected  by  atmospheric  conditions, 
comparatively  simple  to  operate,  and  con- 
venient to  apply.  Thus  a physician  may 
consider  the  use  of  such  a diagnostic  x-ray 
unit  in  his  office  as  thoroughly  practicable. 

The  WD”  Series  of  G-E  shock  proof  x-ray 
units  is  popular  not  only  among  general 
practitioners  but  also  in  some  of  the  spe- 
cialty practices,  where  the  range  of  diag- 
nostic service  here  provided  finds  wide 
adaptability.  For  example,  a radiograph  of 
the  average  size  pelvis  is  obtained  with  a 
one-second  exposure,using  the  Potter-Buck v 
diaphragm  at  30 -inch  distance;  exposure 


values  of  other  parts  of  the  body  as  short 
as  Vs  second.  The  quality  of  the  resulting 
radiographs  leaves  nothing  to  be  desired. 

If  you  have  been  foregoing  the  advan- 
tages of  x-ray  diagnosis  in  y-our  practice  in 
the  belief  that  it  involves  electrical  hazards 
and  other  complications  in  application,  the 
possibilities  offered  you  in  the  G-E  Model 
’*D”  series  will  prove  a revelation.  We’ll  be 
glad  to  send  you  descriptive  literature  with- 
out obligation  — on  receipt  of  the  coupon 
below: 
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I 


You  may  send  me  your  catalog  on  the  G-E  Model 
' D ’ Series  Diagnostic  X-Ray  Units,  provided  no 
obligation  is  implied.  as 

Dr 

Address 

City State 


GENERAL  sf|  ELECTRIC 
X-RAY  CORPORATION 

2012  JACKSON  6LVD. 


I 
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I 

I 


CHICAGO,  ILLINOIS 
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at  a meeting-  of  the  Portage  County  Medical  So- 
ciety held  at  the  office  of  Dr.  W.  B.  Andrews, 
Kent,  December  5.  Dr.  R.  S.  Friedley  and  Dr.  K. 
H.  Harrington,  Akron,  also  spoke.  Officers  of  the 
society  for  1936  are:  President,  Dr.  E.  M. 

Kauffman,  Kent;  vice-president,  Dr.  P.  H.  Zink- 
han,  Ravenna;  secretary-treasurer  and  corre- 
spondent for  The  Journal,  Dr.  E.  J.  Widdecombe, 
Kent;  legislative  committeeman,  Dr.  George  J. 
Waggoner,  Ravenna;  medical  defense  committee- 
man, Dr.  W.  B.  Andrews,  Kent;  delegate,  Dr. 
Kauffman;  alternate,  Dr.  Zinkham. — E.  J.  Widde- 
combe, M.D.,  secretary. 

RICHLAND 

Dr.  H.  Kennon  Dunham,  Cincinnati,  addressed 
the  Richland  County  Medical  Society  on  “The 
Child  and  Tuberculosis”,  at  a meeting  held  at  the 
General  Hospital,  Mansfield,  December  5. — News 
clipping. 

Seventh  District 

(COUNCILOR:  C.  W.  KIRKLAND,  M.D.,  BELLAIRE) 

BELMONT 

Officers  of  the  Belmont  County  Medical  Society 
for  1936  are:  President,  Dr.  H.  E.  Ring,  Bellaire; 
president-elect,  Dr.  C.  B.  Messerly,  Martins  Ferry; 
secretary-treasurer  and  correspondent  for  The 
Journal,  Dr.  C.  W.  Kirkland,  Bellaire;  legislative 
committeeman,  Dr.  R.  H.  Wilson,  Martins  Ferry; 
medical  defense  committeeman,  Dr.  Messerly; 
delegate,  Dr.  W.  L.  Davis,  Martins  Ferry;  alter- 
nate, Dr.  Ring. — C.  W.  Kirkland,  M.D.,  secretary. 


CLASSIFIED  ADVERTISEMENTS 

Rates  for  advertisements  under  this  heading  are  50  cents 
per  line,  payable  in  advance.  Minimum  charge  of  $1.00 
for  each  insertion.  Price  covers  the  cost  of  remailing 
answers.  Forms  close  16th  of  the  month  preceding 
publication. 


Position  Wanted — Preferably  in  or  around  Cleveland,  by 
experienced  physician’s  secretary  and  assistant.  Write  E.  H., 
care  Ohio  State  Medical  Journal. 


COLUMBIANA 

At  the  regular  monthly  meeting  of  the  Colum- 
biana Medical  Society  in  the  American  Legion 
Hall,  Lisbon,  December  10,  the  following  officers 
were  elected  for  the  ensuing  year:  President,  Dr. 
Harry  W.  Bookwalter,  Columbiana;  vice-presi- 
dent, Dr.  J.  W.  Schoolnic,  East  Liverpool;  secre- 
tary-treasurer and  correspondent  for  The  Jour- 
nal, Dr.  Paul  H.  Beaver,  Leetonia;  legislative 
committeemen,  Dr.  J.  W.  Robinson,  Lisbon,  chair- 
man, and  Dr.  C.  J.  Maxwell,  Wellsville;  medical 
defense  committeeman,  Dr.  E.  W.  Miskall,  East 
Liverpool;  delegate,  Dr.  John  A.  Fraser,  East 
Liverpool;  alternate,  Dr.  R.  T.  Holzbach,  Salem. 
Dr.  Claude  B.  Norris,  Youngstown,  was  the  guest 
speaker.  He  discussed  “Symptomatic  Treatment 
of  Common  Skin  Disorders”,  illustrated  by  lan- 
tern slides. — Guy  E.  Byers,  M.D.,  Salem,  retiring 
secretary. 

HARRISON 

The  following  officers  for  1936  were  elected  by 
the  Harrison  County  Medical  Society  at  a meeting 
in  Cadiz,  November  20:  President,  Dr.  Joseph 

McElhattan,  Freeport;  vice-president,  Dr.  James 
A.  L.  Toland,  Jewett;  secretary-treasurer  and 
correspondent  for  The  Journal,  Dr.  Theodore 
Berg,  Cadiz;  legislative  committeeman,  Dr.  H.  E. 
Koepke,  Cadiz;  medical  defense  committeeman, 
Dr.  Anna  Watson,  New  Athens;  delegate,  Dr.  E. 
L.  Miller,  Bowerston;  alternate,  Dr.  Toland. — 
Theodore  Berg,  M.D.,  secretary. 

Eighth  District 

(COUNCILOR:  E.  R.  BRUSH,  M.D.,  ZANESVILLE) 

ATHENS 

Dr.  W.  H.  Hyde  spoke  on  “Insulin”  at  a meet- 
ing of  the  Athens  County  Medical  Society  held  at 
Nelsonville,  December  3.  The  following  officers 
were  elected  for  1936:  President,  Dr.  John  C. 

Henry,  Athens;  vice-president,  Dr.  W.  H.  Hyde, 
Nelsonville;  secretary-treasurer  and  correspon- 
dent for  The  Journal,  Dr.  T.  A.  Copeland,  Athens; 


OFFICIAL  REGISTRIES  FOR  NURSES 

May  we  call  to  the  attention  of  physicians  the  official  registries  maintained  by  Districts 
of  the  Ohio  State  Nurses’  Association  for  the  benefit  of  physicians,  hospital,  and  the  public? 
These  registries  are  operated  not  for  profit  and  are  located  in  the  following  cities: 

Telephone : 


42  Hawthorne  Ave.,  Akron 
1316  Mahoning  Bank  Bldg.,  Youngstown 
2157  Euclid  Ave.,  Cleveland 
199  Olney  Ave.,  Marion 
2651  Gilbert  Ave.,  Apt.  No.  3,  Cincinnati 
2352  Monroe  Street,  Toledo 
The  Arcade,  Ludlow  St.,  Dayton 
435  E.  Liberty  St.,  Springfield 
Normandie  Hotel,  Columbus 
General  Hospital,  Portsmouth 

The  Ohio  State  Nurses’  Association  also  operates  an  employment  bureau  where  nurses  may  be  Becured  for 
physicians’  and  dentists’  offices,  hospitals,  public  health  nursing  organizations,  official  health  organizations,  etc. 

OHIO  STATE  NURSES’  ASSOCIATION,  50  East  Broad  Street,  Columbus.  Ohio 


Fr.  7013 
44581 

Prospect  1951 
Telephone  2118 
Wodburn  7127 
Main  7962 
Fulton  7211 
M.  191 
ADams  1569 
559 
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PREVENT  KETOSIS  OF  PREGNANCY 

WITH  KARO 

IN  THE  PRENATAL  DIET 


Enlarging  of  the  uterus  often  causes  reflex  vomiting.  Unless 
carbohydrate  is  taken  throughout  the  day  to  maintain  the 
blood  sugar  at  high  levels,  Ketosis  results.  This  disturbance 
aggravates  the  vomiting,  frequently  beyond  control  because  of 
the  inability  of  the  damaged  liver  in  pregnancy  to  resist  Ketosis.  55 
— Kugelmass , Clinical  Nutrition  in  Infancy  and  Childhood  (p.  53) 


Karo  is  an  ideal  carbohydrate  to  combat  Ketosis.  Karo  consists 
of  palatable  maltose  and  dextrose  (with  a small  percentage  of  su- 
crose added  for  flavor)  quickly  absorbed  and  the  non- fermentable 
dextrins  that  are  gradually  transformed  into  simple  monosaccha- 
rides. Karo  can,  therefore,  be  fed  in  larger  amounts  than  simple 
sugars  without  danger  of  digestive  disorders  — fermentation,  disten- 
tion, diarrhea... Karo  may  he  added  as  Syrup  or  Powder  to  milk, 
cereals,  gruels,  fruits,  vegetables,  desserts  and  refreshments.  What- 
ever the  prenatal  dietary  indicated,  Karo  will  furnish  the  mixed 
sugars  necessary  to  combat  Ketosis.  And  the  earlier  in  pregnancy 
the  addition  is  made  the  less  the  danger  of  Ketosis. 


88 


The  Ohio  State  Medical  Journal 


Vol.  32— No.  1 


legislative  committeeman,  Dr.  J.  R.  Sprague, 
Athens;  medical  defense  committeeman,  Dr.  A.  L. 
Pritchard,  Nelsonville;  delegate,  Dr.  C.  S.  Mc- 
Dougall,  Athens;  alternate,  Dr.  Pritchard. — T. 

A.  Copeland,  M.D.,  secretary. 

FAIRFIELD 

The  subject  of  “Fractures”  was  discussed  by 
Dr.  J.  D.  Wilson,  Columbus,  November  12,  at  a 
noon  meeting  of  the  Fairfield  County  Medical  So- 
ciety at  Lancaster.  Officers  of  the  society  for  the 
ensuing  year  are:  President,  Dr.  A.  M.  Kelley, 
Lancaster;  vice-president,  Dr.  J.  T.  McVey, 
Bremen;  secretary-treasurer  and  correspondent 
for  The  Journal,  Dr.  Carl  W.  Brown,  Lancaster; 
legislative  committeeman,  Dr.  Clark  G.  Axline, 
Lancaster;  medical  defense  committeeman,  Dr. 

B.  H.  Biddle,  Sugar  Grove;  delegate,  Dr.  Ralph 
H.  Smith,  Lancaster;  alternate,  Dr.  C.  H.  Hamil- 
ton, Lancaster. — Carl  W.  Brown,  M.D.,  secretary. 

GUERNSEY 

At  a meeting  of  the  Guernsey  County  Medical 
Society  at  Cambridge,  November  7,  it  was  de- 
cided to  cooperate  with  the  Ohio  Public  Health 
Association  and  the  Guernsey  County  Anti-Tuber- 
culosis League  in  contacting  and  diagnosing  in- 
cipient tubercular  cases  in  the  county.  Dr.  D.  L. 
Cowden  will  be  the  society’s  representative  in  the 
project.  Dr.  C.  C.  Headley  read  a paper  at  the 
meeting  on  “Sinus  Infection  and  Complications”. 
Officers  of  the  society  for  1936  are : President,  C. 
R.  Johnson,  Cambridge;  vice-president,  Dr.  F.  J. 
Lacksen,  Quaker  City;  secretary-treasurer,  Dr.  R. 
M.  Swan,  Cambridge;  correspondent  for  The 
Journal,  Dr.  C.  C.  Headley,  Cambridge;  legislative 
committeeman  and  medical  defense  committee- 
man, Dr.  M.  S.  Lawrence,  Quaker  City;  delegate, 
Dr.  George  F.  Swan,  Cambridge,  alternate,  Dr. 
Arthur  G.  Ringer,  Cambridge. — Reo  M.  Swan, 
M.D.,  secretary. 

MUSKINGUM 


Kreemex  Pancake  Flour 

and 

Kreemex  Buckwheat  Flour 


Both  accepted  by  A.  M.  A. 

Each  flour  is  composed  of  wheat, 
soya,  dextrose,  corn  starch,  phos- 
phate and  soda.  Kreemex  Pancake 
contains  wheat  flour.  Kreemex  Buck- 
wheat contains  buckwheat  and  wheat 
flour. 

The  creamy  soya  flour  used  in  this 
wholesome  preparation  adds  a nut 
like  flavor.  It  is  wholesome  and 
nutritious. 

Soya  Makes  The  Difference 

If  Your  Local  Grocer  Does  Not  Have 
on  Sale  Notify 

The  O’Brien  Milling  Co. 

Greenville,  Ohio 

Division  — Allied  Mills,  Inc. 

^^Behind  ->~*-**-**-*-+ 

Mercurochrome 

(dibrom-oxymercuri-fluorescein-sodium) 

is  a background  of 

Precise  manufacturing  methods  in 
suring  uniformity 


The  following  have  been  elected  officers  of  the 
Muskingum  County  Academy  of  Medicine  for 
1936:  President,  Dr.  H.  A.  Martin,  Gratiot;  vice- 
president,  Dr.  C.  F.  Sisk,  Philo;  secretary-treas- 
urer, Dr.  Beatrice  T.  Hagen;  member  of  Board  of 
Censors,  Dr.  G.  B.  Trout,  Zanesville;  member  of 
Board  of  Public  Policy,  Dr.  R.  S.  Martin,  Zanes- 
ville; delegate,  Dr.  M.  A.  Loebell,  Zanesville; 
alternate,  Dr.  L.  E.  Grimes,  Zanesville. — Beatrice 
T.  Hagen,  M.D.,  secretary. 

Ninth  District 

• , (COUNCILOR:  I.  P.  SEILER,  M.D.,  PIKETON) 

HOCKING 

At  the  regular  monthly  meeting  of  the  Hock- 
ing County  Medical  Society  held  at  the  Hotel 
Ambrose,  Logan,  November  14,  Dr.  C.  F.  Shonk 
gave  a talk  on  “The  Physiology  of  Digestion”. 


Controlled  laboratory  investigation 

Chemical  and  biological  control  of 
each  lot  produced 

Extensive  clinical  application 

Thirteen  years’  acceptance  by  the 
Council  of  Pharmacy  and  Chem- 
istry of  the  American  Medical 
Association 

A booklet  summarizing  the  impor- 
tant reports  on  Mercurochrome  and 
describing  its  various  uses  will  be 
sent  to  physicians  on  request. 

Hynson,  Westcott  & Dunning,  Inc. 

BALTIMORE,  MARYLAND 
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EFFECTIVE  ECONOMY 


' _ **»8.  U.  S.  Pat.  0#- 
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Effective  economy  is  measured  in  terms  of  something 
more  than  price  alone.  The  low  cost  of  Benzedrine 
Solution  appeals  to  the  patient,  but  the  physician 
realizes  even  greater  economies  in  efficiency. 

(1)  Giordano  has  recently  shown  that  ‘'Benzedrine 
in  a 1%  oil  solution  . . . gave  a shrinkage 
which  lasted  approximately  18%  longer  than 
that  following  applications  of  a 1 % oil  solution 
of  ephedrine.” 

(Penna.  State  Med.  Jour.,  Oct.  1935.) 

(2)  And  Scarano  has  sai  d,  "The  secondary  re- 
actions following  the  use  of  Benzedrine  were 
less  severe  and  less  frequent  than  those  ob- 
served with  ephedrine." 

(Med.  Record,  Dec.  5,  1934.) 

When  a liquid  vasoconstrictor  is 
indicated,  prescribe 

BENZEDRINE 

SOLUTION" 

AN  ECONOMICAL  VASOCONSTRICTOR 

for  shrinking  the  nasal  mucosa  in  head  colds, 
sinusitis  and  hay  fever.  Issued  in  1 -ounce  bottles  for 
prescription  dispensing  and  in  16-ounce  bottles 
•or  office,  clinic  and  hospital  use. 

*Benzyl  methyl  carbinamine 
1%  in  liquid  petrolatum  with 
Vi  of  1%  oil  of  lavender. 


SMITH,  KLINE  .&  FRENCH  LABORATORIES,  PHILADELPHIA,  PA. 
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On  December  12,  the  society  elected  the  fol- 
lowing* officers  for  1936:  President,  Dr.  A.  A. 

Cole,  Logan;  vice-president,  Dr.  A.  K.  Smith, 
Logan;  secretary-treasurer  and  correspondent  for 
The  Journal,  Dr.  M.  H.  Cherrington,  Logan;  legis- 
lative and  medical  defense  committeeman,  Dr.  J. 
S.  Cherrington,  Logan;  delegate,  Dr.  W.  B.  La- 
cock,  Logan;  alternate,  Dr.  C.  T.  Grattidge, 
Laurelville.  Following  the  luncheon  and  business 
meeting,  the  society  was  addressed  by  Dr.  A.  K. 
Smith  and  Dr.  J.  S.  Cherrington. — M.  H.  Cher- 
rington, M.D.,  secretary. 

LAWRENCE 

The  Lawrence  County  Medical  Society  has  se- 
lected the  following  officers  for  the  ensuing  year: 
President,  Dr.  Ralph  F.  Massie;  vice-president, 
Dr.  Charles  E.  Vidt;  secretary-treasurer  and 
correspondent  for  The  Journal,  Dr.  W.  Wilson 
Lynd;  legislative  committeeman,  Dr.  George  G. 
Hunter;  medical  defense  committeeman,  Dr.  For- 
rest R.  Stewart;  delegate,  Dr.  Cosper  Burton; 
alternate,  Dr.  Charles  H.  Gallagher,  all  of  Iron- 
ton. — W.  W.  Lynd,  M.D.,  secretary. 

MEIGS 

The  following  officers  have  been  elected  by  the 
Meigs  County  Medical  Society  for  1936 : Presi- 


dent, Dr.  F.  M.  Cluff,  Middleport;  vice-president, 
Dr.  John  Philson,  Racine;  secretary-treasurer, 
Dr.  R.  E.  Boice,  Middleport;  correspondent  for 
The  Journal,  Dr.  P.  A.  Jividen,  Rutland;  legisla- 
tive committeeman,  Dr.  Byron  Bing,  Pomeroy; 
medical  defen'se  committeeman,  Dr.  R.  E.  Boice, 
Pomeroy;  delegate,  Dr.  Cluff;  alternate,  Dr.  M. 
S.  Daniels,  Pomeroy. — R.  E.  Boice,  M.D.,  secre- 
tary. 

PIKE 

Officers  of  the  Pike  County  Medical  Society  for 
the  ensuing  year  are:  President,  Dr.  R.  M.  Andre, 
Waverly;  vice-president,  Dr.  M.  E.  Moore,  Pike- 
ton;  secretary-treasurer,  Dr.  A.  M.  Shrader, 
Waverly;  legislative  committeeman,  Dr.  R.  T. 
Leever,  Waverly;  medical  defense  committeeman, 
Dr.  I.  P.  Seiler,  Piketon;  delegate,  Dr.  L.  E.  Wills, 
Waverly. — A.  M.  Shrader,  M.D.,  secretary. 

SCIOTO 

The  following  physicians  have  been  elected 
officers  of  the  Hempstead  Academy  of  Medicine 
for  1936:  President,  Dr.  L.  Dow  Allard;  vice- 
president,  Dr.  C.  G.  Braunlin;  secretary-treasurer 
and  correspondent  for  The  Journal,  Dr.  William 
M.  Singleton;  legislative  committeeman,  Dr.  J.  S. 
Rardin;  medical  defense  committeeman,  Dr.  A.  L. 
Test;  delegate,  Dr.  G.  R.  Micklethwaite ; alter- 


Assurance 


A dependabe  weapon  in  the  prophylaxis  and  treat- 
ment of  rickets  and  other  calcium  deficiency  diseases  is 


MERRJ  ELL'S 

VIOSTEROL 

(SPERTI  PROCESS) 

IN  OIL 

A solution  of  selectively  ir- 
radiated ergosterol  in  veget- 
able oil,  with  potency  adjusted 
to  not  less  than  10,000  U.  S. 

P.  units  per  gram. 

Selective  Irradiation  with  long  wave 
ultraviolet,  the  shorter  destructive 
waves  having  been  excluded,  assures 
you  of  a highly  potent  Vitamin  D with 
a minimum  of  undesirable  by-products. 
Biological  Assay  after  careful  trans- 
fer to  a vegetable  oil  assures  uni- 
formity of  Vitamin  D content. 
Complete  literature  and  a 
clinical  trial  sample  will  be 
supplied  to  physicians  on  re- 
quest. 


the  wm.  s.  MERRELL  company 

CINCINNATI,  OHIO,  U.  S.  A. 


January,  1936 


County  Societies’  Activities 


91 


DEPENDABLE 


INSULIN  SQUIBB  IS  SUPPLIED  IN  5-cc.  AND 
10-cc.  VIALS  OF  THE  FOLLOWING 
STRENGTHS: 


5 cc. 

10  cc. 

50 

100  units  ( 10  units  per  cc.' 

( — Blue  label 

100 

200  units  (20  units  per  cc.] 

| — Yellow  label 

200 

400  units  (40  units  per  cc.] 

1 — Red  label 

800  units  (80  units  per  cc.] 

| — Green  label 

Consider  the  significance  of  this  statement.  For  behind  this 
product  are  the  extensive  resources  of  the  House  of  Squibb. 
Insulin  research  in  the  Squibb  Laboratories  has  never  ceased. 
Many  refinements  in  its  preparation  have  been  introduced 
and  many  additional  steps  in  its  manufacture  have  become 
routine  to  make  the  Squibb  quality  of  Insulin  possible. 

Insulin  Squibb  is  highly  purified,  highly  stable  and  re- 
markably free  from  protein  reaction-producing  substances. 
Great  care  is  taken  in  its  assay  that  it  may  be  uniformly  potent. 

More  institutions,  more  physicians,  more  patients  are  using 
Squibb  Insulin  than  ever  before.  For  these  users  are  con- 
vinced of  the  quality  and  dependability  of  the  Squibb  product. 


^INSULIN  SQUIBB  j 
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nate,  Dr.  O.  D.  Tatje. — Wm.  E.  Scaggs,  retiring 
secretary. 

Tenth  District 

(COUNCILOR : C.  C.  SHERBURNE,  M.D.,  COLUMBUS) 

CRAWFORD 

Dr.  Norris  W.  Gillette,  Toledo,  demonstrated 
the  impedance  angle  machine  and  talked  on  its 
value  as  a test  for  thyrotoxicosis  at  a meeting  of 
the  Crawford  County  Medical  Society  held  at 
Bucyrus  October  14. 

On  November  4 the  society  was  addressed  by 
Dr.  Walter  G.  Stern,  Cleveland  on  ‘‘Three  Cardi- 
nal Signs  and  Diagnosis  of  Fractures  and  Conser- 
vative Treatment  of  Compound  Fractures”. 

At  a meeting  on  December  2,  the  following 
officers  were  elected:  President,  Dr.  C.  A.  Ling- 
enfelter,  Bucyrus;  vice-president,  Dr.  R.  J.  Caton, 
Bucyrus;  secretary-treasurer,  Dr.  D.  D.  Bibbler, 
Bucyrus;  correspondent  for  The  Journal , Dr.  W. 
G.  Carlisle,  Bucyrus,  legislative  committeeman, 
Dr.  Carlisle;  medical  defense  committeeman,  Dr. 
M.  L.  Helfrich,  Galion;  delegate,  Dr.  W.  L.  Yeo- 
mans, Bucyrus;  alternate,  Dr.  R.  M.  Malone, 
Galion.  Dr.  C.  C.  Sherburne,  Columbus,  Councilor 
for  the  Tenth  District,  attended  the  meeting  and 
discussed  organization  problems. — Charles  J. 
Griebling,  M.D.,  retiring  secretary. 

FRANKLIN 

The  programs  at  meetings  of  the  Columbus 
Academy  of  Medicine  during  December  were  as 
follows : 

December  2 — “Researches  in  Artificial  Fever 
Therapy  at  the  Miami  Valley  Hospital”,  by  Dr. 
Walter  M.  Simpson,  Dayton.  Dr.  Charles  A. 
Doan,  Columbus,  opened  the  discussion,  and  pre- 
sented a summary  of  investigations  which  have 
been  conducted  at  the  Ohio  State  University  Hos- 
pital. 

December  9 — Annual  Dinner  Meeting.  A re- 
ception in  honor  of  the  past  presidents  of  the 
academy  was  held  at  the  Faculty  Club,  Ohio 
State  University.  Dr.  Hugh  Cabot,  Mayo  Clinic, 
Rochester,  Minn.,  spoke  on  “The  Changing  Prac- 
tice of  Medicine”. 

December  16 — “Orthopedics — Progress  in  1935”, 
by  Dr.  Judson  D.  Wilson.  “Dermatology — Prog- 
ress in  1935”,  by  Dr.  Charles  J.  Shepard. — Bul- 
letin. 

MORROW 

Dr.  C.  C.  Sherburne,  Columbus,  Councilor  for 
the  Tenth  District,  spoke  at  a meeting  of  the 
Morrow  County  Medical  Society  at  Mt.  Gilead, 
December  10.  The  following  officers  were  elected 
for  the  ensuing  year:  President,  Dr.  E.  C.  Sher- 
man, Cardington;  vice-president,  Dr.  C.  S.  Jack- 
son,  Mt.  Gilead;  secretary  and  correspondent  for 
The  Journal,  Dr.  T.  Caris,  Mt.  Gilead;  treasurer, 
Dr.  R.  L.  Pierce,  Mt.  Gilead;  legislative  commit- 


MILDNESS  PROVED 

vs 

MILDNESS  CLAIMED 

THERE  is  a difference  between  idle 
claims  of  cigarette  mildness  and 
the“Proved  Mildness”of  Philip  Morris. 
Scientific  research,  ethically  presented 
to  and  accepted  by  the  medical  pro- 
fession, has  PROVED  Philip  Morris 
cigarettes  measurably  milder  and 
definitely  less  irritating  than  other 
cigarettes. 

Proc.  Soc.  Exp.  Biol,  and  Med.,  1934, 32,  241-245 

Laryngoscope  1935  XLV,  149-154 

N.  Y.  State  Jour.  Med.  1935,  35 — No.  11,590-k 


In  Philip  Morris  cigarettes,  only  diethylene 
glycol  is  used  as  the  hygroscopic  agent. 
To  any  Doctor  who  wishes  to  test  the 
cigarettes  for  himself,  the  Philip  Morris 
Company  will  gladly  mail  a sufficient 
sample  on  request  below.'*"*' 


For  exclusive  use  of  practising  physicians 

PHILIP  MORRIS  & CO.  LTD.  INC. 
119  FIFTH  AVENUE  NEW  YORK 

Absolutely  without  charge  or  obligation  of  any 
kind,  please  mail  to  me 
★ Reprint  of  papers  from 

N.  Y.  State  Jour.  Med.  1935,  35—  F~\ 
No.  11,590;  Laryngoscope  1935  XLV,  ' — ' 
149-154.  Proc.  Soc.  Exp.  Biol,  and 
Med.,  1934,  32,  241-245. 

★ ★ For  my  personal  use,  two  packages  of  f~ 
Philip  Morris  Cigarettes,  English  Blend.  — 

SM VISED: M.  D. 

ADDRESS 
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.UUf,  ASSIMILABLE  FAT 
— an  essential  in 
FEEDING  THE  PREMATURE 


IN  a recent  study  of  fat  metabolism  in  infants,  Holt,  Tidwell  and  Kirk* 
report  that  olive  oil  showed  the  highest  percent  retention  (95.1%)  of 
all  fats  studied  but  one,  olein  (97.5%).  These  authors  found  the  fat 
of  SIMILAC  (which  is  20%  olive  oil)  showed  a better  percent  retention 
(92.6%)  than  butter  fat  (88.9%) — and  as  high  a retention  as  breast  milk 
fat  (92.4%). 

To  quote  these  authors — “the  differences  in  fat  retention  on  these  various 
fats  as  shown  on  normal  infants  are  not  great;  for  the  normal  infant  it  is 
probably  immaterial  whether  he  absorbs  85%  or  95%  of  his  fat  intake.  It 
seemed  possible,  however,  that  in  subjects  who  have  difficulty  in  fat  assimi- 
lation, such  as  premature  infants,  the  observed  small  differences  might 
become  large  differences.  A few  observations  made  on  premature  infants 
and  twins  have  borne  this  out — .” 

The  observations  referred  to  covered  only  three  prematures  fed  on  differ- 
ent fats,  but  showed  an  average  of  78.4%  retention  for  olive  oil  as  com- 
pared to  only  52.5%  retention  for  butter  fat. 

*Holt,  Tidwell  and  Kirk,  Studies  on  Fat  Metabol- 
ism in  Infants — Acta  Pediatrica.  Vol.  XVI,  1933. 

SIMILAC 

has  given  noticeably  good  results  in 
feeding  the  premature  infant.  One 
of  the  reasons  lies,  as  here  pointed 
out,  in  the  composition  of  its  fat. 

Another  reason  is  its  consistently 
zero  curd  tension.  The  finer  the 
curd  the  greater  the  surface  area. 

The  greater  the  surface  area  the 
more  exposed  are  the  fats,  carbohy- 
drates, proteins  and  salts  to  the  di- 
gestive enzymes.  Result  ...  the 
food  substances  are  more  quickly 
and  readily  utilized. 

SIMILAC  is  made  from  fresh  skim 
milk  (casein  modified)  with  added 
lactose,  salts,  milk  fat,  and  vege- 
table and  cod  liver  oils. 


The  fact  that  SIMILAC  is  well  assimilated  by  the  immature 
digestive  tract  of  the  premature  indicates  how  entirely  suit- 
able it  is  for  all  those  infants  who  are  deprived  of  breast  milk. 

M & R DIETETIC  LABORATORIES,  Inc.,  Columbus,  Ohio 
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teeman,  Dr.  Frank  Sweeney,  Mt.  Gilead;  medical 
defense  committeeman,  Dr.  Pierce;  delegate,  Dr. 
F.  M.  Hartsook,  Cardington;  alternate,  Dr.  J.  P. 
Ingmire,  Mt.  Gilead. — T.  Caris,  M.D.,  secretary. 


ROSS 

Dr.  Edwin  J.  Stedem,  Columbus,  spoke  on  “The 
Endocrine  System”,  at  a meeting  of  the  Ross 
County  Medical  Society  at  Dun  Glen,  Chillicothe, 
December  5. — News  clipping. 


HOW  a medical  society  can  be  the  leader  in  public 

HEALTH  WORK  DEMONSTRATED  IN  GREENE  COUNTY 


IT  HAS  been  said  on  more  than  one  occasion 
that  the  public  health  of  any  community  is 
bound  to  benefit  through  the  activity  of  an 
alert,  energetic  and  forward-looking  county  medi- 
cal society. 

Moreover,  it  has  been  predicted  by  those  who 
know  whereof  they  speak,  that  an  aggressive 
medical  society  can  make  its  influence  felt  to  such 
an  extent  that  it  can  become  the  controlling  factor 
in  medical  and  public  health  activities  of  its  en- 
virons. 

This  is  exactly  the  situation  which  exists  in  a 
considerable  number  of  communities  of  Ohio,  and 
one  which  should  exist  in  all  parts  of  the  state. 

One  of  the  latest  examples  of  what  a county 
medical  society  can  do  to  render  valuable  service 
to  the  public  and  maintain  its  leadership  in  medi- 
cal and  public  health  affairs  is  the  recent  cam- 
paign waged  by  the  Greene  County  Medical  So- 
ciety against  diphtheria. 

^ ^ ^ 

FOR  some  time,  the  Greene  County  Medical 
Society  has  been  keeping  a careful  check 
on  the  prevalence  of  communicable  diseases 
in  Xenia  and  Greene  County  through  reports  sub- 
mitted at  regular  meetings  of  the  society  by  the 
health  commissioners  of  Xenia  and  the  county. 

Realizing  that  too  few  children  of  the  county 
had  received  the  benefits  of  immunization  against 
diphtheria,  the  society  several  months  ago, 
through  a special  committee,  in  cooperation  with 
the  public  health  officials,  drafted  a communica- 
tion to  be  sent  by  the  health  commissioners  to  the 
parents  of  children  when  the  youngsters  reached 
six  months  of  age,  urging  immunization  and  vacci- 
nation. 

The  communication,  many  copies  of  which  have 
been  distributed,  reads  as  follows: 

To  the  Parents  of  

Diphtheria  can  be  prevented! 

By  two  harmless  injections,  children  can  be 
made  immune  for  life.  This  can  and  should  be 
done  by  your  family  doctor.  Six  months  later 
the  “Schick  Test”  must  be  done  to  prove  this 
immunity. 

All  children  are  susceptible  to  diphtheria 
after  they  are  six  months  old.  More  than  half 
of  the  deaths  from  this  disease  occur  between 


the  ages  of  one  and  five  years.  The  ideal  age 
for  immunization  is  six  months. 

Vaccination  for  smallpox  absolutely  pre- 
vents smallpox.  Your  baby  should  be  vacci- 
nated at  the  time  of  immunization  against 
diphtheria.  Your  family  doctor  is  ready  and 
able  to  help  you  protect  your  children. 

If  every  baby  is  immunized  against  diph- 
theria and  smallpox  before  its  first  birthday — 
it  will  be  only  a few  years  until  these  diseases 
are  stamped  out  of  existence. 

This  letter  applies  not  only  to  your  baby  but 
to  other  children  who  need  protection  also. 

Greene  County  Medical  Society 


Health  Commissioner 

^ 

SHORTLY  after  the  November  meeting  of  the 
Greene  County  Society,  a number  of  cases 
of  diphtheria  developed  and  it  was  feared 
an  epidemic  might  occur. 

The  members  of  the  society  residing  in  Xenia 
were  called  together  in  special  session  and  plans 
were  made  to  combat  this  situation. 

The  Committee  on  Diphtheria  Immunization 
was  instructed  to  confer  with  the  Board  of  Edu- 
cation and  the  City  Commission. 

As  a result  of  conferences,  both  official  bodies 
adopted  resolutions  supporting  the  medical  pro- 


Doubtless other  County  Medical  So- 
cieties are  carrying  on  local  activities, 
constructive  in  character,  which 
would  be  of  state-wide  interest,  if 
known,  and  suggest  similar  activities 
elsewhere. 

The  Journal  will  gladly  publish 
summaries  of  such  activities  if  in- 
formation concerning  them  is  sup- 
plied by  local  society  officers. 


fession  by  setting  up  the  legislation  necessary  to 
put  teeth  in  the  campaign  of  the  medical  society. 

The  resolution  of  the  Board  of  Education  is  in- 
teresting and  important.  It  does  two  things: 

1.  Makes  it  mandatory  that  each  child 
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THE 


ANNIN 


PROCEDURE 


• Some  misunderstandings  exist  as  to  the 
mechanics  of  the  commercial  canning  pro- 
cedures. Although  some  such  information 
is  available  (1)  (2),  it  is  not  surprising  that 
the  facts  are  not  more  generally  known. 
The  art  of  canning  has  been  largely  de- 
veloped by,  and  retained  within,  the  industry. 

Of  necessity,  canning  procedures  vary 
with  the  product  packed.  However,  it  is 
possible  to  indicate  in  broad  detail  the  treat- 
ment to  which  foods  may  be  subjected  dur- 
ing canning. 

Cleansing  Operations 

Raw  materials  are  given  a thorough  water 
cleansing,  usually  by  washing  under  high 
pressure  sprays. 

i 

Preparatory  Operations 

Following  washing,  undesirable  stock  is  re- 
moved by  sorting,  trimming,  peeling  and 
coring  operations,  as  occasion  may  demand. 
With  some  products  these  operations  are 
performed  mechanically. 

Blanching 

Certain  products  are  “blanched”  or  scalded 
by  immersion  in  hot  water.  This  process 
serves  not  only  to  clean  the  product  further, 


but  also  to  soften  the  tissues  and  expel  air 
therefrom. 

Preheating  and  Filling  Operations 

Here  practice  varies  with  the  product. 
Sometimes  the  food  is  precooked  and  filled 
into  cans;  again,  it  may  be  filled  into  cans 
and  hot  water  or  hot  salt  and/or  sugar  solu- 
tions added;  still  again,  the  filled  cans  are 
“exhausted”  in  a steam  or  hot  water  box. 
All  these  operations,  the  majority  of  which 
are  mechanically  performed,  serve  to  pre- 
heat the  product  and  exclude  air  from 
the  cans. 

Sealing,  Processing  and 
Cooling  Operations 

The  filled  cans  are  hermetically  sealed  on 
an  automatic  “closing”  machine  while  the 
contents  are  still  hot;  the  sealed  cans  are 
then  heat  processed  to  destroy  spoilage 
micro-organisms;  finally,  the  cans  are  cooled 
in  water  or  air.  Cooling  contracts  the  con- 
tents and  produces  a vacuum  within  the  can. 

Such  are  the  broad  details  of  the  canning 
procedure.  We  trust  this  brief  word  picture 
will  bring  better  understanding  of  the  treat- 
ments to  which  canned  foods  are  subjected. 


AMERICAN  CAN  COMPANY 

230  Park  Avenue,  New  York  City 


(1)  1924,  Commercial  Fruit  and  Vegetable  Products, 
W.  C.  Cruess,  McGraw-Hill,  New  York 


(2)  1924.  A complete  Course  in  Canning, 
The  Canning  Trade,  Baltimore 


This  is  the  eighth  in  a series  of  monthly  articles,  which  will  summarize, 
for  your  convenience,  the  conclusions  about  canned  foods  which  au- 
thorities in  nutritional  research  have  reached.  We  want  to  make  this 
series  valuable  to  you,  and  so  we  ask  your  help.  Will  you  tell  us  on  a 
post  card  addressed  to  the  American  Can  Company,  New  York,  N.  Y., 
what  phases  of  canned  foods  knowledge  are  of  greatest  interest  to  you? 
Your  suggestions  will  determine  the  subject  matter  of  future  articles. 


The  Seal  of  Acceptance  denotes  that  the 
statements  in  this  advertisement  are 
acceptable  to  the  Committee  on  Foods 
of  the  American  Medical  Association. 


96 


Vol.  32— No.  1 


under  12  years  of  age  before  entering  school 
after  January  1,  1936,  must  present  a cer- 
tificate that  he  or  she  has  passed  a negative 
Schick  test  or  has  had  two  doses  of  toxoid. 

2.  Requires  all  children  beginning  school 
next  September  to  present  a certificate  of 
having  passed  a negative  Schick  test. 

The  City  Commission  voted  to  cooperate  with 
the  Board  of  Education  and  the  Greene  County 
Medical  Society  to  any  extent  necessary  to  con- 
trol diphtheria  in  Xenia. 

* * * * 

IN  order  that  physicians  themselves  might  be 
properly  informed  and  uniform  procedures 
established,  the  Greene  County  Medical  So- 
ciety held  a roundtable  discussion  to  consider  such 
problems  as:  The  sort  of  toxoid  which  should  be 
used;  upon  what  day  or  days  the  Schick  test 
should  be  read ; what  intervals  should  elapse  after 
antitoxin  is  given,  either  curative  or  prophylactic, 
before  either  Schick  test  or  toxoid  is  used. 

The  society,  to  follow  up  the  work  already  ac- 
complished, has  suggested  to  the  State  Depart- 
ment of  Health,  Bureau  of  Vital  Statistics,  that  it 
consider  adding  this  question  to  the  official  birth 
registration  certificate : 

“Have  the  parents  of  this  new-born  baby  been 
instructed  as  to  the  necessity  for  vacciation 
against  smallpox  and  immunization  against  diph- 
theria, at  six  months?” 

Reports  from  Xenia  indicate  the  public  and  the 
press  are  pleased  with  this  constructive  campaign 
on  the  part  of  the  Greene  County  Medical  So- 
ciety. 

* * * * 

FROM  the  foregoing  it  will  be  seen  that  the 
medical  profession  of  Greene  County  has 
taken  the  lead  in  public  health  activities 
and  has  put  into  effect  certain  procedures  which 
have  repeatedly  been  emphasized  to  physicians  in 
private  practice,  namely: 

1.  The  physician  in  private  practice  should  in- 
form his  patients  erf  the  value  and  benefits  of 
preventive  medicine  and  hygiene. 

2.  The  physician  should  practice  preventive,  as 
well  as  curative,  medicine. 

3.  The  medical  profession  should  cooperate 
with  and  assist  public  health  officials  in  educa- 
tional work. 

— OSMJ  — 

Using  the  slogan,  “Fight  Cancer  with  Knowl- 
edge”, the  American  Society  for  the  Control  of 
Cancer  has  inaugurated  a nation-wide  campaign 
to  educate  the  public  on  the  subject  of  cancer. 
A recent  bulletin  of  the  Society  states  that  the 
directors  are  now  convinced  following  a careful 
survey,  that  existing  facilities  are  entirely  ade- 
quate for  the  increase  in  patients  which  a cam- 
paign of  lay  education  should  bring  about. 
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THE  HEART  AS  A SURGICAL  ORGAN,  WITH  SPECIAL  REFERENCE 
TO  DEVELOPMENT  OF  A NEW  BLOOD  SUPPLY  BY  OPERATION* 


By  CLAUDE  S.  BECK,  M.D.,  Cleveland,  Ohio 


FOR  twenty  years  (1867-1887),  it  would  seem 
that  the  medical  profession  slumbered  with 
Lister’s  principle  of  antisepsis.  Then,  it 
seems  almost  overnight  physicians  began  to 
operate.  They  operated  with  almost  feverish  ac- 
tivity. In  a few  years  practically  every  part  of 
the  body  was  laid  open.  The  golden  age  of  sur- 
gical pioneering  arrived,  and  those  who  lived  and 
worked  during  that  bountiful  period  of  discovery 
are  the  great  surgeons  of  today  and  yesterday. 
Such  opportunities  for  accomplishment  probably 
never  again  will  be  offered  to  a new  generation 
of  surgeons. 

The  only  organ  of  the  body  that  these  surgical 
pioneers  did  not  touch  was  the  heart.  Perhaps 
the  human  pulsating  heart  was  actually  seen  in 
wars  or  accidents  at  an  earlier  period,  but  the 
heart  was  not  exposed  by  the  surgeon  and  sub- 
jected to  operation  until  1895.1  At  that  time  the 
first  penetrating  wound  of  the  human  heart  was 
sutured.  Since  that  date  very  little  has  been  ac- 
complished in  the  treatment  of  cardiac  conditions 
by  operative  measures.  Only  two  important  con- 
tributions have  been  made.  One  was  the  suture 
of  penetrating  wounds ; the  other  was  the  excision 
of  scars  that  compress  the  heart.2  Only  the  pene- 
trating wound  was  sutured. 

The  most  common  type  of  cardiac  wound  is  the 
non-penetrating  wound,  and  this  has  been  almost 
entirely  overlooked  in  so  far  as  diagnosis  is  con- 

Read  before  the  Surgical  Section,  Ohio  State  Medical 
Association,  at  its  89th  Annual  Meeting,  Cincinnati,  October 
2-4,  1935. 

♦Fi-om  the  Department  of  Surgery  of  the  Lakeside  Hos- 
pital and  the  Western  Reserve  University  School  of  Medi- 
cine, Cleveland. 


cerned  and  entirely  neglected  in  so  far  as  sur- 
gical treatment  is  concerned.  An  operation  has 
been  described  consisting  of  the  reinforcement  of 
the  heart  against  rupture  by  grafting  fascia  lata 
or  pericardium  over  the  area  of  contusion  or  over 
a myocardial  infarct,  but  this  operation  never  has 
been  applied  to  a human  patient.3  And  in  so  far 
as  the  compressing  scars  are  concerned  it  is  just 
now  that  we  are  learning  what  the  syndromes  of 
acute  and  chronic  cardiac  compression  consist  of, 
what  their  relationship  is,  what  their  etiology  is 
and  how  they  should  be  treated.4 

The  reasons  why  the  heart  has  not  received  sus- 
tained study  by  surgeons  are  readily  enumerated. 
What  could  a surgeon  hope  to  accomplish  by  ex- 
perimentation upon  the  heart?  A fruitless  field! 
Besides  appearing  fruitless,  it  has  been  un- 
inviting; indeed,  it  has  been  forbidding.  The 
heart  is  in  constant  motion.  In  every  other  opera- 
tion that  the  surgeon  performs,  difficult  as  the 
operation  may  be,  the  organ  stands  still  while  the 
surgeon  operates.  Even  the  pituitary,  difficult  as 
its  exposure  is,  stands  still  at  operation.  The 
heart  does  not  stand  still,  and  a new  set  of  sur- 
gical reflexes  is  necessary  for  an  operation  upon 
the  heart. 

The  heart  also  differs  from  other  organs  in 
that  it  is  extremely  irritable.  Every  touch  pro- 
duces an  extrasystole,  and  if  the  extrasystoles  are 
produced  too  frequently,  ventricular  fibrillation 
occurs.  The  heart  never  recovers  from  ventricular 
fibrillation.  The  heart  also  has  a capacity  for 
hemorrhage  that  is  terrifying  to  the  inexper- 
ienced. No  other  muscular  structure  in  the  body 
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carries  blood  under  pressure  as  does  the  heart. 
The  bundles  of  muscle  comprising  the  myocardium 
can  exert  considerable  tensile  power  along  their 
normal  axis  of  contraction,  but  to  all  other  forces 
these  muscle  bundles  are  vulnerable.  Stretched  by 
the  bursting  force  of  intraventricular  pressure, 
living  myocardium  is  friable  and  easily  torn  by 
operative  manipulations.  Little  wonder  that  Bill- 
roth, the  gastic  pioneer,  characterized  an  opera- 
tion upon  the  heart  as  a prostitution  of  surgical 
skill. 

I ha  velbeen.  interested  in  the  heart  as  a surgical 
organ  since  1923.  During  this  period  of  timb  my 
associates  and  I have  carried  out  well  over  1200 
operations  on  the  heart  in  the  surgical  laboratory 
of  the  Western  Reserve  University.  For  a number 
of  years  it  seemed  as  though  we  were  accomplish- 
ing very  little.  The  physiology  of  tamponade  was 
interesting,  but  this  subject  had  been  well  studied 
by  physiologists.5  A method  for  suturing  stab 
wounds  proved  valuable,  but  stab  wounds  of  this 
organ  are  rare.6  Our  attempts  to  relieve  stenosis 
of  the  mitral  valve  by  cutting  a piece  out  of  the 
valve  proved  to  be  failures.7  This  statement  ap- 
plies also  to  stenosis  of  other  valves.  Perhaps  the 
most  that  a great  deal  of  labor  yielded  was  some 
experience  in  handling  the  organ  and  the  formula- 
tion of  ideas  concerning  problems  in  cardio- 
pericardial  surgery. 

As  a result  of  some  of  this  work  we  concluded 
that  the  importance  of  adhesions  to  the  heart  was 
greatly  over-emphasized  in  the  past  and  that  the 
Brauer  operation  of  removing  the  bony  pre- 
cordium  for  extrapericardial  adhesions  should  be 
discarded.  Excision  of  the  scar  directly  from  the 
surface  of  the  heart  was  the  proper  treatment  of 
this  condition.8 

In  1928  by  accident  we  found  that  Dakin’s  solu- 
tion produced  a profound  reaction  when  intro- 
duced into  the  pericardial  cavity.9  A layer  of  scar 
tissue  frequently  formed  on  the  heart,  and  this 
scar  compressed  the  heart.  Although  the  original 
purpose  of  the  experiments  was  to  sterilize  the 
pericardial  cavity  with  Dakin’s  solution,  we  in- 
cidentally discovered  that  here  we  had  a method 
of  producing  the  Pick  syndrome.  Here  was  the 
opportunity  to  study  experimentally  the  physi- 
ology of  constricting  scars  on  the  heart.  The  work 
also  afforded  opportunity  to  train  our  hands  in 
the  resection  of  these  scars.10  The  operation  has 
been  applied  with  a great  deal  of  success  to 
human  patients.11  Out  of  our  attempts  to  safe- 
guard this  hazardous  operation  we  studied  the 
effect  of  atmospheric  pressure  upon  the  heart 
(pneumocardiac  tamponade.)12  It  is  our  feeling 
that  such  operations  can  be  done  more  safely  in  a 
negative  chamber  than  in  atmospheric  pressure.13 
Such  a chamber  would  be  cumbersome  and  expen- 
sive, and  we  did  not  build  one  for  human  patients. 
We  did  construct  one  for  experimental  work. 

The  subjects  of  acute  compression  of  the  heart 


(Herz  tamponade  of  Rose,  1884)  and  chronic  com- 
pression of  the  heart  (syndrome  of  Pick,  1896) 
were  studied  in  their  relationship  one  with  the 
other.  Heretofore  these  subjects  were  not  brought 
together.  We  began  to  look  upon  the  compressed 
heart  as  the  direct  opposite  of  the  dilated  heart. 
While  dilatation  of  the  heart  is  a medical  disorder, 
compression  of  the  heart  is  always  a surgical  dis- 
order. Studies  are  now  under  way  in  our  labora- 
tory to  show  the  adaptation  that  takes  place  when 
acute  cardiac  compression  becomes  chronic. 

Another  subject  taken  up  in  our  surgical 
laboratory  was  contusion  of  the  heart.  Briefly 
stated,  these  studies  showed  that  the  heart  could 
withstand  an  enormous  amount  of  trauma  by  con- 
tusion; that  the  diagnosis  of  this  lesion  was  al- 
most never  made  clinically;  that  the  lesion  was 
probably  the  most  common  type  of  cardiac  trauma ; 
that  a contusion  of  the  heart  has  never  been 
operated  upon;  that  the  heart  can  be  protected 
against  rupture  by  placing  a graft  upon  the  area 
of  contusion.14  Lastly,  and  perhaps  most  im- 
portant, we  succeeded  in  giving  the  heart  a new 
source  of  blood  supply.  It  is  this  subject  that  I 
will  present  in  some  detail.15 

The  heart  is  actually  anchored  in  the  body  by 
the  walls  of  the  great  vessels  at  its  base.  The 
tissues  comprising  the  anchorage  for  the  heart  are 
in  themselves  avascular,  although  great  quan- 
tities of  blood  are  transported  through  them. 
According  to  man’s  anatomical  pattern  the  heart 
is  enclosed  in  an  envelope  of  mesothelium  and 
while  it  is  in  direct  contact  with  the  body  over  its 
entire  surface  it  has  a minimal  amount  of  direct 
continuity  with  the  body.  Because  of  this  anatom- 
ical arrangement  the  heart  has  been  deprived  to 
a great  extent  of  an  important  compensatory 
mechanism,  namely,  the  ability  to  provide  a new 
source  of  blood  supply  when  the  coronary  arteries 
become  occluded.  When  a major  artery  to  a leg  is 
occluded,  other  vessels  enlarge  to  take  over  the 
circulation.  When  a major  artery  to  the  heart  is 
occluded,  the  heart  may  come  to  a complete  and 
permanent  standstill  and  no  opportunity  is  af- 
forded for  a collateral  blood  supply  to  develop. 
The  appalling  incidence  of  sudden  death  in  our 
adult  population  attests  to  the  destructive  nature 
of  coronary  closure  and  to  the  inadequacy  of  the 
collateral  circulation  to  the  heart. 

Vascular  communications  between  the  coronary 
systems  and  the  fat  at  the  base  of  the  heart  were 
demonstrated  by  Hudson,  Moritz  and  Wearn.16 
Vascular  communications  between  the  coronary 
system  and  adhesions  to  the  heart  were  demon- 
strated by  Moritz,  Hudson  and  Orgain  at  ne- 
cropsy.17 In  1931,  when  Dr.  Alan  R.  Moritz  of 
the  Department  of  Pathology  of  the  Western  Re- 
serve University  School  of  Medicine  directed  my 
attention  to  the  result  of  these  studies  it  became 
apparent  that  this  subject  should  be  studied  ex- 
perimentally. 
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Could  the  heart  be  given  a new  blood  supply  by 
operation?  I did  the  first  experiments  on  the  sub- 
ject in  February,  1932.  Dr.  V.  L.  Tichy  collabo- 
rated in  the  first  series  of  experiments.  Briefly 
stated,  these  experiments  consisted  of  the  de- 
struction of  the  mesothelial  envelope  of  the  heart 
and  the  construction  of  a vascular  bed  from 
which  the  heart  could  get  a supply  of  blood.  The 
epicardium  was  removed.  The  lining  of  parietal 
pericardium  was  roughened  with  special  instru- 
ments. Pedicle  grafts  of  skeletal  muscle  were 
brought  in  and  sutured  to  the  heart.  Omentum 
was  also  brought  up  from  the  abdomen. 

The  coronary  arteries  were  occluded  in  suc- 
cessive operations.  Silver  bands  were  placed 
around  these  arteries  and  compressed  a little  at  a 
time  at  repeated  operation  to  produce  this  oc- 
clusion. Four  or  five  operations  were  usually 
necessary  to  effect  closure  of  the  two  major 
coronary  arteries.  The  right  coronary  artery, 
the  descending  ramus  of  the  left  and  the  circum- 
flex ramus  of  the  left  coronary  artery  were  oc- 
cluded with  recovery  of  the  animal.  Where  did 
the  heart  receive  its  supply  of  blood  under 
these  conditions?  Did  it  come  through  the 
grafts  that  were  placed  on  the  heart?  We  demon- 
strated that  it  did  come  through  the  new  vascular 
bed  by  injecting  dye  into  the  collateral  bed.  The 
dye  readily  entered  the  capillary  bed  of  the 
myocardium.  We  concluded  from  these  experi- 
ments that  we  had  given  the  heart  a new  blood 
supply  by  operation. 

Realizing  as  we  do  the  importance  of  this  con- 
clusion, we  attempted  to  assemble  as  much  supple- 
mentary evidence  as  possible  to  support  it.  I 
shall  not  present  the  various  problems  that  we  in- 
vestigated. These  are  either  in  press  or  will  be 
presented  in  subsequent  publications.  In  general 
the  results  are  as  follows: 

Any  of  the  major  coronary  arteries,  i.e.,  the 
right  coronary  artery,  the  ramus  descendens  or 
the  ramus  circumflexus  of  the  left  coronary 
artery  can  be  occluded  successfully  if  the  oc- 
clusion is  done  in  two  stages  and  if  the  heart 
originally  was  given  a collateral  vascular  bed. 
Total  occlusion  of  one  of  these  arteries  in  a “pre- 
pared heart”  (a  heart  possessing  a collateral  vas- 
cular bed)  could  be  carried  out  without  infarction 
of  the  myocardium.  Indeed,  it  is  possible  to  oc- 
clude all  three  of  these  arteries  without  the  de- 
velopment of  an  infarct. 

Vascular  communications  between  the  coronary 
arteries  and  the  arteries  of  the  chest  wall  were 
demonstrated  by  injection  of  a barium  paste  into 
a coronary  artery.  This  type  of  experiment  con- 
sisted of  several  procedures.  The  first  consisted  of 
removing  epicardium  and  placing  pedicle  grafts 
of  skeletal  muscle  from  the  chest  wall  onto  the 
myocardium.  Partial  occlusion  of  a coronary 
artery  was  also  done  at  this  operation.  Several 


weeks  later  complete  occlusion  of  this  artery  was 
effected.  After  a few  weeks  the  animal  was 
killed.  The  other  coronary  artery,  i.e.,  the  patent 
one,  was  injected  with  a barium  paste.  This 
paste  was  sufficiently  thick  so  that  it  entered  only 
arteries,  not  capillaries.  The  barium  entered  the 
intercostal  arteries,  the  two  internal  mammary 
arteries  and  arteries  on  the  diaphragm.  These 
arterial  communications  were  beautifully  shown 
by  an  A-ray  of  the  chest.  Certainly  if  this  barium 
paste  could  spread  out  from  the  heart  into  the 
chest  wall,  blood  could  flow  into  the  heart  along 
these  same  channels. 

The  presence  of  a vascular  bed  protects  the 
heart  against  the  ravages  of  coronary  occlusion. 
In  this  respect  the  vascular  bed  attached  to  the 
myocardium  acts  as  a prophylaxis  against  oc- 
clusion. This  conclusion  was  arrived  at  in  the  fol- 
lowing way:  Two  series  of  dogs  were  taken.  In 
ten  normal  dogs  the  right  coronary  artery  was 
ligated  in  one  stage.  The  mortality  was  70  per 
cent.  In  twelve  dogs  a collateral  vascular  bed  was 
given  to  the  heart.  Several  months  later  the  right 
coronary  artery  was  ligated  in  one  stage.  The 
mortality  was  33  per  cent.  In  other  words,  the 
presence  of  a vascular  bed  such  as  we  gave  the 
heart  by  operation  doubles  the  ratio  of  recovery 
when  the  right  coronary  artery  is  ligated  in  one 
stage.  This  prophylactic  effect  is  seen  also  when 
the  ramus  descendens  of  the  left  coronary  artery 
is  ligated  in  one  stage. 

Another  point  brought  out  by  our  experimental 
work  concerns  the  distribution  of  blood  in  the 
heart.  We  found  that  two  distinct  factors  are  to 
be  considered  when  the  coronary  circulation  is 
reduced.  One  factor  concerns  the  reduction  in  the 
total  amount  of  blood  passing  through  the  coro- 
nary arteries.  The  other  factor  concerns  the  dis- 
tribution of  blood  to  various  parts  of  the 
myocardium.  We  found  by  experiment  that  the  two 
major  coronary  arteries  could  be  occluded  about 
one-third  of  their  cross  sectional  area  with  re- 
covery when  the  silver  band  was  placed  high  up 
on  the  arteries  close  to  their  origin  from  the 
aorta.  We  also  found  by  experiment  that  ligation 
of  four  or  five  peripheral  branches  of  the  coronary 
arteries  over  the  apex  of  the  heart  was  fatal. 
We  lost  about  25  experiments  before  we  finally 
appreciated  the  significance  of  peripheral  ligation. 
The  heart  beat  cannot  be  maintained  when  part 
of  the  myocardium  is  deprived  of  its  blood  sup- 
ply. Localized  ischemia  is  highly  fatal,  whereas  a 
fairly  marked  reduction  in  total  coronary  blood 
flow  can  be  tolerated  by  the  heart  if  the  con- 
striction of  the  coronary  arteries  is  close  to  their 
origins  from  the  aorta.  In  other  words,  the  area 
of  localized  ischemia  acts  like  a weak  link  in  a 
chain. 

In  so  far  as  I know  this  subject  of  distribution 
of  blood  to  all  parts  of  the  myocardium  is  entirely 
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new  so  far  as  it  concerns  the  maintenance  of  the 
heart  beat.  It  has  been  shown  by  our  experiments 
that  the  grafts  placed  upon  the  heart  can  ac- 
complish two  things.  In  the  first  place,  these 
grafts  can  carry  blood  into  the  heart  from  ex- 
tracardiac sources,  i.e.,  from  the  chest  wall  into 
the  heart.  In  the  second  place,  these  grafts  can 
transport  blood  from  the  bed  supplied  by  one 
coronary  artery  to  the  bed  supplied  by  another 
coronary  artery.  In  other  words,  blood  from  the 
left  coronary  artery  can  be  carried  through  the 
graft  to  the  right  coronary  artery,  or  vice  versa. 
The  grafts,  therefore,  play  an  important  part  in 
effecting  an  equal  distribution  of  blood  to  various 
parts  of  the  myocardium,  especially  to  those  parts 
that  need  more  blood. 

A new  blood  supply  to  the  heart  having  been 
established,  the  question  arises  whether  the  grafts 
embarrass  the  movements  of  the  heart.  Special 
studies  of  cardiac  adhesions  are  under  way  in  our 
laboratory.  We  can  say  that  such  adhesions  do 
not  embarrass  the  circulation.  In  several  hun- 
dred experiments  we  did  not  observe  circulatory 
failure  due  to  adhesions  in  a single  case. 

With  much  of  the  above  experimental  data  as  a 
background  it  was  decided  that  the  time  had  ar- 
rived for  us  to  try  to  apply  the  data  to  human 
patients  suffering  from  coronary  sclerosis.  It  re- 
quired something  of  the  heroic  spirit  for  the  first 
patient  to  submit  to  this  operation  on  the  heart, 
an  operation  that  had  never  been  done  before  on  a 
human  being.  For  this  reason  I wish  to  mention 
the  name  of  the  patient,  Joseph  Krchmar  of 
Chardon,  Ohio.  I believe  he  has  made  a con- 
tribution to  surgery.  I also  want  to  give  a word 
of  compliment  to  Dr.  Walter  Corey  of  Chardon. 
Dr.  Corey  was  one  of  the  first  physicians  who  had 
the  imagination  to  see  the  possibilities  of  the  ex- 
periments and  he  made  serious  attempts  to  secure 
a suitable  patient  for  the  operation.  The  clinical 
study  of  the  patients  has  been  carried  out  by  Dr. 
Harold  Feil.  He  has  selected  and  studied  the 
patients  and  is  collaborating  with  me  in  the 
clinical  aspects  of  this  work. 

The  operation  is  carried  out  through  a trans- 
verse incision  over  the  precordium.  The  pectoral 
muscles  are  separated  from  the  chest  wall  by 
blunt  dissection.  The  inferior  portion  of  the 
pectoral  muscle  is  transected  about  four  inches 
from  the  sternum.  The  muscle  is  then  incised 
parallel  to  its  fibers  along  the  lower  margin  of 
the  third  rib.  This  produces  a pedicle  graft  of 
pectoral  muscle  on  the  left  side  measuring  about 
four  inches  wide  and  about  four  and  one-half 
inches  along  the  sternum.  The  sternal  attachment 
of  the  muscle  is  left  intact.  The  fourth,  fifth  and 
sixth  costal  cartilages  on  the  left  are  removed.  A 
similar  procedure  is  carried  out  on  the  right  side, 
but  only  the  fifth  and  sixth  costal  cartilages  are 
removed. 

The  mediastinal  cavity  is  then  opened  on  the 


left.  Care  is  taken  to  avoid  the  pleural  sinus.  The 
pericardium  is  incised  lateral  to  the  internal 
mammary  artery.  The  lining  of  the  parietal  peri- 
cardium is  then  roughened  with  a special  instru- 
ment and  the  epicardium  is  removed  from  the 
surface  of  the  heart.  The  pedicle  graft  on  the  left 
is  divided  into  two  portions.  One  portion  is  swung 
around  the  base  of  the  heart  along  the  circumflex 
branch  of  the  left  coronary  artery.  The  other 
pedicle  graft  on  the  left  is  also  carried  posteriorly 
beneath  the  apex  of  the  ventricle.  The  internal 
mammary  artery  on  the  left  lies  on  the  surface  of 
the  heart  beneath  these  grafts. 

The  parietal  pericardium  is  then  sutured  to 
these  grafts  close  to  the  sternum.  The  graft  of 
pectoral  muscle  on  the  right  side  is  likewise 
divided  into  two  parts.  An  incision  is  made  in  the 
pericardium  on  the  right  side.  One  pedicle  graft 
is  placed  on  the  anterior  surface  of  the  heart  be- 
neath the  sternum.  The  other  graft  is  carried  to 
the  posterior  surface  of  the  right  ventricle.  The 
parietal  pericardium  on  the  right  is  sutured  to 
these  grafts.  Closure  of  the  wound  is  then  carried 
out  with  a double  layer  of  silk  sutures.  During 
the  postoperative  course  it  is  essential  to  remove 
any  fluid  which  may  form  in  the  wound  and  avoid 
cardiac  compression. 

The  operation  is  not  without  hazard  and  should 
not  be  attempted  without  adequate  experience  in 
handling  the  heart.  This  experience  can  be  gained 
only  in  the  research  laboratory.  The  operation 
has  proved  beneficial  in  four  cases  that  we  have 
operated  upon.  It  will  require  a larger  number 
of  cases,  however,  before  we  can  definitely  con- 
clude what  the  future  of  this  operation  will  be. 
The  experimental  results  and  the  results  obtained 
in  the  four  patients  to  date  make  me  believe  that 
coronary  sclerosis  will  be  treated  in  the  future  by 
operation.  If  this  proves  correct,  we  will  have 
succeeded  in  opening  up  a new  field  of  surgery. 
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DISCUSSION 

Harold  Feil,  M.D.,  Cleveland:  I have  had  the 
privilege  of  collaborating  with  Dr.  Beck  on  the 
medical  aspects  of  the  clinical  application  of  his 
experimental  findings  at  Lakeside  Hospital  of 
Cleveland.  During  the  past  nine  months  seven 
patients  have  been  operated  upon  and  I shall 
briefly  summarize  these  cases. 

The  first  patient  was  a farm  laborer  of  48,  who 
had  typical  substernal  pain  on  effort — of  two 
years’  duration.  He  finally  was  forced  to  give  up 
his  work  because  of  the  pain.  His  blood  pressure 
was  normal  and  there  were  no  evidences  of  cir- 
culatory failure;  no  other  cause  for  the  substernal 
pain  could  be  determined  by  exhaustive  examina- 
tions. The  usual  step  test  was  followed  by  sub- 
sternal pain,  fatigue,  and  dyspnea.  It  is  now 
eight  months  following  his  operation  and  his 
tolerance  for  exercise  has  increased  considerably. 
He  is  now  employed  about  the  hospital  as  a 
gardener  and  he  is  able  to  perform  his  work  with- 
out pain  or  discomfort.  The  results  in  this  case 
are  excellent. 

The  second  patient,  an  executive  of  51,  with 
typical  angina  of  effort  and  of  emotion  of  seven 
years’  duration  was  not  relieved  by  the  usual 
medical  therapy.  Finally,  two  years  ago  he  was 
forced  to  retire.  One  year  ago  he  had  a total 
thyroidectomy.  This  procedure  was  followed  by 
relief  from  pain  but  when  an  effort  wTas  made  to 
relieve  him  of  his  symptoms  of  myxedema,  pain 
reappeared.  During  this  year,  he  vacillated  be- 
tween the  Scylla  of  myxedema  and  the  Charybdis 
of  pain.  He  was  operated  upon  in  June  and  made 
an  uneventful  recovery.  Now,  five  and  a half 
months  after  the  operation,  he  has  had  no  recur- 
rence of  the  pain  although  the  dose  of  thyroid 
which  produced  pain  preoperatively  now  causes 
no  distress  and  we  have  been  able  to  maintain  his 
metabolism  within  normal  limits  satisfactorily. 
He  is  moderately  active  and  he  feels  that  the 
operation  was  decidedly  worth  while.  In  this  case, 
we  must  realize  that  his  coronary  disease  has 
been  of  long  standing  and  the  myocardial  changes 
are  not  minimal,  so  that  his  tolerance  for  exercise 
must  of  necessity  be  limited. 

The  third  case,  a surgeon  of  50,  with  unques- 
tioned subjective  and  objective  evidence  of  coro- 
nary sclerosis  with  angina  of  effort  of  five  years’ 


standing,  finally  became  refractory  to  medical 
treatment.  He  was  completely  disabled  for  three 
and  one-half  years.  He  probably  had  coronary 
thrombosis  one  and  one-half  years  ago.  There 
was  no  evidence  of  congestive  circulatory  failure. 
In  addition  to  coronary  artery  disease  he  has 
sclerosis  of  the  leg  vessels,  and  mild  diabetes.  He 
recovered  from  the  operation  without  mishap  and 
now  over  five  months  after  the  operation,  he  still 
has  angina  of  emotion.  The  results  in  this  case, 
with  myocardial  fibrosis,  the  result  of  long  stand- 
ing coronary  narrowing  and  of  one  attack  of 
coronary  thrombosis,  are  none  too  good. 

The  fourth  case,  a machinist  aged  55,  with 
typical  angina  of  effort  of  two  years’  duration 
w’as  incapacitated  from  his  work  for  five  months. 
He  had  moderate  generalized  arteriosclerosis, 
blood  pressure  of  120/90,  and  no  evidence  of  con- 
gestive failure.  He  had  considerable  sclerosis  of 
his  leg  vessels  both  clinically  and  by  radiographic 
examination.  Previous  to  the  operation,  his  exer- 
cise tolerance  was  24  single  efforts  (steps  test) 
when  pain  caused  him  to  stop.  Typical  electro- 
cardiograph changes  were  seen  wuth  the  pain.  He 
was  operated  on  August  31,  1935,  and  recovered 
uneventfully.  Twenty  days  postoperatively  he  was 
walking  around  the  hospital  ward  without  pain. 
It  is  now  one  month  since  the  operation  and  he 
has  had  no  pain  or  discomfort.  The  results  in 
this  case  are  most  encouraging  although  the  time 
since  operation  is  too  brief  to  enable  us  to  draw 
conclusions. 

Three  other  patients  were  operated  upon  wdth 
postoperative  fatality — two  died  as  the  result  of 
arterial  thrombosis — a thrombus  forming  at  the 
bifurcation  of  the  abdominal  aorta  in  one  in- 
stance, and  cerebral  thrombosis  occurring  in  a 
second  case.  The  first  accident  occurred  five  days 
after  the  operation,  the  second  three  days  later. 
A third  case  died  two  days  postoperatively,  the  re- 
sult of  acute  suppurative  mediastinitis. 

In  conclusion,  Dr.  Beck  has  demonstrated  ex- 
perimentally in  dogs  that  a great  increase  in  col- 
lateral coronary  circulation  may  be  induced  by 
the  production  of  pericardial  adhesions  and  by  the 
implantation  of  pectoral  muscle.  Clinically,  he 
has  shown  that  this  same  procedure  may  be 
carried  out  in  man.  Out  of  seven  patients  operated 
upon,  four  survived  the  operation.  The  first  case 
shows  now  at  the  end  of  eight  months  remarkable 
improvement;  the  second  case  now  five  and  one- 
half  months  postoperatively  has  shown  steady  im- 
provement; a third  case,  the  surgeon,  has  been 
under  a severe  nervous  strain  since  his  operation 
— has  not  shown  striking  improvement.  He  was 
regarded  as  a poor  risk;  had  a coronary  throm- 
bosis two  years  ago,  is  a diabetic  and  has  severe 
generalized  arteriosclerosis.  A fourth  case  now 
one  month  postoperative  is  showing  steady  im- 
provement. Only  time  will  tell  the  outcome  of 
these  cases.  Our  experience  has  taught  us  to 
choose  patients  without  too  great  generalized 
arteriosclerosis.  We  have  obviously  avoided  choos- 
ing patients  who  have  had  congestive  cardiac 
failure  or  those  whom  wTe  believed  to  have  severe 
generalized  myocardial  fibrosis  as  evidenced  by 
great  reduction  in  exercise  tolerance,  gallop 
rhythm,  cardiac  enlargement  or  electrocardio- 
graphic evidence  of  widespread  damage. 

Dr.  Beck’s  results,  both  experimentally  and 
clinically,  in  producing  pericardiac  anastomosis, 
have  been  sufficiently  satisfactory  to  warrant 
carrying  on  this  work,  which  promises  in  properly 
selected  cases,  to  give  relief  to  patients  suffering 
from  coronary  sclerosis  wfith  angina  pectoris. 


PRACTICAL  USE  OF  BACTERIOLOGY  BY  THE  OPHTHALMOLOGIST 

By  SANFORD  R.  GIFFORD,  M.D.,  Chicago,  III. 


THERE  are  a number  of  reasons  why  the 
ophthalmologist  should  be  familiar  with 
bacteriology  as  it  affects  his  special  field 
and  should  take  some  active  part  in  the  bac- 
teriologic  investigation  of  his  patients. 

In  the  first  place,  the  material  must  be  obtained 
from  the  proper  place  if  its  investigation  is  to  be 
of  any  value.  The  general  bacteriologist  is  apt 
to  be  a little  shy  in  dealing  with  the  eye  and  can 
hardly  be  expected  to  do  more  than  take  secretion 
from  the  conjunctival  sac  if  any  happen  to  be 
present.  In  a case  of  purulent  conjunctivitis  he 
may  find  the  pathogenic  organism  in  such  ma- 
terial. Even  in  conjunctivitis,  however,  the  or- 
ganisms are  not  found  in  the  secretion  until  the 
disease  is  well  under  Way,  and  often  there  in  very 
small  numbers.  They  are  present,  however,  from 
the  very  first  in  the  epithelial  cells  and  in  very 
large  numbers. 

Epithelial  scrapings  made  with  a sharpened 
platinum  spatula  or  a knife  with  a rounded  belly, 
will  remove  a layer  of  these  cells  and  in  a stain  of 
such  material  many  organisms  will  be  found  in  a 
true  bacterial  conjunctivitis  even  before  any 
secretion  is  present.  The  edge  of  the  instrument 
should  be  held  almost  perpendicular  to  the  surface 
of  the  upper  or  lower  fold  and  the  scraping 
should  consist  of  one  stroke,  firm  enough  to  re- 
move a small  film  of  material  but  not  to  produce 
bleeding.  The  material  is  placed  on  a slide  or 
cover-slip  and  spread  with  another  slide  so  that 
the  epithelium  will  be  spread  out  flat  and  not 
rubbed  around  into  a formless  mass. 

One  often  has  occasion  to  demonstrate  the  im- 
portance of  this  method.  One  case  I remember 
was  particularly  striking.  A young  girl  came  in 
with  a rather  innocent-looking  unilateral  con- 
junctivitis, with  no  secretion.  Routine  scraping 
showed  many  Gram-negative  diplococci.  The  other 
eye  was  protected  with  a Buller’s  shield  and  the 
next  day  the  affected  eye  showed  the  typical  pic- 
ture of  gonorrheal  ophthalmia.  Hence  one  should 
really  pay  no  attention  to  the  common  report  “No 
organisms  found’'  if  only  secretion  was  used,  but 
should  proceed  at  once  to  make  a scraping.  This 
should  be  done  by  the  ophthalmologist  himself.  If 
he  cannot  find  time  to  examine  the  material  him- 
self he  can  at  least  in  this  way  furnish  material 
in  which  the  bacteriologist  is  apt  to  find  some- 
thing of  value.  In  the  case  of  a corneal  ulcer,  the 
material  must  be  obtained,  of  course,  from  the 
ulcer  itself  and  not  from  the  conjunctival  sac. 
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This  can  be  done  quite  safely  by  curetting  the 
active  portion  of  the  ulcer  with  a small  spud  after 
local  anesthesia.  Only  a small  amount  of  material 
can  be  obtained  from  a small  ulcer,  but  it  will 
afford  all  available  information  if  obtained  from 
the  right  place.  This  procedure  must  be  carried 
out  by  the  ophthalmologist  himself. 

Another  reason  why  reports  from  the  general 
laboratory  are  apt  to  be  insufficient  or  misleading 
is  the  peculiar  character  of  the  bacterial  flora. 
Certain  common  saprophytes  are  universally 
present  in  the  conjunctival  sac.  Not  only  are  they 
present,  but  they  thrive  and  multiply  in  the 
presence  of  inflammation  due  to  other  causes,  so 
that  in  a smear  and  especially  in  a culture  they 
may  dominate  the  picture  while  the  presence  of 
a few  truly  pathogenic  organisms  is  overlooked 
altogether.  The  staphylococci  are  always  present, 
so  that  a negative  culture  on  proper  media  should 
rarely  be  obtained  from  the  conjunctival  sac. 

Another  organism  is  especially  confusing  as  it 
is  present  equally  as  often  and  is  less  well-known. 
This  is  Bacillus  xerosis,  a member  of  the  diphthe- 
roid group,  which  has  been  identified  at  various 
times  as  the  cause  of  chalazion,  trachoma  and 
gonorrheal  ophthalmia.  It  is,  of  course,  the  cause 
of  none  of  these  conditions,  but  is  simply  always 
there  and  grows  in  pus  with  a profusion  which 
has  led  me  to  call  it  a pyophilic  organism.  Hence 
no  matter  how  many  such  organisms  are  jiound 
in  a smear  it  must  not  be  considered  that  it  is  the 
cause  of  anything.  It  is  Gram-positive,  and 
irregular  in  size  and  shape,  some  club-shaped 
organisms  usually  being  found,  and  some  with 
granules  resembling  those  of  B.  diphtheriae.  It 
divides  by  lateral  fission  and  hence  chains  are 
never  formed,  while  pairs  of  bacilli  grouped  in 
V-form  are  very  common.  It  is  distinguishable 
from  B.  diphtheriae  only  by  fermentation  tests 
and  by  animal  inoculation.  These  will  be  neces- 
sary only  in  cases  of  membranous  conjunctivitis 
where  B.  diphtheriae  is  suspected.  True  diph- 
theritic conjunctivitis  is  very  rare,  however,  only 
two  such  cases  having  ever  been  seen  by  me. 

The  information  obtained  from  culture  alone  is 
especially  apt  to  be  confusing,  as  the  pathogenic 
organisms  are  often  overgrown  entirely  by 
saprophytes.  A smear,  or  better  a scraping, 
should  always  be  made  and  examined  first,  as  by 
this  means  the  predominating  organism  usually 
may  be  determined.  In  a scraping  the  pathogenic 
organisms  are  found,  as  Lindner  first  showed,  in 
epithelial  cells  which  stain  normally  while 
saprophytes  are  found  between  the  cells  or  in 
cells  which  from  their  staining  properties  are 
seen  to  be  dead  or  degenerated.  If  scrapings  are 
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negative  for  pathogenic  bacteria,  culture  should 
be  made  in  serious  or  unusual  cases.  There  are  a 
number  of  pathogenic  organisms  peculiar  to  the 
eye  with  which  the  general  bacteriologist  has 
seldom  any  occasion  to  be  familiar.  Such  are  the 
Morax-Axenfeld  Bacillus  and  others  of  its  group, 
the  Koch- Weeks  Bacillus,  the  Leptothrix  and  the 
inclusion  bodies,  which  will  be  considered  later. 

When  in  a case  of  conjunctivitis  proper  scrap- 
ings stained  by  Gram’s  method  have  failed  to  re- 
veal any  pathogenic  organisms,  we  have  by  no 
means  exhausted  the  information  to  be  obtained 
from  direct  examination  of  material.  At  least 
two  scrapings  should  always  be  made,  and  the 
second  stained  either  with  Giemsa  or  Wright’s 
stain.  Such  a stain  serves  two  purposes,  the  dis- 
closure of  eosinophil  leucocytes  in  the  preparation 
and  of  inclusion  bodies,  neither  of  which  may  be 
detected  by  ordinary  bacterial  stains.  Presence  of 
many  true  eosinophil  cells  with  definite  shiny 
granules,  is  a fairly  reliable  indication  that  the 
conjunctivitis  is  not  of  bacterial  origin  at  all,  but 
an  allergic  condition.  It  may  fall  in  the  class  of 
vernal  conjunctivitis,  which  we  should  distinguish 
by  clinical  signs,  but  which  in  its  mild  form  is 
often  mistaken  for  bacterial  conjunctivitis. 

Besides  this  group,  cases  of  acute  allergy  to 
certain  agents  occasionally  appear  which  in  no 
way  resemble  vernal  conjunctivitis  and  in  which 
the  presence  of  eosinophils  alone  may  lead  to  the 
diagnosis.  Finding  of  the  inclusion  bodies,  as  we 
are  only  recently  beginning  to  recognize,  means 
one  of  two  definite  diseases,  trachoma  and  in- 
clusion blenorrhoea,  whose  course  we  know  and 
which  require  a prognosis  and  treatment  quite 
different  from  that  of  bacterial  conjunctivitis.  It 
is  rare  to  find  a bacteriologist  in  a clinical  labora- 
tory who  is  familiar  with  these  bodies  or  has  the 
patience  to  find  them.  Ophthalmologists  with  this 
patience  are  also  only  too  rare,  but  wall  be  less  so, 
I believe,  as  the  practical  importance  of  detecting 
these  bodies  becomes  generally  recognized. 

There  is  not  sufficient  time  for  any  systematic 
review  of  the  ocular  diseases  caused  by  bacteria, 
and  I can  only  leave  with  you  a few  points  of 
practical  importance  which  my  experience  leads 
me  to  believe  are  not  as  well-known  as  they  should 
be. 

First  as  to  gonorrhoeal  ophthalmia  and  oph- 
thalmia neonatorum.  A negative  report  on  secre- 
tion, as  previously  stated,  should  call  for  a 
scraping  properly  made  and  the  ophthalmologist 
should,  if  possible,  examine  this  himself.  If  no 
organisms  are  found,  especially  in  ophthalmia 
neonatorum,  a second  slide  should  be  stained  with 
Giemsa  and  examined  for  inclusion  bodies.  The 
finding  of  inclusion  bodies  and  no  organisms  put 
the  case  definitely  in  the  class  of  inclusion-blenor- 
rhoea,  and  not  gonorrhoeal  ophthalmia.  It  must  be 
admitted  that  other  organisms  may  cause  ophthal- 
mia neonatorum.  Lazar  in  our  clinic  found  that  of 


80  cases  IY2  per  cent  were  cases  of  inclusion 
blenorrhoea,  while  in  13  per  cent  pneumococci  or 
streptococci  were  considered  the  cause.  In  one 
case  the  Morax-Axenfeld  bacillus  was  associated 
with  inclusions.  Thygeson  found  inclusions  in  11 
of  his  77  cases. 

It  occasionally  occurs  that  Gram-negative  intra- 
cellular diplococci  are  found  in  smears  which  are 
not  gonococci.  I saw  such  a case  last  year  in  the 
otherwise  healthy  son  of  a colleague,  the  organ- 
ism proving  on  culture  to  be  the  meningococcus. 
Years  ago  another  case  was  seen,  of  purulent  con- 
junctivitis in  a boy  of  12,  in  which  the  organism 
proved  on  culture  to  be  micrococcus  catarrhalis. 
This  organism  has  been  shown  by  Morax,  Blue, 
and  others  to  produce  occasional  cases  of  fairly 
severe  conjunctivitis  but  never,  I believe,  with 
corneal  complications.  The  practical  deduction 
from  this  is  that  while  a positive  smear  may  be 
considered  diagnostic  of  the  gonococcus  in  a new- 
born infant  or  in  an  adult  with  urethritis,  in  other 
cases  a confirmatory  culture  should  be  made. 
This  may  save  great  embarrassment  to  patient 
and  physician.  I know  of  one  excellent  ophthal- 
mologist who  was  involved  in  a law-suit  last  year 
through  having  diagnosed  gonorrhoeal  ophthalmia 
in  a man  on  the  basis  of  smears  alone.  The  con- 
dition cleared  up  completely  in  24  hours,  and  it 
seems  reasonably  certain  that  one  of  these  other 
Gram-negative  cocci  was  present.  While  waiting 
for  a report  on  the  culture,  treatment  as  for 
gonorrhoeal  ophthalmia  will  usually  be  in- 
stituted. 

On  the  pneumo-streptococcus  group  only  a few 
remarks  need  be  made.  When  Gram-positive 
diplococci  are  found  in  a smear  from  conjunc- 
tivitis or  corneal  ulcer,  they  usually  have  been 
considered  as  pneumococci.  The  capsules  of 
pneumococci  are  usually  invisible  in  smears  from 
the  conjunctiva,  and  it  is  impossible  to  distinguish 
them  morphologically  from  streptococci,  which 
may  assume  almost  entirely  the  diplococcus  form. 
The  pneumococcus  is  usually  considered  the  chief 
cause  of  acute  conjunctivitis  in  this  country. 
Schemelzer  in  a recent  series  of  cases  in  Germany 
found,  however,  that  76  cases  were  due  to 
streptococci  and  only  13  to  pneumococci.  Dif- 
ferentiation is  only  possible  by  culture  and  test 
with  1 per  cent  bile,  in  which  pneumococci  are 
soluble. 

A certain  number  of  serpent  ulcers  are  also  due 
to  streptococci  and  Clausen  recently  reported 
several  very  malignant  ulcers  which  resisted  every 
form  of  treatment,  including  optochin,  and  were 
due  to  streptococcus  hemolyticus.  A serpent  ulcer 
due  to  the  pneumococcus,  if  seen  early,  usually 
responds  to  treatment  with  optochin  hydrochloride 
powder  applied  carefully  to  its  base.  It  may  seem 
surprising,  but  should  not  be  when  we  remember 
the  great  variance  in  the  virulence  of  streptococci, 
that  a number  of  mild  catarrhal  ulcers  of  the 
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cornea  are  due  to  the  streptococcus.  Lucic  work- 
ing in  my  laboratory  found  that  three  out  of  ten 
such  ulcers  showed  streptococci  and  were  ap- 
parently due  to  these  organisms.  They  resembled 
ordinary  catarrhal  ulcers  in  every  way  and  ran 
a benign  course.  Cases  of  acute  pneumococcus 
conjunctivitis  usually  clear  up  rapidly  on  any 
mild  antiseptic.  Optochin  is  seldom  necessary  in 
the  ordinary  acute  case. 

Less  well-known  is  the  chronic  form  of  con- 
junctivitis due  to  the  pneumococcus.  Here  it  is 
more  difficult  to  find  the  organisms,  but  when  they 
are  found,  either  by  scrapings  or  by  cultures  of 
scrapings,  which  afford  the  best  material  for  cul- 
ture, the  diagnosis  is  of  great  value  to  the  pa- 
tient. Such  cases,  which  have  dragged  on  for 
many  months,  will  clear  up  quite  regularly  on  1 
per  cent  optochin  hydrochloride  solution. 

The  commonest  cause  of  chronic  conjunctivitis 
in  this  country  is  the  diplobacillus  of  Morax- 
Axenfeld.  This  organism  and  its  relatives,  as 
stated,  are  found  practically  no  where  else  but  in 
the  conjunctival  sac  and  its  adnexa.  It  grows  by 
preference  on  transitional  epithelium,  and  hence 
often  produces  the  typical  picture  of  angular  con- 
junctivitis with  redness  and  Assuring  of  the  skin 
at  the  inner  and  outer  angles.  This  is  the  place, 
of  course,  from  which  material  should  be  obtained 
for  diagnosis.  Usually  great  numbers  of  organ- 
isms are  found  in  epithelial  scrapings  but  oc- 
casionally they  are  rare  and  may  be  found  only 
in  cultures  on  moist  blood  serum. 

The  morphology  of  the  group  is  characteristic, 
large  Gram  negative  diplobacilli  with  blunt  ends 
which  are  not  as  square,  however,  as  those  of  the 
anthrax  bacillus.  Chains  are  often  formed  and 
short  forms  are  seen  which  may  be  mistaken  for 
large  cocci.  The  Morax-Axenfeld  bacillus,  most 
important  member  of  the  group,  grows  only  on 
blood  serum,  which  it  liquefies,  forming  character- 
istic depressed  colonies.  The  second  member  is 
the  diplobacillus  of  Petit,  which  is  like  it  in 
morphology  but  grows  also  on  plain  agar.  It  also 
liquefies  serum  and  gelatin.  It  has  been  found  in 
a number  of  fairly  severe  serpent  ulcers.  The 
third  member  is  bacillus  duplex  non-liquefaciens, 
similar  to  Petit’s  bacillus  except  that  it  liquefies 
neither  serum  nor  gelatin. 

The  practical  point  which  I wish  to  emphasize 
in  connection  with  this  group  is  that  the  diplo- 
bacillus produces  not  only  typical  angular  con- 
junctivitis, but  also  conjunctivitis  of  two  other 
forms  which  are  almost  never  diagnosed  without 
smears.  One  is  accompanied  by  much  swelling  of 
the  folds  and  some  follicle  formation  so  that  it 
bears  some  resemblance  to  trachoma.  A much 
more  common  type  is  very  chronic  with  slight 
thickening  of  the  conjunctiva  which  may  be  en- 
tirely overlooked  and  a small  amount  of  secretion 
present  in  the  mornings.  Symptoms  are  those  of 
slight  irritation  and  they  are  usually  attributed 


to  eye-strain.  Glasses  are  usually  changed  several 
times  until  someone  realizes  that  conjunctivitis  is 
really  present  and  investigates.  This  form  is  com- 
monest in  elderly  persons,  especially  elderly  Rus- 
sian Jews,  and  it  persists  until  the  diagnosis  is 
made  and  treatment  with  zinc  begun.  Catarrhal 
ulcers  often  occur  and  recur  in  such  cases,  also 
due  to  this  organism.  They  clear  up  rapidly  on 
treatment  of  the  conjunctivitis  with  zinc.  The 
number  of  neglected  cases  of  this  condition  which 
one  can  diagnose  only  by  bacteriologic  methods, 
and  the  certainty  as  to  prognosis  and  treatment 
which  such  diagnosis  affords,  is  well  worth  all  the 
time  one  spends  in  bacteriology. 

I come  now  to  the  group  of  diseases  which  I 
feel  we  must  now  recognize  are  caused  by  the  in- 
clusion bodies.  These  bodies,  described  in  epithe- 
lial scrapings  from  trachoma  by  Halberstaedter 
and  Prowazek  many  years  ago,  were  thought  to 
represent  a protozoan  like  the  parasite  of  malaria 
which  was  the  cause  of  trachoma.  They  were 
found,  however,  not  only  in  trachoma  but  in 
ophthalmia  neonatorum  both  with  and  without 
gonococci.  This  complicated  matters  considerably, 
and  various  investigators  considered  them  de- 
generated products  of  diseased  cells,  or  degener- 
ated organisms  of  various  kinds,  especially  gono- 
cocci. This  view  is  held  by  some  observers  still 
and  was  recently  defended  by  such  good  bacter- 
iologists as  Bengston  and  McKee.  I must  admit 
that  for  years  I held  the  former  view  that  the 
bodies  were  some  form  of  cellular  reaction  pro- 
duct, and  thought  we  had  proved  it  when  Lazar 
and  I found  typical  inclusions  in  several  babies 
treated  with  a chemical  irritant.  Subsequent  at- 
tempts to  repeat  this  were  unsuccessful  and  we 
now  freely  confess  that  we  must  have  been  deal- 
ing with  babies  who  harbored  the  virus  itself. 

Lindner  first  developed  the  picture  of  ophthal- 
mia neonatorum  in  which  only  inclusions  were 
found  and  gave  it  the  name  “inclusion  blenor- 
rhoea”.  It  is  to  Thygeson,  however,  that  we  owe 
what  seems  the  fairly  definite  proof  that  such 
inclusions  represent  two  forms  of  virus,  re- 
sembling in  many  respects  that  of  psittacosis, 
which  are  the  cause  of  inclusion  blenorrhoea  and 
trachoma.  Thygeson  inoculated  his  own  con- 
junctiva as  well  as  that  of  other  human  volunteers 
and  of  Sphinx  baboons,  with  filtrates  from  human 
cases  of  inclusion  blenorrhoea  containing  only  the 
elementary  bodies  which  will  be  described,  pro- 
ducing the  typical  clinical  picture.  He  was 
equally  successful  with  fresh  cases  of  trachoma 
showing  inclusion  bodies.  Tilden  and  I have  re- 
cently confirmed  his  work  on  inclusion  blenorrhoea 
and  are  attempting  to  do  so  with  trachoma. 

We  must  conclude  that  the  finding  of  such 
bodies  in  a case  of  ophthalmia  neonatorum  with- 
out other  organisms  justifies  the  diagnosis  of  in- 
clusion blenorrhoea.  This  disease  resembles 
gonorrhoeal  ophthalmia  in  the  early  stages,  but 
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comes  on,  as  a rule,  five  days  after  birth.  It  is 
transmitted  from  the  female  genital  tract  where 
similar  inclusions  have  been  found.  The  acute 
symptoms  subside  more  promptly  than  those  of 
gonorrhoeal  ophthalmia,  and  the  cornea  is  never 
involved.  A chronic  conjunctival  hypertrophy  de- 
velops, however,  which  lasts  several  months  to  a 
year. 

It  seems  likely  that  certain  cases  of  conjunc- 
tivitis in  adults,  especially  a form  acquired  in 
swimming  pools  is  due  to  the  same  virus  and  is 
transmitted  from  the  genital  tract  either  through 
the  water  or  by  towels  used  by  bathers.  The  late 
V.  Morax  has  described  a number  of  cases  which 
had  not  used  swimming-pools  but  had  acquired 
what  seems  to  be  the  same  virus  in  other  un- 
known ways. 

The  picture  of  the  disease  in  adults  resembles 
the  acute  form  of  trachoma  and  responds  very 
slowly  to  treatment  but  finally  heals  with  almost 
no  scarring  and  no  corneal  involvement.  I re- 
cently saw  a girl  of  five  with  marked  bilateral 
follicular  hypertrophy  and  much  secretion  who 
had  not  used  swimming  pools.  She  showed  typical 
inclusions  in  scrapings  but  only  after  prolonged 
examination.  Undoubtedly  other  organisms  can 
cause  conjunctivitis  acquired  in  swimming  pools. 
I have  seen  a number  of  cases  due  to  the  pneu- 
mococcus, but  they  were  cases  of  acute  catarrhal 
conjunctivitis  and  in^no  way  resembled  inclusion 
blenorrhoea. 

In  trachoma  the  inclusions  are  much  more  diffi- 
cult to  find,  and  it  may  be  impossible  to  find  them 
in  an  old  treated  case.  The  evidence  in  favor  of 
their  etiologic  importance  seems  quite  convincing, 
however,  and  their  finding  is  of  great  diagnostic 
importance.  A negative  finding,  however,  does  not 
rule  out  trachoma,  especially  in  an  old  case. 

The  mature  bodies  are  seen  only  in  the  epithelial 
cells  and  only  in  preparations  stained  with  Giemsa 
or  Wright’s  stain.  They  consist  of  a mass  of  fine 
but  definite  granules  which  stain  blue  in  contrast 
to  the  pink  of  the  nuclei.  They  may  be  confused 
with  masses  of  bacteria  or  phagocyted  cellular 
debris.  The  latter,  however,  usually  stain  pink 
and  are  relatively  amorphous,  while  bacteria  are 
found  in  Gram  preparations  and  in  any  case  are 
seldom  small  enough  to  deceive  the  practised  eye 
nor  do  they  have  the  definite  membrane  which 
surrounds  the  typical  inclusion. 

The  various  stages  in  the  life  of  the  virus  are 
more  difficult  to  observe,  but  apparently  the  in- 
clusions cause  the  cell  to  burst  when  they  split  up 
to  form  free  elementary  bodies.  These  divide  into 
forms  resembling  diplococci,  the  so-called  free  in- 
itial bodies  of  Lindner,  which  enters  other  cells 
and  develop  new  inclusions.  The  inclusions  of 
trachoma  and  inclusion  blenorrhoea  are  morpho- 
logically indistinguishable  but  are  distinct  in  each 
reproducing  its  distinct  disease.  Some  cases  of 
inclusion  blenorrhoea  in  adults  can  only  be  dis- 


tinguished from  trachoma  by  their  clinical  course. 

I wish  there  were  more  time  in  which  I might 
discuss  some  of  the  ocular  diseases  due  to  fungi 
and  higher  bacteria,  as  these  have  formed  rather 
a hobby  with  me.  There  is  just  time,  however,  to 
say  something  about  Parinaud’s  ■ conjunctivitis. 
There  seems  to  be  some  confusion  about  this  dis- 
ease, as  whenever  an  unusual  case  of  conjuncti- 
vitis is  presented  at  a meeting,  the  question  is 
always  asked:  ‘‘What  about  Parinaud’s?” 

The  condition  described  by  Parinaud  is  really  a 
very  definite  picture  which  should  be  confused 
with  nothing  else.  It  is  a unilateral  conjunctivitis 
with  considerable  swelling  of  the  lids  and  marked 
swelling  of  the  pre-auricular  gland.  The  upper 
fold  shows  hypertrophy  and  usually  a number  of 
large  cox-comb-like  vegetations.  There  are  always 
present  a number  of  small  grey  areas  of  necrosis. 
Verhoeff  has  emphasized  that  these  areas  are 
small  and  that  true  ulceration  never  occurs  in  this 
condition  as  it  does  in  tuberculosis  of  the  con- 
junctiva. This  should  suffice  to  distinguish  be- 
tween the  two  conditions  in  most  cases,  but  there 
probably  have  occurred  cases  of  tuberculosis  much 
resembling  the  picture  of  Parinaud  and  in  such 
cases  animal  inoculations  and  sections  may  be 
necessary  for  diagnosis. 

Cases  of  Parinaud’s  conjunctivitis  run  a fever 
for  the  first  week  or  more  and  I have  shown  that 
a moderate  eosinophilia  occurs  fairly  often.  The 
condition  subsides  very  slowly,  requiring  two  to 
five  months  to  clear  up.  Verhoeff  showed  that  in 
nearly  all  cases  of  typical  Parinaud’s  conjuncti- 
vitis material  containing  an  area  of  necrosis  when 
removed  for  biopsy  showed  by  his  modified  Gram- 
stain  fine  threads  representing  one  of  the  higher 
bacteria,  which  he  considered  to  be  leptothrix.  He 
has  found  such  threads  in  44  out  of  45  cases  in 
which  material  was  examined. 

The  method  of  staining  is  a delicate  one,  as  it 
is  easy  to  decolorize  the  threads,  and  material 
must  contain  one  of  the  necrotic  centers.  It  should 
be  fixed  in  Zenker’s  fluid.  These  difficulties  prob- 
ably account  for  the  fact  that  all  of  the  cases  in 
which  these  threads  were  found  except  my  own 
were  stained  and  examined  in  Verhoeff’s  labora- 
tory. I have  found  them  in  three  cases.  Verhoeff 
and  King  two  years  ago  were  finally  able  to  grow 
a leptothrix  by  special  cultural  methods  in  three 
cases  of  the  disease. 

There  is  one  other  condition  which  greatly  re- 
sembles this  disease,  the  oculo-glandular  form  of 
tularemia.  Usually  systemic  symptoms  are  more 
severe  and  prolonged  than  in  Parinaud’s  con- 
junctivitis, there  is  a history  of  contact  with  wild 
rabbits  or  squirrels  and  the  blood  after  the  first 
two  weeks  shows  a positive  agglutination  test 
with  B.  tularensis.  The  condition  described  by 
Pascheff  as  conjunctivitis  necroticans  infectiosa 
and  those  cases  described  by  European  observers 
in  which  B.  pseudo-tuberculosis  rodentium  was 
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found  seems  to  be  closely  related  or  identical  with 
the  oculo-glandular  form  of  tularemia. 

CONCLUSIONS 

1.  The  ophthalmologist  should  at  least  see  that 
material  is  obtained  from  the  right  place  to  afford 
useful  bacteriologic  information. 

2.  Epithelial  scrapings  stained  with  Gram  and 
Giemsa  usually  allow  differetniation  between  con- 
junctivitis due  to  bacteria,  inclusions,  and  an 
allergic  irritant. 

3.  Chronic  Morax-Axenfeld  conjunctivitis  must 
be  always  considered  in  older  persons  with  chronic 
slight  symptoms  of  irritation. 

4.  Positive  finding  of  inclusions  is  of  great 
diagnostic  value  in  suspected  trachoma,  ophthal- 
mia neonatorum  and  swimming-pool  conjunctivitis. 

BIBLIOGRAPHY 

1.  Thygeson.  A.  J.  O.  17 :1019,  1934. 

2.  McKee.  Oph.  Record  19 :292,  1911. 

3.  McKee.  A.  J.  O.  18:36,  1935. 

4.  Lazar.  Arch,  of  Oph.  6 :32,  1931. 

5.  Thygeson.  Arch,  of  Oph.  12:307  (Sept.)  1934. 

6.  Morax.  Les  Conjunctivitis  Foliculaires.  Masson  & 
Co.,  Paris,  1933. 

7.  Gifford  & Lazar.  Arch,  of  Oph.  14:197  (Aug.)  1935. 

DISCUSSION 

A.  G.  Farmer,  M.D.,  Dayton:  I should  like  to 
stress  the  importance  of  bacterial  examination  in 
establishing  cure  as  well  as  diagnosis.  In  my  hos- 
pital service  all  cases  of  G.  C.  infection  are  re- 
quired to  have  three  successive,  24  hour  interval, 
negative  smears  before  dismissal  as  cured.  Dr. 
Gifford’s  discussion  of  inclusion  blenorrhea  is 
timely.  Within  the  past  two  weeks  there  has  oc- 
curred in  my  service  two  cases  with  all  the  clinical 
symptoms  of  ophthalmia  neonatorum,  age  in- 
cidence, profuse  blenorrhea,  etc.  Laboratory  re- 
turns were  negative  for  the  Neisser  organisms; 
second  smears  taken  under  my  supervision  were 
also  negative,  though  the  care  of  these  cases 
should  be  exactly  the  same,  I shall  hereafter  in- 
clude a search  for  inclusion  bodies.  As)  Dr.  Gif- 
ford points  out,  these  cases  are  differentiated 
clinically  by  shorter  time  for  cure  and  by  absence 
of  corneal  complications.  Negative  G.  C.  reports 
in  such  cases  also  has  the  important  result  of  re- 
taining the  confidence  of  the  obstetrician  in  his 
Crede  prophylaxis. 

Dr.  Gifford  mentions  diphtheria  conjunctivitis. 
Since  the  general  use  of  antitoxin  this  has  become 
a rare  disease,  however  one  should  remember  its 
possibility,  and  in  any  infection  of  the  conjunctiva 
showing  any  suspicion  of  a membrane  the  Klebs 
Loeffler  bacilli  should  be  sought  for.  Also,  al- 
though I have  not  seen  a Vincent’s  conjunctivitis, 
I know  of  no  reason  why  its  occurrence  should  not 
be  a possibility. 

Dr.  Gifford  has  brought  us  a very  timely  mes- 
sage. I am  sure  there  are  none  of  us  who  do  not 
realize  the  value  of  bacteriologic  studies  in  eye 
infections,  though  I am  afraid  that,  with  the  ex- 
ception of  frankly  purulent  conditions,  there  are 
some  who  are  not  making  use  of  the  microscope 
as  routinely  as  should  be  done  in  the  interest  of 
exact  diagnostic  information.  Otherwise  clinical 
diagnosis  by  the  most  skilful  cannot  always  be 
correct,  also  care  and  proper  therapy  can  be 
ordered  with  much  more  assurance  for  results. 
For  those  not  convenient  to  laboratories  a modest 


equipment  of  a microscope,  stains,  slides  and  a 
few  tubes  of  culture  media  in  the  office  will  prove 
a satisfying  investment,  and  the  information 
gained  by  their  use  will  well  repay  the  time  so 
spent.  Dr.  Gifford  has  stressed  the  importance  of 
proper  taking  of  material  in  eye  cases.  For  those 
ophthalmologists  who.  have  not  the  time  or  in- 
clination to  do  their  own  bacteriologic  work  I 
would  suggest  that  at  least  one  interne  or 
technician  be  instructed  by  the  ophthalmologist  in 
the  specialized  technique  for  this  work. 

Interest  in  this  subject  has  been  kept  alive  and 
stimulated  by  the  instruction  courses  of  the 
American  Academy  of  Ophthalmology  and  Oto- 
laryngology, and  incidentally  I know  of  no  better 
method  of  routine  graduate  review  than  to  attend 
these  courses  at  the  annual  meetings.  Dr.  Gifford 
has  been  one  of  the  leaders  in  the  development 
and  success  of  this  important  function  of  the 
Academy. 

I wish,  in  this  city,  to  pay  tribute  to  one  who 
took  a major  part  in  bringing  American 
ophthalmology  to  its  high  scientific  place  in 
American  Medicine.  I refer  to  the  late  Dr.  Der- 
rick Vail,  who  among  many  other  notable  con- 
tributions to  our  specialty  first  established  the 
diagnosis  of  tularemia  ophthalmia.  The  similar- 
ity of  the  symptom  complex  between  Parinaud’s 
and  tularemia  ophthalmia  caused  discussion  for  a 
time  as  to  whether  Parinaud’s  symptoms  were  not 
in  fact  tularemia.  It  is  quite  probable  that  some 
reported  cases  of  Parinaud’s  were  tularemia. 
A history  of  wild  rabbit  or  some  field  rodent  con- 
tact prior  to  the  infection,  and  the  blood  test  for 
tularemia,  should  help  differentiate  the  two  dis- 


Treatment  of  the  Scoliotic  Patient 

(Abstract  of  article  in  Journal  A.  M.  A.,  Jan.  11,  1936) 

After  a successful  improvement  in  a case  of 
scoliosis  with  the  convex  stretcher' frame  Armi- 
tage  Whitman,  New  York,  began  experimenting 
with  the  frame  treatment  exclusively,  sometimes, 
in  the  case  of  unruly  patients,  supplemented  by 
traction  on  the  head  and  pelvis.  Before  long  he 
came  to  the  conclusion  that  in  the  average  case  as 
much  improvement  in  the  curvature  could  be 
gained  in  from  six  to  eight  weeks  of  recumbency 
as  he  had  been  able  to  achieve  in  two  years  of 
jacket  treatment.  The  great  improvement  in  the 
patient’s  general  condition  also  was  noted.  From 
twenty  years  of  observation  and  treatment  of 
idiopathic  structural  scoliosis  he  is  convinced  that 
the  treatment  of  the  curvature  should  be  second- 
ary to  the  treatment  of  the  patient.  Provided  the 
patient’s  external  appearance  and  general  con- 
dition are  improved,  the  amount  of  curvature 
shown  by  the  X-rays  is  immaterial.  The  greatest 
contributing  factor  to  the  development  and  pro- 
gression of  scoliosis  is  man’s  assumption  of  the 
upright  attitude  and  his  consequent  unequal 
struggle  against  the  malignant  unrelenting  pres- 
sure of  the  force  of  gravity.  Removal  of  this  all 
important  factor  by  recumbency  on  the  convex 
stretcher  frame  is  not  only  physiologic  but  rea- 
sonable. The  frame  treatment,  therefore,  is  pre- 
sented as  being  simple,  economical  and 
physiologic. 


DIABETIC  COMA* 

By  THOMAS  P.  SHARKEY,  M.D.,  Dayton,  Ohio 


NO  greater  crisis  exists  in  medical  practice 
than  the  occurrence  of  diabetic  coma. 
The  comatose  patient  is  usually  on  the 
road  to  recovery  or  is  dead  within  24  hours.  His 
future  is  delicately  balanced  in  the  mind  and 
hands  of  his  physician.  Indifference,  indecision 
or  ignorance  will  inevitably  lead  to  disaster. 

While  the  mortality  from  diabetic  coma  has 
fallen  materially  with  each  succeeding  era 
(Chart  I)1  patients  continue  to  be  admitted  to 
hospitals  in  extremis,  having  been  treated  for 
“intestinal  ailments”  or  other  conditions  without 
so  much  as  a urinalysis. 

While  mortality  statistics  are  not  available  for 
the  state  of  Ohio  they  must  be  essentially  similar 
to  those  of  other  states.  Stafne2  found  that  105  of 
375  patients  dying  with  diabetes  in  the  state  of 
Minnesota  during  1931,  died  of  coma;  of  this 
number  only  66  received  insulin  at  any  time. 
Bartels  and  Blum3  found  that  26  per  cent  of 
diabetic  deaths  in  Duluth  hospitals  for  the  same 
year  were  due  to  coma.  Bolduan4  reported  an  in- 
cidence of  37  per  cent  of  deaths  from  coma  in  463 
diabetic  deaths  in  New  York  City.  Hekimian  and 
Vogel5  found  coma  to  be  the  cause  of  death  in  26 
per  cent  of  84  autopsied  cases.  Jamieson6  in  a 
survey  of  diabetic  deaths  in  Alberta  found  that  30 
per  cent  were  due  to  coma. 
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CHART  I. 

Diabetic  coma  is  preventable,  but  only  in  direct 
proportion  to  the  amount  of  knowledge  the  patient 
possesses  with  regard  to  his  condition  and  with 
what  astuteness  the  physician  recognizes  and 
promptly  treats  the  early  symptoms  of  acidosis. 
Gottschalk7  was  able  almost  to  eliminate  diabetic 
coma  in  the  City  of  Stettin  by  systematic  educa- 
tion of  the  physician  and  patient  in  the  practical 
management  of  the  disease.  Today  many  of  the 

Read  before  the  Medical  Section  of  the  Ohio  State  Medi- 
cal Association  at  its  89th  Annual  Meeting,  Cincinnati, 
October  2-4,  1935. 

♦From  the  Diagnostic  Laboratories,  Miami  Valley  Hos- 
pital, Dayton,  Ohio. 


hospitals  throughout  the  country  are  performing 
the  same  mission,  and  with  the  material  now 
available  on  this  subject  it  is  the  duty  of  every 
physician  to  instruct  his  patients  in  the  proper 
management  of  their  disease. 

Joslin  et  al.8  have  recently  reported  293  cases 
of  diabetic  coma  with  a total  mortality  of  11.9  per 
cent,  with  only  one  death  in  78  attacks  in  children 
and  only  one  death  in  the  last  49  patients  with 
coma.  In  an  analysis9  of  case  histories  at  the 
New  England  Deaconess  Hospital,  it  was  re- 
vealed that  the  diabetic  with  the  disease  of  short 
duration  was  most  apt  to  develop  coma.  Coma 
occurred  in  53  per  cent  of  patients  who  had  the 
disease  less  than  three  years,  in  contrast  to  about 
1 to  150  in  the  older  cases.  From  this  study,  edu- 
cation of  the  patient  seemed  decidedly  worth 
while.  In  this  series  the  authors  showed  that  the 
prognosis  of  uncomplicated  coma  depends  for  the 
most  part  on  two  outstanding  factors:  (1)  the 

duration  of  pronounced  acidosis  before  institution 
of  treatment,  and  (2)  the  age  of  the  patient. 

There  were  only  three  deaths,  or  a mortality 
of  2.8  per  cent,  among  128  instances  of  coma  in 
patients  under  20  years  of  age,  in  contrast  to  32 
deaths  or  21.6  per  cent  mortality  among  148  pa- 
tients over  20  years  of  age.  White10  reported  70 
cases  of  coma  in  children  with  the  C02  combining 
power  of  the  blood  below  20  volumes  per  cent, 
with  only  one  death.  John11  reported  only  five 
deaths  in  his  series  of  50  cases  occurring  mostly 
during  the  first  and  second  decades  of  life.  While 
these  figures  may  lead  one  to  have  a false  sense  of 
security  in  the  management  of  diabetic  coma  in 
children,  coma  still  occupies  a pre-eminent  posi- 
tion in  the  causes  of  death  among  juvenile  dia- 
betics. 

CAUSES  OF  COMA 

The  etiological  factors  precipitating  diabetic 
coma  are  numerous  and  varied.  Undoubtedly  the 
most  common  cause  is  dietary  indiscretion,  where 
incomplete  combustion  of  fat  results  from  excess 
of  carbohydrate,  with  subsequent  failure  of  utili- 
zation of  glucose,  or  the  development  of  ketosis 
from  an  excess  of  protein  or  fat.  White10  believes 
that  “diet  breaking”  is  the  most  frequent  cause  of 
coma  in  the  child;  she  was  able  to  prove  it  in  40 
per  cent  of  her  cases  by  gastric  lavage  or  by  ad- 
missions by  the  patient.  In  this  regard  some  pa- 
tients are  repeated  offenders.  Ralli  and  Water- 
house12  reported  a patient  who  died  in  coma  at  the 
age  of  16.8  years  having  been  admitted  to  the  hos- 
pital 22  times  in  acidosis  during  her  diabetic  career 
of  8.6  years.  In  this  group  might  be  included  also 
those  patients  who  deliberately  discontinue  the  use 
of  insulin,  or  who  believe  that  the  use  of  insulin  will 


123 


124 


The  Ohio  State  Medical  Journal 


Vol.  32— No.  2 


allow  them  to  eat  whatever  they  wish.  Recently  a 
male  patient,  25  years  of  age,  with  diabetes  of  1.3 
years'  duration,  was  admitted  to  the  Miami  Val- 
ley Hospital  in  acidosis.  He  had  been  taking  100 
units  of  insulin  daily  and,  in  addition  to  eating 
three  heavy  meals  a day,  always  ate  a bedtime 
lunch. 

Infection,  however  slight,  may  transform  the 
mild  diabetic  or  the  well-controlled  diabetic  into 
a desperately  ill  patient  in  24  hours.  In  all  pa- 
tients with  coma,  infection  should  be  searched  for. 
The  type  of  infections  most  commonly  seen  are 
those  involving  the  upper  respiratory  tract,  in- 
fections of  the  skin  such  as  carbuncles,  abscesses, 
gangrene,  burns,  et  cetera,  and  infections  of)  the 
urinary  tract,  the  last  appearing  more  commonly 
than  is  generally  appreciated.  In  one  of  our  re- 
cent fatal  cases,  coma  developed  following  an  in- 
fection of  the  thigh  from  the  administration  of 
insulin  with  unsterile  needles  and  subsequent  de- 
velopment of  metastatic  renal  abscesses. 

According  to  White10  starvation  is  the  third 
cause  of  diabetic  coma  in  the  child,  where  ketone 
bodies  result  from  catabolism  of  body  protein  and 
fat,  in  conjunction  with  insufficient  carbohydrate 
intake.  Similarly  any  condition  interfering  with 
the  availability  of  glycogen  such  as  hemochroma- 
tosis may  result  in  coma.  Less  common  conditions 
precipitating  diabetic  coma  are  hyperthyroidism, 
pregnancy,  operative  procedures  on  uncontrolled 
or  unrecognized  diabetics,  and  vascular  accidents. 

onset  of  coma 

The  onset  of  coma  is  as  a rule  gradual,  occur- 
ring over  a period  of  several  days  during  which 
time  polydipsia,  polyuria,  and  polyphagia  may  be 
present,  and  usually  are  followed  by  nausea, 
vomiting  and,  not  infrequently,  by  abdominal  pain. 
The  abdominal  symptoms  are  common  to  diabetic 
acidosis  and  fatal  errors  in  diagnosis  have  oc- 
curred when  the  patient  has  been  treated  for  other 
medical  or  surgical  conditions  without  urinalysis. 
A common  error  on  the  part  of  the  patient  is  to 
omit  insulin  in  the  presence  of  vomiting;  conse- 
quently it  is  advisable  to  instruct  the  patient 
never  to  omit  insulin  under  these  circumstances 
unless  the  urine  is  free  from  sugar.  If  the 
acidosis  remains  untreated  or  insufficiently  treated 
these  symptoms  are  usually  followed  by  restless- 
ness, sometimes  excitement  in  children,  drowsi- 
ness, hyperpnea  and  finally  unconsciousness. 
Kussmaul  breathing  denotes  advanced  acidosis. 

In  young  children  the  onset  may  be  indefinite, 
with  changes  in  personality  and  general  malaise. 
Headache  may  be  present  for  days  before  the  oc- 
currence of  the  characteristic  symptoms  of 
acidosis,  nausea,  vomiting,  and  pain,  usually  in 
the  abdomen. 

One  should  not  be  misled,  however,  by  the 
premise  that  the  onset  of  diabetic  coma  is  always 
gradual  since  it  has  been  known  to  occur  within 
12  hours  in  the  sugar-free  patient. 


Kussmaul  breathing  is  the  most  characteristic 
sign  of  diabetic  coma.  It  is  not  present  in  all 
cases,  however,  but  when  noted  always  means 
acidosis.  It  may  be  absent  when  the  C02  com- 
bining power  of  the  blood  is  markedly  lowered. 
Wisliski13  attributes  its  absence  in  such  cases  to 
the  accompanying  asthenia  and  circulatory 
failure. 

The  patient  in  diabetic  coma  is  indeed  a patient 
in  shock,  with  subnormal  body  temperature,  if 
infection  is  absent.  The  skin  is  usually  cold  and 
dry.  The  pulse  is  weak  and  rapid.  The  blood 
pressure  is  low.  Generalized  dehydration  of  the 
body  is  one  of  the  most  common  findings,  fre- 
quently associated  with  lowered  ocular  tension. 
The  face  is  usually  flushed.  The  tongue  is  usually 
dry  and  frequently  coated  with  altered  blood  from 
the  vomitus.  Acetone  odor  to  the  breath  is  usually 
detected.  If  not  completely  unconscious  varying 
degrees  of  drowsiness  are  present  and  in  the 
child  this  stage  may  be  preceded  by  one  of  ex- 
citability. Transitory  rales  are  frequently  heard 
in  the  lungs.  Temporary  enlargement  of  the  heart 
occurs  sometimes  in  coma,  and  systolic  cardiac 
murmurs  are  not  uncommonly  heard.  Cardiac 
irregularities  are  occasionally  but  not  often  ob- 
served. The  cerebral  manifestations  may  suggest 
a vascular  accident,  but  without  any  anatomical 
basis  for  such  signs. 

Abdominal  distention  is  not  infrequently  ob- 
served, with  pain  apparently  elicited  at  times  on 
palpation.  Abdominal  rigidity  occurs  often  enough 
to  confuse  the  examiner.  The  urinary  output  in 
some  cases  is  scant  and  total  anuria  has  been 
observed. 

LABORATORY  FINDINGS 

The  laboratory  findings  establish  the  diagnosis 
of  diabetic  coma,  but  unfortunately  treatment  is 
too  frequently  delayed  until  the  reports  are  avail- 
able. While  large  amounts  of  sugar  are  usually 
found  in  the  urine,  it  does  not  approach  the  ex- 
tremes usually  seen  in  the  new,  untreated  case. 
Absolute  reliance  should  not  be  placed  on  the 
presence  of  diacetic  acid  in  the  urine  to  establish 
the  diagnosis  of  diabetic  coma  since  its  absence 
in  coma  has  been  noted  occasionally  by  Joslin9, 
Richardson14,  LeMann15,  Labbe16  and  others  where 
failing  renal  function  results  in  a retention  of 
Ketone  bodies  in  the  blood  stream.  Albumin  and 
granular  casts  are  frequently  seen  in  the  urine  of 
patients  in  diabetic  coma. 

While  the  blood  sugar  is  elevated  in  coma  it 
may  not  be  excessively  high.  Values  between  300 
and  400  milligrams  per  100  cc.  of  blood  are  com- 
mon. That  high  blood  sugars  do  not  necessarily 
imply  a poor  prognosis  is  seen  by  the  fact  that 
ten  of  Joslin’s18  cases  had  blood  sugar  values  of 
more  than  1000  milligrams  per  cent;  of  these  six 
lived  and  four  died. 

The  carbon  dioxide  combining  power  of  the 
blood  as  a rule  is  inversely  proportional  to  the 
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height  of  the  blood  sugar  but  this  is  not  always 
the  case.  Disparities  between  clinical  and  chemi- 
cal acidosis  are  sometimes  seen  when  the  patient 
may  have  a low  C02  combining  power  of  the 
blood  without  unconsciousness,  and  vice  versa.  On 
the  whole,  values  of  less  than  ten  volumes  per 
cent  denote  severe  cases  and  imply  a more  grave 
prognosis.  Following  treatment  the  C02  combin- 
ing power  of  the  blood  returns  to  normal  levels 
less  quickly  than  the  blood  sugar. 

The  lipid  content  of  the  blood  is  usually  but 
not  invariably  elevated  in  coma.  Joslin  et  al.9,  19 
in  a series  of  34  patients  found  that  approxi- 
mately 50  per  cent  had  cholesterol  values  below 
300  milligrams  per  cent.  One  of  these  patients 
showed  20.5  per  cent  total  lipid  substances  in  the 
blood  or  approximately  2.1  pounds  of  fat  in  the 
blood  with  a cholesterol  value  of  1.416  per  cent. 
About  20  per  cent  of  these  cases  had  normal 
blood  cholesterol  values.  Low  cholesterol  reading 
should  prompt  an  investigation  of  the  possibility 
of  pulmonary  tuberculosis,  hyperthyroidism,  per- 
nicious anemia  or  hepatic  insufficiency. 

In  Marble’s18  series,  the  nonprotein  nitrogen  of 
the  blood  was  45  milligrams  per  cent  or  over  in 
20  per  cent  of  cases.  Extreme  figures  have  some- 
times been  noted.  Uremia  occurring  in  diabetic 
coma  is  usually  associated  with  anuria  and  im- 
plies a more  grave  prognosis. 

The  blood  chlorides  are  low,  for  the  most  part 
due  to  vomiting  and  increased  chloride  excretion 
in  the  urine. 

Leucocytosis  occurs  commonly  in  uncomplicated 
diabetic  coma.  In  Allan’s20  series  the  leucocyte 
count  varied  from  16,000  to  60,000.  White10  re- 
ported an  average  white  count  of  29,000  in  her 
series.  She  did  not  believe  that  this  could  be  ex- 
plained on  the  basis  of  blood  concentration  in  as 
much  as  the  erythrocyte  count  was  not  increased. 
Infection  was  lacking  in  many  of  the  cases  in  her 
series.  Frequently  the  higher  counts  were  as- 
sociated with  hematemesis  but  in  18  of  her  cases 
gastric  hemorrhage  was  absent.  Joslin  et  al.19 
reported  one  case  in  which  the  white  count  rose 
to  79,000  with  such  an  increase  in  immature 
neutrophiles  as  to  simulate  the  picture  of  myelo- 
genous leukemia.  In  general,  leucocytosis  is  more 
marked  in  the  younger  patient. 

The  diagnosis  of  diabetic  coma  must  be  dif- 
ferentiated from  hypoglycemia,  cerebral  hemor- 
rhage, uremia,  meningitis,  encephalitis,  skull 
fracture,  brain  tumors,  certain  drug  poisonings, 
such  as  veronal,  and  severe  toxemias.  Acute  vas- 
cular thromboses,  involving  the  coronary  or 
mesenteric  vessels,  may  in  the  diabetic  patient 
simulate  the  onset  of  coma,  since  cardiac  pain  is 
not  infrequently  absent  in  the  coronary  throm- 
bosis, while  hyperglycemia  and  glycosuria  fre- 
quently occur.  Similarly,  acute  surgical  abdominal 
conditions  may  simulate  coma  in  the  diabetic. 


DIFFERENTIAL  DIAGNOSIS 

It  is  beyond  the  scope  of  this  paper  to  enter 
into  a differential  diagnosis  of  these  conditions. 
Suffice  it  to  say  that  an  accurate  history,  to- 
gether with  the  clinical  and  laboratory  findings, 
should  establish  the  diagnosis.  If  the  unconscious 
patient  is  known  to  have  been  a diabetic  the  pos- 
sibility of  diabetic  coma  is  immediately  suggested, 
but  one  must  remember  that  coma  may  be  the 
first  indication  of  diabetes. 

The  frequency  with  which  patients  are  admitted 
to  the  hospital  with  cerebral  vascular  accidents 
and  glycosuria,  diagnosed  as  diabetic  coma,  serves 
as  a warning  for  careful  study  before  treatment 
is  instituted.  The  too  frequent  fallacy  of  treating 
the  unconscious  diabetic  patient  for  coma  may,  in 
the  presence  of  hypoglycemia  or  vascular  disease, 
lead  to  fatal  results. 

DIABETIC  COMA  VERSUS  INSULIN  SHOCK 

Since  Joslin8  reported  five  patients  who  died  of 
hypoglycemia  treated  as  diabetic  coma  it  seems 
advisable  to  enumerate  the  more  common  differ- 
ential points  between  hypoglycemia  and  diabetic 
coma. 

1.  The  cause  of  insulin  shock  is  too  much  in- 
sulin, too  little  food,  too  much  exercise,  too  long  a 
period  between  insulin  and  food,  and,  occasionally, 
vomiting  or  diarrhea.  The  cause  of  diabetic  coma 
is  too  much  food,  the  omission  of  insulin,  or  in- 
fection. 

2.  The  onset  of  unconsciousness  in  insulin 
shock  is  rapid;  in  coma  it  is  gradual.  The  symp- 
toms preceding  unconsciousness  in  shock  are 
usually  the  sudden  onset  of  nervousness,  tremb- 
ling, vertigo,  sweating,  diplopia,  hunger,  numb- 
ness of  the  tongue  or  lips,  aphasia,  sudden 
changes  of  personality,  and  convulsions. 

3.  The  skin  in  insulin  shock  is  moist  and  pale; 
in  coma  it  is  dry  and  flushed  except  in  late  stages 
when  pallor  may  be  present. 

4.  The  temperature  in  shock  is  normal;  in 
coma  in  the  absence  of  infection  it  is  subnormal. 

5.  The  pupils  are  dilated  in  shock.  The  eye- 
balls are  firm  in  shock,  soft  in  coma. 

6.  Breathing  in  shock  is  normal  or  shallow;  in 
coma  it  is  hyperpneic. 

7.  The  pulse  is  full  and  bounding  in  shock;  it 
is  weak  and  thready  in  coma. 

8.  The  blood  pressure  is  normal  or  elevated  in 
shock;  it  is  low  in  coma. 

9.  Vomiting  is  exceptional  in  shock  and  when 
it  occurs  it  usually  follows  unconsciousness;  it  is 
the  rule  in  coma  and  it  precedes  unconsciousness. 

10.  Convulsions  are  common  in  shock;  they 
occur  in  coma  when  the  patient  receives  large 
amounts  of  alkalies. 

11.  The  blood  sugar  in  shock  is  usually  re- 
latively low;  in  coma  it  is  elevated.  The  CO* 
combining  power  in  shock  is  normal  or  elevated; 
in  coma  it  is  low,  usually  20  volumes  per  cent  or 
lower. 
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12.  The  urine  is  sugar  free  in  shock;  it  con- 
tains sugar  in  coma.  Residual  urine  in  the  blad- 
der accumulated  before  the  patient  developed 
shock  may  show  sugar,  but  a second  specimen  will 
be  sugar  free. 

The  administration  of  glucose,  by  mouth,  under 
the  skin,  or  by  vein  in  doubtful  cases  viill  estab- 
lish the  diagnosis.  Prompt  recovery  usually  fol- 
lows this  procedure  in  shock.  Ordinarily  5 to  10 
grams  of  carbohydrate  by  mouth  or  by  vein  will 
suffice,  but  in  severe  cases,  or  cases  that  have  re- 
ceived additional  insulin  amounts  from  100  to 
200  grams  may  be  necessary.  The  injection  of  1 
cc.  of  1:1000  epinephrine  solution  may  be  of 
value  in  some  cases. 

SURGICAL  ASPECTS 

The  differential  diagnosis  between  diabetic 
coma  and  acute  surgical  abdomen  is  an  important 
consideration,  especially  so  since  the  latter  may 
be  the  precipitating  cause  of  the  coma.  A mistake 
in  diagnosis  may  prove  disastrous.  McKittriek12 
in  1933,  reviewed  the  meagre  literature  on  this 
subject  and  studied  the  case  records  from  the 
Joslin  Clinic  and  the  Massachusetts  General  Hos- 
pital. He  found  that  in  the  reported  cases  of 
diabetic  acidosis  and  negative  findings  at  opera- 
tion that  in  “each  instance  in  which  operation  was 
done  the  diagnosis  was  that  of  a widespread  in- 
tra-abdominal calamity  rather  than  a definite 
localized  intra-abdominal  process.”  In  a study  of 
his  own  cases  he  emphasizes  the  importance  of  a 
careful  history  in  these  patients  where  it  is  pos- 
sible to  establish  the  fact  that  the  early  symptoms 
of  acidosis,  such  as  nausea,  vomiting,  drowsiness 
and  hyperpnoea  often  precede  the  onset  of  pain. 

While  Rabinowitch22  has  emphasized  the  old 
adage  that  in  appendicitis  abdominal  pain  pre- 
cedes vomiting,  whereas  in  diabetic  coma  vomit- 
ing precedes  pain,  McKittriek21  reports  two 
patients  with  definite  acute  appendicitis  where 
nausea  and  vomiting  preceded  pain.  He  describes 
the  pain  of  coma  as  intermittent  or  steady  and  at 
times  so  severe  as  to  cause  the  patient  to  writhe 
in  agony.  It  is  usually  in  the  upper  and  occasion- 
ally in  the  lower  abdomen  and  it  may  be  ac- 
companied by  widespread  spasm  and  tenderness. 
“It  is,  however,  one  of  the  first  symptoms  to  dis- 
appear under  insulin  treatment,  there  usually 
being  marked  improvement  within  a few  hours.” 

The  explanation  for  this  pain  is  not  known. 
McKittriek  suggests  as  possible  causes,  dilatation 
of  the  stomach,  hematemesis,  and  the  enlarged 
fatty  liver  associated  with  diabetic  coma.  He 
calls  attention  to  the  fact  that  the  blood  vomited 
in  these  cases  is  always  dark,  not  the  bright, 
freshly  clotted  blood  which  escapes  from  a bleed- 
ing ulcer.  In  his  series,  white  blood  counts  of 
30,000  to  40,000  were  common,  which  in  the  un- 
complicated coma  returned  to  normal  under  in- 
sulin therapy  in  several  days.  In  his  own  series 


of  24  emergency  abdominal  operations  upon 
patients  with  diabetes  a preoperative  diagnosis 
of  acute  appendicitis  was  made  23  times,  and  a 
diagnosis  of  perforated  ulcer  was  made  once. 
Ten  of  these  patients  had  definite  acidosis,  four 
did  not  have  acute  appendicitis,  but  intra- 
abdominal inflammatory  conditions  were  found  in 
all.  In  addition  to  this  series  three  children  were 
operated  upon  because  of  repeated  attacks  of 
abdominal  pain,  associated  with  acidosis.  In  two 
no  pathology  was  found  and  one  had  tabes  mesen- 
terica. 

McKittriek21  emphasizes  the  fact  that  the 
symptoms  and  signs  of  appendicitis  may  be 
masked  by  the  diabetes.  “One  makes  such  a 
diagnosis  not  upon  the  widespread  signs  and 
symptoms  of  an  abdominal  calamity  but  upon  less 
than  the  usual  local  tenderness  and  spasm.  A 
history  of  malaise,  drowsiness,  diffuse  abdominal 
pain  associated  with  widespread  tenderness  and 
spasm  is  so  suggestive  of  diabetic  acidosis  with- 
out demonstrable  intra-abdominal  pathology  that 
operation  should  not  be  done  unless  the  abdominal 
symptoms  and  signs  persist  after  three  or  four 
hours  of  adequate  insulin  therapy.  Conversely  a 
history  of  abdominal  pain  with  or  without  vomit- 
ing, when  associated  with  localized  and  definite 
abdominal  tenderness,  usually  with  spasm,  is  sug- 
gestive of  a surgical  lesion  in  the  diabetic  as  well 
as  the  non-diabetic  and  may  be  an  indication  for 
an  immediate  operation.  In  that  rare  case  where 
definite  differentiation  is  impossible  and  yet  im- 
perative it  may  be  safer  to  open  the  abdomen 
under  local  anesthesia  than  to  suffer  delay.” 

Rectal  examination  is  of  course  of  value  in 
establishing  the  diagnosis  in  some  of  these  cases. 
Needless  to  say  the  administration  of  morphine  in 
these  cases  before  accurate  diagnosis  is  a dan- 
gerous procedure,  yet  one  such  patient  who  re- 
ceived morphine  for  abdominal  pain  died  of 
diabetic  coma  in  the  Miami  Valley  Hospital 
shortly  after  admittance.  No  autopsy  was  ob- 
tained. 

TREATMENT  OF  DIABETIC  COMA 

The  treatment  of  diabetic  coma  should  be  car- 
ried out  in  the  hospital,  where  frequent  chemical 
analyses  of  the  blood  and  urine  can  be  performed 
and  uninterrupted  treatment  instigated.  If  treat- 
ment could  be  started  with  the  first  warning 
symptoms  of  acidosis,  coma  would  never  occur. 
The  patient  who  reasons  that  insulin  should  not 
be  given  in  the  face  of  nausea  or  vomiting  (with- 
out testing  the  urine)  allows  valuable  time  to  pass 
when  prompt  treatment  would  bring  brilliant  im- 
mediate results.  Frequently  it  is  possible  to  ad- 
minister the  first  insulin  dose  of  20  to  80  units  in 
the  home  if  the  diagnosis  is  certain.  Meanwhile 
preparations  for  treatment  in  the  hospital  should 
be  instigated  so  that  no  time  will  be  lost  in  in- 
stituting treatment. 

Upon  admission  to  the  hospital  the  diagnosis  of 
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diabetic  coma  should  be  established  by  clinical  and 
laboratory  means,  and  insulin  therapy  should  be 
promptly  started.  Simultaneously  with  this  the 
patient  should  be  covered  with  blankets  outside 
of  which  are  hot  water  bottles.  Gastric  lavage  is 
performed,  the  administration  of  fluids  begun, 
and  cleansing  enema  given. 

Insulin  administration  cannot  be  calculated  by 
mathematical  equations.  No  one  knows  the  exact 
amount  of  carbohydrate  that  will  be  metabolized 
by  a given  amount  of  insulin.  It  varies  under 
different  circumstances  in  the  same  individual. 
In  diabetic  coma  more  is  required  early  than  late. 

Joslin8  administers  insulin  in  relatively  small 
repeated  doses  in  contrast  to  those  who  give 
larger  doses  at  longer  intervals.  The  dose  may 
vary  from  5 to  100  units,  the  average  being  about 
20  to  40  units  at  half  hour  intervals.  Joslin  ad- 
vocates smaller  doses  of  insulin  in  the  patient 
with  more  recent  onset  of  diabetes,  shorter  duration 
of  acidotic  symptoms  and  less  severe  signs  as  meas- 
ured by  the  C02  combining  power  of  the  blood, 
freedom  from  complications,  notable  infections 
and  absence  of  circulatory  failure.  Obviously  the 
patient  with  the  reverse  of  these  conditions  will 
require  more.  On  the  whole,  patients  who  have 
never  taken  insulin  require  less.  In  cases  with 
circulatory  failure  initial  doses  of  insulin  in- 
travenously may  be  of  value.  Joslin7  states  that 
“one  patient  will  recover  with  780  units  of  insulin 
and  another  may  recover  or  at  least  has  recovered 
with  28  units.”  In  the  more  severe  cases  it  is 
usually  wise  to  give  200  to  300  units  or  more  in 
the  first  two  hours. 

In  the  child  less  insulin  is  usually  required. 
White10  advocates  approximately  5 to  20  units  of 
insulin  every  half  hour  in  the  child  who  has  never 
taken  insulin  and  from  5 to  40  units  to  the  child 
who  has  previously  taken  insulin.  Her  average 
dose  in  70  cases  was  146  units  in  24  hours. 

Insulin  is  administered  in  this  manner  until 
there  is  improvement  in  the  clinical  signs  and 
symptoms  such  as  the  alleviation  of  hyperpnea, 
return  of  mental  clarity,  rise  of  blood  pressure, 
favorable  decrease  in  the  blood  and  urinary  sugar, 
increase  of  the  C02  combining  power,  with 
diminution  of  urinary  diacetic  acid.  At  this  time 
carbohydrate  in  the  form  of  ginger  ale,  orange 
juice,  or  oatmeal  gruel  may  be  administered  in 
small  quantities  every  one,  two  or  three  hours, 
principally  for  food  value.  It  is  possible  to  add 
glucose  to  the  saline  solution  given  by  hypodermo- 
clysis  or  by  intravenous  routes  at  this  stage.  It  is 
desirable  to  administer  150  grams  of  carbohy- 
drate during  the  first  24  hours  of  treatment.  Care 
should  be  exercised  to  prevent  the  patient  from 
slipping  back  into  coma  by  the  too  sudden  with- 
drawal or  diminution  of  insulin.  This  can  be  pre- 
vented by  the  administration  of  insulin  every  two, 
three  or  four  hours,  depending  on  the  color  re- 
actions of  the  urine. 


When  it  is  impossible  to  obtain  urine,  frequent 
micro  blood  sugar  determinations  are  of  great 
value  in  assisting  the  physician  to  determine  in- 
sulin dosage.  Where  possible  it  is  desirable  not  to 
insert  a catheter  into  the  bladder  for  fear  of 
urinary  tract  infection,  but  when  absolutely 
necessary  a retention  catheter  is  to  be  preferred 
to  frequent  single  catheterizations,  and  the  blad- 
der irrigated  with  some  mild  antiseptic  from  time 
to  time.  This  danger  has  been  stressed  elsewhere 
by  Root  and  the  writer.23 

The  most  frequent  error  in  the  insulin  therapy 
of  coma  is  the  administration  of  too  little  rather 
than  too  much.  There  is  relatively  little  danger 
of  significant  hypoglycemia  in  the  patient  treated 
by  the  method  described  in  the  preceding  para- 
graphs. The  status  of  children  in  coma  may 
change  more  suddenly,  but  the  evaluation  of  the 
clinical  signs  and  symptoms  together  with  the 
blood  and  urinary  findings  should  make  the  pos- 
sibility of  hypoglycemia  remote  in  the  child 
treated  in  this  fashion. 

The  marked  dehydration  characteristic  of  dia- 
betic coma  should  be  efficiently  combated  by  the 
administration  of  normal  salt  solution  under  the 
skin  or  by  vein.  Gamble24,  Simpson25  and  others 
have  shown  that  water  alone  is  insufficient  in  the 
treatment  of  dehydration,  but  that  substances 
such  as  sodium  chloride  must  be  replaced.  Peters 
and  Van  Slyke26  state  that  in  acidosis  the  loss  of 
chlorides  from  the  tissues  is  far  greater  in  amount 
than  the  loss  of  chloride  from  blood  serum.  With- 
in the  first  hour  1000  to  1500  cc.  of  normal  saline 
solution  may  be  given  subpectorally  to  an  adult, 
or  500  to  750  cc.  may  be  administered  intraven- 
ously. In  children,  from  500  to  1000  cc.  may  be 
given  subpectorally  or  not  more  than  500  cc.  in- 
travenously. If  necessary  this  can  be  repeated  a 
second  or  third  time  if  dehydration  persists  or 
circulatory  collapse  or  anuria  are  present.  In 
White’s10  series  as  much  as  6000  cc.  was  given 
within  the  first  24  hours.  In  two  of  her  cases 
dehydration  was  so  marked  that  laryngeal  obstruc- 
tion occurred  and  in  one,  intubation  was  neces- 
sary. In  extreme  cases  constant  drip  venoclysis 
is  of  value.  All  solutions  should  be  slightly  above 
body  temperature  and  given  slowly  under  sterile 
conditions.  Glucose  is  not  added  to  the  saline  at 
the  outset  of  treatment  unless  the  blood  sugar  is 
low  and  the  acidosis  is  marked. 

In  a recent  compilation  of  his  data  on  293  cases 
of  diabetic  coma,  Joslin8  reiterates  that  he  knows 
of  no  evidence  that  would  now  warrant  the  use  of 
alkalies.  He  states  that  many  of  the  former  ad- 
vocates of  alkalies  in  the  treatment  of  coma  have 
reduced  their  dosage  to  far  below  the  level  of 
therapeutic  effect.  He  has  felt  it  more  efficacious 
to  treat  the  disease,  diabetes,  than  the  condition, 
acidosis. 

Gastric  lavage  should  be  carried  out  routinely 
unless  the  condition  of  the  patient  when  first  seen 


128 


The  Ohio  State  Medical  Journal 


Vol.  32— No.  2 


would  contraindicate  this  procedure,  such  as  the 
occurrence  of  extreme  shock.  With  improvement 
of  the  symptoms  and  signs  of  shock  it  may  be 
possible  to  lavage  the  stomach  later.  A large  tube 
is  preferable  to  a small  nasal  tube  since  it  can  be 
passed  much  more  quickly  and  the  thick  altered 
blood  and  undigested  food  particles  will  not  pass 
through  the  smaller  tube. 

Warren17  felt  from  autopsy  studies  on  these 
cases  that  the  source  of  the  blood  was  probably 
due  to  capillary  hemorrhages,  from  the  mechani- 
cal stretching  of  the  wall  from  distention  or  as  a 
result  of  the  chemical  effect  of  acidosis  upon  the 
capillary  endothelium.  Normal  saline  is  used  as 
the  lavaging  agent  in  repeated  small  amounts 
until  the  washings  come  clear.  In  occasional  cases 
it  may  be  necessary  to  repeat  the  lavage  because 
of  recurrent  gastric  dilatation,  or  vomiting.  John27 
reports  a death  due  to  regurgitation  of  the 
stomach  contents  into  the  trachea  following  fail- 
ure to  lavage  the  stomach.  Enemata  should  be 
given  routinely  to  facilitate  elimination. 

% Circulatory  failure  is  still  the  greatest  cause 
for  concern  in  the  adult  patient  with  diabetic 
coma.  It  is  uncommon  in  children.  The  adminis- 
tration of  relatively  large  amounts  of  saline  ap- 
pears to  be  the  most  important  method  of  com- 
bating this  condition.  Epinephrine  hydrochloride 
given  subcutaneously  in  doses  of  0.3  to  1.0  cc.,  or 
1.0  cc.  of  a 1:1000  dilution  added  to  each  500  cc. 
of  salt  solution,  may  be  of  value.  Ephedrin  gives 
a more  prolonged  effect  in  raising  the  blood  pres- 
sure and  may  be  given  subcutaneously  in  doses  of 
0.5  to  1.0  cc.  (25  to  50  milligrams),  or  50  milli- 
grams may  be  dissolved  in  the  saline  solution.  In 
emergencies  both  may  be  given  intravenously.  A 
myriad  of  so-called  cardiovascular  stimulants 
have  been  advocated  but  none  appears  to  have  any 
marked  advantage.  Digifoline  and  caffeine  sodium 
benzoate  may  be  of  value.  Blood  transfusions 
have  been  advocated  by  some  28,  29  but  they  are  of 
doubtful  value  in  most  cases.  If  the  blood  pres- 
sure fails  to  rise  in  the  first  few  hours  of  treat- 
ment it  denotes  a bad  prognosis. 

Coexistent  with  circulatory  failure  is  the  not  in- 
frequent development  of  anuria.  In  the  aged  the 
anuria  may  be  the  end  result  of  nephrosclerosis 
in  which  the  acidosis  has  been  the  coup  de  grace 
in  disturbing  the  balance  of  compensation.  In  the 
younger  patient  the  renal  block  may  be  due  to  the 
effect  of  the  acidosis  per  se  upon  the  renal  tubular 
epithelium.  Warren17  has  demonstrated  a type  of 
tubular  nephritis  in  autopsied  cases  dying  of 
diabetic  coma,  accounting  undoubtedly  for  the 
albumin  and  showers  of  casts  frequently  seen  in 
these  cases.  He  believes  that  this  reaction  is  re- 
versible. 

Root30  believes  that  in  many  of  these  cases 
renal  failure  is  due  to  reduced  plasma  chloride 
and  he  advocates  the  use  of  50  cc.  of  10  per  cent 
salt  solution  intravenously.  Since  some  of  these 


patients  develop  edema  the  continued  use  of  large 
amounts  of  fluid  is  contraindicated.  In  cases 
where  the  blood  sugar  is  relatively  low,  hypertonic 
glucose  solution  given  intravenously  may  prove  of 
value.  It  is  important  to  keep  an  accurate  record 
of  the  urinary  output  in  all  cases  of  coma. 

PROGNOSIS 

Prognostic  signs  are  many  and  none  is  infal- 
lible. It  is  obvious  that  the  longer  a patient  is 
unconscious  before  the  institution  of  treatment,  or 
because  of  insufficient  treatment,  the  worse  the 
prognosis.  As  observed  previously  diabetic  coma  in 
the  aged  is  accompanied  by  a higher  mortality  rate. 
In  obese  patients  with  diabetic  coma,  the  prognosis 
is  usually  more  grave.  A low  blood  pressure  that 
fails  to  rise  with  adequate  treatment,  or  falls 
steadily  despite  treatment,  is  of  serious  import. 
Some  observers  regard  blood  sugar  values  ex- 
ceeding 700  milligrams  and  C02  combining  power 
below  10  volumes  per  cent  as  unfavorable.  That 
this  is;  not  uniformly  true  is  seen  in  Joslin’s9 
series,  in  which  patients  with  blood  sugar  values 
of  1600  milligrams  and  C02  combining  values  of 
2 per  cent  have  recovered.  In  general,  however, 
C02  values  below  10  volumes  per  cent  imply  a 
more  serious  prognosis,  especially  in  the  aged. 
The  development  of  cardiac  irregularities,  or 
renal  block,  indicate  a more  grave,  but  not  always 
hopeless,  prognosis.  Other  bad  prognostic  signs 
have  been  mentioned  by  some  authors,  such  as 
marked  lowering  of  the  freezing  point  of  the 
blood  serum,  blood  acetone  values  of  over  70  milli- 
grams per  cent,  or  lymphopenia. 

Table  No.  I shows  the  causes  of  death  in  61  of 
Joslin’s18  cases  during  or  following  coma. 

TABLE  I. 

CAUSES  OF  DEATH  IN  61  CASES  DURING  OR 
FOLLOWING  COMA  (1923-1934) 

Experience  of  Elliott  P.  Joslin,  M.D.  and  Associates 


Causes 

of 

Death 

26  Cases 
Dying 

35  Fatal  After 

Coma  Discharge 

Cases  Following 

Recovery 
from  Coma 

Uncomplicated  coma 

11 

5 

Sepsis  and  metastatic 

infection  8 

0 

Gangrene 

0 

2 

Cardiovascular  disease 

1 

7 

Cerebral  hemorrhage 

2 

0 

Pneumonia 

7 

1 

Acute  infections 

0 

3 

Acute  pancreatitis 

3 

0 

Cancer 

0 

3 

Syphilis 

1 

0 

Tuberculosis 

0 

4 

Hyperthyroidism 

1 

0 

Toxemia  from  burns 

1 

0 

Hypoglycemia 

0 

1 

The  average  duration  of  diabetes  among  thft 
35  fatal  coma  cases  was  3.3  years  and  among  the 
26  cases  dying  after  recovery  from  coma,  7.3 
years.  These  figures  show  that  despite  one  or 
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more  attacks  of  coma  the  life  expectancy  of  the 
diabetic  is  now  steadily  increasing. 

Complications  occurring  in  diabetic  coma  such 
as  infections  of  various  types,  vasomotor  collapse, 
cardiac  irregularities,  renal  block,  tubular  neph- 
ritis, gastric  regurgitation,  hematemesis,  tracheal 
obstruction,  or  excessive  lipemia  have  already 
been  mentioned.  To  these  one  may  add  distention 
of  the  urinary  bladder,  a condition  easily  over- 
looked during  routine  treatment.  Likewise  care 
must  be  exercised  to  prevent  burning  of  the  skin 
from  hot  water  bottles.  In  Table  No.  I it  is  seen 
that  acute  pancreatitis  occurred  in  three  of  the 
fatal  cases.  Root31  found  in  his  extensive  study 
of  the  association  of  diabetes  and  tuberculosis  that 
8 per  cent  of  the  coma  patients  developed 
tuberculosis  within  three  years  of  recovery  from' 
coma.  In  White’s19  series  a subsequent  check  up 
of  coma  patients  revealed  that  four  of  the  50 
patients  developed  arteriosclerosis ; one  of  these  in 
addition  had  cataracts,  pulmonary  tuberculosis 
and  carbuncles.  One  also  developed  tuberculosis 
of  the  skin  and  another  developed  xanthoma. 

Significant  hypoglycemia  should  be  a rare  com- 
plication in  the  well-treated  patient.  It  may  occur 
where  orders  are  given  by  telephone,  when  in- 
sulin is  administered  haphazardly  without  evalua- 
tion of  the  clinical  and  laboratory  data,  or  when 
the  treatment  of  a patient  in  diabetic  coma  is  in- 
trusted to  an  interne  who  may  never  have  seen  a 
case  of  diabetic  coma.  One  is  impressed  by  the 
more  frequent  tendency  for  hypoglycemia  to  de- 
velop during  the  night  in  patients  where  close  or 
continuous  observation  by  the  physician  or  interne 
is  not  maintained. 

Insulin  has  furnished  the  physician  with  one  of 
the  most  valuable  therapeutic  agencies  to  be  found 
in  medicine.  It  has  reduced  the  death  rate  in 
diabetic  coma  in  Joslin’s  series  from  60  per  cent 
during  1898  to  1914,  to  less  than  5 per  cent  from 
1930  to  1933.  It  has  reduced  the  mortality  in 
children  from  almost  100  per  cent  to  about  1 per 
cent.  It  has  doubled  the  life  span  of  the  diabetic 
and  enabled  him  to  become  a productive,  useful 
citizen.  Insulin  has  enabled  him  to  survive  in- 
fections that  surely  would  prove  fatal  without  it. 
It  has  enabled  him  to  obtain  the  benefit  of  surgery 
with  almost  as  much  safety  in  the  well-controlled 
patient  as  in  the  nondiabetic.  It  has  enabled  the 
diabetic  mother  to  survive  pregnancy.  It  has  re- 
duced the  complications  of  diabetes  in  the  well- 
controlled  patient.  It  has  proved  a great  economi- 
cal saving  to  the  patient.  Joslin32  has  shown  the 
average  cost  of  treatment  of  a coma  patient  to  be 
about  $100;  a neglected  sore  toe  with  protracted 
healing  $300;  and  the  development  of  tuberculosis 
in  the  diabetic  a yearly  expenditure  of  $1500. 
Insulin  has  enabled  the  diabetic  to  eat  a more 
normal  diet  and  enabled  children  by  this  means 
to  attain  average  height  and  weight.  And  yet  even 
today  many  diabetics  are  treated  in  the  same  man- 


ner as  during  the  pre-insulin  era,  which  began 
more  than  thirteen  years  ago.  Insulin  therapy, 
combined  with  proper  diet  therapy,  provides  the 
modern  physician  with  the  means  for  the  accurate 
and  scientific  management  of  diabetes. 


SUMMARY  AND  CONCLUSIONS 

1.  The  mortality  rate  from  diabetic  coma  is 
still  too  high. 

2.  Education  of  the  patient,  prompt  diagnosis 
and  efficient  treatment  by  the  physician  will  lower 
the  mortality  rate. 

3.  The  diagnosis  of  diabetic  coma  should  be 
certain  before  treatment  is  instituted.  Acute  sur- 
gical conditions  should  be  considered  in  those  pa- 
tients with  abdominal  pain. 

4.  Treatment  consists  of:  a.  Adequate  insulin 
therapy;  b.  The  correction  of  dehydration  and 
abnormal  mineral  balance  by  the  administration 
of  sodium  chloride  intravenously  and  subcutane- 
ously in  sufficient  amounts;  c.  The  maintenance 
of  a glycogen  reserve  by  the  administration  of 
carbohydrate  and  insulin;  d.  The  relief  of  gas- 
trodilatation  by  lavage,  and  of  obstipation  by 
enemas;  e.  Accessory  measures  to  combat  shock 
and  circulatory  failure. 

5.  The  occurrence  of  complications  during 
coma  should  be  watched  for  and  treated  promptly. 

6.  After  coma  has  been  successfully  treated, 
the  patient  should  be  carefully  studied  at  regular 
intervals  for  signs  of  the  delayed  complications, 
such  as  pulmonary  tuberculosis. 

Note:  The  author  wishes  to  express  his  indebtedness  to 
Dr.  Elliott  P.  Joslin  and  his  associates ; to  Dr.  Leland 

S.  McKittrick,  of  Boston  and  to  Dr.  Walter  M.  Simpson,  of 
Dayton,  for  their  helpfulness  in  the  preparation  of  this 
paper. 
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DISCUSSION 

Cecil  Striker,  M.D.,  Cincinnati:  This  most 
complete  paper  could  go  without  discussion  as  it 
embodies  all  of  the  salient  features  in  handling 
diabetic  coma.  Perhaps  reiteration  may  not  be 
amiss.  No  more  dramatic  transformation  takes 
place  in  medicine  than  the  improvement  in 
diabetic  coma.  There  are  two  specific  procedures 


— combat  the  acidosis  with  insulin  and  combat  the 
dehydration  with  fluids.  These  are  just  as  specific 
for  diabetic  coma  as  morphine  is  for  pain. 

It  is  important  to  recognize  the  occurrence  of 
coma  or  impending  coma  because  in  almost  every 
instance  the  earlier  the  treatment  the  better  the 
response.  Do  not  delay  giving  insulin  because  of 
inability  to  obtain  laboratory  examinations.  The 
best  clinical  index  is  hyperpnea.  If  the  patient  is 
hyperpneic  give  insulin  first  and  then  make  ar- 
rangements for  laboratory  examinations.  This  is 
stressed  because  I am  reasonably  sure  that  two 
deaths  occurred  where  administration  of  insulin 
was  withheld  three  and  four  hours  respectively 
awaiting  a blood  sugar  determination. 

It  must  be  remembered  that  the  coma  patient 
is  suffering  from  an  organic  acid  acidosis,  so  the 
first  effort  must  be  directed  against  this;  be  not 
concerned  early  in  the  treatment  about  the 
glycosuria.  Only  after  several  doses  of  insulin 
have  been  given  should  one  be  seriously  concerned 
about  the  level  of  the  blood  sugar,  that  is,  the 
possibility  of  hypoglycemia. 

I,  too,  concur  in  Dr.  Sharkey’s  belief  that  glucose 
is  not  necessary  in  the  early  treatment  of  coma 
but  large  quantities  of  normal  saline  is  essential, 
as  an  acidotic  patient  may  lose  several  liters  of 
water  in  24  hours. 

Eternal  vigilance  is  the  price  of  victory.  These 
patients  should  be  observed  every  four  hours  for 
the  first  24  or  30  hours.  Frequently  we  are  misled 
by  a dramatic  improvement  whereupon  every  one 
relaxes.  Then  almost  insidiously  these  patients 
lapse  into  a second  comatose  state  which  usually 
denotes  an  unfavorable  prognosis. 

Finally,  it  must  be  stressed  that  the  major 
aspect  of  the  complication  is  the  prevention.  This 
necessitates  active  publicity  concerning  diabetes 
and  its  complications  and  a systematic  course  of 
instruction  for  each  patient. 


SOME  INDUSTRIAL  ASPECTS  OF  ACUTE  PERFORATION  AND 
HEMORRHAGE  OF  PEPTIC  ULCER 

By  A.  J.  BEAMS,  M.D.,  Cleveland,  Ohio 


FROM  the  industrial  point  of  view  the  chief 
interest  in  gastric  and  duodenal  ulcers  is 
the  possibility  of  perforation  or  hemor- 
rhage occurring  as  the  result  of  some  physical 
strain  during  work.  This  problem  arises  fre- 
quently in  the  industrial  commissions  in  regard 
to  compensation.  In  the  state  of  Ohio  since  1926 
there  have  been  twenty-eight  claims  filed  for  per- 
foration of  gastric  and  duodenal  ulcers  and  five 
for  hemorrhage.  In  all  these  claims  an  injury 
was  alleged,  the  usual  one  being  increased  effort. 
In  some,  direct  trauma,  such  as  a blow  or  pres- 
sure, was  alleged. 


Read  before  the  Section  on  Public  Health  and  Preventive 
Medicine,  Ohio  State  Medical  Association,  at  the  88th 
Annual  Meeting,  Columbus,  October  4-6,  1934. 

From  the  Medical  Clinic  of  Lakeside  Hospital  and  the 
Department  of  Medicine  of  Western  Reserve  University 
School  of  Medicine,  Cleveland,  Ohio. 


There  is  considerable  disagreement  among  phy- 
sicians as  to  the  possibility  of  physical  effort 
causing  perforation  or  hemorrhage.  This  con- 
troversy has  arisen  probably  because  of  the  lack 
of  information  on  this  particular  aspect  of  the 
subject. 

In  reviewing  the  medical  literature,  one  finds 
very  little  on  this  subject.  Most  of  the  books  on 
diseases  of  the  stomach  make  the  statement  that 
the  inciting  cause  of  perforation  is  regarded  gen- 
erally as  trauma  of  various  kinds  or  some  unusual 
physical  strain.  No  evidence  is  offered  to  prove 
this  statement.  On  the  other  hand,  some  men  have 
reported  a very  low  incidence  of  perforation  dur- 
ing any  physical  strain.  Meyer  and  Brams  in  a 
study  of  62  patients  with  perforation  found  only 
two  with  a history  of  unusual  exertion  preceding 
the  perforation.  White  in  discussing  the  etiology 
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of  perforated  gastric  and  duodenal  ulcers  pointed 
out  that  two-thirds  of  the  acute  perforations  ac- 
tually take  place  at  night  when  the  patient  is 
quiet.  Rhoades  in  a study  of  155  patients  with 
perforated  ulcer  enumerates  several  etiological 
factors  of  perforation  as  follows:  The  family  or 
individual  predisposition,  septic  foci  and  upper 
respiratory  infection,  improper  dietary  and  medi- 
cal supervision,  indiscretion  of  diet  and  alcohol, 
and  sustained  physical  effort. 

The  present  study  was  undertaken  with  the 
primary  purpose  of  investigating  the  relation 
which  acute  perforation  and  gross  hemorrhage 
have  to  physical  exertion  where  some  strain  may 
occur.  Two  methods  of  study  appeared  available; 
(1)  a clinical  study  of  patients  with  acute  per- 
foration or  hemorrhage,  in  regard  to  the  incidence 
during  activity  compared  to  that  during  inac- 
tivity; and  (2)  an  experimental  study  of  the  effect 
of  physical  effort  on  the  peristalsis  and  tone  of 
the  stomach. 

The  clinical  study  includes  all  the  patients  with 
acute  perforation  or  gross  hemorrhage  admitted 
to  Lakeside  Hospital  since  1920.  Seventy-six  pa- 
tients composed  the  group  with  acute  perforation, 
out  of  which  all  but  one  were  confirmed  by  opera- 
tion or  autopsy.  The  activity  of  four  of  these 
patients  was  not  known.  Only  fourteen,  or  18.4 
per  cent,  of  the  group  were  at  work  at  the  time  of 
the  perforation.  Six  of  the  patients  who  were 
working  were  doing  nothing  which  required  any 
unusual  physical  effort.  The  duties  of  the  remain- 
ing eight  patients,  or  10.5  per  cent  of  this  group, 
may  have  required  considerable  physical  exertion. 
In  only  three,  or  3.9  per  cent,  was  there  a history 
of  the  perforation  occurring  at  this  time.  Two 
men  were  lifting  heavy  weights  and  one  was 
drilling  with  the  drill  pressed  against  his  ab- 
domen. There  were  two  patients  in  whom  per- 
foration occurred  within  one  hour  after  quitting 
work.  One  was  a machinist  and  the  other  had 
been  loading  heavy  cases  on  a truck. 

In  the  group  of  58  patients,  or  76.3  per  cent, 
who  were  not  working  at  the  time  of  perforation, 
four  were  walking  along  the  street,  one  was 
shaving,  two  were  eating,  30  were  at  rest  sitting 
in  a chair,  and  21  were  in  bed.  Of  the  patients 
who  were  in  bed,  five  were  in  the  hospital;  one  for 
the  treatment  of  heart  disease,  two  for  the  treat- 
ment of  peptic  ulcer,  one  for  observation,  and  one 
convalescing  from  an  operation  for  peptic  ulcer. 
The  remaining  sixteen  were  in  bed  at  home;  ten 
had  just  gone  to  bed,  five  were  asleep,  and  one 
was  in  bed  with  influenza. 

In  this  series  of  patients,  two  significant  things 
may  be  pointed  out;  (1)  the  high,  percentage 
(76.3  per  cent)  in  whom  the  perforation  occurred 
while  the  patient  was  at  rest,  and  (2)  the  small 
percentage  (3.9  per  cent)  in  whom  the  perfora- 
tion might  possibly  have  been  caused  by  physical 
strain.  This  is  less  than  the  usual  incidence, 


which  was  5 per  cent  in  543  consecutive  operated 
cases  reported  by  W.  J.  Mayo.  Another  interest- 
ing observation  is  that  more  perforated  in  bed  in 
the  hospital  or  while  asleep  than  during  any 
possible  physical  strain. 

The  occupations  of  the  patients  in  this  series 
covered  a wide  range.  Twenty-nine  could  be 
placed  in  the  class  of  occupations  where  physical 
strain  might  occur,  whereas  eighteen  could  be 
classified  as  doing  light  work.  Three  had  retired 
and  six  gave  no  occupation.  There  was  an  in- 
cidence of  8.9  per  cent  in  truck  drivers  and 
chauffeurs,  which  was  the  highest  for  any  occupa- 
tion of  this  group.  This  possibly  can  be  accounted 
for  by  their  irregular  hours  and  the  necessity  of 
eating  in  a rush  and  in  poor  restaurants.  The 
other  occupations  included  in  the  list  occur  ap- 
proximately in  the  same  proportion  as  their  in- 
cidence in  the  general  population.  In  the  con- 
sideration of  occupation,  sex  and  age  are  import- 
ant factors,  for  most  of  the  work  where  physical 
strain  may  occur  is  done  by  men  under  50  years 
of  age.  In  the  complete  group  of  patients  there 
were  73  men  and  three  women.  No  adequate  ex- 
planation can  be  offered  for  the  low  incidence  of 
perforation  in  the  women  of  this  group.  It  is 
much  lower  than  the  usual  ratio  of  peptic  ulcer 
in  men  and  women,  which  is  about  four  to  one. 
Fifty-five  patients,  or  73.3  per  cent,  in  this  group 
were  less  than  50  years  of  age.  The  youngest 
was  nineteen  and  the  oldest  eighty.  • 

Observations  were  made  on  eighty  patients 
with  gross  hemorrhage.  It  was  difficult  to  be  cer- 
tain of  the  exact  time  of  onset,  except  where  there 
was  a history  of  faintness  with  hematemesis  or 
the  passage  of  numerous  dark,  liquid  stools.  Nine 
patients  gave  a fairly  definite  history  of  the 
hemorrhage  occurring  while  at  work.  Only  two, 
or  2.5  per  cent,  were  doing  work  which  might  have 
caused  some  unusual  exertion.  One  was  shoveling 
coal  and  the  other  was  doing  heavy  lifting.  All  of 
the  rest  were  doing  work  which  did  not  require 
much  physical  exertion.  There  were  fifty-four 
patients,  or  67.5  per  cent,  who  were  not  at  work 
at  the  time  of  the  onset  of  hemorrhage.  In  this 
group,  seven  patients  were  in  bed;  two  were  in  the 
hospital  following  an  operation  for  peptic  ulcer, 
two  were  asleep,  and  three  had  just  gone  to  bed. 
As  far  as  could  be  determined,  the  rest  were  sit- 
ting in  chairs  or  walking  leisurely  about  their 
homes.  There  were  seventeen  whose  activity  was 
not  known. 

This  group  of  patients  was  not  unlike  those 
with  perforation  in  the  variety  of  occupations 
represented,  but  a great  many  more  were  doing 
light  work,  which  may  be  explained  partly  by  the 
increase  in  the  number  of  women.  There  were 
twenty  women  and  sixty  men.  Fifty-seven  could  be 
classified  as  doing  light  work  and  twenty-three 
as  doing  heavy  work.  Most  of  the  patients  in  this 
group  were  at  the  age  which  would  allow  them  to 
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do  any  type  of  work.  Fifty-eight,  or  72.5  per 
cent,  were  between  the  ages  of  twenty  and  fifty 
years.  The  youngest  patient  was  under  one  year 
and  the  oldest  was  over  eighty. 

Before  drawing  any  definite  conclusions  in  re- 
gard to  the  relation  of  physical  exertion  to  per- 
foration or  hemorrhage,  one  must  consider  other 
factors  which  may  modify  the  incidence  of  these 
complications  of  ulcer.  It  is  important  to  know 
the  probable  duration  of  the  ulcer,  and  the  kind 
and  amount  of  treatment  preceding  the  perfora- 
tion or  hemorrhage.  The  duration  of  the  symp- 
toms in  most  patients  is  a fairly  accurate  guide 
as  to  the  duration  of  the  ulcer.  However,  there  is 
no  doubt  that  an  ulcer  may  give  rise  to  no 
symptoms  and  the  first  indication  of  it  may  be 
perforation  or  hemorrhage.  In  this  series  of 
patients,  there  were  eleven  with  perforation  and 
twelve  with  hemorrhage  who  had  had  no  symp- 
toms preceding  the  perforation  or  hemorrhage, 
and  five  patients  had  had  symptoms  for  less  than 
one  month.  In  the  rest  of  the  patients  (80  per 
cent)  the  symptoms  varied  from  a few  months  to 
thirty  years. 

Although  most  of  the  patients  had  had  symp- 
toms preceding  the  perforation  or  hemorrhage, 
not  many  of  them  had  received  adquate  treat- 
ment. In  the  group  with  perforation,  forty-six, 
or  60.5  per  cent,  had  had  no  treatment  preceding 
the  perforation.  Twenty-six,  or  34.2  per  cent,  had 
received  medical  treatment  and  four  had  had  sur- 
gical treatment.  In  the  group  with  hemorrhage, 
thirty-two,  of  40  per  cent,  had  had  no  treat- 
ment. Thirty-seven  patients,  or  46.2  per  cent, 
had  received  medical  treatment,  and  eight  had 
had  surgical  treatment.  The  medical  treatment 
in  most  of  these  cases  was  poorly  managed,  and 
this  was  particularly  true  of  the  patients  with 
perforation. 

An  interesting  observation  made  in  these  two 
groups  was  the  possible  inciting  cause  of  the  per- 
foration or  hemorrhage  in  a few  of  the  cases. 
There  were  six  patients  who  had  been  imbibing 
heavily  of  alcoholic  beverages.  Five  had  acute  in- 
fections; four  upper  respiratory  infections  and 
one  acute  gonorrhea.  One  patient  with  perforation 
had  taken  cinchophen  and  four  with  hemorrhage 
had  taken  large  amounts  of  aspirin. 

Another  important  observation  brought  out  in 
this  study  of  the  patients  with  perforation  was 
the  relation  of  the  perforation  to  the  distention 
of  the  stomach  with  food.  In  sixty  patients,  or 
78.8  per  cent,  the  perforation  occurred  from  two 
to  four  hours  after  the  last  meal.  Therefore,  it 
appears  that  distention  by  food  alone  is  a minor 
factor  in  perforation,  but  the  contractions  of  the 
stomach  may  be  a factor,  since  they  are  at  their 
maximum  about  this  time.  Distention  of  the 
stomach  with  food  has  been  considered  by  some 
as  a frequent  cause  of  perforation,  especially  if,  in 
addition,  there  is  any  trauma  to  the  abdomen  so 


that  a sudden  increase  in  the  intra-abdominal 
pressure  occurs. 

In  most  discussions  on  the  cause  of  perforation 
of  peptic  ulcer,  increase  in  the  intra-abdominal 
pressure  as  the  result  of  trauma  or  any  unusual 
physical  strain  has  been  considered  the  chief  fac- 
tor. It  is  impossible  to  understand  how  a per- 
foration could  ever  be  caused  by  an  increase  in 
the  intra-abdominal  pressure  if  the  laws  of  gases 
and  liquids  hold  true  in  the  abdomen.  The  pres- 
sure exerted  by  gases  is  equal  in  all  directions. 
Therefore,  the  extragastric  pressure  will  be  the 
same  as  the  intragastric  and  no  strain  will  occur. 
Corlette  has  shown  by  the  operation  of  Boyle’s 
law  that  no  increase  in  the  intra-abdominal  pres- 
sure can  cause  a strain  in  an  ulcer  and  perfora- 
tion cannot  occur  from  that  cause.  It  is  shown 
that  the  contractions  of  the  muscular  walls  of  the 
stomach  will  increase  the  hydrostatic  pressure 
within  that  organ  without  increasing  the  general 
intra-abdominal  pressure  and,  if  the  difference  in 
pressure  passes  the  bursting  strain  of  an  ulcer, 
perforation  must  occur. 

In  this  series,  studies  have  been  made  on  a 
group  of  one  hundred  and  fifty-six  patients  with 
perforation  or  hemorrhage  of  a peptic  ulcer.  In 
the  group  there  were  one  hundred  and  thirty- 
three  men  and  twenty-three  women.  In  72.4  per 
cent  of  the  patients,  the  ages  were  between  twenty 
and  fifty  years,  the  time  of  life  when  the  most 
active  occupations  are  followed.  A great  many  of 
the  patients  were  doing  work  where  physicaL 
strain  might  occur.  The  history  given  by  these 
patients  would  indicate  that  80  per  cent  of  them 
had  chronic  ulcers.  Fifty  per  cent  of  them  had  no 
treatment  and  in  most  of  the  others  the  treatment 
was  poor.  It  seems  that  a group  of  patients  under 
these  conditions  would  furnish  excellent  possibili- 
ties for  physical  strain  to  produce  perforation  or 
hemorrhage  if  it  is  ever  a factor  in  these  com- 
plications. Yet,  under  these  circumstances  there 
were  only  twenty-three,  or  14.7  per  cent,  in  whom 
the  perforation  or  hemorrhage  occurred  at  work, 
compared  to  112  or  71.8  per  cent,  who  were  not  at 
work.  Only  five  patients  had  perforations  or 
hemorrhages  when  any  possible  physical  strain 
may  have  been  a factor.  As  already  pointed  out, 
this  is  less  than  the  usual  incidence. 

From  these  observations  made  on  perforation 
and  hemorrhage  during  active  labor  and  during 
rest,  physical  strain  does  not  appear  to  be  a fac- 
tor, but,  since  perforation  or  hemorrhage  occurs 
more  frequently  during  rest,  it  seems  reasonable 
to  believe  that  the  motility  of  the  stomach  is  the 
important  factor. 

Only  a preliminary  report  can  be  made  on  the 
experimental  studies  at  this  time.  The  observa- 
tions were  confined  to  the  study  of  the  effects  of 
physical  exertion  on  the  tone  and  peristalsis  of 
the  stomach,  because  from  the  clinical  standpoint 
it  appeared  that  these  were  the  important  factors 
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in  the  production  of  perforation  rather  than  in- 
crease in  the  intra-abdominal  pressure  or  disten- 
tion of  the  stomach.  Kymographic  and  roentgen- 
ological studies  of  the  stomachs  of  normal  in- 
dividuals and  patients  with  peptic  ulcers  were 
made  before  and  after  physical  exertion,  such  as 
lifting  or  pushing  a heavy  object.  In  some  in- 
dividuals the  roentgenological  examinations  were 
made  during  the  physical  exertion. 

Fluoroscopic  examinations  were  made  on  six 
normal  individuals  and  three  patients  with  peptic 
ulcer.  No  changes  were  observed  in  the  peristal- 
sis or  tone  of  the  stomach  during  or  after  any 
type  of  physical  exertion  except  in  three  in- 
dividuals in  whom  there  appeared  to  be  some 
diminution  in  the  tone  and  activity  of  the  stomach 
during  physical  exertion. 

The  kymographic  studies  were  made  on  three 
normal  individuals  and  two  patients  with  peptic 
ulcer,  using  the  usual  technic  (a  balloon  located  in 
the  stomach  containing  120  to  150  cc.  of  air  and 
connected  to  a water  manometer  which  recorded 
the  contraction  of  the  stomach  on  a smoked  drum) . 
In  the  few  observations  made,  there  appeared  to 
be  less  activity  of  the  stomach  after  physical 
exertion.  In  some  the  contractions  would  cease 
entirely  for  a short  time  and  in  others  the  fre- 
quency and  amplitude  of  the  contractions  were 
much  less. 

SUMMARY 

There  is  no  evidence  from  these  clinical  and 
experimental  studies  to  indicate  that  physical 
strain  or  trauma  may  cause  perforation  or  hemor- 
rhage of  a peptic  ulcer.  It  appears  that  the 
motility  of  the  stomach  is  the  most  important 
factor  and  the  few  observations  made  in  the  ex- 
perimental study  show  that  physical  exertion  does 
not  increase  the  motility  of  the  stomach. 

Note:  I wish  to  express  my  thanks  to  Dr.  H.  H.  Dorr 

for  his  kind  assistance  and  to  the  staff  in  the  Record  Room 
at  Lakeside  Hospital  for  their  cooperation. 
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DISCUSSION 

Donald  M.  Glover,  M.D.,  Cleveland:  Dr. 

Beams  has  been  working  with  diseases  of  the 
gastro-intestinal  tract  for  a number  of  years  and 
when  a man  of  his  understanding  of  the  subject 
makes  a careful  clinical  and  physiological  study  of 
the  factors  involved  in  the  process  of  the  perfora- 
tion of  a peptic  ulcer,  his  findings  are  of  im- 
portance to  all  those  interested  in  industrial  sur- 
gery. There  has  been  much  loose  thinking  and 
writing  on  the  subject  of  the  relation  of  trauma 
to  perforation  of  a peptic  ulcer,  and  as  Dr.  Beams 
has  indicated,  very  little  authoritative  data  is  to 
be  found  in  the  literature  on  the  subject.  Dr. 
Beams’  findings  are  well  borne  out  by  the  ex- 
perience of  most  surgeons,  I believe.  The  only 
factor  to  which  the  perforation  seems  to  bear  any 
definite  relation  is  the  taking  of  food  and  it  is 


probable,  as  shown  by  Dr.  Beams,  that  the  in- 
crease in  peristalsis  does  actually  cause  the  final 
perforation  as  the  result  of  the  increase  of  intra- 
gastric  tension.  This  fact  is  also  brought  out  by 
the  occasional  leakage  of  the  gastro-jej unostomy 
or  gastric  resection  if  the  patient  is  allowed  to 
take  fluids  per  orem,  too  soon,  although  no  leakage 
is  noted  during  violent  vomiting,  which  certainly 
causes  as  much  tensing  of  the  abdominal  muscles 
as  is  often  obtained  during  hard  work.  Here 
again  it  is  probably  the  peristalic  activity  which 
causes  the  leakage.  The  high  incidence  of  males 
in  Dr.  Beams’  series  is  borne  out  by  the  surgical 
services  in  most  hospitals,  where  by  far  the 
majority  of  patients  with  perforated  peptic 
ulcers  are  males,  and  is  further  confirmed  by  the 
clinical  axiom  that  the  commonest  cause  of  sudden 
abdominal  pain  and  a rigid  abdomen  in  the  male 
is  a perforated  peptic  ulcer,  while  in  the  female  it 
is  a ruptured  ectopic  pregnancy. 

In  regard  to  the  relation  of  indirect  trauma 
such  as  straining,  to  acute  hemorrhage  from  the 
bed  of  a peptic  ulcer,  one  must  assume  that  at 
such  times  the  intra-arterial  pressure  is  increased 
by  the  strain  of  lifting;  however,  one  may  also 
assume  that  the  extra-gastric  pressure  due  to  the 
same  tensing  of  the  abdominal  muscles  will  prob- 
ably more  than  overcome  any  slight  increase  in 
intra-arterial  pressure  obtained;  therefore  it 
seems  likely  that  such  straining  would  tend  to 
stop  rather  than  start  such  bleeding.  It  is  of 
course  conceivable  that  a rare  perforation  of  a 
peptic  ulcer  or  bleeding  may  result  from  very 
severe  direct  trauma,  such  as  a blow  on  the 
abdominal  wall  near  the  site  of  the  ulcer,  but  the 
incidence  of  this  must  be  very  rare.  In  cases 
where  compensation  claims  for  perforation  of  a 
peptic  ulcer  are  allowed  it  is  usually  done,  we  be- 
lieve, as  a matter  of  legal  expediency  and  not  on 
the  basis  of  medical  fact. 

— oSMj  — 

Correlation  of  Psychic  and  Somatic 
Disorders 

(Abstract  of  article  in  Journal  A.M.A.,  January  4,  1936) 

J.  L.  Fetterman,  Cleveland,  has  borrowed  from 
the  literature  to  illustrate  his  theme,  which  is 
the  correlation  of  psychic  and  somatic  disorders. 
He  has  sketched  briefly  the  diencephalon,  its 
structure  and  functions,  and  has  mentioned  the 
autonomic  pathways  to  visceral  functions.  The 
diencephalon  is  important  as  the  connecting  link 
between  psyche  and  soma.  Three  main  correla- 
tions are  to  be  emphasized:  (1)  Organic  disease 

may  cause  or  appear  as  psychic,  (2)  psychic  and 
somatic  disorders  may  co-exist  and,  (3)  psychic 
disorders  produce  physiologic  and  even  structural 
disorders.  He  has  stressed  a “psychosomatic  con- 
cept.” 

— OSMJ  — 

The  annual  meeting  of  the  Cleveland  Medical 
Library  Association  was  held  at  the  Medical 
Library  Auditorium,  January  17.  Dr.  Clyde  L. 
Cummer,  chairman  of  the  board,  presented  the 
annual  report  of  the  trustees  of  the  library.  Dr. 
Howard  Dittrick  spoke  on  “Some  Old  Hospitals  of 
Spain”.  The  subject  of  the  presidential  address 
of  Dr.  William  H.  Weir  was  “Early  Development 
of  Libraries”. 


OBSERVATIONS  ON  THE  DIENCEPHALON  AND  THE 
GASTROINTESTINAL  TRACT 

By  JOHN  D.  O’BRIEN,  M.D.,  Canton,  Ohio 


DR.  HARVEY  CUSHING  in  the  Balfour 
Lecture  for  1931,  reported  three  cases  of 
cerebellar  tumors,  all  of  whom  died  at 
variable  short  periods  following  operation.  Per- 
foration of  duodenum,  three  large  perforations  of 
stomach,  and  an  esophageal  perforation  were  dis- 
closed at  autopsy. 

A fourth  case,  cerebellar  astrocytoma,  death 
followed  meningitis.  At  autopsy  hemorrhagic 
erosions  of  stomach  were  disclosed;  fifth  case, 
olfactory  groove  meningioma,  at  autopsy,  pre- 
sented erosions  of  stomach.  Two  cases  of  malig- 
nant hypertension  with  choked  discs,  (one 
operated)  both  presented  hemorrhagic  erosions  of 
stomach,  one  with  perforated  pyloric  ulcer  and 
gastromalacia.  Eighth  case,  right  cerebellar-pon- 
tine tumor,  at  autopsy  presented  extreme  esoph- 
ago-gastromalacia.  Ninth  case,  extirpation  of 
right  parietal  metastatic  hypernephroma,  (ante- 
mortem vomiting  of  blood,)  at  autopsy  disclosed 
gastromalacia  and  esophageal  perforation,  none 
of  whom  presented  evidence  of  gastro-intestinal 
disturbance  of  any  moment  prior  to  the  operation. 

Comroe  in  1933,  reported  two  cases,  one  with 
pituitary  adenoma,  with  clinical  and  roentgeno- 
logic evidence  of  duodenal  ulcer  in  whom  a pos- 
terior gastro-jej unostomy  was  done,  the  patient 
making  an  uneventful  recovery,  the  adenoma 
being  subjected  to  intensive  A-ray  therapy.  The 
second  case  presented  a tumor!  of  Ratkes’  pouch, 
attended  with  a large  peptic  ulcer,  death  resulting 
ten  days  later.  The  interesting  fact  in  these  two 
cases  is  that  the  diagnosis  was  made  in  both 
cases,  no  attempt  being  made  to  disturb  the  brain 
lesion. 

Rokitansky  in  1841,  described  two  types  of  gas- 
tric erosions,  first  a gelatinous  softening  occur- 
ring in  the  newborn  and  very  frequently  asso- 
ciated with  a demonstrable  intra-cranial  lesion, 
(probably  hemorrhage)  ; the  second,  a form  of 
softening  occurring  in  children  and  adults,  as  a 
sequella  of  acute  affections  of  the  brain  or  its 
membranes  and  probably  brought  about  by  the 
reflex  action  of  the  esophageal  and  gastric 
branches  of  the  Vagus.  This  appears  to  be  the 
first  suggestion  as  to  the  neurogenic  origin  of 
these  ulcerative  processes. 

Sprinkled  throughout  the  literature  since  1868, 
are  numerous  authors  who  have  found  intra- 
cranial growths,  attended  with  gastro-intestinal 
erosions.  In  1918,  Hart  of  Berlin,  found  that  17 
per  cent  of  the  ulcers  disclosed  at  post  mortems 
during  a period  of  four  years  were  associated 
with  affections  of  the  brain,  in  each  case.  Arndt 
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in  1874,  reports  two  cases.  Many  other  European 
observers  report  similar  coincidences. 

Schiff  in  1845,  made  an  interesting  observation 
that  in  a unilateral  cerebral  lesion  in  dogs  and 
rabbits  involving  the  optic-thalamus  and  adjacent 
cerebral  peduncle,  would  often  lead  in  a few  days 
to  acute  perforation  of  the  stomach.  This  work 
was  later  corroborated  by  Mognilnitsky  (1925), 
Ebstein  in  1874,  Vulpian,  Charcot,  Nothnagel  and 
more  recently  by  Von  Bergman.  In  1926  Bur- 
denko, suggests  that  injury  to  the  extra- 
pyramidal  tracts  and  vegetative  centers  of  the 
brain,  creates  favorable  conditions  for  ulcer 
formation, 

Cushing  has  expressed  the  opinion,  that  all 
known  primary  pituitary  disorders  caused  marked 
secondary  changes  in  the  adrenal  cortex.  He  like- 
wise states  that  experimental  lesions  anywhere  in 
the  course  of  the  cranial  autonomic  stations  of 
the  brain  or  medulla,  are  prone  to  cause  gastric 
erosions,  presumably  from  an  imbalance  of  the 
sympathetic  and  parasympathetic  nervous  sys- 
tems. (Intra-cranial  injuries  and  diseases  affect- 
ing the  basilar  regions  of  the  brain  are  known  to 
be  accompanied  by  ulcerative  lesions  of  the  upper 
alimentary  tract).  He  has  also  shown  that  stimu- 
lation of  the  postulated  parasympathetic  center 
by  intra-ventricular  injections  of  pilocarpine  or 
pituitrin  in  man,  cause  an  increase  in  motility,  of 
the  stomach,  hypertonic  and  hypersecretion,  lead- 
ing to  retching  and  vomiting.  He  noted  that  in  the 
vomitus  of  such  patients,  blood  could  be  detected 
by  the  guiac  test.  Light,  Bishop  and  Kendall, 
later  corroborated  these  investigations.  He  pos- 
tulated a parasympathetic  center  in  this  locality 
within  the  hypothalamus.  This  was  corroborated 
later  by  Beattie  of  McGill  University.  Poppa  and 
Fieldings  findings,  and  more  recently  those  of 
Basir,  that  a system  of  channels  (sometimes  re- 
ferred to  as  portal  circulation)  existed  between 
the  posterior  lobe  of  the  pituitary  and  the  nuclei 
of  the  hypothalamus,  notably  the  tuber  cinereum, 
and  Basir’s  studies  showing  that  there  is  not  one, 
but  actually  two  systems  of  vessels  carrying  blood 
from  the  capillary  bed  of  the  posterior  lobe  to  the 
capillary  bed  of  the  tuber  and  super-optic  nuclei, 
led  Cushing  to  believe  that  the  secretion  of  the 
posterior  lobe  of  the  pituitary  gland  by  passing 
through  such  channels,  could  induce  activity  of 
the  nuclei  around  which  the  channels  terminated. 

This  principle  led  to  the  treatment  of  gastric 
and  duodenal  ulcer  by  injections  of  pituitrin  sub- 
cutaneously, as  reported  in  1932  by  Droult  and 
Simonin,  later  by  Rappoport  who  report  its  use  in 
treatment  of  nine  cases,  with  very  good  results, 
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its  action  being1  to  check  secretion  and  peristalsis. 

The  work  of  Eppinger  and  Hess,  in  their  excel- 
lent monograph  on  vagatonie,  definitely  aid  us  in 
our  pharmacologic  understanding  of  peptic  ulcer 
and  the  vagatonie  individual: 

1.  That  the  parasympathetic  nervous  system  is 
disordered  in  ulcer  (peptic). 

2.  They  have  an  unusual  sensitiveness  to  pilo- 
carpine, more  markedly  than  do  normal  in- 
dividuals. 

3.  The  use  of  belladonna  and  its  derivatives, 
will  cure  or  ameliorate  the  symptoms  which  ac- 
company gastric  hyperacidity  or  ulcer.  This  treat- 
ment has  found  favor  clinically. 

The  work  of  Crile  and  McLaughlin  are  not  in 
accord;  Crile  believes  peptic  ulcer  to  be  due  to  a 
hard  drive  (emotional)  on  the  part  of  the  adrenal 
sympathetic  system,  resulting  in  an  excess  of 
adrenalin  in  the  blood.  He  claims  to  obtain  im- 
mediate relief  from  the  symptoms  of  peptic  ulcer, 
by  a bilateral  denervation  of  the  adrenals.  Mc- 
Laughlin, by  his  work,  claims  an  overactivity  of 
the  posterior  lobe  of  the  pituitary  may  lead  to 
the  formation  of  peptic  ulcers  either  directly,  by 
the  excessive  action  of  pituitrin  liberated  into  the 
cerebral  ventricles,  or  secondarily  through  supra- 
renal damage.  Some  credence  must  be  given  the 
latter  idea,  inasmuch  as  lesions  of  the  pituitary 
are  most  always  associated  with  disorders  of  the 
suprarenal  cortex.  This  he  substantiates  by  recent 
experiments  on  animals.  Damage  to  the  supra- 
renals  will  repeatedly  produce  intestinal  ulcers  in 
dogs. 

Comroe  suggests,  since  pituitrin  bears  the  same 
relation  to  the  autonomic  system  as  adrenalin  to 
the  sympathetic,  a deficiency  of  this  hormone  or 
conversely  an  excess  of  adrenalin  may  destroy  the 
delicate  body  balance  between  the  sympathetic 
and  parasympathetic,  allowing  an  excessive 
adrenalin  action  to  produce  spasms  of  blood  ves- 
sels, erosions  of  bloodless  areas  in  the  gastro- 
intestinal tract  by  the  gastric  or  duodenal  con- 
tents. An  overactivity  of  the  posterior  lobe  of  the 
pituitary  gland  may  lead  to  the  formation  of 
peptic  ulcers  (occult  blood),  either  directly  by  the 
action  of  excessive  pituitrin  liberated  into  the 
cerebral  ventricles  or  secondarily  through  supra- 
renal damage  as  is  strongly  suggested  by  the 
work  of  McLaughlin. 

Peptic  ulcers  are  commonly  found  in  “vaga- 
tonic”,  high  strung  individuals,  have  a tendency 
to  follow  family  lines;  a definite  habitus  is  pre- 
sented. Crile  refers  to  it  as  the  wound  stripe  of 
civilization,  appearing  in  the  active,  young  adult 
period, — it  does  not  occur  in  morons.  It  is  in- 
cident to  worry,  continued  stress,  anxiety  and 
heavy  responsibility,  from  the  point  of  view  as  a 
whole  the  adjustments  are  of  a spendthrift  char- 
acter, it  may  follow  and  be  definitely  associated 
with  psychic  and  continued  emotional  trauma  and 
impacts.  Draper  and  Touraine  have  called  atten- 


tion to.  the  greater  frequency  of  peptic  ulcer  in 
men,  and  believe  certain  forms  are  the  expression 
of  “femaleness  within  the  male”  of  the  individual. 
Psychoanalysts  have  called  attention  to  the 
thv/arting  of  ambition  as  a factor  in  the  etiology 
of  peptic  ulcer,  which  is  in  line  with  the  more 
egoistic  drives  of  the  individual.  With  this  end  in 
view,  the  thought  occurred  to  the  writer  to  search 
through  the  psychoses,  psychoneuroses,  etc.,  all 
and  many  of  whom  are  suffering  from  continued 
“emotional  trauma,”  for  the  presence  or  absence 
of  evidence  of  possible  gastro-intestinal  erosions, 
many  cases  being  attended  with  symptoms  directly 
related  to  the  gastro-intestinal  tract.  States  of 
depression  with  tension  are  common  instances,  in 
which  we  find  occult  blood,  and  many  of  them  are 
treated  by  internists  for  gastric  or  duodenal  ulcer. 

A glance  at  the  chart  will  demonstrate  the 
prevalency  of  occult  blood  in  certain  conditions, 
of  neuro-psychiatric  import. 


CHART 


Manic  Depressive 

(Psychoses) 

Schizophrenic 

Manic  Phase 

Depressed  Phase 

Reaction 

+ — 

+ — 

+ — 

90  20 

80  20 

230  40 

Involutional  Melancholia 

Epilepsy 

Puerperal  Psychoses 

+ - 

+ — 

+ - 

70  4 

31  12 

20  11 

Psychoneuroses 

Brain  Tumor 

-1 

99  

Frontal  (R) 

2 

+ — 

Normal 

Cerebellar 
Sub-Dural  Hem. 

1 

8 2 

105  24 

+ — 

Brain  Abscess 

3 

Psychoses  with  Mental 
Deficiency  (4)  al  Neg. 

5 30 

Explanation  of  Chart.  Wherever  possible  a 
meat  free  diet  has  been  utilized. 


In  the  manic  depressive  group,  one  depressed 
case,  reported  positive,  later  was  found  at 
autopsy  to  have  a carcinoma  of  sigmoid  colon. 

The  reaction  is  in  direct  ratio  to  the  intensity 
of  the  agitation  or  stupor — in  this  group,  cases 
are  found  positive  at  one  time,  again  negative. 
Improvement  in  mental  state  is  accompanied  by 
disappearance  of  the  reaction.  Where  fear  com- 
plex is  an  outstanding  symptom,  the  reaction  be- 
comes more  striking. 

In  the  involutional  melancholia  group,  one  with 
agitation,  was  constantly  found  to  be  negative. 

In  the  schizophrenic  group,  two  were  attended 
with  attacks  of  bloody  diarrhea.  It  is  frequently 
noted  there  is  a direct  relation  between  the  sedi- 
mentation rate  and  the  intensity  of  the  blood  re- 
action. 

In  eight  cases  of  the  paranoid  reaction  type,  all 
are  negative;  this  is  worthy  of  note.  Likewise 
negative  reactions  are  seen  in  the  mental  de- 
ficiency group  with  psychoses.  Puerperal  psy- 
choses and  toxic  manifestations  presented  almost 
an  equal  number  of  positive  and  negative  re- 
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actions.  However,  the  majority  of  these  cases  re- 
ported positive  were  attended  with  stupor. 

In  the  psychoneurotic  group;  in  the  negative 
group,  two  cases  are  later  to  be  found  positive 
on  repeated  examination. 

In  the  entire  group,  convalescence  is  attended 
with  a negative  reaction  invariably. 

I give  you  these  diagnoses,  as  representative  of 
a classification,  based  on  the  behavior  of  a dis- 
eased psyche. 

It  is  possible  some  of  the  psycho-neurotics, 
might  fit  in  the  schizoid  group.  One  case  had  been 
operated  for  duodenal  ulcer,  the  syndrome  of  fear 
and  anxiety  are  attended  with  positive  reactions 
fairly  constant. 

The  epilepsies  reported  are  of  various  forms, 
no  attempt  being  made  to  classify  them  as  to 
etiology. 

For  some  time,  it  has  been  believed  a connection 
existed  between  the  brain  and  visceral  changes 
which  so  often  accompanied  strong  emotional  ex- 
citement. Many  of  the  older  writers  believed  this 
center  was  localized  in  various  portions  of  the 
brain.  In  the  light  of  modern  work,  the  belief  of 
today,  and  somewhat  of  yesterday,  lead  us  to  be- 
lieve the  sympathetic  nerves  mediate  the  influence 
which  the  emotions  exert  on  the  viscera,  and  like- 
wise that  the  sympathetic  nervous  system  has  a 
central  representation,  capable  of  causing  a dis- 
charge of  impulses  over  the  entire  series  of  pre- 
ganglionic sympathetic  neurons. 

According  to  Bard,  this  center  exists  in  the 
caudal  half  of  the  hypothalamus  and  the  extreme 
caudal  portion  of  the  corresponding  segment  of 
the  thalamus.  The  information  as  to  the  manner 
in  which  this  area  of  the  brain  established  its  con- 
nection with  the  peripheral  ganglia  of  the  sym- 
pathetic has  been  supplied  by  Beattie,  Brow  and 
Long,  and  more  extensively  by  Rioch.  The  intense 
depression  with  fear,  apprehension,  anxiety  im- 
pacts, restlessness  and  stress,  emotional  mani- 
festation, so  commonly  seen  in  many  types  repre- 
sented here,  depend  upon  the  activity  of  the 
diencephalic  representation  of  the  sympathetic, 
culminating  in  a widespread  discharge  of  im- 
pulses to  post-ganglionic  neurons,  and  resulting 
visceral  activities.  According  to  Bard  and  Can- 
non, there  occur  a simultaneous  mass  discharge  of 
the  sympathico-adrenal  system,  and  an  excessive 
production  of  pituitrin  under  such  an  emotional 
demonstration. 

summary 

The  finding  of  positive  occult  blood  in  a large 
number  of  cases  presenting  neuro-psychiatric  re- 
actions, lends  credence  to  the  belief  that  there 
must  be  a definite  relation  between  the  interbrain 
and  gastro-intestinal  tube.  The  mechanism  must 
result  from  an  imbalance  between  the  endocrine, 
the  sympathetic  and  parasympathetic  nervous 
systems. 


This  explanation  appearing  somewhat  cloudy, 
until  completely  solved,  might  prove  a welcome 
argument  in  the  discussion  and  differential  diag- 
nosis between  the  organic  and  functional  psy- 
choses. 

My  thanks  are  due  to  Dr.  J.  Fermont  Bateman  of  Long- 
view Hospital,  Cincinnati,  Ohio,  for  his  many  suggetsions 
and  help  with  the  laboratory  work. 
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Heat  in  Surgical  and  Orthopedic 
Conditions 

(Abstract  of  article  in  Journal,  A.  M.  A.,  Jan.  4,  1936.) 

A.  Bruce  Gill,  Philadelphia,  points  out  that  in 
traumatic  conditions  (which  include  fractures, 
traumatic  synovitis,  contusions,  muscle  sprains, 
Volkmann’s  contracture,  bursitis  and  tenosy- 
novitis), inflammatory  conditions,  chronic  back- 
ache and  chronic  arthritis  the  application  of  heat, 
followed  by  massage,  may  be  of  value.  The  use  of 
heat  in  surgical  conditions  is  not  to  be  considered 
alone  but  only  in  connection  with  general  surgical 
principles.  Its  benefits  often  are  obtainable  only 
by  the  coincidental  use  of  massage,  for  which  it 
paves  the  way.  Heat  may  be  applied  by  means 
of  hot  fomentations,  hot  water  bottles,  electric 
pads,  diathermy  machines  or  bakers.  The  choice 
of  the  method  may  vary  with  the  nature  of  the 
condition  which  is  being  treated.  The  author  has 
found  that  applying  heat  by  a baker  is  more 
valuable,  in  many  of  the  conditions  mentioned, 
than  any  of  the  other  methods  considered.  A 
baker  may  contain  electric  light  bulbs,  a re- 
sistance coil,  or  a gas  burner.  The  higher  the 
temperature  employed,  the  greater  must  be  the 
care  exercised  to  keep  the  skin  covered  with  layers 
of  flannel  or  woolen  blankets  to  avoid  blistering. 
The  length  of  each  treatment  is  usually  about 
one-half  hour.  Following  the  application  of  heat, 
a thorough  massage  should  be  given.  The  parts 
should  then  be  kept  warm  and  not  cooled  off 
rapidly  by  allowing  the  patient  to  go  out  into  the 
cold  air  immediately  after  treatment. 


MULTIPLE  HEMORRHAGIC  SARCOMA  OF  THE  SKIN  (KAPOSI)* 


By  C.  T.  PEARCE,  M.D.,  and  L.  E.  VALKER,  M.D.,  Cincinnati,  Ohio 


CLINICALLY  there  are  only  two  true  types 
of  sarcoma.  One  is  the  non-pigmented  sar- 
coma of  the  skin  which  may  be  single  or 
multiple  and  the  other  the  true  melanotic  sarcoma 
of  the  skin  which  has  a real  pigment.  In  addition 
it  is  necessary  to  consider  in  this  category  the  so- 
called  sarcoid  growths.  Under  this  heading  is 
included  multiple  hemorrhagic  sarcoma  of  Kaposi, 
sarcoma  cutis  of  Speigler  or  endothelioma  capitis, 
mycosis  fungoides,  and  leukemia  cutis. 

In  the  single  non-pigmented  type  of  sarcoma, 
the  tumor  may  occur  in  the  skin  or  the  sub- 
cutaneous tissue.  This  primary  tumor  may  be 
followed  by  other  tumors  of  the  skin  or  general 
sarcomatosis  and  death  may  result  without  other 
lesions  developing  in  the  skin.  This  non-pigmented 
variety  is  a true  round-celled  sarcoma  and  shows 
a predilection  for  the  hands.  This  type  is  rather 
rare,  but  occasionally  by  simple  excision  of  the 
tumor  followed  by  AT-ray  exposures  the  patients 
remain  well  for  a period  of  years,  but  as  a gen- 
eral rule  death  is  likely  to  occur  in  from  six 
months  to  two  or  three  years  after  the  appearance 
of  the  tumors. 

In  the  multiple  non-pigmented  sarcoma  of  the 
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skin  the  tumors  occur  in  great  numbers  and  may 
be  either  discrete  or  grouped  into  masses.  This 
form  of  sarcomatosis  may  be  primary  or  second- 
ary to  sarcoma  in  the  viscera  and  other  tissues. 
These  patients  die  from  sarcomatosis  from  within 
a few  weeks  to  one  or  two  years. 


In  melanotic  sarcoma  the  tumor  occurs  as  a 
bluish  or  blackish  lesion  and  is  usually  single  in 
character.  This  type  of  sarcoma  is  the  most  fre- 
quent and  usually  becomes  active  after  some 
traumatism  of  a mole.  Metastasis  occurs  very 
early  and  is  usually  fatal  from  within  a few 
months  to  a year.  Melanotic  Whitlow  is  a form  of 
pigmented  sarcoma  of  the  skin  which  begins  as  a 
pigmented  spot  at  the  border  of  the  nail  and  pur- 
sues a very  rapid  fatal  course.  It  is  also  neces- 
sary to  consider  endothelioma  capitis  or  sarcoma 
cutis  ©f  Spiegler  in  this  class.  This  is  a very  rare 
form  of  connected  tissue  tumor  occurring  on  the 
scalp.  The  tumors  appear  as  a lobulated  group 
and  pursue  a very  insidious  course,  usually  a 
period  of  thirty  to  forty  years  and  clinically  the 
disease  is  not  malignant. 

Mycosis  fungoides  is  a slightly  malignant  dis- 
ease of  the  skin  characterized  by  numerous  areas 
of  circumscribed  dermatitis.  This  is  known  as 
the  pre-mycotic  stage  which  lasts  from  several 
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months  to  several  years.  Later,  tumors  appear 
which  are  cauliflower  or  fungoid  in  appearance 
and  tend  to  ulcerate.  The  natural  course  of  this 
disease  is  to  a fatal  termination  in  from  a few 
months  to  fifteen  years  or  more. 

The  leukemias  occur  in  two  forms,  first  a cir- 
cumscribed leukemia  cutis  and  second,  a universal 
leukemia  cutis.  These  represent  a generalized 
hyperplasia  of  the  glandular  system.  The  first 
form  appearing  in  lymphatic  leukemia  and  occurs 
rarely  in  myeloid  leukemia.  The  universal  type 
occurs  only  in  the  lymphatic  leukemia.  The  cir- 
cumscribed leukemia  cutis  occurs  mostly  on  the 
face  and  appears  as  tumor-like  masses  which  sug- 
gest the  leonine  face  of  a lepra.  They  may  be  of 
normal  color  or  slightly  red  and  are  very  soft  and 
elastic. 

These  lesions  usually  grow  very  slowly  and  per- 
sist for  years  and  sometimes  even  disappear.  The 
universal  type  of  leukemia  cutis  is  very  rare  and 
the  tumors  or  masses  of  infiltration  are  charac- 
terized by  a large  number  of  large  lymphocytes. 
In  both  of  these  forms  there  is  simply  an  involve- 
ment of  the  cutis  and  subcutis  stopping  very 
shortly  just  beneath  the  papillary  layers.  In  the 
circumscribed  form  the  elastic  tissue  is  destroyed 
and  the  infiltration  is  composed  chiefly  of  small 
lymphocytes.  The  prognosis  in  all  these  cases  is 
bad,  although  the  patients  may  live  for  a number 
of  years. 

Multiple  hemorrhagic  sarcoma  of  the  skin  is 
usually  found  in  males  of  middle  or  old  age.  The 
lesions  are  very  symmetrical,  red  to  a purple 
color,  and  vary  in  size  from  a pea  to  a walnut. 


They  are  quite  firm  and  oval  or  round  in  char- 
acter. The  distribution  is  quite  general,  par- 
ticularly pronounced  on  the  extremities,  usually 
discrete  and  accompanied  by  no  subjective  symp- 
toms. The  mucous  membranes  are  usually  in- 
volved at  a later  date,  but  in  this  particular  case 
report,  the  mucous  membranes  were  involved  first, 
followed  by  a rapid  dissemination  over  the  cutane- 
ous surface  of  the  body  and  later  followed  by 
metatasis  resulting  in  death. 

This  type  of  sarcoma  is  not  a true  pigmented 
sarcoma  as  the  pigment  found  in  the  lesions  is 
blood  pigment  from  extravasation  of  blood.  The 
cause  is  not  known.  The  histo-pathology  reveals 
spindle-cell  tumors  with  hemorrhagic  areas  and  a 
deposit  of  pigment  from  the  blood. 

Case  report:  Patient,  C.  B.,  age  50,  married, 
well  developed  male,  first  noticed  a tumor-like 
mass  following  extraction  of  upper  right  lateral 
incisor  tooth.  He  bled  freely  for  four  or  five 
days,  at  which  time  it  was  discovered  he  was  a 
hemopheliac.  Shortly  after  this  extraction,  pa- 
tient felt  a mass  in  this  socket  and  several  weeks 
later,  he  noticed  a lump  above  his  right  breast. 
At  this  time  patient  went  south  and  forgot  all 
about  these  tumors.  He  later  returned  to  Cincin- 
nati, and  at  the  time  of  our  consultation  in  April, 
1932,  he  was  covered  with  mostly  round,  red  to 
purple  firm  tumors  over  the  entire  body,  par- 
ticularly pronounced  on  the  lower  extremities  and 
chest.  These  lesions  varied  in  size  from  a pea  to 
a walnut  and  were  quite  symmetrical.  At  this 
time  he  had  no  subjective  symptoms.  There  was 
no  enlargement  of  the  lymphatic  glands,  liver 
and  spleen.  Some  of  the  tumors  appeared  so  vas- 
cular, they  resembled  ang'omata.  A blood  ex- 
amination was  made  at  this  time  and  is  as  fol- 
lows: Wassermann  and  Kahn,  negative;  red 
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blood  cells,  4,710,000;  white  blood  cells,  26,600. 
Hemoglobin,  70  per  cent,  (Tallquist;  color  index, 
0.7;  Shilling  Hemogram:  Basophiles,  2.  Eosin- 
philes,  1.  Myelocytes,  0.  Juveniles,  17.  Stab 
forms,  22.  Segmented,  32.  Lymphocytes,  8.  Mono- 
cytes, 17.  No  changes  in  the  outline  of  the  red 
cells.  There  was  no  increase  in  the  number  of 
lymphocytes.  Oxidase  stain  shows  83  per  cent  of 
myelogenous  cells,  the  Shilling  hemogram  shows 
74  per  cent  of  these  cells.  From  the  examination, 
the  blood  picture  shows  considerable  inflammatory 
reaction,  especially  in  the  myelogenous  cells,  but 
could  not  be  considered  a leukemic  process. 

As  patient  continued  to  get  worse,  he  was  re- 
moved to  a hospital.  A section  was  taken  from 
the  original  lesions  and  revealed  a strip  of  rela- 
tively normal  stratified  epithelial  tissue  beneath 
which  all  normal  structure  was  lost  in  a mass  of 
densely  packed  cells  which  has  the  characteristics 
of  malignant  neoplastic  tissue.  The  individual 
cells  are  oval  or  spindle  shaped  and  are  dis- 
tributed in  interlacing  strands.  Van  Gieson  stain 
reveals  these  strands  to  be  new  connective  tissue 
fibers.  Pigment  is  seen  in  the  tumor  mass.  The 
Prussian  Blue  reaction  proves  this  to  be  iron  pig- 
ment, probable  hemosiderin  from  hemorrhage  in 
the  tissues.  Mitotic  figures  are  numerous  and 
many  of  the  cells  are  poorly  differentiated  in- 
dicating rapid  growth. 

The  patient  continued  to  fail  and  died  from 
metastasis,  possibly  from  the  lung,  as  the  patient 
contracted  pneumonia.  There  was  objection  to  a 


post-mortem,  so  it  was  impossible  to  know  the  ex- 
tent of  the  metastasis.  However,  the  interesting 
feature  of  this  case  was  the  rapid  dissemination 
of  the  lesions  with  apparent  metastasis,  the  entire 
period  not  over  six  months.  This  case  failed  to 
respond  to  any  line  of  treatment. 

In  a few  instances  arsenic  has  proved  very  suc- 
cessful, in  one  case  causing  a complete  regression 
of  all  lesions,  and  no  return  of  the  tumors  after 
a period  of  ten  years.  In  another  case,  arsenic 
caused  a resolution  of  all  the  lesions  for  a period 
of  six  months,  followed  by  a complete  return  of 
all  the  tumors.  Further  medication,  such  as 
sodium  arsenite  and  Fowler’s  solution  was  of  no 
avail.  The  majority  of  cases  remain  unaffected 
regardless  of  the  treatment.  In  recent  years 
X-rays  have  been  used  with  some  success.  As  a 
general  rule,  the  prognosis  is  quite  fatal  and  these 
patients  usually  live  from  two  to -five  years.  How- 
ever, as  in  our  case  report,  the  whole  process  was 
very  virulent  and  remained  unaffected  by  treat- 
ment with  the  patient  dying  within  a six  months’ 
period.  The  histo-pathology  in  this  case  is  typical 
of  Multiple  Hemorrhagic  Sarcoma  of  the  Skin, 
as  first  described  by  Kaposi  in  1897. 

916-17  Provident  Bank  Building. 


development  of  preventive  medicine 

By  FINLEY  VAN  ORSDALL,  M.D.,  Columbus,  Ohio 


WE  all  know  Hippocrates  as  the  “father 
of  medicine”  and  that  he  was  the  first  to 
separate  medicine  from  mystery,  magic 
and  religion  and  supply  a philosophy  and  a code 
of  ethics  that  are  the  great  guiding  influence  of 
the  profession  today. 

He  taught  painstaking,  intellectual  honesty  and 
medical  common  sense  and  his  descriptions  of  dis- 
eases, based  as  they  were  on  keen  and  careful  ob- 
servation, still  stand  as  models  of  their  kind. 
Eighteen  hundred  years  were  to  elapse  before 
such  accurate  descriptions  were  again  made. 

Hippocrates  lived  at  the  very  peak  of  an  era  of 
almost  miraculous-  mental  activity.  Never  before 
in  the  history  of  the  world  had  there  been  a peo- 
ple equal  to  the  ancient  Greeks  in  culture  or  men- 
tal depth  and  power,  yet  the  “light  of  Greece”  soon 
waned  and,  300  years  after  the  days  of  Hippo- 
crates most  of  his  great  principles  were  forgotten, 
only  to  be  revived  in  very  recent  times. 

Rival  schools  teaching  various  dogmas  arose, 
and  Galen,  who  lived  from  130  to  200  A.D.,  be- 
came the  physician  of  those  olden  days  and  his 
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methods  and  theories  dominated  medicine  for 
more  than  1300  years.  He  wrote  a great  number 
of  works  whose  titles  only  are  preserved.  Alto- 
gether it  is  believed  that  the  number  of  his  dis- 
tinct treatises  cannot  have  been  less  taan  500 ; few 
have  come  down  to  us. 

Many  of  his  works  were  based  upon  experience, 
observation  and  experiment,  yet  much  that  he 
taught  was  brought  from  a still  more  distant  past 
and  was  a mixture  of  superstition  and  absurdity. 
Subsequent  Greek  and  Roman  writers  were  mere 
compilers  of  his  works;  in  short,  Galen  reigned 
supreme  in  the  civilized  world,  and  even  as  late 
as  1559,  a Dr.  Geynes  was  cited  before  the  Lon- 
don College  of  Physicians  for  impugning  the  in- 
fallibility of  Galen. 

After  the  fall  of  Rome  came  several  centuries 
of  intellectual  eclipse  in  Europe  known  as  the 
Dark  Ages,  and  the  Arabs,  having  translated 
Galen’s  works  in  the  9th  century,  held  all  that  was 
known  of  medicine  and  became  renowned  as  phy- 
sicians. 

The  higher  classes,  the  nobility  of  Europe, 
lived  in  an  atmosphere  of  bodily  feats,  war  and 
rapine;  few  could  read  or  write.  The  common 
people  were  as  beasts  of  the  field.  All  learning 
was  in  the  Church  and  the  disdain  of  all  plain 
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facts  by  the  monks  kept  what  by  courtesy  might 
be  called  educated  Europe  in  a state  of  mind  over 
which  natural  phenomena  could  have  no  power. 

Men  learned  dexterity  with  the  sword  and  how 
to  argue  futily  about  abstruce  metaphysical 
things,  mistaking  this  for  education,  and  alto- 
gether neglecting  the  open  book  of  nature  spread 
wide  before  them.  There  was  an  occasional  weak 
cry  of  protest  heard  in  the  darkness  but  the  gen- 
eral mental  apathy  was  too  profound  to  be  im- 
pressed, or  when  the  cry  became  too  persistent,  it 
was  stilled  at  the  stake  or  by  the  ban  of  ignorant 
clerics. 

Then  two  events  occurred  which  helped  more 
than  anything  else  to  establish  modern  learning 
and  modern  medicine — the  invention  of  printing 
which  made  possible  the  widespread  dissemination 
of  knowledge  and  the  founding  of  a school  for 
the  study  of  anatomy.  Standing  out  as  notable 
leaders  of  the  time  were  Vesalius  and  Harvey. 

Man  was  awakening;  the  light  of  knowledge 
began  to  penetrate  dark  places  where  old  super- 
stitions held  sway;  analysis  combated  guesswork 
and  inherited  errors;  medicine  began  thinking  of 
ways  to  conquer  ancient  scourges  that  before  had 
been  held  as  inevitable. 

And  there  had  been  appalling  scourges  all 
through  those  centuries  of  superstition  and 
ignorance. 

The  average  span  of  human  life  was  very  much 
less  than  twenty  years;  a high  birth  rate  was 
necessary  to  keep  the  race  alive.  Notwithstanding 
this,  Europe  was  thinly  settled  because  from  the 
time  of  Tacitus  onward,  wave  after  wave  of 
bubonic  plague  (called  the  Black  Death  in  the 
Middle  Ages)  swept  away  countless  thousands  of 
people;  its  death  rate  was  somehere  near  600  per 
1,000  persons  living;  great  epidemics  of  cholera 
slaughtered  other  thousands  and  the  people  did 
not  enjoy  any  high  degree  of  health  even  when 
major  contagion  languished  on  account  of  ex- 
haustion of  susceptible  victims.  Malaria  was  al- 
ways present,  ergotism,  under  the  name  of  Saint 
Anthony’s  fire,  was  prevalent  in  all  rye-eating 
countries,  typhus,  known  as  morbus  pauperum, 
prevailed  largely  in  jails,  on  ships  and  among  the 
squalid  inhabitants  of  cities.  Diphtheria,  tuber- 
culosis, dysentery  and  other  diseases  of  our  own 
day  also  prevailed  but  they  were  overshadowed  by 
the  higher  mortality  rates  of  the  major  epidemics. 

As  a means  of  self-defense  against  the  appall- 
ing outbreaks  of  bubonic  plague,  Italian  sea  coast 
cities  adopted  the  plan  of  detaining  crews  and 
passengers  on  board  all  ships  coming  from  coun- 
tries where  plague  was  raging  for  a period  of 
forty  days.  Thus  quarantine  originated — the 
Italian  word  “quarante”  meaning  forty — a pre- 
ventve  measure  so  much  more  effective  than  any- 
thing previously  attempted  that  its  use  soon  be- 
came almost  universal. 


Theoretically,  quarantine  alone  should  stop  the 
spread  of  disease  but  it  has  been  abundantly 
demonstrated  that  it  is  not  an  impervious  barrier 
and  the  health  official  who  regards  it  as  such  is 
doomed  to  failure  in  prevention.  But  when  this 
measure  is  supplemented  by  isolation — a rigid 
segregation  of  the  sick — it  undoubtedly  is  of 
great  service.  As  a matter  of  fact  the  practical 
value  of  quarantine  and  isolation  varies  with  each 
disease,  depending  on  the  time  when  it  is  com- 
municable, the  degree  of  communicability,  the 
promptness  of  recognition,  its  mode  of  trans- 
ference, the  existence  of  latent  infection,  missed 
cases,  carriers  and  other  factors  influencing  the 
spread  of  infection. 

With  increased  knowledge  of  modes  of  trans- 
mission, isolation  will  become  increasingly  effec- 
tive ; at  any  rate  it  will  always  remain  one  of  the 
valuable  administrative  activities  for  the  control 
of  communicable  diseases. 

Quarantine  had  long  been  a more  or  less  routine 
procedure  when  a quiet  English  country  prac- 
titioner, Edward  Jenner,  gave  to  the  world  one 
of  its  most  valuable  prophylactic  measures — 
vaccination  against  smallpox — and  in  so  doing  be- 
came the  actual  pioneer  in  preventive  medicine. 

But  for  many  years  following  Jenner’s  amazing 
demonstration,  little  was  accomplished  in  preven- 
tive medicine.  Modern  civilization,  however,  was 
rapidly  changing,  all  branches  of  knowledge  were 
broadening,  chemistry,  physics,  new  inventions 
and  the  development  of  industry;  everything  was 
taking  on  new  life,  medicine  included.  In  the  de- 
cade of  the  forties  Oliver  Wendell  Holmes  read 
his  paper  “On  the  Contagiousness  of  Puerperal 
Fever”  declaring  it  was  carried  from  patient  to 
patient  by  the  unclean  hands  of  the  physician  and 
could  be  prevented;  then  Semmelweis  of  Vienna 
proved  that  it  could  be  prevented  by  reducing  the 
death  rate  among  women  in  the  Vienna  General 
Hospital  from  9.92  per  cent  to  1.27  per  cent. 
Holmes’  paper  was  derided;  Semmelweis’  demon- 
stration was  a subject  for  laughter.  They  came 
too  early. 

In  the  fifties  Wirchow  published  his  Cellular 
Pathology  and  this  masterpiece  of  conscientious, 
scientific  accuracy  pointed  the  way  for  future  re- 
search workers  by  showing  that  proof  rather  than 
theory  is  a necessary  requirement  of  modern  medi- 
cine. He,  too,  however,  was  in  advance  of  the 
greatest  practical  discovery  in  medical  history — 
the  bacterial  cause  of  infection. 

In  the  sixties,  Louis  Pasteur  proved  that  putre- 
faction was  due  to  bacterial  growth  and  that  the 
simple  process  now  known  as  pasteurization  pre- 
vented this,  and,  based  upon  this  discovery,  Lister 
founded;  the  principle  of  asepsis. 

The  dawn  of  preventive  medicine  was  at  hand 
when  Pasteur  advanced  the  idea  that  the  various 
febrile  diseases  might  be  due  to  bacteria,  and 
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Koch,  in  proving  this,  also  taught  bacteriological 
technique  to  a scientific  world  that  eagerly  car- 
ried on.  The  causative  factors  of  many  diseases 
having  been  found,  treatment,  cure  and  preventive 
measure  by  means  of  vaccines,  serums  and  anti- 
toxins rapidly  followed  and  more  advance  was 
made  in  medicine  in  a few  short  years  than  in  all 
the  untold  centuries  of  the  past.  Now  many  of 
the  communicable  diseases  are  wholly  preventable 
and  it  needs  but  an  educated  public  to  make  them 
medical  history.  Yet,  as  the  Journal  of  the 
American  Medical  Association  asks:  “Of  what 

ultimate  benefit  are  the  betterment  of  child  life, 
the  conquest  of  infectious  diseases,  the  superb  de- 
velopments of  surgery,  the  advances  in  therapy, 
the  perfection  of  nursing — how  do  these  great 
contributions  of  medical  effort  profit  our  nation 
if  its  benefactors  are,  in  all  too  early  season,  to 
become  the  victims  of  insidious  maladies  at- 
tributable to  the  stress  of  the  strenuous  life  of 
today?” 

There  is  no  disguising  the  fact  that  the  so-called 
degenerative  diseases  are  annually  reaping  an 
ever-increasing  harvest  among  our  people  of  mid- 
dle age  and  beyond.  Just  when  years  of  exper- 
ience have  ripened  judgment  and  the  rash  ex- 
huberance  of  youth  has  steadied  to  that  mature 
calmness  in  reasoning  so  necessary  in  these  days 
of  world-wide  unrest,  our  ablest  men  and  women 
fall  prematurely  by  the  way-side. 

There  are  certain  basic  facts  that  may  assist 
in  accounting  for  this  alarming  situation.  Man  is 
no  differently  constituted  physically  from  other 
animals,  so,  naturally,  he  is  a creature  of  the  out- 
doors, of  the  open  air  and  the  sunshine;  his  body 
demands  the  muscular  exercise,  the  rest  and  sleep 
all  animals  have  when  they  lead  normal  lives. 
During  the  past  few  years,  comparatively  speak- 
ing, man’s  astounding  accomplishments  in  what 
we  call  the  refinements  and  progress  of  modern 
civilization  have  simply  outpaced  the  capability  of 
his  body  to  adjust  itself  to  unaccustomed  con- 
ditions. 

It  has  actually  been  a sudden  and  unnatural 
change;  the  life  of  civilized  man  has  been  abruptly 
shifted  to  a plane  of  living  which,  by  the  laws  of 
natural  evolution  as  judged  by  other  animal  life, 
should  have  been  reached  through  many  slow  cen- 
turies of  gradual  physical  alteration  and  adjust- 
ment. 

Let  us  quote  from  the  eminent  American  phy- 
sicist, R.  A.  Millikan:  “Do  you  realize  that 

within  the  lifetime  of  men  now  living,  within  a 
hundred  years  or  one-hundred  thirty  years  at  the 
most,  all  external  conditions  under  which  man 
lives  his  life  on  this  earth  have  been  more  com- 
pletely revolutionized  than  during  all  the  ages  of 
recorded  history  which  preceded? 

“My  great-grandfather  lived  essentially  the 
same  kind  of  life,  so  far  as  external  conditions 
were  concerned,  as  did  his  Assyrian  prototype 


6,000  years  ago.  He  went  as  far  as  his  own  legs 
or  the  legs  of  his  horse  could  carry  him.  He  dug 
his  ditch,  he  mowed  his  hay,  he  did  all  the  opera- 
tions of  his  industrial  life  with  the  power  of  his 
own  two  arms,  or  the  power  of  his  wife’s  two 
arms,  with  an  occasional  lift  from  his  horse  or 
his  ox.” 

So,  man’s  superior  mental  capacity  which  grad- 
ually through  the  ages  won  him  his  place  in  the 
scheme  of  life,  has  suddenly  led  him,  these  present 
days,  on  a course  of  almost  miraculous  achieve- 
ment, but  which  course  it  seems,  is  also  leading 
swiftly  to  his  physical  undoing. 

Again  quoting  the  Journal:  “Just  as  econo- 

mists complain  of  the  menacing  danger  of  an 
unmanaged  progress,  the  hygienist  may  point  to 
the  man-made  burdens  of  human  misery  due  to 
advancing  civilization.” 

“The  heart  and  circulatory  disturbances  that 
follow  in  the  wake  of  our  hustle  and  bustle; 
the  mental  disturbances  and  mal-adjustments 
prompted  by  modern  living  and  working  con- 
ditions”; conditions  in  which  it  is  computed  that 
the  waste  incident  to  the  absence  of  an  integrated 
scheme  of  economic  effort  entails  a loss  equivalent 
to  about  50  per  cent  of  America’s  man  power;  con- 
ditions in  which  driving  toil,  lack  of  work  and 
abject  poverty  do  their  lasting  damage  to  a nerve- 
wracked  and  under-nourished  section  of  the  popu- 
lation. On  the  other  hand,  material  reward  is 
naturally  the  driving  force  in  business  pursuits, 
and,  by  obtaining  this,  our  successful  citizen  has 
softened  his  living  methods  and  his  body;  he  exer- 
cises his  brain  that  he  need  not  exercise  his  mus- 
cles, and  this  active  brain  has  given  him  a life  of 
ease  and  surrounded  him  with  all  the  comforts 
and  contrivances  supplied  by  modern  civilization. 
He,  too,  is  living  a life  for  which,  as  I said  before, 
the  slow  process  of  natural  evolution  has  not  as 
yet  fitted  his  body.  These  things  help  account  for 
the  steady  increase  in  deaths  from  the  degenera- 
tive diseases  and  there  is  little  doubt  that  this 
condition  of  affairs  will  continue  until  some  radi- 
cal change  is  made  that  will  stabilize  the  equili- 
brium between  the  life  we  live  and  the  body  with 
which  we  live  it,  for  Nature’s  laws  are  inflexible 
and  all  life  must  conform  thereto  or  prematurely 
perish. 

A great  number  of  these  too  early  deaths  are 
undoubtedly  due,  primarily,  to  some  one  of  the 
communicable  diseases  contracted  far  back  in  the 
days  of  childhood  having  left  some  slight  lesion 
in  some  vital  organ.  This,  the  storm  and  stress  of 
after  years  gradually  renders  serious  enough  to 
handicap  physical  activity  and  eventually  shorten 
life.  Few  of  these  cases  need  ever  occur,  as  most 
of  the  communicable  diseases  of  childhood  are 
preventable,  and  too,  these  are  the  cases  which,  if 
discovered  early  and  checked  periodically,  may 
often  have  life  prolonged  to,  or  somewhere  near, 
what  should  have  been  the  patient’s  normal  years. 


A CASE  PRESENTING  PROBLEMS  IN  CLINICAL  MEDICINE 

NUMEROUS  ATTACKS  OF  MILD  ABDOMINAL  CRAMPS  FOR  FOUR  YEARS  PRIOR  TO  THE 

ONSET  OF  “AN  ACUTE  ABDOMEN” 

Presented  by 

HARRY  L.  REINHART,  M.D.,  and  GEORGE  I.  NELSON,  M.D.* 


CASE  HISTORY 

A SIXTY  year  old,  white  American  spinster 
was  admitted  to  the  hospital,  complaining 
of  “gas  cramps  in  the  abdomen”. 

She  stated  she  had  been  fairly  well  until  two 
hours  prior  to  admission,  at  which  time  she  was 
suddenly  seized  with  severe  abdominal  cramps, 
accompanied  by  abdominal  distention.  These  came 
on  following  her  evening  meal.  She  took  some 
bisodal  and  almost  immediately  began  to  regurgi- 
tate gas;  the  abdominal  distention  abated  some- 
what and  she  felt  better.  Within  two  or  three 
hours,  however,  the  cramps  returned  and  she  be- 
came nauseated.  The  vomitus  was  green  and  bit- 
ter. Hot  stupes  were  applied  to  the  abdomen  with 
slight  relief;  she  continued  to  vomit  and  became 
progressively  worse.  Her  temperature  was  99.6. 
Approximately  24  hours  after  the  onset  a physi- 
cian was  called  and  she  was  sent  to  the  hospital. 
She  has  had  numerous  attacks  of  distention,  ac- 
companied by  cramps  for  the  past  four  years,  but 
they  were  mild  in  character.  Sugar  and  white 
bread  has,  for  a number  of  years,  produced 
“stomach  ache”. 

Her  weight  has  been  about  150  pounds  with 
little  variation.  The  stools  have  been  fairly  regu- 
lar in  time,  color  and  consistency.  She  has  had  no 
bowel  movements  since  the  onset  of  the  present 
illness. 

The  Past  History:  She  was  ill  for  six  weeks 
with  pneumonia  in  1931.  Maxillary  sinus  drainage 
in  1934,  followed  by  slight  deafness  in  right  ear. 
All  the  teeth  have  been  extracted  for  pyorrhea. 
Occasional  sore  throat.  Father  died  of  carcinoma 
of  stomach  and  mother  of  typhoid  pneumonia. 

Physical  Examination  reveals  a well-developed 
rather  obese,  white  female,  lying  in  bed,  evidently 
suffering  some  distress.  She  complains  of  a dry 
throat.  T.  98.6;  P.  100;  R.  22.  Skin  dry,  warm  and 
clear.  Scalp,  eyes,  ears,  nose  and  throat  are  not 
remarkable,  other  than  a slight  dehydration  of 
the  mouth  and  throat. 

The  lungs  are  resonant  and  clear.  The  heart  is 
normal  in  size  and  there  are  no  murmurs  or 
arrhythmia.  Blood  pressure  is  142/70.  The  ab- 
domen is  symmetrically  distended.  There  is  no 
bulging  of  the  flanks  and  no  visible  peristalsis. 
There  is  some  gurgling  on  auscultation  and  mod- 
erate tympany.  No  localized  tenderness  or  rigidity, 
but  generalized  soreness.  No  masses  are  felt. 
The  spleen  and  liver  are  not  palpable.  The  ex- 
tremities are  negative,  except  for  a few  varicosi- 
ties. The  lymphatics  are  not  dilated.  Reflexes 
show  no  abnormalities. 


♦From  the  Starling-Loving  Hospital,  Ohio  State  Univer 
sity,  Columbus,  Ohio. 


Blood  Count:  Erythrocytes,  5,510,000;  hemo- 

globin, 95  per  cent;  leukocytes,  23,150;  granulo- 
cytes, 89  per  cent;  segmented  forms,  57;  band 
forms,  32;  lymphocytes,  8;  monocytes,  3. 

Urine:  Sp.  Gr.  1.035;  reaction — acid;  albumin 

— 20  mgm.;  sugar  1.6  per  cent;  R.B.C. — 10-15; 
W.B.C. — rare;  casts — 10-12  granular. 

Wassermann  and  Kahn — Negative. 

Course  of  the  Patient  in  the  Hospital:  Intes- 
tinal obstruction  was  suspicioned  and  a barium 
enema  was,  requested.  The  report  was  “obstruc- 
tion at  the  recto-sigmoidal  junction”.  Surgical 
consultation  stated:  “Condition  seems  to  be  one 
of  peritoneal  irritation,  inflammatory  in  char- 
acter. Suggest  palliative  routine  temporarily”. 
The  constipation  was  relieved  somewhat  with  a 
variety  of  enemata  (S.  G.  T.,  molasses,  etc.)  To- 
ward the  end  of  the  third  day,  the  temperature 
which  had  fluctuated  from  97  to  100,  rose  to  105, 
the  pulse  from  100  to  130  and  the  respiration  to  25. 
Routine  supporting  treatment  had  been  the  rule 
until  now,  when  oxygen  became  necessary,  due  to 
cyanosis  and  coarse  rales  at  the  bases  of  both 
lungs.  Within  four  hours  she  died.  • 

DIFFERENTIAL  DIAGNOSIS 

Dr.  G.  I.  Nelson:  We  have  here  four  groups  of 
facts  to  aid  us  in  arriving  at  a probable  diagnosis. 
Though  we  should  be  able  to  reach  a diagnosis 
from  the  history,  physical  findings  and  laboratory 
data  in  a given  case,  the  clinical  course  seems  to 
be  more  pertinent  in  this  instance.  Considering 
her  past  medical  history,  we  find  that  “she  has 
had  numerous  attacks  of  abdominal  cramps  and 
distention  for  the  past  four  years  which  were 
mild  in  character”.  This  statement  becomes  sig- 
nificant when  she  says  that  her  general  illness 
began  with  sudden  severe  abdominal  cramps  ac- 
companied by  abdominal  distention  and  vomiting, 
occurring  shortly  after  eating.  There  is  certainly 
nothing  pathognomonic  in  her  physical  examina- 
tion. However,  both  her  history  and  physical 
findings  point  toward  an  abdominal  lesion.  A 
blood  count  of  23,150  leucocytes  with  89  per  cent 
polys  of  which  32  per  cent  were  band  forms, 
strongly  suggests  an  inflammatory  lesion.  Al- 
bumen, casts  and  red  blood  cells  are  not  unusual 
findings  in  individuals  acutely  ill  and  are  probably 
not  of  diagnostic  importance.  The  glycosuria  may 
or  may  not  be  significant.  The  X-ray  findings  are 
important  because  they  are  essentially  negative. 
Her  clinical  course  was  rapid.  However,  I have 
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the  impression  that  for  approximately  three  days 
her  symptoms  remained  essentially  unchanged 
and  her  general  condition  not  particularly  alarm- 
ing. On  the  fourth  day  of  her  illness  she  sud- 
denly developed  a high  temperature,  collapsed  and 
died  within  a few  hours. 

Considering  all  available  facts,  I believe  we 
must  diagnose  an  abdominal  lesion,  probably  in- 
flammatory in  character  and  of  such  severity  as 
to  cause  the  patient’s  death  within  four  days. 

1.  Appendicitis  and  its  complications  of  such 
severity  should  have  given  more  definite  signs  of 
a general  peritonitis,  i.e.,  a rigid  abdomen  and  a 
higher  temperature. 

2.  Intestinal  obstruction  should  have  been  high 
in  the  gastro-intestinal  tract,  should  have  pro- 
duced fecal  vomiting  and  is  quite  definitely  ruled 
out  by  the  X-ray  findings. 

3.  Mesenteric  thrombosis  is  certainly  a possi- 
bility but  the  pain  at  the  onset  apparently  was  not 
as  severe  as  we  usually  expect  with  this  lesion. 
The  pain  was  not  as  continuous  and  there  is  no 
evidence  of  blood  in  the  stools. 

4.  A perforated  ulcer  or  carcinoma  should  have 
caused  more  abdominal  rigidity,  a higher  tem- 
perature, evidence  of  gas  in  the  peritoneal  cavity 
and  is  again  well  excluded  by  the  X-ray  findings. 

5.  I can  not  think  of  any  kidney  lesion  of  suffi- 
cient severity  to  account  for  this  syndrome. 

6.  Dissecting  aneurysm  could  have  accounted 
for  her  pain  and  rapid  clinical  course  but  cer- 
tainly would  not  have  produced  the  evidence  of 
peritoneal  irritation  and  ileus  present  in  this 
patient. 

7.  Her  past  medical  history  and  her  present 
illness  are  not  inconsistent  with  an  acute  cholecy- 
stitis and  cholelithiasis.  However,  during  the  four 
days  of  her  illness  she  did  not  develop  any  defi- 
nite areas  of  tenderness  and  rigidity  over  her  gall 
bladder  region  and  the  termination  was  too  rapid 
to  consider  this  as  the  only  lesion  present. 

8.  Diabetic  acidosis  of  such  severity  would  be 
extremely  unlikely  in  a well-nourished  individual 
without  a previous  history  of  diabetes  or  the  use 
of  insulin  and  without  the  presence  of  ketone 
bodies  in  her  urine. 

9.  Acute  hemorrhagic  pancreatitis  must  also 
be  considered.  We  usually  think  of  the  hyper- 
acute variety  with  sudden  severe  onset  simulating 
that  of  a perforated  viscus.  However,  this  is  by 
no  means  always  the  case.  The  only  symptoms 
may  be  abdominal  pain,  vomiting,  ileus  and  a 
moderate  rise  in  temperature.  Though  we  look 
for  localized  upper  abdominal  tenderness  usually 
to  the  left  of  the  mid-line,  this  is  by  no  means 
always  present.  The  clinical  course  is  variable. 
There  is  usually  a rather  sudden  termination  for 
no  apparent  physical  reason.  The  most  helpful 
diagnostic  point  is  the  urinary  or  blood  diastase, 
although  this  is  not  frequently  done  because  the 
lesion  is  not  suspected.  It  is  possible  that  the 
glycosuria  in  this  case  may  be  significant  of  such 
a lesion.  I believe  that  this  diagnosis  fits  the 
available  data  and  especially  the  clinical  course 
better  than  any  other  lesion  that  occurs  to  me 
now. 

My  tentative  diagnosis  therefore  is: 

1.  Acute  hemorrhagic  pancreatitis. 

2.  Peritonitis,  subacute. 

3.  Cholelithiasis. 


4.  Chronic  cholecystitis. 

5.  Glycosuria. 

ANATOMICAL  DIAGNOSIS  (From  Necropsy) 

H.  L.  Reinhart: 

I.  Moderate  obesity. 

2.  Cholelithiasis. 

3.  Acute  dilatation  of  biliary  ducts. 

4.  Acute  hemorrhagic  pancreatitis. 

5.  Ileus. 

6.  Fat  necrosis  of  omentum  and  mesentery. 

7.  Bacteriemia. 

8.  Chronic  adhesive  pleuritis,  right  pleura. 

9.  Atherosclerosis,  moderate. 

10.  Arteriosclerotic  nephritis. 

Some  of  the  common  diagnoses  which  patho- 
logists encounter  in  conditions  clinically  similar  to 
this  case  are  “acute  indigestion”  and  “ptomaine 
poisoning”.  Such  diagnoses  are  never  justified 
anatomically  and  should  not  be  statistically  ac- 
ceptable on  death  certificates. 

An  obese  woman  past  40  years  of  age  with 
symptoms  of  “acute  indigestion”  including 
“cramps”  is  always  suggestive  of  biliary  disease. 
When  the  onset  is  during  or  soon  after  a meal, 
and  is  “followed  by  sudden  severe  pain,  vomiting 
and  other  symptoms  of  ileus,  distention  of  the 
abdomen,  cyanosis  of  the  face,  as  in  perforation 
of  a viscus,  and  ends  in  fatal  collapse,  the  diag- 
nosis is  ‘acute  hemorrhagic  pancreatitis’  until 
proved  otherwise”.  Upon  the  basis  of  this  clinical 
course,  Dr.  Nelson  has  given  us  a correct  clinical 
diagnosis.  However,  this  patient  had  “acute 
hemorrhagic  pancreatitis”  previous  to  the  de- 
velopment of  “cyanosis  and  fatal  collapse”,  which 
although  frequent  is  not  a necessary  part  of  the 
clinical  picture.  The  clinical  diagnosis  of  “acute 
hemorrhagic  pancreatitis”  is  rarely  made  except 
by  surgeons,  following  an  exploratory  laparo- 
tomy. It  is  encountered  more  frequently  at 
necropsy  than  it  is  clinically  diagnosed.  Con- 
sidering the  frequency  of  biliary  disease,  with 
which  “acute  hemorrhagic  pancreatitis”  is  defi- 
nitely associated,  and  the  undiagnosed  cases  of 
the  latter  which  recover,  the  incidence  is  probably 
not  rare.  The  important  point  is  that  the  clinical 
diagnosis  may  be  made  if  the  condition  is  always 
carefully  considered  as  a potential  complication 
of  biliary  disease. 

The  onset  in  this  case  was  apparently  of  sub- 
acute intensity,  with  a sudden  fulminating  termi- 
nation. Although  her  clinical  appearance  on  ad- 
mission suggested  a subacute  intensity,  the  blood 
count  and  urinalysis,  which  were  repeated  daily 
with  essentially  the  same  results,  indicated  an 
acute  illness  with  a grave  prognosis.  In  the  ab- 
sence of  diagnostic  aid  the  prognostic  import  of 
these  “routine  examinations”  is  often  overlooked. 

Since  the  pancreatic  duct  did  not  empty  into 
the  ampulla  of  vater  but  had  a separate  orifice  in 


144 


The  Ohio  State  Medical  Journal 


Vol.  32— No.  2 


the  duodenum,  repeated  regurgitation  of  activated 
bile  into  the  pancreatic  duct  is  considered  re- 
sponsible for  the  “hemorrhagic  pancreatitis”. 
Infection  of  the  bile  was  responsible  for  the  ac- 
tivation of  the  trypsinogen  which  brought  about 
the  hemorrhagic  pancreatic  necrosis,  and  at- 
tendant fat  necrosis  and  this  infection  was  mani- 
fested terminally  by  the  marked  bacteriemia 
which  was  present. 


If  you  have  not  submitted  fee  bills 
to  your  local  FERA  office  for  services 
to  relief  patients  prior  to  December 
1, 1935,  you  should  do  so  immediately , 
or  if  you  have  any  FERA  bills  un- 
paid, you  should  check  at  the  relief 
office  to  see  if  they  have  been  for- 
warded to  FERA  headquarters,  Co- 
lumbus. 

The  FERA  is  getting  ready  to  shut 
up  shop  in  Ohio. 

Therefore,  it  is  urgent  that  all  bills 
be  submitted  at  once  to  insure  pay- 
ment. 

The  auditing  office  in  Columbus  is 
working  hard  to  clear  all  bills 
promptly. 

Get  in  under  the  wire  by  filing  your 
fee  bills  now.  If  bills  filed  have  not 
been  paid,  ask  your  local  FERA  di- 
rector, “How  come?” 


Sales  Tax  Figures  for  1935 

Ohio’s  three  per  cent  sales  tax  produced  $49,- 
369,804.04  in  1935,  according  to  a recent  report 
of~  Harry  S.  Day,  State  Treasurer.  Cuyahoga 
County  paid  the  most  with  $9,988,866,  Hamilton 
County  was  second  wtih  $5,373,101  and  Franklin 
County  third  with  $3,906,861.  Food  was  the  high- 
est single  revenue  producer,  $5,799,698  being  col- 
lected on  groceries  and  meats,  and  $3,109,949  on 
meals  in  restaurants  and  hotels. 

- — oSMJ  — 

CORRECTING  THE  RECORD 

In  the  “Do  You  Know  That?”  column  in  the 
January  issue  of  The  Journal,  it  was  stated  that 
the  policy  of  the  State  Industrial  Commission  is 
to  disburse  checks  for  medical  fee  bills  “once  a 
month”.  This  former  policy  of  the  Commission 
has  been  abandoned.  Now,  checks  are  mailed  as 
soon  as  possible  after  the  auditing  procedure  has 
been  completed. 


YOUR  state  Headquarters  Office  at  Columbus 
over  a period  of  years  has  accumulated  a 
wealth  of  authoritative  data  and  interest- 
ing articles  on  innumerable  subjects  of  interest 
to  physicians  and  are  available  for  reference  in 
answering  inquiries  from  all  members? 

Filed  in  this  storehouse  of  valuable  information 
are  reports  of  surveys  and  investigations  and 
thousands  of  reprints  and  clippings  from  periodi- 
cals and  newspapers  on  such  subjects  as: 

Anti-vivisection 
Cults,  fakes  and  frauds 
Expert  testimony 

Information  on  philanthropic  societies  and 
foundations 

Fees  and  collections 

Health  insurance,  socialized  medicine,  state 
medicine 

Social  security  legislation  and  proposals 

Christian  Science 

Chiropractic 

Osteopathy 

Medico-legal  data,  court  decisions,  etc. 

Medical  economics 

Contract  practice 

Medical  education 

Medical  defense  and  malpractice 

Costs  of  medical  care 

Old  age  pensions,  unemployment  insurance,  etc. 
U.  S.  Veterans’  Bureau,  veterans’  pensions,  hos- 
pitals, etc. 

Workmen’s  compensation 
Narcotics 

Medical  Reserve  Corps 
Medical  history 
Mental  hygiene 
Occupational  diseases 
Pasteurization 

Physical  education  and  school  health  education 
Public  health  administration 
Immunization,  vaccination,  etc. 

Health  Examinations 

Politics  and  government 

Social  service,  public  welfare 

Sterilization 

Stream  pollution 

Medical  specialties 

Vital  statistics 

Birth  control 

Hospitals 

Medical  Practice  Act,  State  Medical  Board,  etc. 

Legislation 

Taxation 

Through  this  extensive  subject  file,  the  Head- 
quarters Office  has  been  able  to  answer  many  re- 
quests for  information.  The  foregoing  material, 
and  other  data,  is  of  great  value  to  the  member- 
ship. It  constitutes  the  source  of  another  im- 
portant service;  another  benefit  of  membership, 
which  can  be  utilized  upon  request. 


Kept  by  Jonathan  Forman,  B.A. , M.D.,  Columbus,  Ohio 

NOTES  ON  TOLEDO,  OHIO 

By  Louis  Robert  Effler,  M.D.,  Toledo,  Ohio 


DR.  BARTON  was  the  first  physician  to  set- 
tle in  Northwestern  Ohio.  He  located  along 
the  rapids  of  the  Maumee  River  between 
Maumee  and  Toledo  in  1801.  Ohio  was  admitted 
to  the  Union  in  1802.  Dr.  Barton  took  up  his  task 
where  the  missionaries  left  off.  The  latter  had 
carried  with  them  into  the  field  not  only  spiritual 
solace  but  also  some  skill  in  the  Healing  Art. 
They  had  treated  both  Whites  and  Indians  till  the 
coming  of  the  Doctor. 

* * * * 

Dr.  Horatio  Conant  settled  down  to  medical 
practice  in  Maumee  in  1816.  A street  in  Maumee 
— Conant  Street — is  still  named  in  his  honor.  He 
was  joined  by  Dr.  Walter  Colton  in  1823  and  by 
Dr.  Oscar  White  in  1829.  All  three  picked  Maumee 
because  it  was  the  northern  terminus  of  the 
Miami  and  Erie  Canal  and  as  the  result  of  its 
passenger  and  shipping  trade  looked  as  though  it 
was  destined  to  become  a real  metropolis.  Dr. 
White  will  be  long  remembered  because,  after 
fifty  years  of  busy  practice  in  this  locality,  he 
donated  to  the  Toledo  Medical  Association  his 
large  and  valuable  medical  library. 

* * * * 

The  first  doctor  located  in  what  is  now  Toledo 
was  Dr.  J.  Sutphen  in  1825.  He  purchased  a tract 
of  land  at  the  time  from  Jessup  Scott,  after  whom 
the  famous  Scott  High  School  of  Toledo  is  named. 
Although  this  tract  of  land  was  then  “in  the 
woods”,  it  marks  now  the  heart  of  the  city  at 
15th  and  Madison  Streets. 

* * * * 

IN  1832,  Dr.  John  Fassett  settled  down  to  prac- 
tice in  what  was  then  called  Vistula.  This 
was  later  absorbed  into  the  corporation  limits 
of  Toledo  and  is  located  at  the  present  Locust  and 
Superior  Streets  near  the  site  of  St.  John’s  Col- 
lege. Later,  Dr.  Fassett  moved  his  residence 
across  the  Maumee  River  to  a point  in  East  To- 


All  correspondence  concerning  this  department  should 
be  addressed  to  Dr.  Jonathan  Forman,  394  East  Town  St., 
Columbus,  Ohio. 


Louis  Robert  Effler,  M.D.,  a Toledo 
Physician  Interested  in  Diseases  of  the 
Eye,  Ear,  Nose  and  Throat,  and  com- 
pilator  of  the  acompanying  article,  is 
writing  a Medical  Scrap  Book  after  the 
style  of  these  notes. 


ledo  near  the  present  foot  of  the  Cherry  Street 
Bridge.  So  strongly  did  he  build  that  the  present 
Fassett  Street  and  the  Fassett  Street  Bridge  bear 
undying  tribute  to  his  memory. 

* * * * 

Toledo  was  looked  upon  from  the  first  as  one 
of  the  most  unhealthful  and  foulest  climates  in 
this  section  of  the  country.  It  was  surrounded  by 
swamps  and  marshes.  How  the  pioneers  ever 
picked  it  as  the  site  for  a city  is  somewhat  of  a 
mystery.  They  held  on,  however,  in  the  face  of 
“agues”  partly  because  of  its  scenic  beauties, 
partly  because  of  the  rich  bottomlands  in  the 
Maumee  Valley,  and  partly  because  of  the  Miami 
and  Erie  Canal  which  was  then  building. 

The  building  of  the  Miami  and  Erie  Canal 
around  Toledo  was  accomplished  by  the  importa- 
tion of  some  five  hundred  Irish  laborers.  They 
were  lodged  in  temporary  shacks  along  the  canal- 
bed  under  the  most  unhealthful  sanitary  con- 
ditions. No  accurate  account  can  be  found  but  it 
is  known  in  a general  way  that  the  mortality  rate 
among  them  was  very  high.  Certain  it  is  at  least 
that  deaths  in  proportion  to  numbers  were  far 
greater  than  among  the  resident  population  of 

Toledo-  * * * * 

THE  year  1838  in  Toledo  was  known  as  “the 
terrible  sickly  season”.  This  was  marked 
by  the  occurrence  of  the  worst  drought  in 
its  history.  It  is  said  there  was  no  rain-fall  from 
July  3rd  to  October  15th.  The  swamps  and 
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marshes,  with  which  this  section  then  abounded, 
became  dank  and  fetid.  A tremendous  amount  of 
malaria  laid  the  population  low.  Many  deaths 
occurred.  Those  who  recovered  were  said  to  have 
been  troubled  for  the  balance  of  their  lives  with 
dyspepsia  and  diarrhoea.  It  is  barely  possible  that 
the  heroic  doses  of  Peruvian  bark  and  calomel, 
which  were  the  accepted  medical  treatment  in 
those  days,  might  have  been  partly  responsible. 

jjs  % 

In  1852,  a terrible  cholera  epidemic  occurred  in 
Toledo.  There  were  upwards  of  130  deaths  in  one 
month  alone.  Cases  extended  to  what  was  then 
called  Utah,  since  Yondota,  and  now  East  Toledo. 
The  ratio  of  deaths  from  cholera  to  population 
was  as  1 to  12.  This  was  a fearful  mortality. 
The  population  of  Toledo  at  that  time  was  only 
2,000. 

❖ ^ ^ 

The  Medical  Profession  of  Toledo  battled 

nobly  in  the  face  of  numerous  difficulties  entirely 
apart  from  the  limitations  of  early  medical 

knowledge.  There  were  other  and  more  trying 
difficulties  to  be  encountered.  Roads  were  bad 
even  in  good  weather.  In  bad  weather,  they  were 
morasses.  They  wound  around  marsh  and  swamp. 
Streams  and  rivers  had  to  be  forded  or  swum. 
The  Doctor  was  forced  to  make  his  rounds  on 
horseback.  His  saddle  bags  were  stocked  with 
crude  drugs  and  surgical  instruments.  His  ter- 
ritory was  unlimited.  A call  in  those  days  might 
take  him  anywhere  from  one  to  thirty  miles.  One 
doctor,  in  answering  a sick  call  to  Defiance,  was 
forced  to  swim  eight  streams  on  horseback  and 
then  return  home  exhausted  by  canoe. 

THE  first  attempt  at  medical  organization 
in  Northwestern  Ohio  resulted  in  the  form- 
ation of  the  Maumee  Valley  Medical  Asso- 
ciation. The  date  of  its  start  is  not  known.  There 
are  no  official  records  of  its  transactions.  In  the 
newspaper  files  of  July  6,  1842,  there  is  a record 
of  its  meeting  on  that,  date  with  Dr.  Conant  in 
the  presidential  chair.  The  Society  consisted  of 
19  members.  Prominent  among  its  transactions 
were  resolutions  condemning  mesmerism  and  a 
certain  itinerant  “Professor  de  Bonneville”,  who 
was  giving  exhibitions  of  his  skill  in  this  region 
at  the  time. 

sj:  % jjc 

The  second  attempt  at  medical  organization  in 
Northwestern  Ohio  was  more  successful.  It  took 
place  on  September  22,  1851.  Seven  physicians 
met  at  the  office  of  Dr.  Graham  for  the  express 
purpose  of  organizing  a Medical  Society.  The 
names  of  these  physicians  are:  Doctors  Graham, 
Jones,  Hazlett,  Timpany,  Scott,  Taylor,  and  Daw- 
son. A second  meeting  was  held  on  September 
29,  1851,  at  which  Constitution  and  By-Laws 


were  drafted.  Thus  was  born  the  Toledo  Medical 
Association  with  the  above-mentioned  names  as 
signatories  to  the  charter.  Dr.  Graham  was 
elected  its  first  president. 

The  Constitution  of  the  Toledo  Medical  Associa- 
tion included  the  object  and  purposes  of  the  So- 
ciety. These  were  stated  to  be:  “Mutual  improve- 
ment and  prosperity  of  its  members;  the  general 
diffusion  of  medical  science  and  useful  knowl- 
edge; and  the  protection  of  the  public  from  the 
impositions  of  quacks  and  quackery”.  The  in- 
itiation fee  was  $1.00.  The  meetings  were  to  be 
held  monthly. 

* * * * 

THE  By-Laws  of  the  Toledo  Medical  Associa- 
tion inveighed  for  the  most  part  against 
quackery.  They  condemned  it  in  no  un- 
certain terms.  They  warned  its  members  against 
practising,  consulting,  or  even  associating  with 
quacks  and  became  exceedingly  wroth  at  the  latter 
for  their  self-assumed  title  of  “Doctor”.  The 
cholera  epidemic,  above-mentioned  in  Toledo  in 
1852,  temporarily  suspended  the  activities  of  the 
Toledo  Medical  Association.  These  were  revived 
once  more  by  a call  from  the  secretary  to  meet  at 
the  Collins  House  on  July  26,  1856.  Article  10  of 
the  By-Laws  explained  that  this  Society  would 
be  governed  by  the  “ Code  of  Ethics ” of  the 
American  Medical  Association. 

>j<  :j<  % sfc 

On  May  23,  1852,  a resolution  was  adopted  to 
affiliate  the  Toledo  Medical  Association  with  the 
Ohio  State  Medical  Society,  then  holding  its  an- 
nual meeting  at  Sandusky,  Ohio.  As  a corollary, 
a resolution  was  passed  on  June  2,  1859,  which 
requested  legal  protection  for  the  individual 
practising  physician  by  the  State  Society.  On 
April  22,  1861,  “patriotic  resolutions”  voted  free 
professional  care  to  the  families  of  volunteers  in 
the  “War  of  the  Rebellion”.  This  same  procedure 
was  followed  later  in  the  Mexican  War,  the 
Spanish- American  War,  and  the  World  War. 

5*C  % :*C  ‘ 

A fee-schedule,  adopted  by  the  Toledo  Medical 


Association  on  October  6,  1851,  reads  in  part  as 
follows : 

Visit  of  patient  to  office 50c  to  $1.00 

Visit  to  patient  in  city $2.00 

Visit  to  patient  in  country  not  exceeding  3 
miles  (50c  additional  for  every  additional 

mile)  $3.00 

Consultation  $5.00 

Non-instrumental  delivery $5.00  to  $10.00 

Venesection  in  office .$1.00 

Cupping  (dry  or  wet) $1.50 

Leeching  $1.50 

Vaccination  $1.00 

* * * 


Note:  Dr.  Effler  recently  compiled  and  issued 
a souvenir  booklet  entitled  “The  Ruins  of  Chichen 
Itza — A Tourist  Guide”,  a description  of  his  visit 
to  the  “sacred  city”  and  center  of  the  ancient 
Mayan  civilization  in  Yucatan. 


ECONOMICS-PROFESSIONAL  RELATIONS- 
ORGANIZATION  PROBLEMS 


WHEN  Dr.  Glenn  Frank,  president  of  the  University  of  Wisconsin,  speaks  or  writes  he 
always  says  something  interesting  and  timely;  usually  to  the  point,  and  in  language  which 
leaves  no  uncertainty  as  to  his  viewpoints.  All  do  not  agree  with  him  at  times.  His  dis- 
courses on  the  public  aspects  of  medicine  occasionally  have  not  met  with  the  approval  of  the  medical 
profession.  Yet,  his  opinions  should  not  be  disregarded. 

This  is  especially  true  with  respect  to  his  brief  article, 
“The  Sabotage  of  Self  Reliance — A Threat  to  Voluntary  Social 
Institutions”,  published  in  the  January  issue  of  The  Modem 
Hospital. 

Physicians  who  have  disagreed  with  Dr.  Frank  in  the  past 
should  forget  past  differences  and  consume  without  bias  the  fol- 
lowing excerpts  from  the  previously  mentioned  article,  inasmuch  as  they  go  to  the  very  heart  of  a 
question  which  is  vitally  close  to  the  medical  profession  and  the  present  system  of  medical  service: 


Public  Initiative  vs. 
Private  Initiative  and 
Medical-Health  Services 


“The  extraordinary  difficulty  now  encountered 
in  the  adequate  financing  of  American  hospitals 
not  governmentally  supported  is  but  part  of  a 
larger  problem  to  the  gravity  of  which  the  nation 
has  not  yet  become  fully  awakened. 

“The  problem  of  the  nongovernmental  hospitals 
is  part  of  the  larger  problem  of  the  outlook  for 
all  voluntarily  supported  social  institutions.  And 
the  problem  of  all  voluntarily  supported  social 
institutions  is  in  turn  part  of  the  still  larger 
problem  of  the  relative  roles  of  private  and  public 
undertakings  in  the  immediate  and  ultimate 
future. 

“Until  responsible  statesmanship  takes  this 
‘still  larger’  problem  in  hand  nationally,  the 
plight  of  all  our  voluntary  social  institutions  will 
become  increasingly  difficult  locally.  . . . 

“What  is  this  problem  of  national  policy  which 
is  so  disturbingly  altering  the  outlook  of  our  vol- 
untarily supported  social  institutions? 

“Put  as  bluntly  and  as  briefly  as  I can  state  it, 
it  is  this.  We  are  in  the  midst  of  a sweeping 
transfer  of  functions  from  voluntary  enterprise  to 
state  action.  The  balance  between  social  power 
and  state  power  is  being  profoundly  altered. 
Public  initiative  is  being  substituted  for  private 
initiative  in  larger  and  larger  areas  of  the  na- 
tional enterprise.  This  process  has  been  under 
way  for  some  time 

“It  is  becoming  apparent  now,  however,  that 
the  shift  of  balance  between  social  action  and 
state  action,  between  social  power  and  state 
power,  between  private  initiative  and  public  in- 
itiative, is  but  an  American  manifestation  of  a 
trend  of  the  time,  a trend  that  has  given  Com- 
munism to  Russia,  Fascism  to  Italy,  National  So- 
cialism to  Germany  and  the  New  Deal  to  the 
United  States.  This  is  not  to  say,  as  some  politi- 


cal partisans  might  be  tempted  to  say,  that  the 
Democrats  are  but  thinly  disguised  Communists, 
Fascists  or  Nazis.  It  is  only  to  say  that,  the  world 
around,  men  in  despair  are  doing  what  men  in 
despair  have  always  done — they  are  giving  up 
any  attempt  to  solve  their  own  problems  and  are 
running  to  the  government  for  salvation. 

“Entirely  aside  from  the  political  implication  of 
all  this,  what  does  it  mean  to  the  men  and  women 
charged  with  the  responsibility  of  administering 
the  voluntary  social  institutions  of  the  country? 
It  means,  in  short,  this.  We  are  fostering  a na- 
tional psychology  that  looks  to  government  as  the 
George  whom  we  shall  let  do  it.  It  means  an  in- 
evitable relaxation  of  any  sense  of  social  responsi- 
bility, on  the  part  of  individuals  and  groups,  for 
other  than  the  payment  of  increasingly  drastic 
taxes.  It  means  a nation  of  men  and  women  who 
shall,  in  the  future,  express  their  social  conscience 
by  proxy  through  federal  agents. 

“This  obviously  throws  the  shadow  of  a great 
threat  across  the  future  of  all  the  privately 
financed  and  independently  operated  social  enter- 
prises of  American  life.  Hospitals,  schools,  col- 
leges, universities,  foundations  and  like  agencies 
dependent  upon  voluntary  support  must  reckon 
with  this  threat  in  any  long-range  charting  of 
their  development.  If  this  threat  is  not  stopped  in 
its  tracks,  it  may  well  be  that  the  survival  of 
these  voluntary  agencies,  to  say  nothing  of  their 
further  development,  will  become  a serious  prob- 
lem in  the  decade  immediately  ahead.  And  volun- 
tary hospitals  face  this  problem  even  more  cer- 
tainly than  most  other  social  institutions. 

“I  surely  cannot  be  accused  of  acting  as  at- 
torney for  any  vested  interest  of  my  own  if  I 
undertake  to  state  the  case  for  these  voluntary 
institutions.  As  the  chief  executive  of  the  state 
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supported  University  of  Wisconsin,  I am  a ser- 
vant of  government,  not  concerned  with  endow- 
ment campaigns  and  in  no  wise  dependent  upon 
variations  in  the  flow  of  private  benefaction.  I am 
interested  to  put  in  my  oar  in  behalf  of  these 
voluntary  institutions  solely  because  I believe  that 
any  permanent  slump  in  their  support,  any 
shrinkage  of  their  role,  would  be  a national 
calamity. 

“In  the  basic  fields  of  health  conservation,  of 
preventive  and  remedial  medicine,  of  education 
and  of  social  enrichment  generally,  it  is  im- 
portant, I think,  that  we  keep  a sound  proportion 
of  private  and  public  agencies  running  neck  and 
neck.  In  some  matters  the  private  agency  will 
serve  as  check  and  pace-setter;  in  other  matters, 
the  public  agency. 

“We  have  heard  much  of  the  necessity  for  a 
public  yardstick  by  which  to  measure  the  justice 
and  dependability  of  price  and  policy  in  the  utility 
field.  It  is  imperative,  I think,  that  we  have 
private  yardsticks  by  which  to  measure  the  objec- 
tives and  standards  of  the  social  services  for 
which  government  rightly  assumes  responsibility. 

“I  agree  with  the  Spanish  philosopher,  Jose 
Ortega  y Gasset,  when,  at  the  end  of  a brilliant 
analysis  of  the  status  and  prospect  of  our  Western 
society,  he  says,  ‘This  is  the  gravest  danger  that 
today  threatens  civilization:  state  intervention; 
the  absorption  of  all  spontaneous  social  effort  by 
the  state,  that  is  to  say,  of  spontaneous  historical 
action,  which  in  the  long  run  sustains,  nourishes, 
and  impels  human  destinies.  . . . The  result  of 
this  tendency  will  be  fatal.  Spontaneous  social 
action  will  be  broken  up  over  and  over  again  by 
state  intervention;  no  new  seed  will  be  able  to 
fructify.  Society  will  have  to  live  for  the  state, 
man  for  the  governmental  machine.’ 

“I  want  the  field  kept  free  in  the  United  States 
for  that  spontaneous  social  action  which  sustains, 
nourishes  and  gives  vibrant  riches  to  a civiliza- 
tion. But  the  forces  of  state  power  and  state  ac- 
tion are  fast  closing  in  on  this  freedom.  The 
rapidly  approaching  certainty  of  unprecedented 
tax  drafts,  inseparable  from  the  current  expan- 
sion of  the  role  of  the  state,  together  with  the 
utterly  indefensible  proposal  to  eliminate  all  tax 
exemption  of  gifts  for  social  purposes,  is  eating 
away  the  will  to  give.  And  with  the  disappear- 
ance of  the  will  to  give  will  go  the  capacity  for 
productive  spontaneous  social  action.  We  can  then 
lock  the  doors  and  board  up  the  windows  of  all 
those  voluntary  social  institutions  through  which 
the  soul  of  a great  people  has  expressed  itself. 

“This  is  the  case  for  the  voluntary  social  in- 
stitutions, but  the  case  may  never  get  to  court 
unless,  as  a people,  we  really  come  to  grips  with 
the  age-old  delusion,  now  suddenly  revived  in  the 
name  of  liberalism,  that  there  is  some  short  cut  to 
social  greatness  through  the  overlordship  of  the 
state.” 


Ohio  physicians  who  have  been  receiving  letters 
from  the  American  Foundation  Studies  in  Gov- 
ernment, requesting  that  they  give  their  view  on 

the  present 

One  Survey  Which  Seems  methods  of  med- 
rr  n n 1 c ] ical  practice  will 
/ o Be  Based  on  Sound  be  interested  to 

Motives  and  Procedure  know  that  con- 
ferences have 

been  held  between  representatives  of  that  found- 
ation and  the  American  Medical  Association. 

A summary  of  those  conferences  seems  to  in- 
dicate that  the  objectives  of  the  foundation’s  sur- 
vey are  constructive;  that  the  information  ob- 
tained is  not  for  statistical  purposes,  but  that 
the  study  is  to  be  confined  to  an  endeavor  on  the 
part  of  the  foundation  to  secure  from  practicing 
physicians  statements  of  the  factors  involved  in 
medical  practice,  opinions  as  to  the  extent  to 
which  the  practice  of  medicine  is  fulfilling  its 
functions  and  expressions  of  the  manner  in  which 
deficiencies  or  shortcomings  in  medical  practice 
may  be  corrected,  if,  and  where,  found. 

It  was  stated  that  honest,  complete,  and  well- 
considered  statements  are  desired,  and  that  the 
correspondent’s  names  will  be  withheld  if  they 
so  request. 

As  pointed  out  in  the  editorial  captioned 
“Physicians  Not  Others  Should  Supply  Data  on 
Medical  Problems”,  on  page  50  of  the  January 
issue  of  The  Journal , physicians  should  give 
thoughtful  consideration  to  all  legitimate  requests 
for  information,  keeping  in  mind,  however,  the 
established  policies  of  medical  organization  on  the 
subjects  involved  in  the  inquiry. 

— OSMJ  — 

“In  proportion  as  the  structure  of  a government 
gives  force  to  public  opinion,  it  is  essential  that 
public  opinion  should  be  enlightened”. — George 
Washington. 

— OSM  J — 

It  is  with  regret  that  we  comment  on  the  recent 
retirement  of  Dr.  Arthur  J.  Cramp  as  head  of 
the  Bureau  of  Investigation  of  the  American 

Medical  Asso- 

Dr.  Cramp , the  Bureau  ciation. 

of  Investigation,  the  know  Dr  Cramp 

Public  and  the  Physician  and  are  familiar 

with  his  work 

as  director  of  this  important  activity  by  the 
American  Medical  Association  will  agree  that  he 
will  be  missed  and  that  he  has  made  contributions 
through  his  work  of  the  past  29  years  which  can- 
not be  described  by  mere  words  or  praised  too 
highly. 

Charlatans  and  imposters  found  Dr.  Cramp  and 
the  bureau  an  insurmountable  obstacle.  Vendors 
of  worthless  or  dangerous  products  found  him 
ruthless  in  his  efforts  to  protect  the  public  health 
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and  the  public’s  pocketbook.  Enforcement  officials 
found  him  indispensable.  All  interested  in  scien- 
tific medicine  and  public  health  owe  him  a vote 
of  gratitude. 

Fortunately  under  Dr.  Cramp’s  guidance  the 
Bureau  of  Investigation  has  attained  a sound 
footing.  It  will  be  able  to  continue  as  a powerful 
influence  for  good  and  as  a strong  safeguard  to 
the  public  health  because  he  has  done  so  well  in 
blazing  the  trail  it  will  pursue. 

One  thought  arises  in  this  connection. 

Although  the  Bureau  of  Investigation  has  ren- 
dered a great  public  service  by  its  part  in  bring- 
ing about  the  arrest  and  prosecution  of  medical 
fakers  and  mountebanks,  its  greatest  accomplish- 
ment has  been  along  the  lines  of  public  education. 
By  assembling  accurate  data  and  focusing  the 
spotlight  of  exposure  on  those  preying  on  the 
public  it  has  made  possible  nation-wide  campaigns 
to  educate  the  public  on  medical  and  health  facts 
and  to  teach  the  laity  how  to  discriminate  between 
helpful  and  worthless  medicinal  products  and 
good  and  bad  health  services. 

This  is  a point  which  the  individual  physician 
should  consider. 

True,  the  medical  profession  should  cooperate 
with  enforcement  agencies  in  exposing  imposters 
and  prosecuting  violators  of  the  medical  practice 
act.  Yet,  the  most  important  thing  which  the 
practicing  physician  can  do  in  this  connection  is 
to  try  to  educate  the  laity  to  think  straight  on 
medical  and  health  matters  and  repeatedly  em- 
phasize to  those  with  whom  he  comes  into  contact 
the  fallacies  and  dangers  of  looking  to  the  in- 
competent for  medical  advice  or  depending  on 
products  of  doubtful  value. 

- — OSMJ  — 

The  medical  profession  is  strong  and  will  sur- 
vive just  in  proportion  to  the  degree  with  which 
we  doctors  cooperate  with  and  are  loyal  to  each 
other. — Glenn  H.  Ream,  M.D.,  in  Toledo  Academy 
Bulletin. 

— OSMJ  — 


“What  do  I get  in  return  for  membership  in  my 
county  medical  society,  the  State  Association  and 
the  American  Medical  Association?” 


Membership  in  Medical 
Organization  Pays 
the  Biggest  Dividends 


This  is  a query 
made  occasionally 
by  some  member 
— usually  one  who 
doesn’t  read  The 
Journal  consist- 
ently;  doesn’t  attend  the  Annual  Meeting  or 
meetings  of  his  local  society;  doesn’t  know  what 
the  officers  and  committees  of  his  society  and  the 
State  Association  are  doing  for  him  individually 
and  the  profession  as  a whole. 

Each  member  receives  many  definite  benefits 
and  services  from  membership  in  medical  organi- 
zation. These  are  too  generally  known  to  need 


re-emphasis.  At  the  same  time  it  is  interesting 
to  compare  membership  in  medical  organization 
to  membership  in  other  organizations  with  which 
physicians  are  affiliated. 

An  editorial,  “The  Case  of  Dr.  X”,  published  in 
the  Detroit  Medical  News,  official  bulletin  of  the 
Wayne  County  (Detroit)  Medical  Society,  illus- 
trates the  point: 

“Dr.  X,  is  a member  of  the  Wayne  County 
Medical  Society.  He  is  not  and  has  never  been 
an  officer.  He  attends  meetings  with  fair  regu- 
larity, usually  casts  his  ballot  at  the  annual 
elections,  but  rarely  makes  his  voice  heard  in 
society  affairs.  He  might  be  considered  an  in- 
different member  and  one  might  wonder  why  he 
troubles  to  retain  his  membership  at  all.  Yet, 
each  year  he  pays  his  dues  promptly.  Why?  To 
our  question  he  made  this  explanation: 

“ ‘Like  many  other  physicians  I am  a member 
of  several  clubs  and  societies.  Take  The  Navi- 
gator Club,  for  instance.  I do  not  own  a boat, 
don’t  even  want  to.  My  activities  there  are 
limited — an  occasional  swim  in  the  pool — an 
occasional  dinner  on  hot  summer  evenings 
in  the  club  dining  rooms  overlooking  the 
river.  An  expensive  means  of  cooling  off,  eh?  I 
also  belong  to  the  Country  Club.  I golf  infre- 
quently and  badly.  My  six  games  this  year  cost 
me  $25.00  each,  not  counting  a stiff  assessment  to 
cover  last  year’s  deficit.  My  city  club  dues  alone 
cost  about  $200.00  each  year.  I shall  not  mention 
the  fancy  initiation  fee  I paid  a few  years  ago. 
My  family  and  I take  dinner  there  about  once  or 
twice  each  month ; the  meals  are  excellent  but  ex- 
pensive. We  also  attend,  at  extra  cost,  the  social 
functions,  lectures,  and  concerts  which  appeal  to 
us.  Conservatively  estimated  each  visit  to  the 
club  costs  at  least  $10.00 — merely  for  the  privi- 
lege of  passing  the  doorman.  I do  not  know  the 
directors  of  any  of  these  clubs  personally.  They 
are  bankers,  industrialists,  and  business  men  who 
have  nothing  in  common  with  me  except  mem- 
bership in  the  club.  They  maintain  expensive 
pleasure  palaces  which  I frankly  enjoy  but  which 
I obviously  do  not  need  and  sometimes  think  I 
cannot  afford. 

“ T also  belong  to  the  Wayne  County  Medical 
Society.  The  annual  dues  are  only  $20.00.  This 
small  sum  also  includes  my  membership  in  the 
State  Society  and  the  American  Medical  Associa- 
tion. Without  extra  cost  it  enables  me  to  attend 
courses  of  lectures  which  keep  me  in  touch  with 
medical  progress  and  improve  my  professional 
ability.  It  gives  me  the  benefit  of  legal  advice  in 
medical  matters.  It  defends  my  profession  and 
my  source  of  livelihood  from  encroachments  from 
without.  It  protects  my  patients  by  maintaining 
and  improving  standards  of  medical  practice.  It 
unites  me  with  those  who  strive  to  maintain  what 
we  know  is  best  for  our  patients  and  ourselves. 
The  trustees  and  officers  are  men  of  my  own 
kind — who  know  my  problems  and  those  of  my 
patients.  I have  no  sympathy  with  those  who  say, 
‘We  are  paying  too  much  for  what  we  get.’  They 
do  not  realize  how  much  they  get,  or  can  get,  for 
what  they  pay.  This  is  the  only  society  to  which 
I belong  which  costs  so  little  and  gives  in  return 
so  much  that  is  vital  to  my  success  as  a physi- 
cian. I cannot  afford  not  to  belong.  I can  easily 
afford  to  pay  even  more  when  I consider  value 
received.  It’s  a bargain!” 

There  are  few  eligible  physicians  in  Ohio  who 
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haven’t  recognized  the  importance  of  membership 
in  medical  organization. 

This  is  proved  by  checking  the  membership  rolls 
of  the  State  Association.  The  total  membership 
in  the  State  Association  for  1935  was  5,488,  a 
figure  just  slightly  under  that  for  1929  when  the 
membership  of  the  Association  reached  an  all- 
time  peak. 

Present  indications  are  that  the  membership 
for  1936  may  establish  a new  record.  Up  to  Jan- 
uary 15  a total  of  3,533  members  had  been  cer- 
tified by  the  secretary-treasurer  of  their  re- 
spective county  societies.  On  the  same  date  a year 
ago,  3,398  members  had  been  certified. 

Those  eligible  for  membership  who  have  not  as 
yet  paid  their  1936  dues  should  attend  to  this  im- 
portant matter  immediately,  so  that  they  can 
take  advantage  of  the  benefits  and  services 
offered  by  medical  organization. 

For  purposes  of  comparison  and,  perhaps,  to 
stimulate  good-natured  rivalry  on  the  part  of  the 
various  county  societies  and  districts,  the  follow- 
ing tabulations  are  published,  showing  the  num- 
ber of  members  certified  as  of  January  15  by  the 
individual  county  societies  and  the  number  of 
members  of  each  society  for  the  year  1935 : 


Total  Membership  Members  Certified 
Society  for  Year  1935  As  of  Jan.  15,  1936 


Adams  _ 16  16 

Allen  73  46 

Ashland  21  20 

Ashtabula  39  21 

Athens  39  31 

Auglaize  30  27 

Belmont  55  52 

Brown  7 6 

Butler  77  31 

Champaign  17  15 

Clark  68  40 

Clermont  20  16 

Clinton  27  20 

Columbiana  52  13 

Coshocton  23  20 

Crawford  29  25 

Cuyahoga  987  550 

Darke  32  27 

Defiance  ... 14  18 

Delaware  .: 24  16 

Erie  36  30 

Fairfield  38  19 

Fayette  15  16 

Franklin  ,. 406  223 

Fulton  18  16 

Gallia  23  22 

Geauga  10  10 

Greene  38  37 

Guernsey  32  27 

Hamilton  641  465 

Hancock  44  44 

Hardin  24  15 

Harrison  11  12 

Henry  13  10 

Highland  22  23 

Hocking  17  16 

Holmes  ..._ 8 5 

Huron  18  12 

Jackson  13  13 

Jefferson  : — 53  32 

Knox  24  18 

Lake  _ 28  5 

Lawrence  23  15 

Licking  _ . 48  44 

Logan  27  26 

Lorain  101  61 

Lucas  — 245  93 

Madison  14  13 

Mahoning  194  106 

Marion  40  26 

Medina  I 22  21 

Meigs  : — 12'  8 


Total  Membership  Members  Certified 
Society  for  Year  1935  As  of  Jan.  15,  1936 


Mercer  19  15 

Miami  ~ _ 49  40 

Monroe  7 3 

Montgomery  — 286  164 

Morgan  11  12 

Morrow  9 10 

Muskingum  54  37 

Noble  - - 1 1 

Ottawa  16  H 

Paulding  H 6 

Perry  19  15 

Pickaway  — 12 

Pike  9 10 

Portage  27  24 

Preble  18  6 

Putnam  26  24 

Richland  54  28 

Ross  32  30 

Sandusky  36  26 

Scioto  70  50 

Seneca  34  23 

Shelby  20  17 

Stark  185  131 

Summit  274  173 

Trumbull  49  31 

Tuscarawas  49 

Union  — 16  12 

Van  Wert  20  21 

Vinton  6 

Warren  „ 21  16 

Washington  39  26 

Wayne  41  41 

Williams  15  14 

Wood  ...... 36  21 

Wyandot  .... 9 2 

Total  5,488  3,533 


— oSMJ  — 


We  believe  that  a government  should  help  its 
people  in  time  of  need;  we  do  not  believe  govern- 
ment should  take  from  them  their  rights  as  in- 
dividuals.— William  F.  Bigelow,  in  Good  House- 
keeping. 

— OSM-J  — 

The  Board  of  Directors  of  the  Cleveland 
Academy  of  Medicine  has  adopted  the  following 
clauses  from  the  pledge  and  application  for  fel- 
lowship of  the  Amer- 
Cleveland  Academy  ican  College  of  Sur- 

Adopts  Clause  seons  as  a suide  for 

the  Board  of  Censors 

in  consideration  of 
complaints  relative  to  fee-splitting. 

“Moreover,  I pledge  myself,  so  far  as  I am  able, 
to  avoid,  the  sins  of  selfishness;  to  shun  unwar- 
ranted publicity,  dishonest  money-seeking,  and 
commercialism  as  disgraceful  to  our  profession; 
to  refuse  utterly  all  money  trades  with  consul- 
tants, practitioners  or  others ; to  teach  the  patient 
his  financial  duty  to  the  physician  and  to  expect 
the  practitioner  to  obtain  his  compensation 
directly  from  the  patient;  to  make  my  fees  com- 
mensurate with  the  service  rendered  and  with  the 
patient’s  rights;  and  to  avoid  discrediting  my 
associates  by  taking  unwarranted  compensation. 

“Upon  my  honor  as  a gentleman,  I hereby  de- 
clare that  I will  not  practice  the  division  of  fees, 
either  directly  or  indirectly,  in  any  manner  what- 
soever.” 

Commenting  on  the  action  of  the  Academy 
directors,  the  Cleveland  Academy  Bulletin  edi- 
torially pointed  out  the  importance  of  stating  this 


on  Fee-splitting 


February,  1936 


Economics,  Organization  Problems 
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principle  “in  words  that  cannot  be  misunder- 
stood”,  adding: 

“Yet  the  fundamental  wrong  of  fee-splitting  is 
so  easily  hidden,  the  methods  of  evading  the  rules 
against  it  are  so  subtle,  that  no  Board  of  Censors 
can  hope  to  eradicate  it.  The  passing  of  money  is 
but  one  crude  aspect  of  this  evil.  Only  the  con- 
science of  the  real  physician  can  detect  the  ser- 
pent in  all  its  forms,  and  even  that  conscience 
may  be  lulled  by  sophistries.  However,  there  is 
one  simple  rule  that  we  may  follow  in  this  matter 
of  referring  patients,  a rule  as  old  as  Hippocrates : 
Consider  the  best  interests  of  the  patient,  not  our 
own  advantage. 

“Note  a few  examples  of  instances  in  this  busi- 
ness of  referring  patients  where  the  method  may 
either  be  absolutely  right  or  else  absolutely  wrong. 
No  Board  of  Censors  can  decide  which;  the  doctor 
alone  knows  the  motive  of  his  act.  A physician 
refers  a patient  to  another  man.  Is  it  because  he 
thinks  that  thus  the  patient  will  get  into  the 
hands  of  the  one  best  able  to  help  him?  Or  is  it 
because  the  doctor  owes  a debt  for  a patient  re- 
cently sent  to  him?  Is  it  because  his  knowledge 
of  the  patient’s  psychology  leads  him  to  think  this 
particular  doctor  is  temperamentally  best  quali- 
fied to  aid  the  patient?  Or  is  it  because  this  man 
is  a warm  personal  friend?  Did  the  young  chap 
just  starting  practice  refer  his  patient  to  his  for- 
mer chief  of  staff  of  the  hospital  where  he  served 
as  an  interne  because  he  reveres  the  older  man  as 
the  finest  practitioner  of  his  specialty?  Or  was  it 
because  the  ex-interne  hoped  to  “lay  up  treasure 
in  Heaven”  for  himself  against  that  day  when 
there  might  be  a hospital  staff  position  to  be  as- 
signed? 

“No  law  on  paper  can  cover  all  cases.  A physi- 
cian’s conscience  frequently  must  make  the  de- 
cision. The  man  who  selects  the  doctor  to  whom 
he  refers  a patient  for  any  other  cause  than  that 
of  the  patient’s  best  good  may  escape  all  censors. 
He  may  be  honored  by  the  highest  office  and  the 
best  opinions  of  his  fellows : his  self-seeking  may 
never  be  suspected.  Yet  he  has  violated  the  code 
of  Apollo.  He  is  unworthy  of  the  profession.” 


the  individual  physician  in  private  practice  in  the 
field  of  preventive  medicine  generally. 

As  emphasized  repeatedly  by  the  Committee  on 
Preventive  Medicine  and  Periodic  Health  Ex- 
aminations of  the  State  Association,  physicians 
should  practice  preventive,  as  well  as  curative 
medicine.  They  should  offer  immunization,  vac- 
cination and  health  examinations  as  routine  ser- 
vices to  their  patients  and  children  of  patients. 

In  communities  where  family  physicians  have 
responded  to  this  appeal  and  are  providing  pa- 
tients, young  and  old,  with  protective  services, 
campaigns  to  stimulate  public  interest  and  create 
the  demand  for  such  services  have  been  found  un- 
necessary, except  in  cases  of  emergency  or  to 
meet  unusual  conditions. 

Until  more  physicians  include  preventive  ser- 
vices in  their  daily  practice,  organized  “cam- 
paigns” will  be  found  necessary  but  the  time  will 
come  eventually  when  they  will  be  used  only  as 
an  ace  in  the  hole. 

— OSMJ  — 


When  we  think  of  governmental  functions  we 
are  inclined  to  be  very  liberal  until  it  comes  time 
to  pay  the  bill. — Senator  Paul  P.  Yoder,  president 
pro  tern,  Ohio  Senate. 

— OSMJ  — 


Ohio  members  of  the  “most  insidious  and  irre- 
concilable of  all  the  pressure  groups  in  the  coun- 
try” (i.e.,  organized 
Health  Insurance  A medicine)  will  be 

Dead  Issue?  Hardly!  interested  in  the  fol- 

Judge  for  Yourself  ' lowing  special  dis- 

patch  from  Wash- 
ington published  by  the  New  York  Times  on  De- 
cember 29,  1935 : 


— OSMJ  — 

There  is  more  true  motherhood  in  giving  chil- 
dren toxoid  than  in  embroidering  their  petticoats 
these  days. — Elizabeth  Cook,  quoted  in  American 
Journal  of  Public  Health. 

— OSM  J — 

A member  has  suggested  that  medical  organi- 
zation take  a more  active  interest  in  providing 
practical  immunization  and  vaccination  programs 

for  those  of  school 

Preventive  Medicine  and  pre-school  age. 
Must  Be  Provided  u «*  true  that  in 

Family  Physician  ^operation  with 

school  and  public 
health  officials,  medical  societies  can  undertake 
programs  of  this  character  and  that  such  projects 
will  be  of  great  public  benefit. 

Some  societies  have  been  lax  in  this  respect  and 
should  immediately  take  steps  to  mend  their  ways. 

At  the  same  time,  there  is  one  fundamental 
step  which  can  be  taken  that  does  not  require 
organized  action,  namely: 

Greater  interest  and  enterprise  on  the  part  of 


STUDY  HEALTH  INSURANCE 

Altmeyer  Says  Committee  Members  Have  Not 
Abandoned  Proposal 

WASHINGTON,  Dec.  27. — Arthur  J.  Alt- 
meyer, former  Assistant  Secretary  of  Labor, 
and  now  a member  of  the  Social  Security 
Board  headed  by  John  J.  Winant,  said  tonight 
that  the  reason  no  provision  for  health  insur- 
ance was  included  in  the  Social  Security  Act 
was  because  the  technical  committee,  of  which 
he  was  chairman,  had  reached  no  conclusion 
on  which  to  base  recommendations  to  Congress 
on  the  subject.  He  said  the  study  was  still  in 
progress  but  he  was  unable  to  say  whether  any 
recommendations  would  be  formulated  for  pre- 
sentation to  the  forthcoming  session  of  Con- 
gress with  a view  to  amendment  of  the  act  to 
include  health  insurance. 

Mr.  Altmeyer  declined  to  comment  on  the 
charge  of  John  A.  Kingsbury,  former  secre- 
tary of  the  Milbank  Memorial  Fund,  that 
health  insurance  was  kept  out  of  the  act  by 
the  “most  insidious  and  irreconcilable  of  all 
the  pressure  groups  in  the  country”,  made  up 
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of  “medical  politicians  and  medical  merchants 
under  the  leadership  of  the  inner  circle  of  the 
American  Medical  Association”.  Mr.  Kings- 
bury made  his  statement  in  New  York  at  a 
joint  meeting  of  the  American  Association  of 
Labor  Legislation  and  the  American  Sociologi- 
cal Society. 

The  foregoing  is  an  answer  to  those  who  have 
asked : 

“What  is  Organized  Medicine  doing  to  protect 
us  against  socialization?” 

Moreover,  it  may  provide  an  answer  to  those 
who  have  asked: 

“What  is  the  status  of  the  current  pressure  for 
compulsory  health  insurance?” 

It  certainly  contains  a warning  to  those  mem- 
bers of  the  medical  profession  who  have  the  mis- 
conception that  all’s  quiet  on  the  Washington 
front. 

— OSMJ  — 

Tax  collections  in  the  United  States  now  repre- 
sent about  twenty  per  cent  of  the  national  income 
— National  Industrial  Conference  Board. 

— OSM  J — 


we  have  relied  upon  in  the  past  have  not  proved 
competent  enough  or  honest  enough  or  painstak- 
ing enough  to  meet  the  need.  The  only  medical 
men  we  know  who  have  even  in  part  qualified  as 
impartial  and  competent  are  those  doctors  making 
examinations  for  our  government.  Is  labor  to  be 
forced  to  the  conclusion  of  having  the  govern- 
ment provide  doctors  in  private  industry?” 

Obviously,  an  answer  to  Mr.  Woll’s  question  can 
be  provided.  Yet,  it  will  take  backing  by  the 
medical  profession  generally  to  give  it  meaning. 

The  principle  which  applies  to  all  questions  in- 
volving the  social  aspects  of  medical  practice 
applies  in  this  one,  namely: 

The  best  protection  for  the  individual  physician 
and  the  present  system  of  individual,  competitive 
medical  practice  lies  in  sincere  effort  on  the  part 
of  each  physician  to  provide  all  his  patients  with 
competent,  painstaking  service  and  be  guided  by 
the  principles  of  medical  ethics  in  his  dealings 
with  the  public  and  his  colleagues. 

Mr.  Woll  may  be  right;  he  may  be  wrong.  Re- 
gardless, his  comments  are  thought-provoking. 
Right  or  wrong,  they  are  a challenge  which  the 
medical  profession  dare  not  ignore. 


In  the  October,  1935,  issue  of  Industrial  Medi- 
cine (Chicago),  Matthew  Woll,  vice  president  of 
the  American  Federation  of  Labor,  presented  the 

point  of  view  of 

Labor  Leader  Raises 
Point  Which  Medical 
Profession  Can  t Ignore 


labor  on  the  ques- 
tion of  pre-em- 
ployment physical 
examinations. 


Mr.  Woll  dis- 
cussed the  question  from  many  angles:  What 

constitutes  the  pre-employment  physical  examina- 
tion; who  is  to  make  the  examination,  who  is  to 
pay  for  it;  who  is  to  keep  the  record;  who  is  to 
interpret  the  record?  etc.,  etc. 


His  comments  on:  Who  is  to  make  the  physical 
examination?  are  interesting. 

4 

He  points  out  that  obviously  the  answer  to  the 
question  is:  A doctor. 


“But  what  doctor?”  he  asks.  “There  are  prob- 
ably as  many  varieties  and  grades  of  doctors  as 
there  are  varieties  in  all  other  walks  of  life.” 


Mr.  Woll  is  of  the  belief  that  physicians  used 
by  the  United  States  Employes’  Compensation 
Commission  to  give  physical  examinations  to  gov- 
ernment employes  have  done  a better  job  than 
those  who  have  given  physical  examinations  to 
employes  in  private  industry. 

Here  is  a paragraph  from  his  discussion  which 
should  not  be  overlooked,  even  by  those  who  do 
not  agree  with  his  declarations.  It  may  be  sig- 
nificant: 

“What  labor  wants  to  know  is  ‘Whom  can  we 
trust  to  make  pre-employment  physical  examina- 
tions, if  such  are  to  be  made?’  The  medical  men 


— oSMJ  — 

“I  wholly  disapprove  of  what  you  say  but  will 
defend  to  the  death  your  right  to  say  it”. — Vol- 
taire. 


COMING  MEETINGS 


Ohio  State  Medical  Association,  Cleveland, 
week  of  October  5. 

American  Medical  Association,  Kansas  City, 
Mo.,  May  11-15. 

American — 

Academy  of  Opthalmology  and  Oto-Laryng- 
ology,  New  York,  October. 

Association  of  Obstetricians,  Gynecologists 
and  Abdominal  Surgeons,  Bretton  Woods,  N. 
H.,  Sept.  14-16. 

Association  of  Pathologists  and  Bacteriol- 
ogists, Boston,  April  9-10. 

College  of  Physicians,  Detroit,  Mich., 
March  2-6. 

Dermatological  Association,  Swampscott, 
Mass.,  June  4-6. 

Gastro-Enterological  Society,  Atlantic  City, 
N.  J.,  May  4-5. 

Hospital  Association,  Cleveland,  Sept.  28- 
Oct.  2. 

Laryngological  Association,  Detroit,  May. 

Radium  Society,  Kansas  City,  Mo.,  May 
11-12. 

Ohio  Hospital  Association,  Columbus,  April 
14-15. 


RULES  AND  REGULATIONS  FOR  FILING  FEDERAL  INCOME  TAX 
RETURNS  ON  1935  EARNINGS— DEADLINE  IS  MARCH  15 


COLLECTORS  of  Internal  Revenue  in  Ohio 
have  mailed  to  all  taxpayers  of  record, 
blanks  for  making  Federal  Income  Tax  re- 
turns for  the  calendar  year  1935. 

These  blanks,  properly  filled  out,  must  be  filed 
with  the  collector  of  the  district  in  which  the  tax- 
payer resides,  on  or  before  March  15,  1936. 

Any  physician  required  to  make  a return  but 
who  fails  to  receive  an  income  tax  blank  should 
apply  to  the  Collector  of  Internal  Revenue  for 
his  district. 

Internal  revenue  districts  of  Ohio,  together 
with  the  name  and  address  of  the  collector,  and 
the  counties  comprising  such  district  follow: 

For  the  Columbus  District  (Ohio  11th)  Col- 
lector of  Internal  Revenue  Harry  F.  Busey,  Fed- 
eral Building,  Water  and  Gay  Sts.,  Columbus, 
Ohio;  comprising  the  following  counties: 

Adams,  Athens,  Coshocton,  Delaware,  Fair- 
field,  Franklin,  Gallia,  Guernsey,  Hocking,  Jack- 
son,  Knox,  Lawrence,  Licking,  Madison,  Marion, 
Meigs,  Morgan,  Morrow,  Muskingum,  Noble, 
Perry,  Pickaway,  Pike,  Ross,  Scioto,  Union,  Vin- 
ton and  Washington. 

For  the  Cleveland  District  (Ohio  18th)  Collector 
of  Internal  Revenue  Carl  E.  Moore,  262  Federal 
Building,  Cleveland,  Ohio;  comprising  the  follow- 
ing counties: 

Ashland,  Ashtabula,  Belmont,  Carroll,  Colum- 
biana, Cuyahoga,  Geauga,  Harrison.  Holmes,  Jef- 
ferson, Lake,  Lorain,  Mahoning,  Medina,  Monroe, 
Portage,  Richland,  Stark,  Summit,  Trumbull,  Tus- 
carawas and  Wayne. 

For  the  Cincinnati  District  (Ohio  1st)  Collector 
of  Internal  Revenue  Thomas  J.  Connor,  Custom 
Building,  Cincinnati,  Ohio;  comprising  the  fol- 
lowing counties: 

Brown,  Butler,  Clark,  Clermont,  Clinton, 
Fayette,  Greene,  Hamilton,  Highland,  Miami, 
Montgomery,  Preble  and  Warren. 

For  the  Toledo  District  (Ohio  10th)  Collector 
of  Internal  Revenue  Charles  H.  Graves,  Toledo, 
Ohio;  comprising  the  following  counties: 

Allen,  Auglaize,  Champaign,  Crawford,  Darke, 
Defiance,  Erie,  Fulton,  Hancock,  Hardin,  Henry, 
Huron,  Logan,  Lucas,  Mercer,  Ottawa,  Paulding, 
Putnam,  Sandusky,  Seneca,  Shelby,  Van  Wert, 
Williams,  Wood  and  Wyandot. 

The  procedure  for  filling  out  income  tax  blanks 
and  computing  the  tax  for  1935  is  in  accordance 
with  the  Revenue  Act  of  1934,  and  is  substantially 
the  same  as  last  year. 

The  so-called  “publicity”  section  of  the  act  was 
repealed  at  the  last  session  of  Congress,  so  it  is 
no  longer  necessary  to  file  a “supplementary  re- 
turn” showing  a summary  of  income,  credits  and 
tax  payable,  which,  under  the  original  act,  was 
open  for  public  inspection. 

However,  income  tax  returns  this  year  must 
be  filed  in  duplicate,  the  duplicate  to  be  made 
available  by  the  Internal  Revenue  Department 


to  the  State  Tax  Commission  for  the  purpose  of 
checking  personal  property  tax  returns. 

PROCEDURE  FOR  PHYSICIANS 

Following  is  a detailed  analysis  of  the  pro- 
cedure physicians  should  follow  in  filling  out 
blanks  for  their  1935  income  and  an  example  of 
how  computations  should  be  made: 

Every  physician  whose  net  income  for  1935  was 
$1,000  or  more,  if  single,  and  $2,500  or  more,  if 
married  or  the  head  of  a family,  must  file  an  in- 
come tax  return  on  or  before  March  15,  1936.  H© 
also  must  file  a return  if  his  gross  income  was 
$5000  or  more,  irrespective  of  marital  status  and 
net  income. 

All  physicians  and  other  professional  men  are 
required  to  use  Form  1040  in  submitting  returns, 
regardless  of  the  amount  of  net  income. 

All  groups,  joint  ventures  and  other  incorpor- 
ated organizations  must  file  returns  as  partner- 
ships or  corporations.  Such  return  must  list  the 
names  and  addresses  of  the  individuals  who  would 
be  entitled  to  share  in  the  net  income  if  dis- 
tributed and  the  amount  of  the  distributive  share 
of  each  individual.  The  members  of  such  groups 
or  corporations  must  report  their  distributive 
shares  as  their  own  income. 

GROSS  INCOME 

Gross  income  includes  gains,  profits  and  income 
derived  from  professional  services,  business  ac- 
tivities, salaries,  wages,  sales,  dealings  in,  or  ex- 
change of  real  or  personal  property,  rents  or 
royalties,  certain  forms  of  dividends  and  interest, 
bonuses  received  as  compensation,  money  collected 
on  old  accounts  charged  off  in  previous  years  as 
“bad  debts”,  and  funds  received  from  all  other 
sources. 

PERSONAL  EXEMPTIONS 

If  married  and  living  with  wife,  or  the  head  of  a 
family,  for  the  entire  year,  an  exemption  of  $2,500 
is  allowed;  if  single  and  not  a head  of  a family, 
an  exemption  of  $1,000  is  permitted,  as  credit 
against  net  income  for  the  purposes  of  the  normal 
tax  and  the  surtax. 

Credit  of  $400  is  permitted  for  each  dependent 
under  18  years  of  age  or  each  physically  or  men- 
tally handicapped  dependent  regardless  of  age. 
The  credit  is  not  allowed  in  the  case  of  a de- 
pendent minor  over  18  years  of  age  even  if  such 
minor  is  attending  school. 

The  names  and  relationships  of  dependents  for 
whom  a credit  is  taken  must  be  shown  on  Schedule 
F,  page  2 of  the  return. 

In  case  of  a change  during  the  calendar  year  of 
the  status  of  the  physician  in  so  far  as  it  affects 
the  personal  exemption  or  credit  for  dependents, 
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the  personal  exemption  and  credit  should  be  ap- 
portioned in  accordance  with  the  number  of 
months  after  such  change.  Authority  for  pre- 
scribing rules  and  regulations  for  such  apportion- 
ment is  given  to  the  Commissioner  of  Internal 
Revenue. 

A husband  and  wife  living  together  shall  re- 
ceive but  one  personal  exemption.  The  amount 
of  such  personal  exemption  is,  as  previously 
stated,  $2,500.  If  such  husband  and  wife  make 
separate  returns,  the  personal  exemption  may 
be  taken  by  either  or  divided  between  them. 

items  not  reportable  as  income 

The  following  items  should  not  be  included  in 
gross  income  since  they  are  exempt  to  Federal 
income  tax: 

Amounts  received  under  a life  insurance  con- 
tract paid  by  reason  of  the  death  of  the  insured. 
If  such  amounts  are  left  with  the  insurance  com- 
pany under  an  agreement  to  pay  interest  thereon, 
the  interest  payment  must  be  included  in  gross 
income. 

Amounts!  from  annuity  or  endowment  con- 
tracts received  during  the  taxable  year  equal  to 
the  excess  of  the  amount  received  over  an  amount 
equal  to  3 per  cent  of  the  aggregate  premiums  or 
consideration  paid  for  such  annuity  until  the 
aggregate  amount  excluded  from  gross  income 
equals  the  aggregate  premium  or  consideration 
paid  for  such  annuity. 

Cash  or  value  of  property  acquired  by  gift,  be- 
quest or  inheritance.  Income  from  such  property 
is  taxable,  however;  and  estate,  inheritance  and 
gift  taxes  are  not  deductible. 

Damages  received  in  personal  actions  and  com- 
pensation from  health  and  accident  insurance. 

Dividends  on  stock  of  Federal  Reserve  Banks, 
land  banks,  and  intermediate  credit  banks;  divi- 
dends from  corporate  earning  accumulated  prior 
to  March  1,  1913;  stock  dividends  and  rights. 

State  jury  court  fees  and  state  court  receiver- 
ship fees. 

Interest  upon  the  obligations  of  a state,  terri- 
tory, or  any  policitical  subdivision  thereof;  inter- 
est from  securities  issued  under  the  Farm  Loan 
Act;  interest  on  the  obligations  of  the  possessions 
of  the  United  States;  interest  on  U.  S.  Bonds  and 
on  obligations  of  the  United  States  issued  prior  to 
September  1,  1917,  and  on  obligations  of  a cor- 
poration organized  under  Act  of  Congress,  if  such 
corporation  is  an  instrumentality  of  the  United 
States  to  the  extent  provided  in  the  respective 
acts  authorizing  the  issue  thereof  as  amended 
and  supplemented;  interest  received  on  Liberty 
4 per  cent  and  4*4  per  cent  Bonds  and  certain 
other  U.  S.  obligations  if  the  total  holdings  are 
not  in  excess  of  $5,000. 

Compensation  and  allowances  received  under 
the  provisions  of  Titles  2,  3 and  4 of  the  World 
War  Veterans’  Act  of  1924;  and  pensions  re- 
ceived from  a state  or  the  United  States. 


Interest  received  from  U.  S.  Treasury  Notes  is 
reportable  as  income  but  is  subject  only  to  sur- 
tax since  it  is  deductible  as  credit  against  gross 
income  in  computing  net  income. 

DEDUCTIBLE  ITEMS 

In  computing  net  income,  the  following  items 
may  be  deducted  by  a physician  from  gross  in- 
come: 

Office  Rental — If  a physician  pays  rent  to  an- 
other person  for  office  space,  he  may  deduct  such 
amount.  If  he  owns  his  own  home  and  maintains 
an  office  in  it,  he  cannot  claim  deduction  for  office 
rent. 

Automobile — The  cost  of  repair  and  upkeep  of 
an  automobile  used  in  professional  visits  may  be 
deducted.  That  part  of  the  salary  paid  to  a 
chauffeur  and  attributable  to  time  spent  in  driv- 
ing his  employer  on  professional  calls,  may  be 
deducted.  Sums  spent  for  taxi  hire,  car  fare,  etc., 
while  on  professional  calls,  may  be  deducted. 

Loss  on  an  automobile  used  in  professional 
business  through  depreciation  miay  be  deducted. 
The  depreciation  which  should  be  deducted  an- 
nually is  figured  by  dividing  the  cost  price  of  the 
machine  by  the  number  of  years  of  its  usefulness. 
If  a physician  has  one  automobile  which  is  used 
exclusively  in  professional  business,  he  may  de- 
duct the  full  depreciation  each  year.  If  the  ma- 
chine is  used  only  partly  in  professional  busi- 
ness the  deductible  depreciation  should  be  com- 
puted on  the  basis  of  the  amount  of  time  the  car 
is  used  for  professional  purposes.  If  a physician 
possesses  two  cars,  each  of  which  is  used  partly 
in  professional  business,  the  deductible  deprecia- 
tion on  each  car  should  be  computed  on  the  basis 
of  the  amount  of  time  each  car  is  used  for  pro- 
fessional purposes.  In  other  words,  if  an  automo- 
bile is  used  only  partly  for  business  purposes, 
depreciation  may  be  deducted  only  on  a propor- 
tionate part  thereof,  the  amount  of  depreciation 
depending  on  the  amount  of  time  the  machine  is 
used  in  professional  business. 

It  is  suggested  that  physicians  be  prepared  to 
substantiate  claims  for  deductions  from  gross  in- 
come for  professional  use  of  automobiles  in  case 
income  tax  officials  should  call  on  them  for  writ- 
ten records  to  show  the  mileage  traveled  by 
them  in  connection  with  professional  practice,  or 
to  prove  just  what  part  of  their  automobile  main- 
tenance expense  was  a professional  expense,  and 
therefore  deductible. 

Professional  Dues — Dues  paid  to  professional 
associations  to  which,  in  the  interest  of  his  pro- 
fession, the  physician  belongs,  may  be  deducted. 
Expenses  incurred  in  taking  graduate  courses 
have  been  held  not  to  be  deductible. 

Traveling  Expenses — Traveling  expenses  neces- 
sarily incurred  by  a physician  on  professional 
calls  and  in  attending  medical  conventions  for  a 
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professional  purpose  are  deductible  from  gross 
income. 

Salaries  and  Wages — Deductions  are  permitted 
for  the  salaries  or  wages  of  nurses,  laboratory 
workers,  technicians,  assistants,  stenographers  or 
other  clerical  workers  in  a physician’s  office  so 
long  as  their  duties  are  connected  with  profes- 
sional work;  also  for  wages  paid  maids,  janitors, 
etc.,  for  services  rendered  in  connection  with  pro- 
fessional practice. 

Medicines,  Supplies,  etc. — Cost  of  medicines 
used  in  the  office  to  treat  patients,  medicine  dis- 
pensed, bandages,  laboratory  materials,  chemicals, 
and  other  supplies  “consumed  in  the  using”  and 
necessary  to  operate  the  office  may  be  deducted. 

Equipment,  Furniture,  Library,  etc. — Cost  of 
surgical  instruments  and  laboratory  appliances 
of  more  or  less  permanent  value  may  not  be  de- 
ducted but  a percentage  of  the  purchase  price 
may  be  deducted  annually  under  a depreciation 
account.  The  same  rule  applies  to  office  furniture 
and  books  purchased  for  the  physician’s  office 
library.  If  improvement  to  offset  obsolescence 
and  wear  and  tear  or  injury  has  been  made  and 
deduction  for  the  cost  claimed  elsewhere  in  the 
return,  claim  should  nQt  be  made  for  deprecia- 
tion. 

General  Office  Expenses — The  cost  of  telephone, 
telegrams,  heat,  light,  water,  etc.,  used  in  pro- 
fessional service  is  deductible. 

Debts — If  the  physician’s  books  are  kept  ac- 
cording to  the  “Cash  Receipts  and  Disbursements” 
system,  he  may  not  charge  off  any  unpaid  debt 
because  he  is  then  only  reporting  as  gross  income 
those  accounts  which  have  proved  to  be  good.  Bad 
accounts  have  not  been  reported  and  are  there- 
fore not  deductible. 

If  books  are  kept  on  an  “Accrual  Basis”  (where 
expense  is  actually  incurred  and  payable  even 
though  not  yet  paid,  or  income  earned  although 
not  yet  collected),  it  is  permissible  to  charge  off 
all  debts  which  have  been  definitely  ascertained 
to  be  worthless  during  the  fiscal  year  covered  by 
the  report. 

The  physician  using  this  latter  system  must  be 
careful  to  include  in  gross  income  bad  debts 
which  have  been  charged  off  in  previous  years 
but  collected  during  the  calendar  year  for  which 
the  return  is  filed. 

Taxes  and  Licenses — All  state  taxes,  except 
those  assessed  against  local  benefits  of  a kind 
tending  to  increase  the  value  of  the  property 
assessed  and  those  imposed  upon  the  taxpayer 
upon  his  interest  as  shareholder  of  a corpora- 
tion which  are  paid  by  the  corporation  without 
reimbursement  from  the  taxpayer,  are  deductible. 

Sales  tax  payments  may  be  deducted.  A reason- 
able allowance  will  be  permitted  in  proportion  to 
the  physician’s  income.  Should  the  claimed  ex- 
emption appear  too  large,  however,  the  burden  of 
proof  falls  upon  the  taxpayer,  and  he  may  be 
called  up  to  produce  purchase  receipts  to  sub- 


stantiate his  claim.  Sales  tax  coupons  are  not 
considered  sufficient  evidence. 

All  Federal  taxes  except  income,  war-profit  and 
excess-profits  taxes  are  deductible,  including  Fed- 
eral excise  taxes  collected  direct  from  the  con- 
sumer or  purchaser. 

The  Ohio  gasoline  tax  has  been  held  not  de- 
ductible since  it  is  imposed  on  the  manufacturer. 

All  license  fees  which  the  physician  is  required 
to  pay  are  deductible,  including  the  narcotic  tax, 
automobile  license  tag  fee,  local  occupational 
taxes,  taxes  on  club  dues,  etc. 

Interest — Amounts  paid  out  as  interest  upon 
indebtedness  (except  interest  paid  to  carry  non- 
taxable  securities)  are  deductible. 

Losses  by  Fire  and  Theft — Loss  of  and  damage 
to  a physician’s  equipment  by  fire,  theft,  or  other 
cause,  not  compensable  by  insurance  or  otherwise 
recoverable,  may  be  computed  as  a business  ex- 
pense, and  is  deductible,  provided  evidence  of  such 
loss  or  damage  can  be  produced.  Such  loss  or 
damage  is  deductible,  however,  only  to  the  extent 
to  which  it  has  not  been  made  good  by  repair  and 
the  cost  of  the  repair  is  claimed  as  a deduction. 

Insurance  Premiums — Premiums  paid  for  insur- 
ance against  professional  losses  are  deductible. 
This  includes  insurance  against  damages  for 
alleged  malpractice,  against  liability  for  injuries 
to  a physician’s  automobile  while  in  use  for  pro- 
fessional purposes,  and  against  loss  from  theft  of 
professional  equipment,  and  damage  to  or  loss 
of  professional  equipment  by  fire  or  otherwise. 
Premiums  paid  on  life  insurance  are  not  de- 
ductible. 

Legal  Expenses — Expense  incurred  in  the  de- 
fense of  a suit  for  alleged  malpractice  is  deduct- 
ible as  business  expense.  However,  expense  in- 
curred in  the  defense  of  a criminal  action  is  not 
deductible. 

Contributions,  Gifts,  etc. — It  is  permissible  to 
deduct  from  gross  income  contributions  made  to 
charitable,  religious,  educational  and  scientific 
organizations,  no  substantial  part  of  the  activi- 
ties of  which  is  carrying  on  propaganda,  or  other- 
wise attempting  to  influence  legislation,  to  an 
aggregate  amount  not  to  exceed  15  per  cent  of 
the  net  income,  exclusive  of  such  contributions. 

NORMAL  TAX  RATE 

The  normal  tax  rate  on  1935  income  is  4 per 
cent  on  all  net  income  in  excess  of  exemptions 
and  credits. 

SURTAX  RATES 

In  addition  to  the  normal  tax,  a surtax  is  levied 
on  surtax  net  income,  that  is,  net  income  less  the 
personal  exemption  and  the  credit  for  dependents, 
as  follows: 

Surtax  net  income  of  $4,000,  no  surtax;  $4,000 
to  $6,000,  4 per  cent;  $6,000  to  $8,000,  5 per  cent; 
$8,000  to  $10,000,  6 per  cent;  $10,000  to  $12,000, 

7 per  cent;  $12,000  to  $14,000,  8 per  cent;  $14,000 
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to  $16,000,  9 per  cent;  $16,000  to  $18,000,  11  per 
cent;  $18,000  to  $20,000,  13  per  cent;  $20,000  to 
$22,000,  15  per  cent;  $22,000  to  $26,000,  17  per 
cent;  $26,000  to  $32,000,  19  per  cent;  $32,000  to 
$38,000,  21  per  cent;  $38  000  to  $44,000,  24  per 
cent;  $44,000  to  $50,000,  27  per  cent;  $50,000  to 
$56,000,  30  per  cent;  $56,000  to  $62,000,  33  per 
cent;  $62,000  to  $68,000,  36  per  cent;  $68,000  to 
$74,000,  39  per  cent;  $74,000  to  $80,000,  42  per 
cent;  $80,000  to  $90,000,  45  per  cent;  $90,000  to 
$100,000,  50  per  cent;  $100,000  to  $150,000,  52  per 
cent;  $150,000  to  $200,000,  53  per  cent;  $200,000 
to  $300,000,  54  per  cent;  $300  000  to  $400,000,  55 
per  cent;  $400,000  to  $500,000,  56  per  cent; 
$500,000  to  $750,000,  57  per  cent;  $750,000  to 
$1,000,000,  58  per  cent;  $1,000,000  or  more,  59 
per  cent. 

EARNED  INCOME  CREDIT 

For  purposes  of  the  normal  tax,  an  earned  in- 
come credit  is  allowed  by  means  of  a deduction 
from  net  income  of  an  amount  equal  to  10  per 
cent  of  the  earned  net  income.  If  the  taxpayer’s 
net  income  is  not  more  than  $3,000,  his  entire  net 
income  is  considered  to  be  earned  net  income.  If 
his  net  income  is  more  than  $3,000,  his  earned  net 
income  shall  not  be  considered  less  than  $3,000 
but  in  no  case  shall  the  earned  net  income  be 
considered  more  than  $14,000. 

HOW  COMPUTATIONS  ARE  MADE 
An  example  of  how  computations  are  made  is 
given  here  for  the  information  of  physicians. 
The  figures  used  in  the  following  tabulations  may 
appear  out  of  proportion  to  the  actual  income  of 
the  average  physician  during  1935.  However, 
they  are  used  merely  to  illustrate  how  the  normal 
and  surtax  rates  should  be  applied. 

If  a married  physician  with  no  dependents  and 
who  rents  his  home  and  office  had  a gross  income 
during  1935  of  $15,000  and  ordinary  expenses,  he 
should  submit  the  following  data  on  his  return 
and  compute  his  tax  as  follows: 

Gross  Income 

Income  from  professional  services $12,000.00 

Income  from  other  sources: 

Rent  from  apartment $1,500.00 

Taxable  interest,  dividends  1,500.00 


$3,000.00  3,000.00 


Gross  Income  $15,000.00 

Deductions 

Depreciation  of  office  furni- 
ture, etc $ 400.00 

Salaries  and  wages  for  office 

help  1,500.00 

Telephone,  heat,  light,  etc 400.00 

Automobile  cost  and  depre- 
ciation   800.09 

Drugs,  bandages,  medicines, 

etc 2,500.00 

Traveling  expenses  to  medi- 
cal meetings  300.00 


Office  rent  800.00 

Dues,  insurance  200.00 

Miscellaneous  expense 100.00 


Business  expenses $7,000.00 

Taxes  on  apartment 500.00 

Interest  on  mortgage,  over- 
head, etc 300.00 


Total  deductible  expenses $ 7,800.00 


Net  income  (gross  income,  less  de- 
ductible expenses $ 7,200.00 

Computations 

Surtax  net  income  (net  income  less  per- 
sonal exemption  $7,200.00  less 

$2,500.00)  $4,700.00 

Earned  net  income  (earned  income  less 
business  expenses,  $12,000.00  less 

$7,000.00)  $5,000.00 

Earned  income  credit  (10%  of  earned  net 

income,  $5,000.00)  $ 500.00 

Income  subject  to  normal  tax  (net  income 
less  personal  exemptions  and  earned 
income  credit;  $7,200.00  less  $2,500.00 

and  $500.00) $4,200.00 

Normal  tax  (4%  of  $4,200.00) .....$  168.00 

Income  subject  to  surtax  (surtax  net  in- 
come in  excess  of  $4,000.00) $ 700.00 

Surtax  (4%  of  $700.00) $ 28.00 

Total  tax  (normal  tax  plus  surtax). $ 196.00 

INFORMATION  RETURNS 

Attention  of  physicians  is  called  to  the  require- 
ment that  every  person  making  payments  of 
salaries,  wages,  interest,  rents,  commissions,  or 
other  fixed  or  determinable  income  of  $1,000  or 
more  during  the  calendar  year  1935,  to  a single 
person,  a partnership,  or  a fiduciary,  or  $2,500  or 
more  to  a married  person,  is  required  to  make  a 
return  on  Forms  1096  and  1099  showing  the 
amount  of  such  payments  and  the  name  and  ad- 
dress of  each  recipient.  These  forms  may  be  ob- 
tained from  any  Collector  of  Internal  Revenue  on 
request. 

Salaries  of  office  assistants  and  other  employes 
coming  under  this  provision  must  be  reported, 
also  office  rent,  unless  paid  to  a corporation. 

Such  returns  covering  the  calendar  year  1935 
must  be  forwarded  to  the  Commissioner  of  In- 
ternal Revenue,  Sorting  Section,  Washington,  D. 
C.,  in  time  to  be  received  not  later  than  February 
15,  1936. 

State  Personal  Property  Tax  Returns 
Due  Between  February  15  and  March  31 

Returns  under  the  Ohio  Personal  Property  Tax 
Law  must  be  made  between  February  15  and 
March  31  annually. 

All  tangible  and  intangible  personal  property 
(not  real  property)  in  possession  of  a physician 
on  January  1,  1936,  which  is  subject  to  taxation 
under  the  Ohio  law,  should  be  listed  on  the  return 
which  should  be  filed  with  the  county  auditor  be- 
tween those  dates. 

Such  returns  should  be  made  in  duplicate.  The 
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so-called  intangible  tax  statutes  are  intricate  and 
complicated  so  each  physician  having  taxable  per- 
sonal property  for  listing  should  obtain  competent 
advice  in  case  of  doubt  as  to  the  meaning  of  any 
of  the  provisions  of  the  law. 

One  of  the  complicated  provisions  of  the  tax 
law  is  that  involving  the  listing  of  credits  which 
are  taxable  at  3 mills  on  the  dollar  and  which  in- 
volves the  computation  of  accounts  receivable. 

As  defined  in  Section  5327  of  the  law,  credits 
“means  the  excess  of  the  sum  of  all  current  ac- 
counts receivable  and  prepaid  items  used  in  busi- 
ness when  added  together  estimating  every  such 
account  and  item  at  its  true  value  in  money,  over 
and  above  the  sum  of  current  accounts  payable  of 
the  business,  other  than  taxes  and  assessments”. 

The  same  section  states  that  “current  accounts 
includes  items  receivable  or  payable  on  demand 
or  within  one  year  from  the  date  of  inception, 
however  evidenced”. 

As  the  first  step  in  making  his  return  under  the 
section  relating  to  credits,  a physician  should  esti- 
mate by  his  best  judgment  the  ACTUAL  VALUE 
of  his  current  accounts  receivable — the  amount 
that  can  probably  be  collected. 

In  listing  his  current  accounts  receivable,  the 
physician  should  note  after  each  account  what  he 
considers  the  value  of  the  account.  If  he  believes 
the  account  can  be  collected  in  full,  it  should  be 
listed  at  its  full  face  value.  Otherwise,  it  should 
be  listed  at  75%,  50%,  25%,  10%,  etc.,  of  its  full 
face  value,  or  of  “no  value”  in  case  that  is  con- 
sidered the  “actual  value”  of  the  account.  The 
total  of  these  estimates  is  the  total  to  be  entered 
as  “current  accounts  receivable”  and  used  in 
computing  credits. 

This  procedure  permits  the  physician  to  charge 
off  bad  debts  since  in  his  1936  return  he  would  be 
permitted  to  return  as  of  “no  value”  accounts  re- 
ceivable which  he  listed  in  1935  but  no  part  of 
which  was  collected  during  the  past  year.  More- 
over, it  permits  a physician  to  depreciate  the 
actual  value  of  accounts  returned  in  1935  but 
which  have  decreased  in  actual  value  during  the 
past  year. 

— OSMJ  — 

Hotels  for  A.  M.  A.  Meeting 

Physicians  who  are  planning  to  attend  the 
meeting  of  the  American  Medical  Association  at 
Kansas  City,  May  11-15,  should  send  in  their  ap- 
plications for  hotel  reservations  promptly. 

A list  of  Kansas  City  hotels  and  rates  for  rooms 
appears  on  page  39  of  the  advertising  section  of 
the  January  11  issue  of  The  Journal  of  the 
A.M.A.,  together  with  an  application  form  that 
may  be  used  to  secure  reservations.  Applications 
should  be  sent  to  Dr.  Ira  H.  Lockwood,  chairman 
of  the  Subcommittee  on  Hotels  of  the  Local  Com- 
mittee on  Arrangements,  care  Chamber  of  Com- 
merce, 1028  Baltimore  Ave.,  Kansas  City,  Mo. 


Physicians  Eligible  for  FHA  Loans  To 
Buy  Office  Equipment 

Ohio  physicians  may  take  advantage  of  the 
Federal  Housing  Administration  program  in  pur- 
chasing equipment  for  their  offices.  Hospitals 
also  are  eligible  for  equipment  purchase  under 
the  federal  plan. 

These  purchases  of  equipment  come  under 
Title  I of  the  National  Housing  Act — the  provi- 
sion for  modernization  credit.  The  loans  come 
from  local  financial  institutions.  The  institu- 
tions are  insured  against  loss  by  the  government. 

These  loans  may  be  obtained  up  to  $2,000  with 
no  collateral  other  than  a promissory  note  and 
are  repayable  in  monthly  installments  over  five 
years  at  a $5  per  $100  per  year  discount.  Hos- 
pitals may  obtain  loans  up  to  $50,000  for  special 
equipment  purposes. 

A partial  list  of  the  surgical  and  medical  equip- 
ment eligible  for  loans  under  the  Federal  Hous- 
ing Administration  follows: 

Dental  cabinets,  surgical  cuspidors,  deep- 
therapy  tubestands,  dressing  and  solution  carri- 
ages, electro-cardiographs  (installed),  fluoro- 
scopes,  fumigators  (built-in  cabinet  types), 
heaters  (cabinet  type),  hemoglobinometers,  in- 
strument and  supply  cabinets,  lockers  (installed 
in  sizeable  units),  microscopes  (for  laboratory 
use),  obstetrical  bed-tables,  operating  tables, 
pasteurizers,  professional  equipment,  short  wave 
machines  (therapeutic),  signaling  equipment 
(hospitals),  solution  warmers,  solvent  containers, 
stretchers  (combination  tension  types),  ultra  vio- 
let light  equipment,  Venetian  blinds,  X-ray  equip- 
ment, X-ray  generators,  treatment  tables,  emer- 
gency lighting  systems,  infant  incubators  (non- 
portable), suction  and  pressure  units. 

The  principle  of  eligibility  of  equipment  is 
that  it  must  be  of  permanent,  utilitarian  char- 
acter. A hospital,  for  instance,  can  obtain  an 
eligible  loan  covering  X-ray  machines,  thermal 
cabinet,  fluoroscopes  and  articles  of  like  charac- 
ter, but  such  a loan  cannot  include  surgical  in- 
struments, furniturg  or  small  portable  appli- 
ances. 

Physicians  wishing  further  information  on 
FHA  loans  may  contact  local  lending  institu- 
tions in  their  cities  or  write  directly  to  the  Co- 
lumbus District  Office  of  the  Federal  Housing 
Administration,  Room  400,  Old  Federal  Building, 
Columbus;  the  Cincinnati  District  Office  in  the 
Union  Central  Building;  or  the  Cleveland  Dis- 
trict office,  Bulkley  Building. 

— OSMJ  — 

Dr.  Albert  H.  Freiberg,  Cincinnati,  is  chairman 
of  the  Advisory  Committee  on  Services  for  Crip- 
pled Children,  appointed  by  Secretary  of  Labor 
Perkins  to  assist  the  Children’s  Bureau  in  its 
work  under  the  provisions  of  the  Social  Security 
Act. 


“GREEN  CHEESE  ARITHMETIC”  AND  THE  TOWNSEND  PLAN,  OR 
CASE  REPORT  ON  IDENTICAL  TWINS,  BY  RAYMOND  MOLEY 


NOT  because  a physician  is  the  author  and  chief  promoter  of  the  notorious  Town- 
send Plan,  but  because  they  are  taxpayers  and  citizens  interested  in  sound 
legislation  and  governmental  administration,  Ohio  physicians,  doubtless,  are 
interested  (or  should  be)  in  the  proposal  engineered  by  Dr.  Townsend,  which  has 
potential  office-seekers  running  in  circles  and  those  visualizing  easy  street  straight 
ahead,  out  beating  the  bushes  for  memberships  in  local,  state  and  national  clubs  bear- 
ing the  name  of  the  author. 

In  all  probability,  readers  of  The  Journal  have  been  reading  much  about  the  Town- 
send Plan  in  the  daily  press  and  monthly  periodicals  of  general  circulation.  Doubtless, 
many  of  them  are  by  this  time  well-posted  on  the  provisions  of  the  proposal. 

However,  few  of  the  comments  which  have  been  made  publicly  have  been  so  direct 
and  so  illuminating  as  those  made  recently  in  the  magazine  Today  by  Raymond  Moley, 
editor  of  that  publication. 

For  that  reason  The  Journal  presents  herewith  Mr.  Moley’s  editorial  remarks  on 
the  subject,  which  carried  the  heading,  “Green  Cheese  Arithmetic” : 

GREEN  CHEESE  ARITHMETIC 

By  Raymond  Moley  (In  Today) 


IT  is  a melancholy  fact  that  if  a demagogue 
with  sufficient  lung  power  and  determination 
were  to  declare  that  the  moon  was  made  of 
nourishing  green  cheese,  and  that  this  cheese 
could  be  made  available  to  American  citizens  by 
act  of  Congress,  some  hundreds  or  even  thousands 
of  those  citizens  would  believe  him. 

Hundreds  of  thousands,  even  millions,  of  Amer- 
ican citizens  believe  in  the  Townsend  Plan,  which 
occupies,  in  the  realm  of  possibility,  a position 
about  halfway  between  the  earth  and  the  moon. 
It  is  unnecessary — as  yet — to  point  out  that  the 
moon  is  not  made  of  green  cheese,  and  it  ought 
not  to  be  necessary  to  point  out  that  the  Town- 
send Plan,  in  its  theory  and  its  arithmetic,  is  a 
peculiarly  cruel  pipe  dream.  But  just  as  the 
Townsend  Plan  has  gained  adherents  from  con- 
stant repetition,  so  those  who  oppose  it  must  re- 
peat, over  and  over  again,  with  chalk  and  black- 
board, and  words  of  one  syllable,  that  two  plus 
two  is  four,  and  not  five,  and  never,  under  any 
circumstances,  a hundred  and  five. 

^ 

THE  Townsend  Plan  proposes  to  give  all 
Americans  over  60  who  are  without  private 
income,  and  who  agree  to  stop  working,  a 
pension  of  $200  a month,  or  $2,400  a year. 
Multiply  the  8,000,000  Americans  who  fall  into 
this  category  by  $2,400,  add  a few  hundred  mil- 
lion for  the  machinery  and  red  tape  required  to 
administer  it,  and  we  find  that  the  Townsend  Plan 
calls  for  an  annual  expenditure,  by  the  Federal 
government,  of  just  about  $20,000,000,000.  This 
sum  is  four  times  the  amount  of  the  Federal 
revenue  today,  two-thirds  of  the  national  debt,  40 


per  cent  of  the  national  income,  and  $160  (an- 
nually, mind  you)  for  every  man,  woman  and 
child  in  the  United  States.  This  would  represent, 
if  the  plan  went  into  effect  now,  an  average  tax 
burden  of  about  $450  for  every  American  who  was 
gainfully  employed. 

In  normal  times  it  would  not  be  necessary  for 
one  to  pursue  the  arithmetic  any  further.  In 
normal  times  anyone  could  see  that  we  can  no 
more  expect  those  who  have  jobs  to  cut  their  pay 
checks  an  average  of  $8  a week  than  we  could 
expect  to  serve  slices  of  edible  moon  on  a platter. 
But  these  are  not  normal  times.  Poverty,  un- 
employment, the  natural  desire  to  rest  after  a 
lifetime  of  hard  work,  have  bred  desires  and 
hopes  which  have  an  almost  religious  force. 

* * * * 

LET  us  now  consider  how  the  Townsendites 
propose  to  finance  their  plan. 

By  a tax,  they  say,  of  2 per  cent.  Not  a 
sales  tax  of  2 per  cent  upon  the  final  sale  of  a 
piece  of  goods  across  the  retail  counter  to  its 
ultimate  consumer  (such  a sales  tax,  nationally 
applied,  would  yield  only  $600,000,000  a year), 
but  a 2 per  cent  tax  on  all  transactions.  And 
when  the  Townsendites  say  all  transactions,  they 
do  not  mean  sales  alone.  Only  by  taxing  all 
“transactions”  could  they  begin  to  approach  their 
figure  of  $20,000,000,000  a year. 

Let  us  apply  this  scheme  to  a specific  object — 
to  the  shirt  on  our  backs,  for  instance,  while  it  is 
still  there.  When  the  raw  cotton  for  the  shirt  is 
sold  by  the  farmer,  the  Townsend  Plan  collects  2 
per  cent.  The  broker  sells  it  to  the  spinning  mill. 
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Two  per  cent.  If  the  spinning  mill  sells  it  to  a 
weaving  mill,  2 per  cent.  The  mill  sells  the  cloth 
to  a “converter”.  Two  per  cent.  The  converter 
first  sells  it  to  a finishing  plant  (2  per  cent),  then 
sells  it  to  a cutter-up  or  manufacturer  (2  per 
cent).  When  the  jobber  or  wholesaler  sells  it  to 
the  retailer,  2 per  cent.  And  finally  the  retailer 
sells  the  shirt  to  the  consumer.  Two  per  cent. 

This  2 per  cent,  which  has  compounded  at  every 
step,  makes  an  already  rather  expensive  shirt. 
But  I have  not  mentioned  all  the  minor  trans- 
actions involving  insurance,  transportation — and 
wages.  Every  pay  check  of  every  man  employed 
in  every  separate  process  of  the  making  of  this 
shirt  is  taxed  2 per  cent.  And  that  isn’t  the  end. 
The  2 per  cent  must  be  collected  every  time  the 
owner  and  wearer  of  the  shirt  takes  it  to  a 
laundry. 

5^  ^ ^ ❖ 

NONE  of  the  Townsendites  has  worked  out, 
and  probably  only  an  army  of  statisticians 
could  work  out,  what  this  2 per  cent,  re- 
peatedly collected,  would  add  to  the  cost  of  every 
article  bought  not  only  by  the  unpensioned  public, 
but  by  the  recipients  of  the  $200-a-month  pension 
themselves.  The  rise  in  the  cost  of  living  would 
go  a long  way  toward  bringing  the  $200  down  to 
zero,  and  an  even  longer  way  toward  totally  im- 
poverishing the  rest  of  the  population. 

The  Townsendites  place  great  hopes  on  that 
part  of  the  scheme  which  requires  that  the  pen- 
sioners must  spend  their  $200  within  one  month. 
The  weight  of  the  burden,  they  argue  in  effect, 
will  be  reduced  by  its  sprinting  powers;  the 
twenty  billion,  if  put  onto  skates  and  made  to 
move  at  top  speed,  will  not  crash  through  the 
economic  ice,  no  matter  how  thin  it  is. 

There  is,  of  course,  a school  of  economists  which 
believes  that  the  velocity  of  money  has  a definite 
— but  as  yet  not  accurately  measured — relation- 
ship to  prosperity.  But  none  of  them  believes  that 
sheer  velocity  is  the  answer.  The  perfect  Town- 
sendite  is  as  unshakable  in  his  belief  that  velocity 
is  the  only  answer  as  are  those  pathetic  inventors 
who  have  found  the  secret  of  perpetual  motion. 

ifc  5*c  % % 

THE  opponents  of  the  plan  have  been  so 
occupied  wfith  the  arduous,  intricate  effort 
of  proving,  to  its  supporters,  that  two  plus 
two  equals  four,  that  little  attention  has  been 
paid  to  the  gigantic  and  unholy  machinery  of 
paper  forms,  collectors  and  inspectors  which 
would  be  necessary  to  make  the  plan’s  simplest 
wheels  go  round. 

No  one  has  tried  to  calculate  how  many  people 
would  be  absorbed  into  this  machinery.  If,  in 
some  nightmare  time  and  place,  the  Townsendites 
should  triumph  and  put  their  plan  into  effect,  it 
would  be  an  ironic  and  not  wholly  improbable 
piece  of  justice  were  they  to  find  out  that  the 


entire  population  under  60  was  engaged  in  ad- 
ministering the  red  tape  for.  collecting  the  $200  a 
month  promised  to  those  over1  60. 


If  you  haven't  paid  your  1936 
State  Association  membership  dues, 
don't  delay. 

Only  members  in  good  standing 
(those  whose  dues  for  the  current 
year  are  paid)  are  eligible  to  the  ser- 
vices and  benefits  of  the  State  Asso- 
ciation. 

Only  members  in  good  standing 
will  receive  The  Joimfial  after  March 

1. 

No  eligible  physician  can  afford  to 
let  his  membership  lapse. 


Medical  Care  of  Ex-service  Men 
Analyzed  in  Bureau  Report 

The  annual  report  of  the  Veterans’  Administra- 
tion for  the  fiscal  year  ended  June  30,  1935,  re- 
veals some  facts  which  should  be  of  special  in- 
terest to  the  medical  profession. 

Increased  hospital  facilities  have  been  made 
available  for  veterans  in  need  of  medical  treat- 
ment. The  total  patient  load  in  government  hos- 
pitals at  the  end  of  the  fiscal  year  1935,  was  com- 
posed of  42,599  United  States  veterans.  Classified 
by  service  there  were  38,022  World  War  veterans; 
2,369  Spanish  American  War;  117  Civil  War;  all 
other  wars,  expeditions,  and  occupations,  70;  and 
peacetime  service,  2,010.  Twelve  per  cent  of  the 
veterans  in  hospitals  were  under  treatment  for 
tuberculosis,  55  per  cent  for  neuro-psychiatric 
diseases,  and  33  per  cent  for  general  medical  and 
surgical  conditions. 

Since  March  3,  1919,  when  the  acquisition  of 
government  hospital  facilities  was  first  author- 
ized for  the  treatment  of  veterans  of  the  World 
War,  there  have  been  1,448,421  admissions  to 
hospitals. 

Since  June,  1924,  when  hospitalization  was  first 
authorized  for  the  veterans  of  all  wars  without 
regard  to  the  origin  of  their  disabilities,  66  per 
cent  of  all  admissions,  the  Veterans’  Administra- 
tion reports,  have  been  for  the  treatment  of  disa- 
bilities not  connected  with  service. 

On  June  30,  1935  there  were  336,876  World  War 
service-connected  veterans  receiving  compensa- 
tion totaling  $171,877,328  for  the  year.  There 
were  also  32,124  peacetime-connected  veterans 
who  received  $7,341,495  during  the  year.  Spanish- 
American  War  veterans  numbered  167,892,  pen- 
sions totaling  $66,252,826;  Indian  War  veterans, 
3,899;  pensions,  $2,138,494;  Civil  War  veterans, 
13,273;  pensions,  $16,144,252. 


HOW  PHYSICIAN  CAN  HELP  IN  HOSPITAL  ECONOMIES  AND 
HASTEN  HIS  OWN  REMUNERATION  FROM  PATIENTS 

Physician’s  income  has  been  shrinking  for  so  long  a period  that  he  should 
readily  interest  himself  today  in  any  practical  endeavor  toward  hospital 
economy  likely  to  hasten  his  own  remuneration,  especially  if  at  the  same  time 
his  service  to  the  patient  is  not  impaired.” 

The  above  is  the  introduction  to  an  interesting  article  published  in  the  January, 
1936,  issue  of  The  Modern  Hospital  under  the  title,  “Hospital  Economies  and  Their 
Effect  on  the  Surgeon’s  Income”.  It  was  written  by  Dr.  Willard  Bartlett,  St.  Louis. 

Possibly  all  will  not  agree  with  the  recommendations  made  by  Dr.  Bartlett.  Never- 
theless, most  physicians  must  admit  his  discussion  is  timely  and  doubtless  will  concur 
in  his  contention  that  the  smaller  the  hospital  bill,  the  better  chance  the  physician  has 
of  getting  his  fee — and  within  a reasonable  time. 


Quoting  in  part  from  his  article,  Dr. 
passed  on,  minus  comments,  pro  or  con : 

A well  timed  basal  anesthesia  surely  greatly 
reduces  the  need  for  an  excessive  amount 
of  one  of  the  somewhat  expensive  gaseous  anes- 
thetics so  widely  used  today.  The  same  advantage 
may  be  claimed  for  a dilute  solution  of  procaine 
used  for  a local  or  regional  analgesia,  while  in- 
deed the  very  inexpensive  basal  anesthesia  re- 
duces at  the  same  time  the  use  of  drugs  having  a 
local  application. 

2.  The  employment  of  rubber  gloves  has 
greatly  increased  operating  room  expense, 
this  being  especially  true  since  the  advent  of  dry 
sterilization  with  consequent  decreased  life  of  the 
rubber.  I will  go  no  further  into  the  controversy 
of  wet  versus  dry  sterilization  than  to  express  the 
opinion  that  rubber  gloves  may  be  adequately 
treated  by  boiling  in  water  if  only  care  be  taken 
to  prevent  rubber  surfaces  coming  directly  in  con- 
tact with  one  another.  Some  surgeons  may  object 
to  putting  on  a wet  glove  but  certainly  all  of 
them  will  object  to  paying  the  increased  expense 
incident  to  dry  sterilization  of  these  indispensable 
articles. 

3 Detachable  knife  and  scissor  blades,  ad- 
mirable and  useful  as  they  are,  become  a 
financial  burden  under  circumstances  which  need 
not  be  detailed  here.  When  there  is  a machinist 
or  mechanic  working  on  a full-time  basis  in  a 
sizable  hospital,  who  must  be  an  expert  in  the 
sharpening  of  his  own  tools,  if  he  is  to  be  gen- 
erally useful,  there  seems  to  me  no  reason  why 
such  an  individual  cannot  sharpen  the  old  type 
knife  and  scissors  just  as  well  anywhere  as  it  is 
done  in  Rochester,  Minn.,  by  George  Little  and 
other  men  trained  under  him.  (Nothing  written 
here  is  intended  to  disparage  the  use  of  detach- 
able blades  provided  one  can  afford  them.  They 
are  utterly  indispensable  to  the  occasional 
operator  who  takes  care  of  his  own  instruments 
and  surely  the  small  county  hospital  will  replace 
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them  with  much  less  outlay  than  would  be  the 
case  if  its  instruments  were  resharpened  in  a city 
specialist’s  shop). 

4.  A large  amount  of  gauze  may  be  saved  by 
employing  a substitute  for  abdominal  vis- 

cera-coffer-dams.  (The  laundering  and  resterili- 
zation of  this  material  is  possible  but  difficult  and 
not  wholly  satisfactory).  Many  operators,  espe- 
cially among  the  Germans,  have  employed  long 
strips  of  dental  rubber  dam  with  fairly  satisfac- 
tory results.  I have  tried  the  scheme  and  it  works 
well  especially  with  spinal  anesthesia,  but  I can- 
not say  as  much  when  it  is  used  in  the  abdomen 
of  a patient  whose  viscera  are  distended  and  on 
whom  general  anesthesia  is  not  wholly  satis- 
factory. 

I prefer  for  this  purpose  a simple  strip  of  mus- 
lin such  as  has  been  employed  for  years  at  the 
Evangelical  Deaconess  Hospital  in  St.  Louis.  The 
Sisters  in  this  institution  cut  long,  single  strips 
of  cloth  about  6 to  8 inches  wide  and  5 yards  long, 
hem  the  edges  to  prevent  raveling  and  thereby 
furnish  us  with  perfectly  adequate  material  which 
can  be  laundered  and.  resterilized  as  easily  as  is 
a towel  or  a bed  sheet;  I imagine,  too,  the  saving 
in  so  doing  must  be  considerable.  It  is  less  bulky 
than  a gauze  coffer-dam  of  similar  dimensions  and 
hence  leaves  more  free  space,  it  seems. 

5.  It  is  possible  to  effect  considerable  economy 
in  the  use  of  suture  and  ligature  material, 

an  item  of  great  expense  in  every  large  hospital. 
In  the  first  place,  silk  is  much  less  expensive  than 
catgut,  can  supplant  it  in  many  instances  and  has 
distinct  advantages  over  it  in  a few  fields  where 
its  lasting  qualities  must  be  taken  into  considera- 
tion. I am  aware  that  there  are  many  catgut 
clinics  where  silk  is  taboo  but  I think  no  one  will 
disagree  with  me  that  no  more  refined  or  adequate 
operating  has  ever  been  turned  out  than  at  the 
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Johns  Hopkins  Clinic  which  was  built  up  among 
with  the  silk  tradition. 

If  catgut  is  to  be  employed  finer  sizes  should 
certainly  supplant  the  larger  ones  in  common  use. 
Most  of  our  own  ligating  is  done  with  Triple-0 
plain  gut  which  is  surely  adequate  for  any  vessel 
smaller  than  the  radial  artery.  I am  aware  that 
a tube  of  No.  2 or  No.  3 catgut  usually  costs  the 
same  as  a tube  of  Triple-0,  but  in  making  an 
economic  comparison  we  must  take  into  considera- 
tion the  fact  that  a strand  of  this  small  size  can- 
not be  tied  tightly  enough  to  strangulate  tissue 
without  breaking,  also  the  fact  that  hospital  ex- 
penses for  the  patient  increase  with  the  in- 
capacity which  follows  sinuses  resulting  from  the 
use  of  needless  amounts  of  catgut  of  large 
diameter. 

0^  Catgut  resterilization  within  the  hospital 
will  save  an  unbelievable  amount  of  this 
relatively  expensive  material  if  my  experience  at 
Touro  Infirmary  in  New  Orleans  is  repeated  in 
many  large  institutions.  The  operating  room 
superintendent  had  saved  up  for  a period  of  a 
year  or  more  all  of  the  left  over  strands  from 
clean  operations.  There  was  an  unbelievable 
amount  of  catgut,  much  of  it  approaching  in 
length  the  60-inch  strand  of  commerce.  Being  on 
a winter  vacation  and  having  nothing  more  en- 
gaging for  the  moment  I resterilized  much  of  this 
dry  catgut  by  an  original  method  described  in  the 
Interstate  Medical  Journal,  March,  1905,  and  re- 
published without  essential  modification  in  Sur- 
gery, Gynecology  and  Obstetrics,  May,  1914.  I 
learned  somewhat  to  my  surprise  that  the  physi- 
cal properties,  especially  strength  and  pliability, 
were  practically  unchanged  by  age  and  double 
sterilization,  suggesting,  I think,  that  a con- 
siderable saving  can  be  effected  by.  any  operating 
room  superintendent  who  cares  to  employ  this 
time-tried  method. 

7.  Autoplastic  fascia  strips  as  suture  material 
for  use  in  what  were  once  considered  irre- 
parable hernial  openings  are  suggested  instead  of 
suture  material  of  inadequate  length  and  high 
price,  the  sterilized  fascia  lata  of  the  ox  now  on 
the  market.  They  are  exactly  suited  to  the  pur- 
pose because  they  are  autografts,  therefore  more 
likely  to  live  than  any  homograft  and  surely  much 
more  than  a heterograft. 

Reenforcing  sutures,  especially  in  abdominal 
wall  incisions,  entail  a somewhat  high  cost 
if  the  time-honored  silkworm  gut  be  employed. 
This  material  is,  in  addition,  difficult  to  handle  as 
well  as  being  friable  and  therefore  easily  break- 
able. Here  are  several  reasons  for  employing  silk 
instead,  which,  if  it  be  waxed  in  advance,  has 
every  possible  advantage  that  has  been  claimed 
for  the  more  expensive  silkworm.  It  is  wholly 


feasible  instead  to  bury  two  or  three  silk  sutures 
of  rather  fine  size  in  the  anterior  rectus  sheath 
along  with  the  continuous  catgut  suture  ordi- 
narily employed. 

9 A slight  saving  can  be  made  in  the  employ- 
ment of  ordinary  cambric  needles  instead 
of  the  spear-pointed  ones  ordinarily  used  for 
suturing  the  skin.  In  addition,  the  patient  ex- 
periences a distinct  benefit  if  this  substitution  be 
made  because  the  scar  resulting  from  a round- 
pointed,  noncutting  needle  is  wholly  different  from 
that  produced  by  the  conventional  instrument. 
This  becomes  of  especial  importance,  of  course, 
where  the  wound  concerns  neck,  face  or  other 
exposed  parts  of  the  body,  particularly  if  the 
patient  be  a woman. 

10.  Adhesive  plaster  when  used  in  enor- 
mous quantities  surely  runs  into  money. 
If  this  were  justified  in  every  instance  there  would 
be  no  cause  for  comment  but  several  situations 
arise  in  which  the  employment  of  this  material  is 
injudicious  to  say  the  least  in  addition  to  being 
costly.  Adhesive  plaster,  as  we  find  it  in  the  hos- 
pitals, contains  orris  root  to  which,  as  is  well 
known,  many  individuals  are  allergic,  hence  it 
occurs  that  a considerable  amount  of  skin  dam- 
age is  done  and  in  some  instances  systemic 
symptoms  produced  by  the  needless  or  at  least 
needlessly  wide  use  of  this  material. 

There  is  in  addition  to  the  above  general  state- 
ment a local  contra-indication  to  the  use  of  ad- 
hesive plaster  at  all,  namely,  across  the  upper 
abdomen  covering  the  lower  costal  regions.  The 
operator  who  splints  the  lower  chest  after  an  ab- 
dominal operation  makes  it  impossible  for  his 
patient  to  expand  one  or  both  lungs  fully,  pre- 
vents sufficient  aeration  of  them,  and  thereby  lays 
the  foundation  for  respiratory  complication  of 
which  we  surely  see  enough,  especially  in  winter, 
even  where  no  handicap  of  this  sort  is  imposed 
on  our  patients. 

* * * 

AFTER  the  patient  leaves  the  operating  room 
there  are  many  situations  in  which  eco- 
nomies suggest  themselves,  especially  because  at 
the  same  time  general  recovery  or  wound  repair 
is  facilitated  thereby. 

J The  open  treatment  of  wounds  is  not  given 
the  thought  that  should  be  devoted  to  it 
as  will  become  apparent  to  one  who  visits  a pa- 
tient on  whom  the  dressing  is  too  infrequently 
changed  in  the  presence  of  any  sort  of  draining 
fistula,  sinus  or  open  surface.  Surely  a pus  poul- 
tice or  dressing  soaked  -with  saliva,  urine  or 
feces  occasions  as  much  discomfort,  nausea,  and 
skin  damage  as  can  be  produced  by  any  form  of 
improper  treatment  or  neglect.  .One  has  but  to 
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consider  in  addition  that  heat  and  moisture  favor 
germ  growth;  then  there  quickly  suggest  them- 
selves the  various  wire  cages  which  we  routinely 
employ  in  the  care  of  wounds  that  are  not  heal- 
ing by  primary  intention  no  matter  where  located. 

2.  An  immense  amount  of  gauze  is  wasted 
with  untold  damage  to  wide  granulating 
surfaces  when  the  patient  might  be  saved  ex- 
pense and  delayed  epithelization  if  only  it  had 
occurred  to  the  operator  to  protect  such  areas  with 
rubber,  gutta-percha,  oiled  silk  or  some  other 
material  into  which  granulation  cannot  penetrate, 
then  apply  absorptive  material  around  the  edges 
of  such  a patch ; the  extension  of  epithelium  from 
wound  edges  goes  on  much  more  rapidly  if  it  never 
be  damaged  as  is  invariably  done  by  the  applica- 
tion and  removal  of  gauze  even  though  this  be 
previously  soaked  in  vaseline. 

Baths,  either  of  the  shower  or  tub  variety, 
may  be  used  with  profit  much  more  fre- 
quently than  seems  to  be  the  custom  in  hospital 
practice  so  far  as  I have  had  opportunity  to  ob- 
serve. There  can  surely  be  no  possibility  of  in- 
fecting a wound  which  has  been  sealed  for  several 
days  or  for  that  matter  an  open  wound  after  the 
passage  of  some  eight  to  ten  days  required  for 
building  up  a wall  of  granulation  tissue  all  about 
it.  (It  goes  without  saying  that  one  must  not  risk 
eventration  after  an  abdominal  incision  or  the 
displacement  of  bone  fragments  too  soon  after  a 
fracture  has  been  reduced).  These  suggestions 
relative  to  baths  are  calculated  to  prevent  exten- 
sive skin  damage  to  patients  carrying  fistulae 
which  connect  with  the  hollow  viscera  as  well  as 
sinuses  of  all  sorts. 

4,  Common  cotton  batting  which  was  an  in- 
tegral part  of  every  bed  quilt  many  years 

ago  could  be  used  with  great  benefit  in  hospitals 
where  it  seems  to  be  wholly  missing.  It  goes 
without  saying  that  absorbent  cotton  has  a field  of 
usefulness  all  its  own  because  of  its  absorptive 
quality  but  where  this  does  not  have  to  be  taken 
into  account  the  old-fashioned  cotton  batting, 
being  highly  elastic,  forms  an  admirable  outer 
layer  for  dressings  of  all  sorts,  and,  because  it 
contains  its  original  oil,  acts  to  some  extent  as 
does  an  impervious  oil  silk  or  other  covering  when 
it  is  indicated;  in  addition,  cotton  batting  is  much 
less  expensive  than  is  the  absorbent  variety  so 
commonly  and  improperly  used  in  its  stead. 

5.  The  rubber  appliances,  such  as  hot  water 
bags,  ice  bags,  douche  bags  and  others, 

employed  for  a great  variety  of  purposes  are 
rather  expensive  when  constructed  for  specific 
hospital  purposes.  It  may  be  noted  in  this  con- 
nection that  the  “Five  and  Ten”  stores  supply  in 
large  variety  the  articles  mentioned  above  as  well 
as  others  which  can  be  adapted  to  fecal  and  other 
fistulae  to  say  nothing  of  a multitude  of  uses 


which  will  become  apparent  to  a person  of  fertile 
imagination. 

0#  All  of  us  have  been  shocked,  I am  sure,  at 
the  amounts  charged  now  and  then  for 
glucose,  saline  and  other  solutions  employed  in 
intravenous  therapy.  In  some  instances  they 
have  constituted  the  largest  single  expense  in  a 
hospital  stay.  I should  be  far  from  wanting  to 
decry  the  use  of  intravenous  fluid  in  general,  but 
still  there  are  many  patients  (wholly  outside  the 
fields  of  peritonitis,  intestinal  obstruction  and 
similar  conditions)  in  whom  the  rectal  adminis- 
tration of  fluid  is  feasible  if  only  a definite  routine 
be  followed.  Many  dependable  experimental 
findings  indicate  that  1 per  cent  glucose  is  more 
certainly  and  more  rapidly  absorbed  from  the 
colon  than  is  plain  water  or  any  other  solution  in 
any  concentration  whatever.  This  can  be  readily 
and  cheaply  made  up  anywhere  by  using  1 per  cent 
corn  syrup  (Karo)  in  ordinary  warm  tap  water. 
It  should  be  given  in  500  c.c.  doses  employing  at 
least  one-half  hour  for  the  injection  and  not  re- 
peating it  oftener  than  every  four  to  six  hours. 
The  nurse  who  administers  it  will  be  agreeably 
surprised  if  she  has  had  many  disgusting  dis- 
appointments in  the  past  with  attempts  to  give 
plain  water  rectally  by  no  particular  technique. 
One  not  only  saves  expense  by  giving  fluids  in  this 
manner  to  patients  who  for  some  reason  or  other 
cannot  drink  or  retain  them,  but  at  the  same  time 
spares  the  sufferer  the  obvious  discomfort  that 
attends  hypodermoclysis  and  goes  with  hours  of 
arm  immobilization  while  a voluminous  intraven- 
ous administration  is  in  progress. 

^ 

WE  cannot  dismiss  this  subject  of  hospital 
economies  without  at  least  mentioning 
use  of  the  trade-marked  drugs  which 
happen  to  be  well  known  chemical  substances  in 
ordinary  use.  Who  else  but  our  patients  pays  the 
huge  dividends  which  some  of  the  pharmaceutical 
houses  are  known  to  produce?  The  commercial 
success  of  the  representative  large  institutions  of 
this  sort  is  further  apparent  to  the  one  who 
scrutinizes  the  reports  of  the  stock  market.  They 
surely  make  many  drugs  more  palatable  and 
doubtless  in  many  ways  render  the  public  a real 
service  which  justifies  their  existence,  but  still 
one  cannot  be  blind  to  the  economies  which  may 
be  effected  by  foregoing  the  use  of  trade  names 
where  simple  inexpensive  drugs  can  be  employed 
without  them. 

One  must  be  pardoned  for  observing  that  hos- 
pital charges  do  not  always  accurately  reflect 
overhead  costs  as  they  should.  If  this  is  true  in 
a given  instance,  then  you  and  I when  responsible 
for  unnecessary  bills  may  be  said  to  tread,  along 
with  the  hospital,  the  primrose  path  which  surely 
leads  to  financial  embarrassment  and  loss  of  pat- 
ronage for  all  concerned. 
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“Medicine  Man”  of  the  Detroit  Medical  News — Dr.  Stapleton — Compiles 
Another  list  of  Novels,  Histories,  etc.,  in  Which  Physicians 

Will  Be  Interested. 


<<~yjp\OOKS  by,  for,  or  about  doctors,  nurses 
rw  and  medicine — not  text  books,  but  novels, 
histories  and  biographies”,  are  included 
in  the  list  of  “One  Hundred  Books  for  the  Doctor 
— 1935”  compiled  annually  for  the  Detroit  Medi- 
cal News,  official  publication  of  the  Wayne  County 
(Detroit)  Medical  Society,  by  Dr.  William  J. 
Stapleton,  Jr.,  Detroit. 

Believing  Ohio  physicians  will  be  interested  in 
Dr.  Stapleton’s  suggestions  and  comments,  The 
Journal  herewith  reprints  from  the  Detroit 
Medical  News,  his  recent  list,  including  the  names 
of  the  author  and  publisher,  with  Dr.  Stapleton’s 
pointed  criticisms  appended: 

1.  Man,  The  Unknown.  By  Alexis  Carrell,  M.D.  Noble 
Prize  Winner,  etc.  Harper  & Bros.  New  York,  publishers. 
$3.50.  You,  who  know  the  work  of  Dr.  Carrell  are  going  to 
be  greatly  surprised  when  you  read  this  book.  Especially 
will  this  be  true  when  you  read  what  he  has  to  say  about 
the  influence  of  prayer  on  pathological  conditions.  I wish  I 
might  quote,  but  there  is  not  space. 

2.  The  Ordinary  Difficulties  of  Everyday  People.  By 
John  Rathbone  Oliver,  M.D.  Publishers,  The  Macmillian  Co., 
New  York,  $2.00.  The  author,  you  know,  is  connected  with 
the  Institute  of  Medical  History  at  Johns  Hopkins.  With 
his  varied  background  of  physician,  preacher,  psychiatrist, 
medical  officer  in  a law  court  and  university  professor,  he  is 
well  qualified  to  discuss  the  everyday  problems  of  this  life. 
He  also  wrote  “Priest  or  Pagan”,  “Fear”,  “Psychiatry”,  and 
“Mental  Health”. 

3.  Asylum.  By  William  Seabrook.  Published  in  New 
York  by  Harcourt,  Brace  & Co.,  $2.00.  It  is  a book  of  per- 
sonal confessions  in  which  the  author  tells  of  his  life  in  a 
mental  hospital.  The  book  can  be  recommended  to  the  laity 
for  it  will  surely  change  the  minds  of  people  regarding 
what  goes  on  inside  an  asylum. 

4.  The  Stars  Look  Down.  By  A.  J.  Cronin,  published  in 
Boston  by  Little  Brown  & Co.,  $2.50.  A.  J.  Cronin  is  a 
Doctor  of  Medicine  who  has  become  one  of  the  leaders  in 
the  field  of  English  novels.  This  is  a powerful  novel  in 
which  his  views  of  social  unrest  are  related.  The  great 
clash  of  capital  and  labor  in  the  English  mining  district. 

5.  The  Achievement  of  Happiness.  By  Boris  Sokoloff, 
M.D.  Published  in  New  York  by  Simon  and  Schuster.  $2.50. 
He  wants  people  to  listen  to  their  inner  voice,  their  in- 
tuitions, “to  believe  that  human  emotions  are  noble,  positive, 
natural”.  The  author  is  a Russian  by  birth  and  served  in  the 
army,  was  taken  prisoner  and  finally  escaped. 

6.  The  Red  Lady.  By  Anthony  Wynne.  Here  is  another 
thriller  in  which  Dr.  Hailey  helps  Scotland  Yard  to  solve 
the  murder  of  Sir  Mark  Fleet  who  was  stabbed  to  death 
with  fifty  people  nearby. 

7.  The  Doctor’s  Bill.  By  Hugh  Cabot,  M.D.,  with  an  in- 
troduction by  A.  Lawrence  Lorvell.  Published  by  Columbia 
University  Press,  New  York  City.  $3.00.  A book  for  the 
medical  student ; for  physicians  in  practice  and  for  the 
ordinary  citizen.  This  problem  is  a very  real  one.  A good 
book,  not  a plea  for  any  particular  system. 

8.  Emotions  and  Bodily  Changes.  A Survey  of  Litera- 
ture on  Psychosomatic  Interrelationships.  By  Helen  Flanders 
Dunbar.  Published  in  New  York  by  the  Columbia  Univer- 
sity Press.  $5.00.  Scientific  study  of  emotional  life  today 
and  of  the  bodily  changes  that  accompany  diverse  types  of 
emotional  experience,  mark  a new  era  in  medicine. 

9.  Russell  A.  Hibbs,  Pioneer  in  Orthopedic  Surgery.  By 
George  M.  Goodwin.  Published  in  December  by  Columbia 
University  Press.  No  price  stated.  An  Alger-like  story  of  a 
poor  boy  who  became  Professor  of  Orthopedic  Surgery  of 
Columbia  University. 

10.  The  Human  Foot:  Its  Evolutionary  Development, 

Physiology  and  Functional  Disorders.  By  Dudley  J.  Morton. 
In  view  of  the  interest  of  the  laity  in  the  Locke  theory,  this 
latest  study  will  be  of  interest  whether  it  be  academic,  pro- 
fessional or  educational. 

11.  The  Good  Fight.  By  Raymond  Leslie  Goldman. 
Published  in  New  York  by  Coward-McCann.  $1.50.  A good 
description  of  a “good  fight”  in  which  infantile  paralysis  is 
conquered.  A fight  against  great  odds,  with  victory. 


12.  The  Story  of  Medicine  in  the  Middle  Ages.  By  David 
Riesman,  M.D.  Published  by  Paul  B.  Hoeber,  Inc.,  76  Fifth 
Ave.,  New  York  City,  $5.00.  A fascinating  story  which  will 
appeal  to  every  cultured  physician  and  surgeon.  A fine  gift 
for  a medical  student. 

13.  Three  Englishmen.  By  Gilbert  Frankau.  Three  men, 
each  is  a type  you  would  like  to  know.  Andrew  Carle, 
soldier;  Maxwell  Benton,  surgeon;  and  Jeremy  Wainwright, 
financier.  A book  which  will  especially  appeal  to  the  women. 

14.  Healing  Ritual,  Studies  in  the  Technique  and  Tra- 
dition of  the  Southern  Slavs.  By  P.  Kemp.  Published  in 
London  by  Faber  and  Faber.  21  shillings.  In  an  extensive 
study  of  the  traditional  medical  practices  in  the  Balkans,  the 
author  has  produced  a most  interesting  book. 

15.  The  Patient’s  Dilemma.  By  S.  A.  Tannenbaum  and 
Paul  M.  Brandu.  Published  in  New  York  by  Coward- 
McCann.  An  exposure  of  the  various  medical  rackets  by 
which  the  American  public  today  is  victimized. 

16.  Old  Jules.  By  Miss  Marie  Sandoz.  Atlantic  Monthly 
Press  and  Little,  Brown  & Co.  It  is  the  Atlantic  non- 
fiction prize  of  $5,000.00  for  1935.  The  book  tells  the  story 
of  Jules  Sandoz,  a Swiss,  who  was  educated  at  the  Medical 
School  of  the  University  of  Zurich  and  came  to  this  country 
in  the  ’80s.  His  struggle  as  an  immigrant,  his  fight  with 
the  cattle  men,  his  friendship  with  the  Indians  and  his  life 
as  a country  doctor  make  a fine  book. 

17.  We,  the  Accused.  By  Ernest  Raymond.  Published 
in  London  by  Cassell.  Price : 8 shillings  6 pence.  A man 
takes  a mistress,  murders  his  wife,  flees  from  the  police,  is 
captured  and  hanged.  There  is  a Doctor  Waterhall  in  the 
story,  who  is  never  so  happy  as  when  meddling  in  other 
people’s  business. 

18.  Shot  at  Dawn.  By  John  Rhode.  Published  in  New 
York  by  Dodd,  Mead  & Co.,  $2.00.  If  you  have  ever  made 
the  acquaintance  of  Doctor  Priestly,  you  will  want  this  book. 

19.  Murder  in  the  Surgery.  By  James  G.  Edwards,  M.D. 
Published  in  New  York  by  Doubleday,  Doran  & Co.,  $2.00. 
The  scene  of  the  story  is  laid  in  a larger  city  hospital  and 
most  of  the  characters  are  doctors  and  nurses.  One  of  the 
nurses  is  found  dead  shortly  after  assisting  at  an  operation. 
Go  on  and  read  the  rest. 

20.  The  Rule  of  Health — A Facsimile.  By  John  Ghesel. 
Printed  by  Edwards  Bros.  Inc.,  in  Ann  Arbor.  A reprint  of 
the  unique  copy  of  the  “Rule  of  Health”,  preserved  at  the 
Library  of  Christ  Church  College,  Oxford.  The  little  tract 
is  interesting  because  it  presents,  together  with  the  passing 
fashion  of  the  day,  so  much  that  is  permanent  or  evil  in 
medical  practice.  An  interesting  item. 

21.  Paying  Through  the  Teeth.  (A  critical  analysis  of 
Dental  Nostrums)  by  Bissell  B.  Palmer,  D.D.S.,  F.A-C.D. 
Published  by  Vanguard  Press,  New  York  City,  $2.00.  In 
view  of  the  stuff  we  hear  over  the  radio  we  recommend  this 
book  to  the  laity  especially. 

22.  Kings  and  Some  King’s  Men.  By  H.  Willoughby 
Lyle.  Published  in  London  by  the  Oxford  University  Press. 
Price:  25  shillings.  Among  a few  of  the  great  men  were 
William  Bowman,  William  Guy,  George  Budd  and  Arthur 
Fane.  The  first  dean  was  Professor  Bentley  Todd,  one  of 
the  greatest  clinical  teachers  of  the  last  century.  Kings  can 
never  fail  to  be  proud  that  “the  greatest  material  benefactor 
the  world  has  ever  known”  perfected  his  work  within  its 
walls.  That  man,  of  course,  was  Lister. 

23.  The  Doctor  and  the  Public.  “A  Study  of  Sociology, 
Economics,  Ethics  and  Philosophy  of  Medicine  Based  on 
Medical  History.”  By  James  Peter  Warbasse,  M.D.  Pub- 
lished by  Paul  B.  Hoeber,  76  5th  Ave.,  New  York  City.  A 
book  dealing  with  pressing  public  concern.  A great  help  to 
every  intelligent  person  in  his  thinking  along  this  line. 

24.  Fifty  Years  a Surgeon.  By  Robert  T.  Morris,  M.D. 
Published  by  Dutton,  New  York,  $3.50.  If  you  read  “The 
Story  of  San  Michele”,  by  Axel  Munthe,  you  will  want  to 
read  this  great  book.  It  gives  the  inside  story  of  a great 
surgeon’s  life.  I read  it  with  great  pleasure. 

25.  Syllabus  of  Medical  History.  By  Victor  Robinson. 
Published  by  the  Froben  Press,  Inc.,  12  Mt.  Morris  Park 
West,  New  York  City,  $1.00.  One  certainly  gets  his  money’s 
worth  in  this  little  book. 

26.  Hugh  Owen  Thomas,  His  Principles  and  Practice. 
By  D.  McCrae  Aitken.  Oxford  University  Press,  London. 
Price:  12s.  6d.  The  life  story  of  a great  surgeon  and  the 
inventor  of  the  famous  splints.  He  was  also  a general 
practitioner,  whose  work  lay  among  the  poor  of  Liverpool. 
Sir  Robert  Jones,  nephew  and  pupil  of  Thomas’s,  is  of 
course,  well  known  all  over  the  world  for  his  work. 

27.  The  Public  111  Health.  By  Dr.  C.  E.  McNally.  Pub- 
lished in  London  by  Gollocz.  Price : 5s.  Here  is  thrown  into 
the  arena,  a mass  of  facts  calculated  to  upset  official  and 
public  complacency.  It  is  an  attack  on  the  methods  used  by 
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health  authorities  in  England  to  misinform  the  public.  The 
book  will  probably  cause  considerable  discussion  in  Eng- 
land. 

28.  Encyclopedia  Sexualis.  Edited  by  Victor  Robinson. 
M.D.  Published  by  Dingwall-Rock,  Ltd.  Among  the  con- 
tributors are  Thomas  Kent  Morgan,  Nobel  Prize  Winner  in 
Science  in  1933  ; Robert  Buffault,  the  brilliant  author  of 
"Mother”  and  “Europa” ; F.  R.  Lilly,  President  of  the 
Academy  of  Science ; Edward  Westermarck,  author  of  “The 
History  of  Marriage”,  and  Mangus  Hirschfeld,  M.D.  and 
Serge  Voronoff,  M.D. 

29.  Physician  Heal  Thyself.  By  Eden  Phillpotts.  Pub- 
lished in  London  by  Hutchinson,  Inc.  A clever  psychological 
study.  Recommended  by  the  Crime  Book  Society. 

30.  The  Dairy  of  Robert  Hooke,  M.A.,  M.D.,  F.R.S. — 
1672-1680.  Transcribed  from  the  original  in  the  possession 
of  The  Corporation  in  the  City  of  London.  Edited  by  Henry 
W.  Robuin.  For  sale  by  Taylor  and  France’s  Red  Lion  Court, 
Fleet  Street,  London.  A fine  life  of  a great  man  famous 
for  his  work  in  medicine  and  other  allied  lines. 

31.  Hashish.  By  Henry  De  Manfried.  Translated  by 
Helen  Buchanan  Ball.  London  by  Methruen.  10s.  6d.  A mad 
tale  of  the  traffic  in  hashish.  The  scene  is  laid  along  the 
shores  of  the  Red  Sea,  Greece,  Egypt  and  Arabia.  An  eye 
opener. 

32.  The  Philosophy  of  a Biologist.  By  J.  S.  Heldane. 
Oxford  University  Press,  114  5th  Ave.,  New  York  City, 
$2.50.  A summing-up  by  the  celebrated  Oxford  biologist,  of 
the  conclusions  that  can  be  drawn  from  modern  philosophy 
with  a discussion  of  those  questions  relating  to  the  funda- 
mental conceptions  of  the  sciences,  particularly  in  biology 
and  psychology. 

33.  It  Couldn’t  Be  Murder.  By  Hugh  Austin.  Doubleday, 
Doran  & Co.,  New  York  City,  $2.00.  Mary  O’Toole  is  the 
nurse  who  goes  to  sleep  while  on  duty.  When  Mary  awakens 
her  patient  is  dead.  The  doctor  said  that  Mary  was  negli- 
gent, that  she  was  morally  if  not  legally  responsible.  Was 
she?  An  absorbing  and  baffling  story  well  done. 

34.  The  Secret  of  Keeping  Fit.  By  Artie  McGovern. 
Published  in  New  York  by  Simon  and  Schuster,  $2.00.  Did 
I say  that  this  list  was  by  doctors  ? Well,  this  book  is  by  a 
former  prize  fighter,  who  now  tells  people  how  to  keep  fit. 
He  took  a long  course  in  the  Cornell  Medical  College  to 
prepare  himself. 

35.  The  iNervous  Breakdown.  By  the  Editors  of  Fortune. 
Published  by  Doubleday,  Doran  & Co.,  New  York  City,  $1.00. 
The  editors  consulted  a dozen  or  more  experts  in  the  fields 
of  mental  hygiene,  psychiatry,  psychoanalysis,  etc.,  in  order 
to  compile  this  interesting  book. 

36.  The  Case  of  the  Dead  Doctor.  By  Vernon  Doder. 
Published  in  London  by  Collins.  A fine  book  worthy  of  the 
attention  even  of  those  who  are  non-crime  fans. 

37.  Pioneering  with  the  Red  Cross.  By  Ernest  P.  Bick- 
nell.  The  Macmillan  Co.  The  author  of  this  book  recently 
died.  A copy  of  it  was  handed  to  him  on  his  death  bed. 
It  is  the  story  of  his  long  experience  with  the  Red  Cross, 
beginning  in  1906  with  the  San  Francisco  fire  and  earth- 
quake. 

38.  Coffee,  the  Epic  of  a Commodity.  By  Heinrich 
Eduard  Jacob.  The  Viking  Press.  I love  coffee  so  much 
myself  that  I put  the  story  of  it  in  my  list.  Here  you  will 
find  three  hundred  years  of  world  history,  told  in  the  form 
of  a biography  of  the  most  widely  used  beverage  today. 

39.  The  Medicine  Man  of  the  American  Indian  and 
His  Cultural  Background.  By  William  Thomas  Corlett,  M.D. 
Published  by  Charles  C.  Thomas.  Springfield,  Illinois.  $5.00. 
This  narration  will  have  monumental  value  for  those  in- 
terested in  either  the  history  of  medicine  or  the  sociology  of 
the  American  Indian. 

40.  In  the  Cauldron  of  Disease.  By  Are  Waerland,  with 
preface  by  Sir  W.  Arbuthnot  Lane  and  introduction  by 
J.  Ellis  Barker,  published  by  David  Nutt,  London.  Price: 
7s.  6d.  A lively  and  interesting  book  which  baits  the  doctor 
whenever  the  opportunity  presents  itself. 

41.  Woman’s  Mysteries,  Ancient  and  Modern.  By  Dr. 
M.  E.  Harding.  Published  by  Longman’s,  London.  The 
author  who  belongs  to  the  Jung  School  goes  back  into  the 
mythology  and  symbolism  of  the  past  for  the  light  which  is 
thrown  on  the  emotional  problems  of  today. 

42.  From  a Surgeon’s  Journal.  By  Harvey  Cushing, 
M.D.  Published  by  Little,  Brown  & Co.,  and  Atlantic 
Monthly.  You  may  have  read  extracts  of  this  in  The 
Atlantic  Monthly.  I did,  and  enjoyed  them  thoroughly.  It 
is  a war  journal  transcribed  directly  from  notes  made  at 
the  end  of  each  day  of  active  service.  Recommended  to  all 
who  served  overseas. 

43.  Arctic  Adventure;  My  Life  in  the  Frozen  North. 
By  Peter  Freuchen.  Published  by  Farrar  & Rinehart.  The 
autobiography  of  a trader,  explorer,  scientist  and  doctor  who 
has  lived  among  the  Eskimos,  adopted  their  customs  and 
married  one  of  their  women.  She  bore  him  two  children. 

44.  A Biography  of  Two  Oxford  Physiologists;  Richard 
Lower  and  John  Mavow.  By  Professor  John  F.  Fulton,  who 
also  did  the  admirable  biography  of  Robert  Boyle.  This  is 
an  official  print  from  the  proceedings  and  papers  of  the 
Oxford  Bibliographical  Society  of  1935.  Mr.  Fulton  hopes 
to  continue  his  work  with  similar  studies  of  Thomas  Wells, 
Robert  Hooke  and  others. 

45.  The  Doctor.  By  Mary  Roberts  Rinehart,  who  is  the 
wife  of  a doctor.  The  book  will  soon  be  published  by  Farrar 
& Rinehart,  New  York.  Her  stories  are  always  interesting. 
I haven’t  read  a review  of  this  book  as  yet. 


46.  Barrel  Organ  Tune.  By  Jane  Oliver.  Published  by 
Collins  of  London.  Price:  12s.  It  is  a long  story  of  the  life 
of  a Scottish  doctor  and  his  family.  The  curious  title  is 
explained  by  the  fact  that  each  of  the  book’s  five  parts  is 
sub-titled  with  the  name  of  a barrel  organ  tune  popular  at 
that  period. 

47.  I’d  Live  It  Again..  By  Lieut.  Col.  E.  J.  O’Meara, 

Indian  Medical  Service  (ret.).  Published  in  London  by  Cope. 
Price : 12s.  6d.  As  a surgeon  he  was  made  aware  of  the 

needs  of  India  from  being  brought  to  know  its  people  as 
individuals  and  collectively.  He  performed  nearly  twenty 
thousand  operations  ; was  concerned  with  measures  to  com- 
bat famine,  plague  and  cholera.  Colonel  O’Meara  writes  in 
an  easy  manner,  never  straining  for  effect.  His  book  makes 
an  authoritative  and  entertaining  account  of  his  life  in 
India. 

48.  The  Life  and  Genius  of  Maimonides  (The  Rambam)  : 
The  Story  of  His  Life  and  Genius.  By  Dr.  J.  Muenz.  This 
is  translated  from  the  German,  with  an  introduction  by 
Henry  T.  Schnittkund.  Published  by  The  Winchell-Thomas 
Co.,  Boston,  $1.50.  You  who  are  interested  in  reading  the 
life  of  the  great  Jewish  Physician  and  Philosopher  whose 
eight-hundredth  anniversary  is  being  commemorated  this 
year,  now  have  the  opportunity.  I think  every  doctor  and 
medical  student  will  enjoy  reading  this  book.  Maimonides 
ranks  above  the  other  two  heroes  of  the  12th  Century, 
namely,  Richard  and  Saladin. 

(The  Maimonides  Medical  Society  of  Detroit  is  named 
after  this  great  man). 

49.  Health  and  the  State.  By  William  A.  Brend.  Pub- 
lished by  W.  Heffer  & Sons,  Ltd.,  Cambridge,  England.  A 
book  which  explains  to  the  American  doctor  all  the  reasons 
for  state  medicine  from  the  English  point  of  view.  Price 
now  reduced  from  10s.  6d.  to  3s.  6d.  Not  a new  book.  It 
was  published  in  1917  and  is  a good  source  volume. 

50.  Flame  of  Life.  By  Fred  Rothermel.  Published  this 
fall  by  Robert  C.  Bellou.  The  book  is  the  story  of  a country 
doctor  who  came  to  New  York  to  practice  and  is  faced  with 
the  necessity  of  a choice  between  polite  medical  racketeering 
and  starvation. 

51.  Psychology  and  Religion.  By  David  Forsyth,  M.D. 
Published  by  Watts  & Co.,  Johnson’s  Court,  Fleet  Street, 
London.  E.  C.  4.  Price  7s,  6d.  This  is  a study  of  a medical 
psychologist  which  gives  a clear  and  straightforward  account 
of  the  relationship  between  science  and  religion.  An  ex- 
cellent account  for  all  those  who  are  interested  in  the  de- 
velopment of  science  and  its  effect  on  religion. 

52.  Genetics.  By  H.  S.  Jennings,  he  also  wrote,  “The 
Biological  Basis  of  Human  Nature”.  “Genetics”  is  published 
by  W.  W.  Norton  Co.,  70  5th  Ave.,  New  York  City.  $4.00. 
This  book  answers  the  question : “How  does  it  happen  that 
some  of  us  are  men ; some  are  women ; some  short ; some 
tall ; some  dark  ; some  light ; some  weak  ; some  strong  ?”  An 
excellent  book  for  the  general  reader. 

53.  The  Three  Coffins.  By  John  Dickson  Carr.  Pub- 
lished by  Harper  Bros.,  New  York.  $2.00.  Dr.  Fell  has  a 
busy  time  solving  the  mystery  of  who  committed  the  murder. 

54.  A Marriage  Manual.  A practical  guide  book  to  sex 
and  marriage.  By  Hannah  M.  Stone  and  Abraham  Stone. 
Published  by  Simon  and  Schuster,  New  York..  $2.50.  The 
authors,  Drs.  Stone,  who  are  partners  in  medicine,  marriage 
and  parenthood,  give  the  results  of  their  experiences.  There 
is  hardly  a problem  or  a question  concerning  the  matter 
with  which  it  deals,  that  will  not  be  found  and  discussed  in 
the  pages  of  this  book. 

55.  Roentgens  Briefs  on  Zehnder.  Edited  by  Dr.  Ludwig 
Zehnder.  Price  4 marks.  Published  by  Rascher.  The  letters 
contained  in  this  collection  are  from  the  correspondence  be- 
tween Roentgen  and  Dr.  Zehnder,  professor  of  physics  at 
the  University  of  Basel.  Zehnder  was  Roentgen’s  chief  as- 
sistant at  Wurzburg  and  Munich  during  the  years  im- 
mediately following  the  great  discovery  of  the  X-rays.  He 
was  also  one  of  his  closest  friends.  A book  rich  in  avid 
details  and  touches  of  characterization. 

56.  A Bibliography  of  the  Poem,  “Syphilis  Sive  Morbus 
Gallicus”,  by  Girolamo  Frascatoro  of  Verona.  By  Professor 
J.  F.  Fulton  and  published  by  the  Yale  University  Press. 
First  published  in  Verona  in  1530.  The  poem  appeared  in 
twenty-six  editions  of  one  kind  or  another  within  a century 
in  Rome,  Paris,  Basel,  Lyons  and  other  cities.  This  is  a 
fine  book  for  all  those  interested  in  medical  history. 

57.  Men  and  Women — the  World  Journey  of  a Sexologist. 
By  Magnus  Hirschfield,  done  into  English  by  O.  P.  Green, 
with  an  introduction  by  A.  A.  Bull.  Published  in  New  York 
by  G.  P.  Putnam’s  Sons  Co.,  $4.00.  Written  by  one  of  the 
great  scientists  of  the  day,  this  volume  deals  with  the 
widely  ranging  differences  in  the  relations  between  men  and 
women,  research  into  marriage  customs,  wedding  ceremonies, 
divorce,  sexual  folklore  and  the  question  of  family  limita- 
tion and  increase.  When  the  fury  against  Non-Aryans  broke 
out  in  Germany  all  his  books  were  buried  and  he  is  now  a 
refugee  in  other  lands. 

58.  Heredity  and  Disease.  By  Otto  L.  Mohr.  Published 
by  W.  W.  Norton,  New  York  City,  $3.50.  Dr.  Mohr  is  an 
eminent  Scandinavian  medical  scientist  and  professor  of 
medicine  in  Royal  Frederick  University,  Oslo.  This  book  is 
a collection  of  a series  of  lectures  delivered  a year  ago  at 
Harvard  Medical  School  under  the  general  title  of  “Genetics 
and  Pathology”.  Dr.  Mohr  hopes  also  to  “arouse  interest 
among  the  general  readers  in  our  modern  knowledge  of 
heredity,  especially  in  relation  to  disease”. 

59.  Everyman  in  Health  and  in  Sickness.  By  Dr.  Harry 
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Roberts  of  London.  Price  12s.  6d.  The  London  Times  says  : 
“A  venture  of  astonishing-  audacity.  However,  he  has  pro- 
vided us  with  a sane  guide  to  health  and  has  justified  his 
ambitions  by  success.  An  Englishman’s  Health  Book  for  the 
entire  family”. 

60.  Life  Begins — Childbirth  in  Lore  and  Literature.  By 

Dr.  Morris  Brande  of  Rush  Medical  College.  With  a foreword 
by  Dr.  Morris  Fishbein.  Argus  Books  in  Chicago  are  the 
publishers.  $2.00.  A history  of  the  world’s  most  fascinating 
topic  illustrated  from  the  archives  of  the  A.M.A- 

61.  The  Medical  Man  and  the  Witch  During  the  Renais- 
sance. By  Gregory  Zilboorg.  Published  by  Johns  Hopkins 
Press,  Baltimore.  This  interesting  book  tells  about  the 
humane  Flemish  doctor,  John  Weyer  (1515-1588).  Weyer 
was  a good  practical  physician  who  left  some  of  the  earliest 
and  best  descriptions  of  several  diseases.  His  chief  dis- 
tinction was  to  recognize  clearly  that  there  are  many 
aberrations  of  the  mind  that  are  susceptible  to  clinical 
description,  classification  and  treatment. 

62.  Patient  and  Doctor.  By  Sir  Henry  Brackenbury. 
Published  in  London  by  Hodeen  and  Stoughton.  The  re- 
lations between  doctor  and  patient,  past,  present  and  future 
are  discussed. 

63.  The  Empire  of  the  Snakes.  By  F.  G.  Oarnochan  and 
Hans  Christian  Adamson.  Published  by  Hutchinson,  London. 
Price  12s.  6d.  Mr.  Carnochan  went  to  Africa  with  the 
Smithsonian-Chrysler  Expedition  to  collect  animals,  birds 
and  reptiles  for  the  Washington  Zoo.  These  “Snake  Men”  of 
the  Manyanvesi  besides  being  immune  from  the  poisons  of 
the  snakes  are  “Medicine  Men”  in  the  best  sense  of  the 
word.  A(  thrilling  book. 

64.  The  Long  Tunnel.  By  Sidney  Fairway.  Published  by 
Stanley  Paul  in  London  for  7s.  6d.  The  hero  is  Dr.  Richard 
Carford,  bacteriologist,  who  in  the  past  was  tried  for  the 
murder  of  one  of  his  colleagues.  Acquitted,  he  goes  back  to 
his  post  with  this  shadow  over  him.  The  tunnel  of  his 
ordeal  is  long,  but  ends  in  a burst  of  sunshine.  A good 
story. 

65.  I Knew  3,000  Lunatics.  By  Victor  R.  Small,  M.D. 
Published  in  New  York  by  Farrar  & Rinehart.  $2.50.  Dr. 
Small  went  for  his  interneship  to  the  medical  staff  of  a large 
state  hospital  where  he  spent  six  years.  One  reads  not  the 
ordinary  type  of  experiences,  but  a sane  recital  of  the  life 
and  routine  in  a mental  hospital. 

66.  While  There’s  Life.  By  Helen  Thomson.  Published 
by  Macaulay,  381  4th  Ave-,  New  York  City,  $2.00.  A young 
man’s  high  purpose  in  his  medical  career  is  reshaped  by  the 
influence  of  two  women  of  vastly  different  characters. 

67.  The  Story  of  the  Middlesex  Hospital  Medical  School, 
1835-1935,  written  for  its  Centenary  Celebration  by  H. 
Campbell  Thomson,  M.D.  Published  by  John  Murray  of 
London.  Price  10s.  6d.  A concise  and  interesting  account 
with  contemporary  and  intimate  biographies  of  eminent  men. 
Illustrated,  it  is  a most  readable  book  about  the  famous 
medical  school. 

68.  Drugs  Against  Man.  By  Dr.  Henry  Smith  Williams. 
Published  by  Robert  M.  McBride  & Co.,  New  York.  $1.75. 
A highly  dramatic  book  by  a doctor  and  scientist  on  the 
effects  of  drugs  on  the  human  health.  From  nicotine  to 
caffeine,  to  alcohol  and  narcotics.  All  about  the  illicit  drug 
racket. 

69.  Sing  Sing  Doctor.  By  Arnor  O.  Squire.  Published 
by  Rich  and  Cowan.  For  twenty  years  Dr.  Squire  served  as 
chief  physician  and  consultant  to  the  great  prison.  He  has 
participated  in  130  electrocutions.  The  book  is  wise,  sym- 
pathetic, shrewd  and  understanding. 

70.  A Confessor  of  Women.  By  Harold  Dearden.  Pub- 
lished by  Heinemann  of  London  for  7s.  6d.  Ten  stories  from 
the  case  book  of  Dr.  Hilary  Channing,  a nerve  specialist 
and  psychologist  with  a wide  practice  among  the  fashionable 
women  of  London.  He  nearly  gets  caught  but  escapes  from 
the  lady’s  coils  in  time.  Excellent  although  highly  seasoned 
reading. 

71.  Les  Trois  Confesseurs.  By  Henry  Bordeaux.  Pub- 
lished in  Paris  by  Plow.  A book  of  short  stories.  They  are 
told  over  a luncheon  table  by  a lawyer,  a doctor  and  a 
priest,  respectively ; and  the  point  at  issue  is  to  determine 
which  of  the  three  has,  by  the  nature  of  his  profession,  the 
deepest  insight  into  the  mysterious  workings  of  the  human 
conscience  and  character.  Who  wins  ? 

72.  A Soldier  in  Science.  The  autobiography  of  Bailey 
K.  Asford.  Here  we  have  the  life  of  the  author  as  a medical 
officer  in  Porto  Rico  during  the  Spanish-American  War 
when  he  identified  the  hookworm  as  the  cause  of  the  island- 
ers’ endemic  anaemia.  Few  medical  men  have  been  able  to 
put  so  much  of  themselves  and  the  spirit  of  their  art  into 
a book  for  lay  readers. 

73.  A History  of  Embryology.  By  Dr.  Joseph  Needham. 
Published  by  the  Cambridge  University  Press.  Price  15s. 
Here  is  no  mere  book  but  a marvelous  history  of  “Our 
Coming  Into  Being”. 

74.  Chinese  Medicine.  By  William  R.  Morse.  Published 
by  Paul  Hoeber  of  New  York,  $2.50.  This  is  another  of  the 
Clio  Library  issued  by  the  above-named  publishers.  The 
author  makes  a special  effort  to  emphasize  the  relationship 
between  medicine  and  Chinese  philosophy  and  religion. 

75.  A Diary  Without  Dates.  By  Enid  Bragnold.  Pub- 
lished by  William  Morrow  Company.  The  day-book  of  a 
nurse  in  a wartime  hospital. 

76.  The  Fun  of  Having  Children.  By  Katherine  Leabury. 
Published  in  Boston  by  Lothrop,  Lee  and  Shepherd  Co., 
$1.75.  Some  good  advice  to  parents. 


77.  The  Woman  Asks  the  Doctor.  By  Emil  Novak,  M.D. 
Published  by  The  Williams  & Wilkins  Co.,  Baltimore,  Md., 
$1.50.  Here  Dr.  Novak  talks  to  many  women  as  every  physi- 
cian must  in  his  consulting  room,  talk  to  one,  about  matters 
of  well  being  that  are  essentially  feminine.  A fine  book. 
The  publishers  will  sell  to  physicians  ten  copies  for  $10.00, 
I believe. 

78.  Diet  and  Die.  By  Carl  Malberg.  Published  by  Hill- 
man-Curt, Inc.,  New  York.  A startling  expose  of  the  diet 
foods  and  medicinal  frauds  that  are  ruining  the  health  of 
thousands  of  people  who  are  trying  to  become  thin.  A warn- 
ing to  the  women. 

79.  Walk  Humbly.  By  Barbara  B.  Stevens.  Published 
by  Houghton-Mifflin  Co.,  New  York,  $2.50.  The  book  is 
about  a doctor’s  wife  in  a Vermont  village.  It  tells  the  story 
of  this  wife,  two  people  deeply  in  love,  yet  of  opposite  tem- 
peraments. A story  of  life  and  especially  a woman’s  life 
in  a small  American  town. 

80.  Streamline  for  Health.  By  Philip  B.  Hawk.  Pub- 
lished by  Harper  Bros,  of  New  York,  $2.50.  This  book 
offers  a reducing  technique  which  is  pleasant,  sensible  and 
medically  sound. 

81.  The  Curse  in  the  Colophon.  By  Edgar  J.  Goodspeed. 
Published  in  Chicago  by  Willett  Clark  & Co.,  $2.00.  The 
author,  Dr.  Goodspeed,  is  an  authority  on  dead  languages, 
ancient  manuscripts  and  has  written  learned  treatises.  This 
is  his  first  venture  that  weaves  scholarship,  romance  and  ex- 
citement with  a light  touch. 

82.  Around  a World  on  Fire.  By  Karl  E.  Kassourtz, 
M.D.  Published  by  the  Gutenberg  Publishing  Co.,  910  North 
Plankington  Ave.,  Milwaukee,  Wis.  The  war  and  post-war 
experiences  of  an  Austrian  surgeon. 

83.  An  Alabama  Student  and  Other  Essays.  By  Sir 

William  Osier.  Published  by  the  Oxford  University  Press, 
New  York  City.  $4.00.  This  is  a new  issue  of  this  great 
classic.  The  first  edition  is  not  so  easy  to  get. 

84.  Murder  Walks  Alone.  By  Clements  Ripley.  Pub- 
lished by  Eldar  Press.  Price  7s.  6d.  The  leading  part  of 
this  book  is  taken  by  “Doc”  Piper,  the  medicinal  practitioner 
of  Varraea,  a town  in  the  South  West.  The  doctor  holds 
ones  interest*  by  reason  of  his  oddities  of  speech.  All  sorts 
of  excitement  for  the  readers  of  detective  fiction. 

85.  Woman’s  Mysteries,  Ancient  and  Modern.  By  M. 
Esther  Harding,  M.D.  $3.50.  This  book  shows  that  there  is 
a direct  connection  between  the  emotions  of  the  modern  and 
the  beliefs  of  the  primitive.  The  New  York  Times  calls  this 
book  “a  feminine  golden  bough”. 

86.  Queer  People.  By  Dr.  Harold  Dreardon.  Published 
in  London  by  Hutchinson  for  15s.  The  book  of  eighteen  short 
biographies  which  is  a catalogue  of  all  that  is  startling  and 
bizarre  in  human  nature. 

87.  New  Armour  for  Old — Molony’s  Autobiography. 

Published  in  London  by  Gollancz.  Molony,  physically  and 
mentally  wrecked,  enters  the  Swiss  Nerve  Clinic  of  Garro- 
mart.  A terrific  story  of  a life  in  a mental  hospital  where 
he  goes  for  alcoholic  excesses,  and  his  cure  and  life  outside 
afterwards.  Enjoyed  a great  success  in  England. 

88.  Ghosts  I Have  Talked  With.  By  Dr.  Henry  C.  Mc- 
Gomas,  Dept,  of  Psychology  in  Johns  Hopkins  University. 
Published  by  The  Williams  & Wilkins  Co.,  Baltimore,  Md., 
$2.00.  In  this  book  the  doctor  relates  his  many  experiences 
and  reveals  the  results  of  careful  scientific  observations  of 
alleged  supernatural  manifestations  which  have  baffled  many 
thousands  of  people. 

89.  Preparation  of  Scientific  and  Technical  Papers.  By 
Sam  F.  Trelease  and  Emma  S.  Yule.  Published  by  Williams 
& Wilkins  Co.,  Baltimore,  Md.,  $1.50.  A new  edition,  the 
first  being  published  ten  years  ago.  An  indispensable  com- 
panion for  those  who  write  scientific  articles.  We  like  this 
little  book  very  much  and  recommend  it  highly. 

90.  Mules  and  Men.  By  Zora  Mole  Hurston.  Published 
by  Lippencott.  $3.00.  The  story  is  of  interest  to  doctors 
because  of  the  revelations  of  the  Hoodoo  doctors  in  the  South 
and  of  the  many  miracles  they  are  able  to  do  by  Hoodoo  cult 
methods.  It  tells  about  the  secret  hexes  and  practices  never 
before  explained. 

91.  The  Corpse  in  the  Car.  By  John  Rhode.  Published 
by  Dodd,  Mead  & Co.,  New  York.  $2.00.  Dr.  Priestly  who 
helps  Inspector  Hanslet  of  Scotland  Yard  to  solve  all  his 
hard  problems,  is  again  on  the  job.  If  you  have  read  the 
author’s  other  stories  about  the  “Doctor”  you  will  like  this 
one. 

92.  Sigmund  Freud,  His  Autobiography.  Published  in 
New  York  by  W.  W.  Norton  & Co.,  $2.00.  This  is  a trans- 
lation from  the  German  and  will  be  enjoyed  by  all  who  are 
interested  in  the  psychoanalytic  movement  and  its  founder. 

93.  Play,  Recreation  in  a Balanced  Life.  By  Dr.  Austin 
Fox  Riggs.  Published  by  Doubleday,  Doran  & Co.,  of  New 
York,  $2.50.  A fine  book,  sane  and  wise  in  its  viewpoint 
and  thinking.  Dr.  Riggs  is  a specialist  in  neurology  and 
psychiatry  and  has  written  several  other  books  for  general 
reading  like  “Intelligent  Living”,  and  “Just  Nerves”.  This 
book  will  appeal  to  those  who  like  to  think  for  themselves. 

94.  The  Hollow  Man.  By  John  Dickson  Carr.  Published 
by  Cassell  of  London.  Price  7s.  6d.  Mr.  Carr  ranks  among 
the  first  six  detective  writers  in  England  and  Dr.,  Fell  is 
one  of  the  most  engaging  detectives. 

95.  For  and  Against  Doctors.  Published  in  London. 
Price  7s.  6d.  An  anthology  by  Dr.  Robert  Hutchinson  and 
Dr.  Gladys  Nanchope. 

96.  Leaves  from  the  Life  of  a Country  Doctor.  Edited 
by  Miss  Rutherford  Crockett  and  published  by  the  Moray 
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Press.  Lord  Tweedsmuir  (John  Buchan,  the  new  Governor- 
General  of  Canada)  has  written  a foreword  to  this  volume 
from  selections  from  the  writings  left  by  Dr.  Clement  Boyce 
Gunn,  a well-known  Peebles  physician  and  antiquarian. 

97.  Doctors  and  Juries,  the  Essentials  of  Medical  Juris- 
prudence. By  Humphreys  Springston.  Published  by  P. 
Blakiston’s  Sons  & Co.,  Philadelphia,  Pa.  $2.00.  This  little 
book  is  highly  recommended  to  all  doctors  as  being  in  a 
class  by  itself.  A doctor  can  not  read  this  book  without 
gathering  something  of  value  from  its  contents.  In  these 
days  of  the  “malpractice  racket”,  the  book  fills  a great  need. 

98.  My  Water  Cure.  By  Sebastian  Kniepp.  Published 
in  London  by  Blackwood,  3s.  6d.  A translation  from  the 
German  in  which  the  author  tells  of  his  healing  the  diseased 
and  preserving  the  health  by  means  of  water.  His  work 
along  this  line  goes  back  thirty  years. 

99.  Oliver  Goldsmith.  By  Stephen  Gywnn.  $3.00.  Gold- 
smith was  ugly,  vain  and  affected  as  a man,  but,  as  a writer 
he  was  wise,  humorous  and  compassionate.  This  is  a new 
life  of  a great  literary  man  whose  college  degree  is  dubious, 
but  whose  interest  in  medicine  is  certain. 

100.  The  History  of  Medicine.  By  Fielding  Garrison. 
Published  by  Saunders  of  Philadelphia,  Pa.,  $12.00.  I always 
end  my  list  with  this,  the  greatest  book  in  English  on 
medical  history.  I wish  every  doctor  and  every  medical 
student  could  possess  this  volume.  Within  its  covers  is 
found  the  background  of  a noble  profession.  Dip  in  the 
book,  anywhere,  and  extract  wisdom  and  pleasure.  It  reads 
easier  than  any  novel.  Dr.  Garrison  died  this  year  in  Balti- 
more where  he  was  professor  of  medical  history  at  Johns 
Hopkins.  The  man  is  gone  but  his  memory  and  spirit  are 
immortalized  in  his  great  book. 


Physicians  constantly  are  being 
solicited  by  this  or  that  collection 
agency  to  place  with  it  for  collection 
old  and  difficult  accounts. 

Some  of  the  agencies — local,  state 
and  national — are  dependable;  some 
are  not.  Some  physicians  have  been 
fortunate  in  the  selection  of  a collec- 
tion agency;  some  have  not. 

Every  physician,  before  he  places 
his  accounts  with  an  agency,  should 
apply  the  principle  of  the  Better 
Business  Bureau  slogan : “Before 

You  Invest,  Investigate”. 


Licenses  Granted  to  52  By  State  Medical 
Board;  Officers  Elected 

Fifty-two  medical  school  graduates  were 
granted  licenses  to  practice  medicine  and  surgery 
in  Ohio  by  the  State  Medical  Board  at  its  meeting 
in  Columbus  on  January  7. 

The  board  also  granted  certificates  to  six 
osteopaths,  four  mechano-therapists,  two  chiro- 
practors, two  cosmetic-therapists  and  eight  mas- 
seurs. 

Officers  for  the  ensuing  year  were  elected  by 
the  board  as  follows:  President,  Dr.  J.  R.  Shoe- 

maker, Cuyahoga  Falls;  vice-president,  Dr.  Lee 
Humphrey,  Malta;  treasurer,  Dr.  Roy  C.  Hunter, 
Wapakoneta;  secretary,  Dr.  H.  M.  Platter,  Co- 
lumbus. 

Professor  S.  E.  Rasor  and  Miss  Clara  F.  Brouse 
were  appointed  entrance  examiner  and  chief  nurse 
examiner,  respectively. 

The  license  of  Dr.  Arthur  L.  Keyes,  North  Fair- 
field,  to  practice  medicine  and  surgery  was  re- 
voked. Keyes  was  convicted  of  a felony,  follow- 


ing the  charge  that  he  had  filed  a false  affidavit 
of  identity  with  the  State  Medical  Board. 

Those  granted  medical  and  surgical  licenses 
following  examination  were:  Paul  H.  Dube, 

Cleveland,  Western  Reserve  University  School  of 
Medicine;  Morris  B.  Guthrie  and  Robert 
H.  Schoene,  Columbus,  Ohio  State  University  Col- 
lege of  Medicine;  David  J.  Roberts,  Akron,  Cor- 
nell University;  Angeline  E.  DeJak  and  Aidon 
A.  Raney,  Cleveland,  Creighton  University; 
Louis  C.  Cosgrove,  Jr.,  Swanton,  Charles  W.  Mc- 
Guire, Elyria,  Georgetown  University;  Abe  H. 
Steinberg,  Toledo,  George  Washington  University; 
Ord  C.  Blackledge,  Cleveland,  Charles  B.  Miller, 
Marcel  P.  Thomas  and  Russell  G.  Witwer,  East 
Cleveland,  Hahnemann  Medical  College;  Arthur 
A.  Yengling,  Cleveland,  Harvard  Medical 
College;  Merwin  R.  Chappel,  Athens,  Wil- 
liam H.  Hanning,  Dayton,  Richard  W. 
Jones,  Zanesville,  Jefferson  Medical  College; 
Asher  Randell,  Cleveland,  Jefferson  Medical  Col- 
lege; Thomas  P.  Scuderi,  Akron,  Loyola  Medical 
College;  Alice  W.  Elliott,  Youngstown,  Medical 
College  of  Virginia;  George  H.  Irvin,  Jr.,  Orr- 
ville,  Samuel  J.  Restifo,  Cleveland,  New  York 
Homeopathic  Medical  College;  Philip  B.  Wasser- 
man,  Cleveland,  Rochester  Medical  College;  Thad- 
deus  W.  Taylor,  Toledo,  Henry  H.  Young,  Dayton, 
Rush  Medical  College;  Richard  C.  Miller,  Dayton, 
Frederick  B.  Carlson,  Cleveland,  St.  Louis  Uni- 
versity; Geneva  L.  Shong,  Massillon,  University 
of  Minnesota;  Frank  M.  McDonald,  Akron,  Uni- 
versity of  Pennsylvania;  Alford  V.  Fraser,  Cleve- 
land, Dalhousie  University,  Nova  Scotia;  John  A. 
Rogers,  Cleveland,  University  of  Rochester;  Wal- 
ter J.  Brown,  Cincinnati,  University  of  Berlin; 
Harry  E.  Wolk,  Cleveland,  University  of  Berlin; 
Walter  Heymann,  Cleveland,  University  of  Kiel, 
Prussia,  and  Paul  Gyorgy,  Cleveland,  University 
of  Budapest,  Hungary. 

Those  granted  licenses  through  reciprocity 
were:  Homer  R.  Allen,  Cleveland,  Jefferson  Medi- 
cal College;  Irvin  J.  Beebe,  Columbus,  Yale  Medi- 
cal College;  John  M.  Benko,  Youngstown,  St. 
Louis  University;  Albert  L.  Berndt,  Portsmouth, 
University  of  Pennsylvania;  Francis  E.  Denman, 
Youngstown,  University  of  Louisville;  Emil  F. 
Ersay,  Cleveland,  Buffalo  Medical  School;  Floyd 
J.  Fowler,  Akron,  University  of  Arkansas;  Louis 
M.  Friedman,  Cleveland,  St.  Louis  University; 
John  F.  Gallagher,  Steubenville,  University  of 
Louisville;  Francis  M.  Hearst,  Trotwood,  State 
University  of  Iowa;  Myron  D.  Lecklitner,  Wil- 
mot,  Jefferson  Medical  College;  Carl  J.  Lehwald, 
Barberton,  University  of  Illinois;  William  E. 
Maine,  Youngstown,  University  of  Indiana;  Ed- 
ward Meadow,  Canton,  Loyola  University;  Sandor 
D.  Papp,  Youngstown,  Rush  Medical  College; 
Owen  W.  Rhoad,  Bellevue,  Northwestern  Medical 
School  and  Alven  M.  Weil,  Akron,  University  of 
Chicago. 


IN  MEMORI AM  *Xj 


Willard  Rae  Allison,  M.D.,  Lafferty;  University 
of  Pittsburgh  School  of  Medicine,  1901;  aged  63; 
member  of  the  Ohio  State  Medical  Association 
and  Fellow  of  the  American  Medical  Association; 
died  January  9,  following  a paralytic  stroke.  Dr. 
Allison  began  the  practice  of  medicine  in  Hope- 
dale  in  1901.  In  1907  he  moved  to  Bannock,  re- 
taining offices  at  Fairpoint  and  Flushing  until  his 
death.  He  was  a member  of  the  Masonic  Order, 
the  Presbyterian  Church,  and  the  Surgeons’  As- 
sociation of  the  Baltimore  and  Ohio  Railroad 
Company.  Surviving  are  his  widow,  a daughter 
and  a brother. 

Gilbert  Milton  Bargar,  M.D.,  Blaine;  Starling 
Medical  College,  Columbus,  1892;  aged  66;  former 
member  of  the  Ohio  State  Medical  Association, 
and  the  American  Medical  Association;  died  Jan- 
uary 4,  following  an  illness  of  six  months.  Dr. 
Bargar  practiced  in  Dublin  for  a few  years  before 
moving  to  Blaine.  He  was  physician  for  the 
Lorain  Coal  and  Dock  Company  and  the  Baltimore 
and  Ohio  Railroad  Company  for  a number  of 
years.  Dr.  Bargar  was  a member  of  the  Presby- 
terian Church.  He  is  survived  by  his  widow,  four 
sons  and  three  daughters. 

M.  Linn  Bates,  M.D.,  Cincinnati;  Medical  Col- 
lege of  Ohio,  Cincinnati,  1903;  aged  72;  former 
member  of  the  Ohio  State  Medical  Association 
and  the  American  Medical  Association;  died  De- 
cember 28,  of  a heart  attack.  Dr.  Bates  was  in 
active  practice  in  Cincinnati  until  his  retirement 
a few  years  ago.  He  is  survived  by  a brother. 

Robert  William  Benner,  M.D.,  Tiffin;  University 
of  Michigan  Medical  School,  Ann  Arbor,  Mich., 
1925;  aged  38;  member  of  the  Ohio  State  Medical 
Association  and  Fellow  of  the  American  Medical 
Association;  died  January  4,  from  pneumonia  fol- 
lowing scarlet  fever.  Following  his  internship  at 
Youngstown  City  Hospital,  Dr.  Benner  served 
residencies  at  Philadelphia  General  hospital  and 
St.  Christopher’s  Hospital  for  Children,  Phila- 
delphia, and  entered  practice  in  Tiffin  in  1928.  He 
was  secretary  of  the  Seneca  County  Medical  So- 
ciety for  three  years,  and  recently  was  elected 
vice-president.  Dr.  Benner  was  an  active  member 
of  the  Tiffin  Kiwanis  Club  and  the  Masonic  lodge. 
Surviving  are  his  widow,  his  mother,  his  father, 
Dr.  William  H.  Benner,  and  a daughter. 

Louis  E.  Brinker,  M.D.,  Cincinnati;  Niagara 
University  Medical  Department,  Buffalo,  N.  Y., 
1900;  aged  59;  member  of  the  Ohio  State  Medical 
Association  and  the  American  Medical  Associa- 
tion; died  December  23,  of  a heart  attack.  Dr. 
Brinker  had  practiced  in  Cincinnati  for  33  years, 


and  was  a member  of  the  staff  of  Good  Samaritan 
Hospital.  He  is  survived  by  his  widow. 

John  William  Clark,  M.D.,  Oak  Hill;  Ohio  Medi- 
cal University,  Columbus,  1893;  aged  69;  former 
member  of  the  Ohio  State  Medical  Association 
and  the  American  Medical  Association;  died  Jan- 
uary 3.  Dr.  Clark  had  retired  from  active  practice 
in  1934,  after  service  of  over  40  years  in  Jack- 
son,  Vinton  and  Meigs  counties.  He  was  physi- 
cian at  the  Ohio  Penitentiary  for  five  years  during 
the  Harmon  administration,  Jackson  county 
health  commissioner  for  several  years,  and  was 
in  the  Medical  Corps  of  the  U.  S.  Army  during 
the  World  War.  Dr.  Clark  was  a member  of  the 
American  Legion  and  the  Masonic  Order.  He  is 
survived  by  his  widow,  two  sons,  a daughter,  a 
brother  and  two  sisters. 

Martin  S.  Cramer,  M.D.,  Ohio  City;  Starling 
Medical  College,  Columbus,  1888;  aged  73;  former 
member  of  the  Ohio  State  Medical  Association  and 
the  American  Medical  Association,  died  December 
15,  following  a long  illness.  Dr.  Cramer  entered 
practice  in  Ohio  City,  and  moved  to  Van  Wert  in 
1909,  where  he  continued  in  active  practice  until 
his  retirement  in  1928,  when  he  again  became  a 
resident  of  Ohio  City.  He  was  a member  of  the 
Methodist  Episcopal  Church.  Surviving  are  his 
widow,  two  sons,  two  sisters  and  a brother. 

Frank  F.  Finch,  M.D.,  Cleveland  Heights; 
Cleveland  University  of  Medicine  and  Surgery, 
1895;  aged  63;  died  December  29.  Dr.  Finch 
practiced  in  Shelby  for  a few  years  before  moving 
to  Cleveland.  He  is  survived  by  his  widow  and 
three  daughters. 

William  A.  Geohegan,  M.D.,  Dayton;  Pulte  Med- 
ical College,  Cincinnati,  1882;  aged  76;  died  De- 
cember 18,  from  heart  disease.  Dr.  Geohegan  re- 
tired several  years  ago,  after  having  practiced  in 
Price  Hill,  Cincinnati,  for  49  years.  He  was  also  a 
member  of  the  faculty  of  Pulte  Medical  College. 
Surviving  are  two  sons  and  three  daughters. 

Virgil  David  Guittard,  M.D.,  Bowling  Green; 
Ohio  Medical  University,  Columbus,  1907;  aged 
57;  member  of  the  Ohio  State  Medical  Associa- 
tion, and  Fellow  of  the  American  Medical  Asso- 
ciation. While  still  a medical  student,  Dr.  Guit- 
tard entered  the  Medical  Corps  of  the  U.  S.  Army, 
and  served  in  the  Spanish- American  War  and  the 
Philippine  insurrection.  He  was  a physician  in 
the  U.  S.  Indian  Service  for  several  years,  serving 
in  Oregon,  Arizona,  Minnesota,  Wisconsin  and 
Michigan.  For  four  years  he  was  health  commis- 
sioner at  Maysville.  Dr.  Guittard  was  with  the 
U.  S.  troops  on  the  Mexican  border  in  1916,  and 
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was  a captain  in  the  Medical  Corps  during  the 
World  War.  In  1921  he  received  the  degree  of 
master  in  public  health  from  the  University  of 
Michigan.  At  the  time  of  his  death  he  was  head 
of  the  Tower  Medical  Clinic,  Toledo.  Dr.  Guittard 
was  a member  of  the  Methodist  Church,  the 
American  Legion,  Spanish- American  War  Veter- 
ans, and  the  Masonic  Order.  Surviving  are  his 
widow  and  two  daughters. 

Charles  Alfred  Hull,  M.D.,  Liberty;  Starling 
Medical  College,  Columbus,  1904;  aged  59;  mem- 
ber of  the  Ohio  State  Medical  Association  and  the 
American  Medical  Association;  died  December  15. 
Dr.  Hull  was  a native  of  Montgomery  county.  He 
had  practiced  in  Liberty  for  31  years.  His  widow 
a son,  a brother  and  a sister  survive  him. 

Samuel  C.  Lightner,  M.D.,  Kingston;  Medical 
College  of  Ohio,  Cincinnati,  1886;  aged  75;  mem- 
ber of  the  Ohio  State  Medical  Association  and  the 
American  Medical  Association;  died  January  7,  of 
diabetes.  Dr.  Lightner  was  known  as  the  leading 
resident  of  Kingston,  where  he  had  practiced  for 
35  years.  He  also  practiced  in  Hallsville  for  12 
years.  Dr.  Lightner  was  a member  of  the  Presby- 
terian Church  and  the  Masonic  Order.  He  is  sur- 
vived by  his  widow,  and  a son,  Dr.  Russel  E. 
Lightner. 

Matthew  T.  Love,  M.D.,  Shelby;  Starling  Medi- 
cal College,  Columbus,  1884;  aged  75;  former 
member  of  the  Ohio  State  Medical  Association 
and  the  American  Medical  Association;  died  De- 
cember 24,  of  a kidney  ailment  after  an  illness  of 
five  months.  Dr.  Love  was  Shelby’s  oldest  prac- 
ticing physician.  At  the  time  of  his  death  he 
was  chief  of  staff  of  Memorial  Hospital,  and  was 
on  the  board  of  several  manufacturing  concerns. 
A short  time  ago  the  Richland  County  Medical 
Society  gave  a dinner  in  honor  of  his  fifty  years 
Pf  practice  in  Shelby  County.  In  1934  Dr.  Love 
was  one  of  two  physicians  who  returned  to  Co- 
lumbus to  celebrate  the  fiftieth  anniversary  of 
their  graduation  from  Starling  Medical  College. 
At  one  time  he  was  Shelby’s  health  commissioner, 
and  for  forty  years  was  surgeon  for  the  Baltimore 
and  Ohio  Railroad  Company.  Surviving  are  a son, 
a daughter,  a brother  and  a sister. 

Edwin  Wilson  Ludlow,  M.D.,  Urbana;  Medical 
College  of  Ohio,  Cincinnati,  1883;  aged  74;  mem- 
ber of  the  Ohio  State  Medical  Association  and  the 
American  Medical  Association;  died  December  30, 
from  complications  following  diabetes.  For  years 
one  of  Urbana’s  leading  physicians,  Dr.  Ludlow 
was  president  of  the  Champaign  County  Medical 
Society  several  times,  and  was  always  active  in 
that  organization.  Two  years  ago,  when  he 
reached  his  fiftieth  year  of  practice,  the  society 
presented  him  with  a smoking  stand  and  pipe. 
He  is  survived  by  his  Widow,  a son,  a sister  and 
a brother. 


Joseph  B.  McHenry,  M.D.,  Minerva;  Medical 
College  of  Ohio,  Cincinnati,  1907;  aged  58;  died 
December  24  , after  an  illness  of  three  and  one- 
half  months.  Dr.  McHenry  practiced  in  Hanover- 
ton  and  Minerva  for  28  years,  and  was  in  the 
Medical  Corps  of  the  U.  S.  Army  during  the 
World  War.  He  was  a member  of  the  American 
Legion.  Surviving  are  his  widow,  three  daughters, 
two  sons,  his  mother,  two  brothers  and  a sister. 

John  Neuberger,  M.D.,  Cleveland;  Western  Re- 
serve University  School  of  Medicine,  Cleveland, 
1901;  aged  61;  member  of  the  Ohio  State  Medical 
Association  and  Fellow  of  the  American  Medical 
Association;  died  January  8.  Dr.  Neuberger  had 
practiced  on  the  West  Side  of  Cleveland  for  30 
years.  He  was  a member  of  the  Masonic  Lodge. 
He  is  survived  by  a daughter,  and  a brother,  Dr. 
Joseph  A.  Neuberger. 

Edwin  Goss  Rust,  M.D.,  Cleveland;  Cleveland 
University  of  Medicine  and  Surgery,  1880;  aged 
78;  member  of  the  Ohio  State  Medical  Associa- 
tion, Fellow  of  the  American  Medical  Association, 
Fellow  of  the  American  College  of  Surgeons,  and 
member  of  the  American  Academy  of  Ophthalm- 
ology and  Otolaryngology;  died  December  29,  fol- 
lowing a long  illness.  Dr.  Rust  began  practice  in 
Wellington  with  his  father,  Dr.  James  Rust.  After 
several  years  special  study  in  New  York,  London 
and  Paris,  he  opened  an  office  in  Cleveland,  where 
he  continued  in  practice  until  his  last  illness.  He 
was  a member  of  the  Masonic  Order.  Surviving 
are  two  brothers,  one  of  whom  is  Dr.  Carl  H. 
Rust. 

Stephen  E.  Ulmer,  M.D.,  Cleveland;  Jefferson 
Medical  College,  Philadelphia,  1896;  aged  67; 
died  December  30,  after  a short  illness.  Dr.  Ulmer 
had  practiced  in  Cleveland  for  over  30  years.  He 
is  survived  by  his  widow  and  two  daughters. 

John  F.  Ury,  M.D.,  Defiance;  Ohio  State  Uni- 
versity College  of  Medicine,  1935;  aged  26;  died 
December  24,  of  peritonitis.  Dr.  Ury,  who  was 
serving  his  internship  at  St.  Francis  Hospital, 
Columbus,  at  the  time  of  his  death,  was  a son  of 
the  late  Dr.  J.  F.  Ury,  prominent  Defiance  phy- 
sician. Surviving  are  his  widow,  a son,  his  mother 
and  a brother. 

Edward  S.  Wendt,  M.D.,  Toledo;  Miami  Medical 
College,  Cincinnati,  1902;  aged  59;  former  mem- 
ber of  the  Ohio  State  Medical  Association  and  the 
American  Medical  Association;  died  December  31, 
after  a long  illness.  For  the  last  15  years  a mem- 
ber of  the  advisory  staff  of  St.  Vincent’s  Hospital, 
Dr.  Wendt  had  been  a general  practitioner  in  To- 
ledo for  30  years.  During  the  World  War  he  was 
lieutenant  in  the  Medical  Corps  of  the  U.  S.  Army. 
He  was  a member  of  the  Masonic  Order,  the  Elks 
and  the  United  Presbyterian  Church.  Surviving 
are  his  widow,  a son,  his  mother,  a sister  and  a 
brother. 
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A.  M.  A.  Scientific  Exhibit  Material 
Available  to  County  Societies 


The  American  Medical  Association  has  as- 
sembled a considerable  amount  of  scientific 
exhibit  material  suitable  for  the  use  of  medical 
societies  and  for  displays  at  public  gatherings. 
This  is  available  to  county  societies  and  other  ac- 
ceptable groups  on  request,  by  payment  of  trans- 
portation costs.  Communications  should  be  ad- 
dressed to  Dr.  Thomas  G.  Hull,  director  of  ex- 
hibits, American  Medical  Association. 

A summary  of  some  of  the  available  material 
follows: 

Hospitals  in  the  United  States:  A mechanical  model  show- 
ing the  front  entrance  of  a hospital  «with  the  doors  auto- 
matically opening  and  closing  every  four  seconds  to  indicate 
the  admission  of  a patient  to  a hospital  in  the  United  States. 

Charts  and  maps  based  on  the  most  recent  statistics 
gathered  by  the  Council  on  Medical  Education  and  Hospitals 
giving  detailed  information  concerning  the  number  and  kinds 
of  hospitals,  the  number  and  occupancy  of  beds,  etc. 

Increasing  Use  of  Hospitals : An  exhibit  similar  to  “Hos- 
pitals in  the  United  States”  but  with  charts  showing  com- 
parative statistics  over  a period  of  years  and  with  a 
mechanical  bar  chart  showing  the  increasing  use  of  hos- 
pitals both  by  the  public  and  by  physicians. 

Medical  Education  in  the  United  States:  A mechanical 

model  showing  the  number  of  physicians  per  million  popula- 
tion in  the  United  States  and  in  various  other  countries. 

Charts  based  on  the  most  recent  statistics  of  the  Council 
on  Medical  Education  and  Hospitals  and  the  Bureau  of 
Medical  Economics  showing  the  number  and  distribution  of 
physicians,  etc. 

Sample  pieces  of  literature  and  reprints. 

What  the  Public  is  Thinking  About  Health:  A mechanical 
bar  chart  showing  the  number  of  inquiries  on  different  sub- 
jects sent  to  the  Bureau  of  Health  and  Public  Instruction  of 
the  A.  M.  A.  over  a period  of  years.  Charts  showing  the 
source  and  nature  of  the  inquiries. 

The  Doctor  Prevents  Disease:  A series  of  twelve  posters, 
each  22  by  28  inches,  from  the  Bureau  of  Health  and  Public 
Instruction,  showing  the  various  means  by  which  the  physi- 
cian may  reach  the  public  for  the  dissemination  of  health 
information. 

Physiologic  Effects  of  Heat,  Cold  and  Massage:  An  exhibit 
consisting  of  charts  and  motion  pictures. 

Useful  Therapeutic  Measures:  An  exhibit  of  charts  and 

motion  pictures.  This  is  part  of  a display  prepared  by  the 
Council  on  Physical  Therapy  for  the  Scientific  Exhibit  of 
the  A.  M.  A. 

Work  of  the  Council  on  Pharmacy  and  Chemistry:  Pos- 
ters and  specimens  illustrating  the  efforts  of  the  Council  on 
Pharmacy  and  Chemistry  in  the  interests  of  scientific  medi- 
cine and  rational  prescribing  of  drugs. 

Work  of  the  A.  M.  A.  Chemical  Laboratory:  Posters  and 
specimens  from  the  A.  M.  A.  Chemical  Laboratory  bearing 
on  subjects  of  newer  synthetics,  comparing  prices  of  proprie- 
tary and  nonproprietary  remedies  and  drug  control. 

Food  and  Drug  Legislation : An  exhibit  of  charts  from 

the  Council  on  Pharmacy  and  Chemistry  and  the  A.  M.  A. 
Chemical  Laboratory,  showing  some  of  the  shortcomings  of 
the  present  food  and  drug  law  and  the  need  for  additional 
legislation. 

Patent  Medicines  and  Quackery:  A collection  of  28  pos- 
tal's from  the  Bureau  of  Investigation  showing  various 
phases  of  the  nostrum  evil  and  quackery. 

Objectionable  Cosmetics:  An  exhibit  of  charts  from  the 
Bureau  of  Investigation  showing  some  of  the  objectionable 
preparations  for  the  hair  and  skin. 

Epidemic  Encephalitis:  Charts  and  posters  from  the 

Scientific  Exhibit,  made  in  conjunction  with  the  United 
States  Public  Health  Service,  showing  the  epidemiology,  path- 
ology, etiology  and  clinical  features  of  epidemic  encephalitis, 
with  special  reference  to  the  1933  outbreak. 

Poliomyelitis : Charts  and  posters  from  the  Scientific 

Exhibit,  made  in  conjunction  with  the  United  States  Public 
Health  Service,  showing  the  history,  transmission  .incidence, 
diagnosis,  early  treatment  and  after-care  of  poliomyelitis. 
Motion  pictures  if  desired. 

Cutaneous  Granulomas:  A collection  of  about  150  photo- 
graphs selected  from  many  hundreds  by  the  Section  on 
Dermatology  and  Syphilology  for  the  Scientific  Exhibit  of 
the  A.  M.  A.  The  exhibit  includes  the  cutaneous  granulomas 
which  the  physician  may  encounter  in  general  practice. 

Cutaneous  Manifestations  of  Syphilis:  A collection  of 

about  150  photographs  selected  from  many  hundreds  by  the 
Section  on  Dermatology  and  Syphilology  for  the  Scientific 
Exhibit  of  the  A.  M.  A.  The  exhibit  includes  primary,  secon- 
dary, tertiary  and  congenital  syphilis. 


Nutrition:  This  is  a display  showing  various  phases  of  the 
problems  of  overfeeding,  underfeeding,  constipation,  diarrhea, 
vitamin  needs,  etc. 

Fracture  Exhibit:  Wall  placards  and  drawings  which  have 
been  shown  in  the  A.  M.  A.  Scientific  Exhibit  may  be  bor- 
rowed without  charge. 

Work  of  the  American  Medical  Association:  Exhibit  of 

models,  books  and  pamphlets. 

Hygeia  Displays:  Three  exhibits  for  use  at  state  or  county 
medical  meetings,  or  for  community  purposes  in  which  the 
medical  profession  participates,  featuring  Hygeia — The 
Health  Magazine. 

Vaccines  and  Serums:  Charts  and  posters  from  the 

Scientific  Exhibit,  made  in  conjunction  with  the  United 
States  Public  Health  Service,  showing  the  uses  of  vaccines 
and  serums. 

Prevention  of  Asphyxial  Deaths:  Charts  and  posters  from 
the  Scientific  Exhibit  made  in  conjunction  with  the  Society 
for  the  Prevention  of  Asphyxial  Deaths. 

Allergy  Deaths:  Charts  and  posters  from  the  Scientific 

Exhibit  made  in  conjunction  with  the  Society  for  the  Pre- 
vention of  Asphyxial  Deaths  by  Dr.  Warren  T.  Vaughan. 

Legal  Medicine  and  Legislation:  Posters  from  the  A.M.A. 
Bureau  of  Legal  Medicine  and  Legislation  showing  items 
dealing  with  corporate  practice  of  medicine,  compulsory 
health  insurance,  basic  science  laws,  cult  legislation,  uniform 
narcotic  laws,  medieal  lien  laws,  etc. 

Medical . Economics : Charts,  posters,  maps  and  literature 
from  the  A.  M.  A.  Bureau  of  Medical  Economics  showing 
the  work  of  the  bureau ; the  number  and  percentage  of 
physicians  in  active  practice,  according  to  age,  size  of 
community  and  type  of  practice ; figures  on  hospitals ; the 
number  of  physicians,  general  hospitals  and  the  total  beds 
in  general  hospitals  for  each  county ; literature  on  medical 
economics  published  by  the  A.  M.  A. 

Work  of  the  Committee  on  Foods:  Posters,  mechanical  ma- 
terial, files  and  literature  showing  the  work  of  the  A.  M.  A. 
Committee  on  Foods. 

First  Aid  in  Eye  Injuries:  Posters,  charts,  transparencies 
and  pictures  from  the  Scientific  Exhibit  showing  measures 
that  should  be  taken  by  the  physician  for  the  prevention  or 
treatment  of  eye  injuries  in  birth,  in  the  preschool  age,  in 
the  school  age,  in  adults,  in  industry  and  in  rural  com- 
munities. 

Disinfectants:  Posters,  apparatus,  files  and  literature 

showing  some  of  the  factors  concerned  in  testing  disin- 
fectants and  in  practical  disinfection. 


What  kind  of  support  are  you 
giving  the  newly-elected  officers  of 
your  county  society? 

You  and  your  colleagues  have 
selected  them  to  provide  the  leader- 
ship in  society  activities. 

They  can’t — and  shouldn’t  be  ex- 
pected to — shoulder  the  entire  re- 
sponsibility of  making  your  society 
an  influential,  active  body. 

Give  them  your  active  help  and  co- 
operation. Get  behind  them  and  help 
to  provide  the  energy  that  will  make 
your  society  function  effectively. 


Medical  College  Ruling  Modified 

At  a meeting  of  the  Council  on  Medical  Educa- 
tion and  Hospitals  of  the  American  Medical  As- 
sociation, held  in  Chicago,  December  8-9,  it  was 
voted  to  reconsider  the  resolution  passed  in  Sep- 
tember to  the  effect  that  after  July  1,  1938,  the 
Council  would  no  longer  list  two-year  schools, 
and  it  was  further  voted  that  such  schools  be 
considered  individually.  (See  January,  1936, 
issue  The  Journal  for  original  action). 

Other  matters  acted  upon  at  the  meeting  in- 
cluded approval  of  the  American  Board  of  Der- 
matology and  Syphilology  and  the  American 
Board  of  Radiology. 


cX*  BUCKEYE  NEWS  NOTES  \p 


Marysville — Under  the  terms  of  the  will  of  Dr. 
Charles  D.  Mills,  who  died  December  2,  the  books 
in  lps  medical  library  are  left  to  the  Union  County 
Medical  Society. 

Cincinnati — More  than  150  staff  physicians  of 
Good  Samaritan  Hospital  gathered  at  the  hospital, 
January  9,  for  their  annual  staff  dinner  and  to 
honor  Dr.  Robert  Carothers  and  Dr.  John  D.  Mil- 
ler who  have  completed  more  than  25  years  on 
the  staff.  Dr.  Charles  J.  McDevitt,  retiring  presi- 
dent, presided.  New  officers  are:  Dr.  George  Top- 
moeller,  president;  Dr.  Joseph  L.  DeCourcy,  presi- 
dent-elect; Dr.  D.  J.  Bradley,  secretary,  and  Dr. 
H.‘  D.  McIntyre,  director. 

Elyria — A gift  of  $50,000  to  Elyria  Memorial 
Hospital  by  David  L.  and  Arthur  E.  Johnson  of 
Cleveland,  as  a memorial  to  their  parents,  was 
announced  recently. 

Hillsboro — Dr.  Charles  Larkin,  last  year’s  grad- 
uate of  Johns  Hopkins  School  of  Medicine,  and 
son  of  Dr.  and  Mrs.  J.  C.  Larkin,  has  been 
awarded  a three-year  fellowship  at  Harvard  for 
scientific  research  in  the  field  of  radiology. 

Delta — Dr.  P.  S.  Bishop  recently  addressed  the 
Child  Study  Club  on  the  “Human  Eye”. 

Marysville — Following  the  resignation  of  Dr. 
John  D.  Boylan  to  return  to  private  practice,  Dr. 
Harry  G.  Southard,  State  Director  of  Health  from 
1931  to  1935,  was  appointed  health  commissioner 
for  Union  County,  effective  March  1. 

Chillicothe — Health  protection  in  Chillicothe 
cost  each  resident  22.7  cents  for  the  year  1935, 
Dr.  R.  E.  Bower,  health  commissioner,  recently  re- 
ported to  the  board  of  health. 

Toledo — Dr.  C.  W.  Mahoney,  health  commis- 
sioner of  Medina  County,  has  been  appointed 
health  commissioner  of  Lucas  County,  succeeding 
Dr.  M.  R.  Kukuk. 

New  Philadelphia — Dr.  Joseph  Blickensderfer, 
who  has  been  health  commissioner  for  Tus- 
carawas County  since  1922,  was  elected  to  fill  the 
post  for  another  year. 

Galion — Dr.  J.  George  Mannhardt  has  been  re- 
appointed health  commissioner. 

Marion — “Problems  of  the  Health  Department 
and  the  Welfare  Department  as  Affected  by  the 
Social  Security  Act”  was  the  subject  discussed  by 
Dr.  A.  L.  Van  Horn,  chief  of  the  Bureau  of  Child 
Hygiene  of  the  State  Health  Department,  at  a dis- 
trict meeting  of  health  and  welfare  workers. 

Gallipolis — Dr.  Serge  Androp,  resident  physi- 


cian at  Ohio  Hospital  for  Epileptics  for  13  years, 
has  resigned  to  accept  a position  in  the  East. 

Dayton — “Artificial  Fever  Therapy”  was  dis- 
cussed by  Dr.  Walter  E.  Simpson  at  a meeting  of 
the  Wayne  County  Medical  Society,  Detroit,  Mich., 
January  6. 

Columbus — At  a meeting  of  the  Medical  Review 
Club  January  8,  Dr.  Albert  D.  Frost  spoke  on 
“Disease  of  the  Optic  Nerve”. 

Akron — The  Summit  County  Medical  Society 
has  three  father-and-son  membership  combina- 
tions— Drs.  R.  B.  and  G.  E.  Chamberlin  of  Twins- 
burg;  Drs.  A.  D.  and  D.  M.  Traul,  and  Drs.  L.  E. 
and  A.  W.  H.  Brown,  Akron. 

Columbus — Dr.  A.  C.  Furstenberg,  dean  of  the 
University  of  Michigan  Medical  School  addressed 
a dinner  meeting  of  the  Ophthalmological  and 
Otolaryngological  Society,  January  6,  on  the  sub- 
ject of  “Meniere’s  Syndrome”. 

Toledo — Drs.  F.  M.  Douglass,  L.  F.  Smead  and 
Wm.  A.  Neill  were  guest  discussants  at  a meeting 
of  the  Detroit  branch  of  the  American  Urological 
Association  held  at  the  Academy  of  Medicine 
Building  here,  January  23. 

Bowling  Green — Dr.  R.  N.  Whitehead  is  presi- 
dent of  the  Kiwanis  Club  for  1936. 

Woodville — Dr.  and  Mrs.  Frank  G.  Blanchard 
celebrated  their  golden  wedding  anniversary  on 
December  16. 

Dayton — The  recently  formed  organization  of 
veterans  of  the  Rainbow  Division  has  been  named 
the  “Frederick  K.  Kislig”  chapter,  in  honor  of  the 
late  Dr.  Frederick  K.  Kislig,  who  served  as  sur- 
geon to  the  Ohio  contingent  of  the  division  in 
France.  Dr.  Kislig  was  a former  president  of  the 
Montgomery  County  Medical  Society.  Dr.  R. 
Dean  Dooley  is  vice-president  of  the  new  chapter. 

Leipsic — Fire  of  undetermined  origin  caused 
heavy  damage  to  the  offices  of  Dr.  W.  D.  Hickey 
recently. 

Columbus — Dr.  Link  M.  Murphy  is  the  new 
chairman  of  the  general  staff  of  White  Cross  Hos- 
pital. Other  officers  are:  Dr.  Harry  E.  LeFever, 
vice-president,  and  Dr.  J.  P.  Bolton,  secretary- 
treasurer.  A memorial  service  was  held  at  the 
hospital  on  January  8 for  the  following  members 
who  died  during  the  past  year:  Dr.  O.  L.  Baldwin, 
Dr.  E.  C.  Brock,  Dr.  Fred  Clark  and  Dr.  C.  W. 
Mummert. 

Cincinnati — Officers  of  the  staff  of  St.  Mary 
Hospital  for  1936  are:  Dr.  Theodore  H.  Wenning, 
president;  Dr.  J.  T.  Clear,  vice-president,  and  Dr. 
K.  V.  Kitzmiller,  secretary-treasurer. 


170 


February,  1936 


Status  of  Nation’s  Health 


171 


Interesting  Data  on  State  of  the  Nation’s 
Health  Issued  by  the  Surgeon-General 

Health  conditions  in  general  remained  good 
during  the  year  ended  June  30,  1935,  according  to 
the  annual  report  of  the  United  States  Public 
Health  Service  recently  issued  by  Surgeon-Gen- 
eral Hugh  S.  Cumming. 

For  the  calendar  year  1934  the  preliminary 
death  rate  was  10.9  per  1000  population,  slightly 
higher  than  in  1933,  in  which  year  the  rate  was 
10.5,  but  lower  than  any  recorded  rate  earlier 
than  1932,  when  the  death  rate  was  10.8  per  1000. 

It  is  of  especial  interest  that  the  birth  rate  in- 
creased in  1934,  being  three  per  cent  higher  than 
in  1933.  There  were  approximately  94,000  more 
babies  born  in  the  United  States  in  1934  than  in 

1933.  The  birth  rate  in  this  country  has  been  de- 
creasing for  several  decades. 

The  infant  mortality  rate  (deaths  of  infants 
under  one  year  of  age  per  1000  live  births),  in- 
creased slightly  in  1934  as  compared  with  1933, 
the  rates  for  these  years  being  59.9  in  1934  and 
58.2  in  1933,  but  the  1934  rate  was  lower  than 
the  rate  for  any  year  earlier  than  1932. 

The  death  rates  from  typhoid  fever  and  diph- 
theria for  the  calendar  year  1934  were  both  3.3 
per  100,000  population.  For  comparison  in  show- 
ing what  has  been  accomplished  in  the  past  34 
years,  in  1900  the  death  rate  from  typhoid  fever 
was  35.9  per  100,000  and  the  diphtheria  rate  was 
43.3.  In  other  words,  there  were  91,000  fewer 
deaths  from  these  two  causes  in  1934  than  would 
have  occurred  if  the  1900  rates  had  prevailed. 

The  tuberculosis  death  rate  continued  to  de- 
crease, and  the  1934  rate  of  56.2  per  100,000  popu- 
lation was  the  lowest  ever  recorded  by  the  Pub- 
lic Health  Service. 

Neither  cholera  nor  yellow  fever  appeared  in  the 
United  States  during  1934,  but  about  1,000  cases 
of  cholera  were  reported  in  the  Philippine  Islands. 

The  incidence  of  measles  increased  in  1934  as 
compared  with  1933,  and  this  increase  continued 
into  1935.  For  the  first  13  weeks  of  the  latter 
year  650,000  cases  were  reported,  as  compared 
with  an  average  of  387,000  for  the  corresponding 
period  of  the  seven  preceding  years. 

The  death  rate  from  pellagra,  which  has  been 
decreasing  since  1928,  continued  the  decline 
through  1934,  the  rate  being  3.2  per  100,000  popu- 
lation as  compared  with  3.6  in  1933  and  3.9  in 
1932. 

A total  of  5,371  cases  of  smallpox  was  reported 
to  the  Public  Health  Service  for  the  calendar  year 

1934,  the  smallest  number  for  any  year  since 
records  have  been  kept.  In  ten  states  and  the 
District  of  Columbia  no  case  of  smallpox  was  re- 
ported in  1934. 

During  the  year  254,551  cases  of  syphilis  and 
161,810  cases  of  gonorrhea  were  reported  to  the 
Public  Health  Service  by  state  health  depart- 
ments. The  Surgeon  General’s  report  points  out, 


however,  that  these  figures  do  not  represent  the 
true  conditions  regarding  the  prevalence  of 
venereal  diseases,  as  special  surveys  indicate  that 
there  are  approximately  518,000  new  cases  of 
syphilis  in  the  United  States  each  year  and 
1,555,000  cases  of  gonorrhea. 


Veteran  Sets  Example  For 
Medical  Neophytes 

The  Fact  that  medical  organiza- 
tion has  an  appeal  to  physicians  of  all 
ages  and  with  varying  degrees  of  ex- 
perience is  exemplified  by  the  active 
interest  maintained  by  Dr.  R.  B. 
Cameron,  Defiance. 

Dr.  Cameron’s  1936  dues  in  the 
State  Association  were  certified 
shortly  after  the  first  of  the  year  by 
the  secretary-treasurer  of  the  De- 
fiance County  Medical  Society. 

Shortly  before,  the  press  had  car- 
ried an  announcement  that  on  De- 
cember 13  he  had  celebrated  his  90th 
birthday  and  had  completed  his  62nd 
year  in  the  practice  of  medicine. 

Dr.  Cameron  was  born  at  Bryan ; 
studied  medicine  under  his  uncle,  Dr. 
Huston  Russell,  Evansport;  gradu- 
ated from  Starling  Medical  College 
in  1873;  began  practice  at  Evans- 
port; practiced  in  Jewell  from  1882 
to  1916  when  he  moved  to  Defiance 
where  he  still  maintains  an  office. 

He  has  been  prominent  in  Masonic 
circles  for  many  years;  is  a former 
member  of  the  State  Legislature ; and 
has  been  a member  of  the  Defiance 
County  Medical  Society  and  the  State 
•Association  during  practically  all  of 
his  career. 


Dr.  Mahla,  Marion,  New  Assistant 
State  Health  Director 

Dr.  F.  E.  Mahla,  Marion,  has  been  appointed 
Assistant  Director  of  the  State  Department  of 
Health,  succeeding  James  E.  Bauman,  Columbus, 
who  had  served  the  department  in  various  capaci- 
ties for  43  years. 

Dr.  Mahla  began  the  practice  of  medicine  in 
Marion  in  1915,  following  graduation  from  the 
College  of  Medicine,  Ohio  State  University. 

In  recent  years  he  has  specialized  in  pediatrics, 
after  postgraduate  study  in  that  field.  During 
the  World  War,  Dr.  Mahla  was  a lieutenant  in  the 
medical  corps  of  the  U.  S.  Army.  At  the  time  of 
his  enlistment  he  was  coroner  of  Marion  County. 
Dr.  Mahla  is  a past  president  and  member  of  the 
Marion  Academy  of  Medicine;  also  the  Ohio  State 
Medical  Association  and  the  American  Medical 
Association. 
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Ohio  Facilities  for  Combating  Tuber- 
culosis Analyzed  in  Report 

A report,  published  in  the  December  7,  1935, 
issue  of  The  Journal  of  the  American  Medical 
Association,  gives  in  detail  the  results  of  a survey 
of  1240  tuberculosis  hospitals,  sanatoriums,  tuber- 
culosis departments  and  preventoriums  in  the 
United  States,  conducted  by  the  Council  on  Medi- 
cal Education  and  Hospitals  of  the  American 
Medical  Association,  in  cooperation  with  the 
American  Sanatorium  Association,  the  National 
Tuberculosis  Association,  state  departments  of 
health  and  state  tuberculosis  associations. 

Results  of  the  survey  in  Ohio  are  summarized 
as  follows: 

Ohio  has  4,670  beds  for  tuberculosis:  3,214 
sanatorium  beds,  60  beds  in  a separate  preventor- 
ium and  1,396  in  tuberculosis  departments  of 
other  hospitals.  There  are  twenty-one  sana- 
toriums: one  state,  fourteen  county,  one  muni- 
cipal, one  city  and  county,  and  four  private. 

The  state  sanatorium  has  240  beds,  the  county 
sanatoriums  2,178,  the  municipal  sanatoriums  48, 
the  city  and  county  sanatoriums  462,  and  the 
private  sanatoriums  286. 

There  are  additional  tuberculosis  facilities  in 
three  federal  hospitals  (273  beds),  thirteen  state 
institutions,  a county  home,  three  general  city 
hospitals  and  fifteen  private  institutions. 

Fourteen  general  hospitals  reported  808  beds 
for  tuberculosis  and  five  state  institutions  for 
mental  diseases  reported  519  beds. 

Of  the  twenty-one  sanatoriums,  twenty  have 
X-ray  departments,  fluoroscopic  equipment,  clini- 
cal laboratories  and  pneumothorax  facilities.  The 
sanatoriums  administered  30,496  pneumothorax 
treatments. 

The  Ohio  State  Department  of  Health  reported 
3,506  deaths  from  all  forms  of  tuberculosis  in 
1934.  The  tuberculosis  death  rate  was  76.14  in 
1925  and  49.96  in  1934.  New  cases  of  tuberculosis 
reported  in  1934  total  7,010. 

During  the  twelve  months  period  covered  by 
this  report  there  were  5,908  patients  admitted, 
7,861  treated  and  4,183  discharged.  The  average 
daily  census  of  patients  was  3,509,  and  there  were 
4,198  patients  present  in  all  tuberculosis  institu- 
tions on  the  day  of  reporting.  The  sanatoriums 
admitted  3,444  patients,  the  tuberculosis  depart- 
ments 2,264,  and  one  preventorium  200. 

Twelve  sanatoriums  maintain  outpatient  de- 
partments. The  state  department  of  health  re- 
ported ten  diagnostic  chest  clinics  in  nine  counties 
during  1933. 

The  tuberculosis  institutions  in  Ohio  have  a re- 
placement valuation  of  approximately  $17,784,- 
715.98.  Their  annual  maintenance  expenditure  is 
$3,641,486.75.  The  sanatoriums  are  valued  at 
$12,324,801.99  and  expend  annually  about  $2,- 
269,524.75. 

— oSM  J — 

The  practice  of  attorneys  charging  a fee  con- 
tingent on  obtaining  workmen’s  compensation  for 
their  clients,  was  outlawed  by  a recent  decision 
of  the  Ohio  Supreme  Court.  (Adkins  v.  Staker, 
et  al.,  130  O.S.,  No.  25326). 


Right  now  is  an  appropriate  time 
for  every  physician  to  take  an  “I- 
want-to-know”  attitude  in  connection 
with  the  political  situation  in  his 
community. 

The  party  primaries  will  be  held  in 
May  when  party  candidates  for  state 
and  county  offices  will  be  selected — 
including  the  State  Legislature. 

Why  not  find  out  something  about 
aspirants  for  public  offices  NOW  and 
encourage  qualified  citizens  of  your 
community  to  become  candidates. 

The  medical  profession  as  a group 
should  NOT  engage  in  partisan  poli- 
tics but  it  SHOULD  take  an  active 
interest  in  seeing  that  competent  per- 
sons are  elected  to  public  offices. 


Ohio  Hospitals  Given  O.  K. 

The  Council  on  Medical  Education  and  Hos- 
pitals of  the  American  Medical  Association  has 
given  its  approval  to  the  following  Ohio  hospitals, 
since  the  publication  of  the  last  previous  list  in 
the  October,  1935,  issue  of  The  Journal. 

Approved  for  interne  training — Evangelical  Lu- 
theran Hospital,  Cleveland,  and  Good  Samaritan 
Hospital,  Dayton. 

Reinstated  to  approved  interneship  list — St. 
Mary’s  Hospital,  Cincinnati,  and  Mount  Carmel 
Hospital,  Columbus. 

Approved  for  residencies  in  specialties — Long- 
view State  Hospital,  Cincinnati,  (psychiatry). 

Approved  for  additional  residencies — Jewish 
Hospital,  Cincinnati  (radiology). 

— OSMJ  — 

Physician  Wins  Phone  Verdict 

According  to  the  Ohio  Telephone  News,  failure 
to  list  the  name  of  Dr.  Harris  H.  Vail,  Cincin- 
nati, in  the  telephone  classified  directory  in  1932, 
was  responsible  for  a verdict  against  the  Cin- 
cinnati & Suburban  Bell  Telephone  Company  and 
the  Reuben  H.  Donnelly  Corporation,  Cincinnati, 
printers  of  the  directory,  for  $3,000,  by  a jury  in 
the  Hamilton  County  Common  Pleas  Court,  Judge 
Fred  L.  Hoffman  presiding. 

Dr.  Vail  asked  for  $25,000,  saying  that  he  had 
had  a telephone  installed  April  1,  1930,  and  that 
in  1932  his  name  was  omitted  from  the  classi- 
fication of  physicians  and  surgeons,  despite 
the  fact  that  he  wrote  the  company  about  the 
omission  in  April,  1932.  He  alleged  he  had  suf- 
fered loss  of  business  and  humiliation. 


ACTIVITIES  OF  COUNTY  SOCIETIES 


First  District 

(COUNCILOR:  PARKE  G.  SMITH,  M.D.,  CINCINNATI) 

BUTLER 

Dr.  Martin  H.  Fischer,  Cincinnati,  discussed 
“Degenerative  Diseases’’  at  a meeting  of  the 
Butler  County  Medical  Society,  December  18,  at 
the  Mercy  Hospital  Nurses’  Home,  Hamilton.  The 
following  officers  were  elected  for  1936:  Presi- 
dent, Dr.  V.  E.  Roden,  Hamilton;  vice-president, 
Dr.  Walter  A.  Reese,  Middletown;  secretary- 
treasurer  and  correspondent  for  The  Joui'nal,  Dr. 
Harry  F.  Deubel,  Hamilton;  legislative  commit- 
teeman, Dr.  Clifford  Stuhlmueller,  Hamilton; 
medical  defense  committeeman,  Dr.  Harry  N. 
Ward,  Hamilton;  delegate,  Dr.  W.  E.  Griffith, 
Hamilton;  alternate,  Dr.  E.  T.  Storer,  Middle- 
town. — Harry  F.  Deubel,  M.D.,  secretary. 

CLINTON 

Members  of  the  Clinton  County  Medical  So- 
ciety and  guests  from  adjoining  counties  were 
addressed  by  Dr.  M.  A.  Blankenhorn,  University 
of  Cincinnati,  on  “General  Aspects  of  Deficiency 
Diseases”  at  a dinner  meeting,  January  8,  at  the 
General  Denver  Hotel,  Wilmington. — News  clip- 
ping. 

HAMILTON 

The  following  programs  were  presented  by  the 
Academy  of  Medicine  of  Cincinnati  during  Jan- 
uary. 

January  7 — Dr.  William  S.  Middleton,  dean  of 
the  College  of  Medicine  and  professor  of  medicine, 
University  of  Wisconsin,  “Postoperative  Pulmon- 
ary Complications”. 

January  14 — Dr.  F.  K.  Harder,  “The  Renais- 
sance of  Gout”.  Discussants:  Dr.  Moses  Salzer 
and  Dr.  Nathan  Flax.  Dr.  Arthur  G.  King,  “A 
Study  of  Dry  Labor”.  Discussant:  Dr.  James  M. 
Pierce. 

January  21 — Dr.  H.  H.  Vail,  “Neuralgia  of  the 
Face  and  Head”.  Discussant:  Dr.  B.  N.  Carter. 
Dr.  Leon  Goldman,  “Precancerous  Skin  Lesions”. 
Discussants:  Drs.  Wm.  M.  Miller,  Elmore  B. 

Tauber  and  Daniel  J.  Kindel. 

January  28 — Case  Reports— Dr.  A.  M.  Wigser, 
“Urticaria  and  Angioneurotic  Oedema  of  Unde- 
termined Origin  Treated  with  Parathyroid”.  Dr. 
Stuart  Biltz,  “A  Case  of  Meningococcus  Menin- 
gitis Treated  only  with  Intravenous  Antitoxin”. 
Dr.  L.  B.  Johnston,  “A  Case  of  Bile  Peritonitis 
Without  Apparent  Perforation  of  the  Biliary 
Tract”.  Dr.  L.  H.  Schriver,  “Accessory  Spleen 
Simulating  Peritoneal  Sarcoma”.  Dr.  Samuel 


Seitz,  “A  Case  of  Malignancy  of  the  Hard  Palate”. 
— Bulletin. 

HIGHLAND 

The  regular  monthly  meeting  of  the  Highland 
County  Medical  Society  was  held  January  1,  at 
the  Hotel  Parker,  Hillsboro.  Dr.  Daniel  J.  Kindel, 
Cincinnati,  gave  an  address  on  “Common  Skin 
Diseases”. — News  clipping. 

Second  District 

. (COUNCILOR:  D.  W.  HOGUE,  M.D.,  SPRINGFIELD) 

MIAMI 

A joint  meeting  of  the  Miami  and  Shelby 
County  Medical  Societies  was  held  at  Stouder 
Hospital,  Troy,  January  2.  Dr.  A.  Graeme 
Mitchell,  professor  of  pediatrics,  University  of 
Cincinnati,  College  of  Medicine,  discussed  “Nutri- 
tional Requirements  and  How  to  Fulfill  Them”. — 
G.  A.  Woodhouse,  M.D.,  secretary. 

MONTGOMERY 

“Bio-physics  As  It  Applies  to  Medicine”  was 
the  subject  of  an  address  made  by  Dr.  George  S. 
Sperti,  director  of  Institutum  Divi  Thomae,  Cin- 
cinnati, at  a meeting  of  the  Montgomery  County 
Medical  Society,  January  17,  at  the  Chemistry 
Lecture  Hall,  University  of  Dayton. — Bulletin. 

SHELBY 

Officers  of  the  Shelby  County  Medical  Society 
for  1936  are:  President,  Dr.  S.  C.  Yinger;  vice- 
president,  Dr.  Brent  Welch;  secretary-treasurer 
and  correspondent  for  The  Journal,  Dr.  A.  B. 
Gudenkauf;  legislative  committeeman,  Dr.  V.  W. 
LeMaster;  medical  defense  committeeman.  Dr.  A. 
W.  Hobby;  delegate,  Dr.  H.  C.  Clayton,  all  of 
Sidney;  alternate,  Dr.  R.  E.  Paul,  Botkins. — A. 
B.  Gudenkauf,  M.D.,  secretary. 

Third  District 

(COUNCILOR:  O.  P.  KLOTZ,  M.D.,  FINDLAY) 

HARDIN 

A symposium  on  “Cancer,  Early  Diagnosis, 
Prevention  and  Treatment”,  was  presented  by 
Drs.  Edward  J.  McCormick,  John  T.  Murphy  and 
Slager  of  Toledo,  at  a meeting  of  the  Hardin 
County  Medical  Society,  held  at  Kenton,  Decem- 
ber 19.  The  following  officers  were  elected  for  the 
ensuing  year:  President,  Dr.  Calvin  G.  Jackson, 
Kenton;  vice-president,  Dr.  G.  S.  Wilcox,  Ada; 
secretary-treasurer,  Dr.  W.  N.  Mundy,  Forest; 
legislative  committeeman,  Dr.  F.  M.  Elliott,  Ada; 
medical  defense  committeeman,  Dr.  R.  G.  Schutte, 
Kenton;  delegate,  Dr.  W.  M.  Brown,  Forest;  al- 
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ternate,  Dr.  Robert  Zeis,  Mt.  Victory. — W.  N. 
Mundy,  M.D.,  secretary. 

MERCER 

Plans  for  the  year  were  discussed  and  a sched- 
ule of  meetings  and  speakers  arranged  at  a well- 
attended  meeting  of  the  Mercer  County  Medical 
Society  held  at  Celina,  December  12.  The  follow- 
ing officers  were  elected  for  1936 : President,  Dr. 
L.  M.  Otis,  Celina;  vice-president,  Dr.  W.  H. 
Thompson,  Celina;  secretary-treasurer,  Dr. 
Frank  E.  Ayers,  Celina;  legislative  committee- 
man, Dr.  M.  L.  Downing,  Rockford;  medical  de- 
fense committeeman,  Dr.  J.  T.  Gibbons,  Celina; 
delegate,  Dr.  Downing;  alternate,  Dr.  L.  N. 
Shroder,  Ft.  Recovery. — Frank  E.  Ayers,  M.D., 
secretary. 

SENECA 

Officers  of  the  Seneca  County  Medical  Society 
for  1936  are:  President,  Dr.  R.  C.  Chamberlain, 
Tiffin;  vice-president,  (this  office  is  vacant,  be- 
cause of  the  death  of  Dr.  Robert  W.  Benner,  Jan- 
uary 4,  and  correspondent  for  The  Journal)  ; sec- 
retary-treasurer, Dr.  E.  F.  Ley,  Tiffin;  legislative 
committeeman,  Dr.  R.  F.  Machamer,  Tiffin;  medi- 
cal defense  committeeman,  Dr.  Wade  K.  Chamber- 
lin, Tiffin;  delegate,  Dr.  E.  H.  Porter,  Tiffin;  alter- 
nate, Dr.  J.  L.  Murphy,  Fostoria. — R.  E.  Hersh- 
berger, M.D.,  Tiffin. 

Fourth  District 

(COUNCILOR:  B.  J.  HEIN,  M.D.,  TOLEDO) 

DEFIANCE 

All  1935  officers  of  the  Defiance  County  Medical 
Society  were  re-elected  to  serve  in  their  same 
capacities  during  1936,  at  a meeting  of  the  so- 
ciety, December  17,  at  Defiance  Hospital.  The 
officers  are:  President,  Dr.  P.  B.  Newcomb,  De- 
fiance; vice-president,  Dr.  D.  J.  Slosser;  secre- 
tary-treasurer, Dr.  H.  B.  Wideman;  delegate,  Dr. 
Slosser;  alternate,  Dr.  Newcomb;  legislative  com- 
mitteeman, Dr.  W.  E.  McKee,  Ney. — H.  B.  Wide- 
man, M.D.,  secretary. 

LUCAS 

The  following  programs  were  presented  by  the 
Toledo  Academy  of  Medicine  during  January: 

January  10 — Section  of  Pathology,  Experimen- 
tal Medicine  and  Bacteriology,  Academy  Building. 
Symposium  on  Cardiovascular  Lues:  “Pathology”, 
by  Dr.  T.  L.  Ramsey;  “Symptoms  and  Diagnosis”, 
by  Dr.  F.  C.  Clifford;  “Therapy”,  by  Dr.  A.  F. 
R.  James. 

January  17 — Medical  Section,  Academy  Build- 
ing: “Rheumatic  Carditis  in  Children”,  by  Dr.  L. 
I.  Clark;  Discussant,  Dr.  F.  C.  Clifford;  “The 
Heart — Practical  Considerations”,  by  Dr.  T.  W. 
Durbin;  Discussant,  Dr.  J.  L.  Kobacker. 

January  31 — Eye,  Ear,  Nose  and  Throat  Sec- 
tion, Academy  Building.  “Papilloedema,  with  Lan- 


tern Slide  Demonstration”,  by  Dr.  Albert  D. 
Frost,  professor  of  ophthalmology,  Ohio  State 
University  College  of  Medicine,  Columbus. — Bul- 
letin. 

PAULDING 

At  the  annual  meeting  of  the  Paulding  County 
Medical  Society  held  at  Payne,  December  20,  the 
following  officers  were  elected  for  1936:  Presi- 
dent, Dr.  K.  C.  Evans,  Payne;  vice-president,  Dr. 
Ernest  Kohn,  Grover  Hill;  secretary-treasurer 
and  correspondent  for  The  Journal,  Dr.  F.  A. 
McCammon,  Payne;  legislative  committeeman, 
Dr.  R.  H.  Mouser,  Paulding;  medical  defense  com- 
mitteemen, Dr.  J.  A.  Mouser,  Latty,  and  Dr.  T.  P. 
Fast,  Grover  Hill;  delegate,  Dr.  L.  R.  Fast,  Pauld- 
ing; alternate,  Dr.  R.  H.  Mouser,  Paulding. — F. 
A.  McCammon,  M.D.,  secretary. 

SANDUSKY 

Dr.  J.  I.  Appleby,  Bellevue,  spoke  on  “The 
Medical  and  Surgical  Clinics  of  Vienna”,  at  a 
meeting  of  the  Sandusky  County  Medical  Society 
held  at  the  City  Hall,  Bellevue,  December  12.  At 
U.  business  session  the  following  officers  were 
elected  for  the  ensuing  year:  President,  Dr.  J.  L. 
Curtin,  Fremont;  vice-president,  Dr.  C.  I.  Kuntz, 
Fremont;  secretary-treasurer  and  correspondent 
for  The  Journal,  Dr.  C.  F.  Culp,  Green  Springs; 
legislative  committeeman,  Dr.  Carl  J.  Wolf,  Fre- 
mont; medical  defense  committeeman,  Dr.  H.  K. 
Shumaker,  Bellevue;  delegate,  Dr.  Charles  J. 
Wehr,  Bellevue;  alternate,  Dr.  J.  I.  Appleby, 
Bellevue. — Carl  J.  Wolf,  M.D.,  secretary. 

WOOD 

The  following  officers  for  1936  were  elected  by 
the  Wood  County  Medical  Society  at  a meeting 
held  at  Bowling  Green,  December  19:  President, 
Dr.  F.  L.  Sterling,  Bowling  Green;  vice-president, 
Dr.  C.  S.  Cavett,  North  Baltimore;  secretary- 
treasurer,  Dr.  R.  N.  Whitehead,  Bowling  Green; 
correspondent  for  The  Journal,  Dr.  H.  J.  Powell, 
Bowling  Green;  legislative  committeeman,  Dr.  D. 

R.  Barr,  Grand  Rapids;  medical  defense  commit- 
teeman, Dr.  Wm.  H.  Rheinfrank,  Perrysburg; 
delegates,  Dr.  F.  V.  Boyle,  Bowling  Green,  Dr.  0. 

S.  Canright,  Haskins;  alternates,  Dr.  P.  F.  Orr, 
Perrysburg,  Dr.  D.  B.  Spitler,  Hoytville. — R.  N. 
Whitehead,  M.D.,  secretary. 

Fifth  District 

(COUNCILOR:  A.  A.  JENKINS,  M.D.,  CLEVELAND) 

ASHTABULA 

“Clinical  Varieties  in  Thyrotoxicosis”,  was  the 
subject  discussed  by  Dr.  Theron  S.  Jackson,  Cleve- 
land, at  a meeting  of  the  Ashtabula  County  Medi- 
cal Society,  held  at  Broadway  Inn,  Geneva,  De- 
cember 11.  The  following  officers  were  elected 
for  the  ensuing  year:  President,  Dr.  E.  H.  Mer- 
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PROTECTING  THE 

EXPECTANT  MOTHER 


J^Jormal  pregnancy  has  its  disturbances.  During  the  first  half  of  preg- 
nancy the  woman’s  metabolic  rate  is  not  changed.  After  the  fourth  month  it 
gradually  increases  to  23  % above  her  norm.  Caloric  increase  in  the  diet  is  thus 
necessary  after  the  fourth  month. 

But  vomiting  of  pregnancy  interferes!  The  condition  is  looked  upon 
today  as  a disturbance  in  carbohydrate  metabolism.  Upon  this  assumption  is 
based  the  present-day  treatment  by  carbohydrate  diet.  The  early  introduction 
of  small  carbohydrate  meals  at  3 hour  intervals  helps  prevent  this  disturbance. 
Karo  added  to  foods  and  fluids  prevents  glycogen  depletion  and  ketosis. 

The  enlarging  of  the  uterus  further  produces  reflex  vomiting  and  unless 
carbohydrate  is  taken  throughout  the  day  to  maintain  the  blood  sugar  at  a 
high  level,  ketosis  results.  This  aggravates  the  vomiting,  frequently  beyond 
control,  because  of  the  inability  of  the  damaged  liver  in  pregnancy  to  resist 
ketosis.  Karo  helps  provide  the  expectant  mother  with  readily  assimilated 
sugars  preventive  of  ketosis.  Karo  consists  of  dextrins,  maltose  and  dextrose 
(with  a small  percentage  of  sucrose  added  for  flavor),  not  readily  fermentable, 
rapidly  absorbed  and  effectively  utilized. 


Corn  Products  Consulting  Service  for 
Physicians  is  available  for  further  clinical  in- 
formation regarding  Karo.  Please  Address: 
Corn  Products  Sales  Company,  Dept.  , 
1 7 Battery  Place,  New  York  City. 
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rell,  Geneva;  vice-president,  Dr.  J.  H.  Park, 
Ashtabula;  secretary-treasurer  and  correspondent 
for  The  Journal,  Dr.  M.  R.  Martin,  Geneva;  legis- 
lative committeeman,  Dr.  R.  B.  Wynkoop,  Ashta- 
bula; delegate,  Dr.  Wynkoop;  alternate,  Dr.  P.  J. 
(Hollander,  Ashtabula. — M.  R.  Martin,  M.D.,  secre- 
tary. 

CUYAHOGA 

The  Academy  of  Medicine  of  Cleveland  pre- 
sented the  following  programs  during  January: 

January  3 — Clinical  and  Pathological  Section. 
Prentiss  Auditorium,  St.  Luke’s  Hospital:  “Rag- 
weed Dermatitis”,  by  Dr.  M.  London;  “Osteo- 
genesis Imperfecta”,  by  Dr.  R.  A.  Reading; 
“Cretinism  in  Sisters”,  by  Dr.  J.  A.  Garvin; 
“Ulcerative  Ileocolitis”,  by  Dr.  W.  C.  Fargo; 
“Dermatological  Cases”,  by  Dr.  Robert  Barney; 
“Arterial  Embolism;  Femoral  Thrombosis; 
Monckeberg  Sclerosis;  Torn  Profunda  Femoris”, 
by  Dr.  Herman  Shube;  “Blood  Chemical  Studies 
in  Two  Cases  of  Renal  Disease”,  by  Dr.  C.  T. 
Way;  “Tuberculosis  in  an  Ectopic  Kidney”,  by 
Dr.  D.  W.  McIntyre;  “Metastasis  in  Rectal  Wall 
from  Unsuspected  Gastric  Carcinoma”,  by  Dr. 

R.  S.  McGinnis;  “Resection  of  Colon  for  Ulcer- 
ative Ileocolitis”,  by  Dr.  A.  F.  Sydow. 

January  10 — Joint  Meeting.  Experimental 
Medicine  Section  and  Cleveland  Section  of  the 
Society  for  Experimental  Biology  and  Medicine. 
Institute  of  Pathology.  (Program  arranged  by 
Department  of  Pediatrics). 

“The  Effect  of  Various  Culture  Mediums  on  the 
Morphology  of  the  Hemophilus  Pertussis”,  by  Dr. 
J.  A.  Toomey  and  W.  S.  Takacs,  B.S.  a.  General. 
“Vitamin  B2  Complex”,  by  Dr.  P.  Gyorgy.  b.  Spe- 
cial. B6  in  Acrodynia-like  Dermatitis  of  Rats; 
P.  P.  in  Canine  Black  Tongue  and  Human  Pella- 
gra; “Studies  on  the  Carotinaemia  in  Diabetes, 
and  on  the  Absorption  of  Carotene”,  by  Dr.  W.  Hey_ 
mann;  “The  Effect  of  Bile  Duct  Ligation  in  Rats 
on  the  Therapeutic  Efficacy  of  Parenterally  Ad- 
ministered Irradiated  Ergosterol”,  by  Dr.  W. 
Heymann ; “Rickets  in  Rhesus  Macaques”,  by  Dr. 
H.  J.  Gerstenberger,  Dr.  D.  N.  Smith,  Dr.  H. 
Goldblatt,  Dr.  E.  F.  Bright,  E.  E.  Chapman,  and 
C.  E.  Rose.  “Spasmophilia  in  Rhesus  Macques”, 
by  Dr.  H.  J.  Gerstenberger,  D.  N.  Smith,  Dr.  A. 
J.  Horesh,  F.  Beal  and  D.  G.  Shields. 

January  14 — Pediatric  Section — Akron  Chil- 
dren’s Hospital.  Program  presented  by  members 
of  Summit  County  Medical  Society. 

“Muscular  Dystrophy”,  by  Dr.  Carl  E.  Krill; 
“Precocious  Sex  Development”,  by  Dr.  L.  P. 
Harsh;  “Treatment  of  Congenital  Syphilis”,  by 
Dr.  M.  M.  Miller;  “Sedimentation  Test  in  Ortho- 
pedic Cases”,  by  Dr.  F.  F.  Roberts;  “Hyper- 
pyrexia in  G.  C.  Infection  in  Children”,  by  Dr.  R. 

S.  Friedley;  “Treatment  of  Infantile  Paralysis”, 


Kreemex  Pancake  Flour 

and 

Kreemex  Buckwheat  Flour 


Both  accepted  by  A.  M.  A. 

Each  flour  is  composed  of  wheat, 
soya,  dextrose,  corn  starch,  phos- 
phate and  soda.  Kreemex  Pancake 
contains  wheat  flour.  Kreemex  Buck- 
wheat contains  buckwheat  and  wheat 
flour. 

The  creamy  soya  flour  used  in  this 
wholesome  preparation  adds  a nut 
like  flavor.  It  is  wholesome  and 
nutritious. 

Soya  Makes  The  Difference 

If  Your  Local  Grocer  Does  Not  Have 
on  Sale  Notify 

The  O'Brien  Milling  Co. 

Greenville,  Ohio 

Division  — Allied  Mills,  Inc. 


WEHR  DAIRY  VITAMIN  D PAS- 
TEURIZED MODIFIED  MILK 

contains  400  U.S.P.  Units  Per  Quart. 

The  Vitamin  D Concentrate  used  is 
extracted  from  Cod  Liver  Oil  by  the 
DR.  ZUCKER  of  Columbia  Univer- 
sity Process  and  proved  by  their 
Biological  Survey. 

WEHR  DAIRY,  INC. 

725  East  Ave.  Hamilton,  Ohio 


DIABETICS  Should  Die 

From  Old  Age — After  a 
Useful  Life  . . . 

CURDOLAC  FOODS 
for  Diabetics  aid  in  rebuilding 
health 

WAUKESHA,  WISCONSIN 

325  E.  Broadway 
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The 

Philadelphia  County  Medical  Society 

announces  a 

Post  Graduate  Institute 

to  be  held  at  the 

Bellevue-Stratford  Hotel 
in 

PHILADELPHIA 

April  20  to  24,  1936 

A program  of  great  interest  to  the  members  of  the  pro- 
fession particularly  those  IN  GENERAL  PRACTICE 
has  been  prepared. 

The  lecturers  have  been  selected  from  the  FOREMOST 
TEACHERS  in  this  great  medical  center. 

For  further  information  address 

POST  GRADUATE  INSTITUTE 

PHILADELPHIA  COUNTY  MEDICAL  SOCIETY 
21st  and  Spruce  Streets 
PHILADELPHIA.  PA. 
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by  Dr.  W.  A.  Hoyt;  “Hyperpyrexia  in  the  Treat- 
ment of  Chorea”,  by  Dr.  Jos.  Ulrich;  “Hypogly- 
cemia”, by  Dr.  J.  G.  Kramer. — Bulletin. 

ERIE 

Officers  of  the  Erie  County  Medical  Society  for 
1936  are:  President,  Dr.  F.  C.  Burket;  vice-presi- 
dent, Dr.  J.  A.  Yochem;  secretary- treasurer  and 
correspondent  for  The  Journal,  Dr.  R.  M.  Knoble; 
legislative  committee,  Dr.  C.  A.  Shimansky, 
chairman,  Dr.  W.  F.  Burger,  Dr.  C.  A.  Swanbeck; 
medical  defense  committee,  Dr.  H.  N.  Sarchet, 
chairman,  Dr.  A.  R.  Grierson,  Dr.  J.  D.  Parker; 
delegate,  Dr.  Grierson;  alternate,  Dr.  V.  A.  Kil- 
loran.  All  the  officers  are  from  Sandusky,  ex- 
cept Dr.  Swanbeck,  Huron. — Ross  M.  Knoble, 
M.D.,  secretary. 

Huron 

The  Huron  County  Medical  Society  has  elected 
the  following  officers  for  1936:  President,  Dr.  L. 
H.  Hayhurst,  Greenwich;  vice-president,  Dr.  L.  H. 
Whisler,  Willard;  secretary- treasurer,  Dr.  C.  B. 
Thomas;  legislative  committeeman,  Dr.  G.  F. 
Linn,  Norwalk;  delegate,  Dr.  O.  J.  Nicholson, 
Norwalk;  alternate,  Dr.  A.  H.  Kimmel,  Norwalk. 
— C.  B.  Thomas,  M.D.,  secretary. 

LAKE 

The  following  Painesville  physicians  have  been 
elected  officers  of  the  Lake  County  Medical  So- 
ciety for  1936:  President,  Dr.  J.  M.  York;  vice- 
president,  Dr.  F.  J.  Dineen;  secretary-treasurer 
and  correspondent  for  The  Journal,  Dr.  B.  S. 
Park;  legislative  committeeman,  Dr.  William  P. 
Ellis;  medical  defense  committeeman,  Dr.  B.  T. 
Church;  delegate,  Dr.  V.  N.  Marsh;  alternate,  Dr. 
C.  B.  Elliott. — Mabel  L.  Pearce,  M.D.,  retiring 
secretary. 

LORAIN 

Dr.  Robert  A.  H.  Stack,  Lorain,  addressed  the 
Lorain  County  Medical  Society,  on  “Goiter”,  Jan- 
uary 14,  at  Elyria. — L.  H.  Trufant,  secretary. 

MEDINA 

A resolution  protesting  any  attempt  by  the 
Legislature  to  tax  professional  services  was 
passed  by  the  Medina  County  Medical  Society 
November  14.  The  following  officers  were  elected 
for  the  ensuing  year:  Dr.  Frank  C.  Reutter, 

Spencer;  vice-president,  Dr.  Thos.  W.  Mahoney, 
Medina;  secretary- treasurer  and  correspondent 
for  The  Journal , Dr.  James  K.  Durling,  Wads- 
worth; legislative  committeeman,  Dr.  H.  P.  H. 
Robinson,  Medina;  medical  defense  committeeman, 
Dr.  Robinson;  delegate,  Dr.  R.  L.  Mansell,  Me- 
dina; alternate,  Dr.  M.  F.  Miller,  Wadsworth. — 
J.  K.  Durling,  M.D.,  secretary. 

Sixth  District 

(COUNCILOR : W.  M.  SKIPP,  M.D.,  YOUNGSTOWN) 

ASHLAND 

Members  of  the  Ashland  Dental  Society  were 
guests  of  the  Ashland  County  Medical  Society  at 


CONSIDER  THIS  MATTER  OF  SUPPORT 


MANY  physicians  agree  that  there  are  certain 
situations  in  which  the  muscles  and  connective 
tissues  are  unable  to  do  their  work,  as  for  instance— in 
some  cases  of  pregnancy,  visceroptosis,  hernia,  sacro- 
iliac disturbances,  postoperative  conditions  and  the 
like.  When  either  abdominal  or  back  support  is  deemed 
by  the  physician  requisite  to  a return  to  physiologic 
balance  . . . and  a fabric  garment  is  prescribed  for  this 
purpose  . . . the  great  difficulty— it  will  be  admitted— is 
to  secure  supports  that  are  scientifically  constructed, 
reasonably  priced  and  properly  fitted  to  the  individual. 
It  has  been  the  definite  objective  of  S.  H.  Camp  and 
Company  for  over  a quarter  of  century  to  manufacture 
supports  with  these  qualifications. 

The  attainment  of  these  three  desiderata  has  involved 
many  busy  years  of  research  and  collaboration  with 
leading  surgeons,  gynecologists,  obstetricians,  internists 
and  orthopedists.  To  heed  the  stern  dictates  of  eminent 
physicians  for  trial  and  retrial,  to  adhere  to  Camp 
standards  of  quality  of  merchandise  and  workmanship, 
and  at  the  same  time  to  keep  manufacturing  costs— and 
therefore  retail  price— within  reasonable  bounds  has 
represented  an  achievement  of  no  mean  proportions. 

To  insure  the  proper  fitting  of  supports,  to  acquaint 
the  profession  with  Camp  models  and  to  keep  both 
physicians  and  fitters  apprised  of  new  garments,  it  has 
been  necessary  to  establish  the  Camp  Professional  Sup- 
port Service.  With  the  development  of  this  Service  and 
the  excellence  of  Camp  Supports  has  been  won  the 
approval  of  such  organizations  as  the  American  Medi- 
cal Association  and  the  American  College  of  Surgeons. 

In  the  announcements  which  are  to  be  featured  this 
year,  we  propose  to  explain  in  detail  the  various  phases 
of  the  Camp  Professional  Support  Service  . . . how  each 
factor  in  the  Service  helps  to  solve  this  matter  of  sup- 
ports—to  provide  garments  scientifically  constructed, 
reasonably  priced  and  properly  fitted  to  the  individual. 

S.  H.  CAMP  & COMPANY,  JACKSON,  MICH. 

Aianujacturers 

Chicago  New  York  Windsor,  Canada  London,  England 
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THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL 

(ORGANIZED  1881) 

THE  PIONEER  POST-GRADUATE  MEDICAL 
INSTITUTION  IN  AMERICA 


For  the  GENERAL  SURGEON 

A combined  surgical  course  comprising 
General  Surgery,  Traumatic  Surgery,  Ab- 
dominal Surgery,  Gastro-Enterology,  Proct- 
ology. Gynecological  Surgery,  Urological 
Surgery,  Thoracic  Surgery,  Pathology, 
Roentgenology,  Physical  Therapy,  Opera- 
tive Surgery  and  Operative  Gynecology  on 
the  Cadaver. 


OBSTETRICS  AND 
GYNECOLOGY 

A full  time  course.  In  Obstetrics:  Lectures; 
prenatal  clinics;  witnessing  normal  and  opera- 
tive deliveries;  operative  obstetrics  (manikin). 
In  Gynecology:  Lectures;  touch  clinics;  wit- 
nessing operations;  examination  of  patients 
preoperatively ; follow-up  in  wards  postopera- 
tively.  Obstetrical  and  Gynecological  path- 
ology; regional  anesthesia  (cadaver).  Attend- 
ance at  conferences  in  Obstetrics  and  Gynec- 
ology. Operative  Gynecology  on  the  cadaver. 


For  Information  Address 

MEDICAL  EXECUTIVE  OFFICER 

345  West  50th  Street  NEW  YORK  CITY 


Do  You  Treat  CANCER? 

THE  RADIUM  EMANATION  CORPORATION 

MAINTAINS  the  most  efficiently  organized  Radium  laboratory  to 
make  available  to  you,  at  low  cost,  every  facility  for  the  use  of 
Radium  in  your  practice. 

RADON  SEEDS.  Removable  or  permanent.  We  provide  seeds 
of  the  composite  type,  with  Radon  under  leak-proof  glass  seal. 

Filtration  0.3  mm.  of  Platinum. 

APPLICATORS.  Uterine  tubes,  cervical  applicators,  surface 
plaques  properly  prepared  to  meet  the  requirements  of  each  indi- 
vidual case. 

OUR  SERVICE  is  available  to  you  day  and  night  including  Sun- 
days and  holidays.  Your  inquiries  and  orders  will  receive  our 
prompt  and  careful  attention. 

THE  RADIUM  EMANATION  CORPORATION 

GRAYBAR  BLDG.  Tel:  MOhawk  4-6455  NEW  YORK,  N.  Y. 
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a dinner  meeting-  at  Ashland,  December  13.— M.  J. 
Thomas,  M.D.,  retiring  secretary. 

The  society  held  its  first  meeting  of  the  year, 
January  10,  at  Hetler’s  Restaurant,  Ashland.  Fol- 
lowing dinner,  reports  of  unusual  cases  were  pre- 
sented by  various  members.  Active  discussion 
followed  presentations  of  cases  of  trichiniasis  and 
lead  poisoning.  Wives  of  members  of  the  society 
will  be  entertained  at  the  next  meeting,  February 
14. — Malcolm  E.  Miller,  M.D.,  secretary. 

MAHONING 

“The  Echoes  of  Life”  was  the  subject  of  an  ad- 
dress by  Dr.  John  L.  Davis,  pastor  of  the  Wash- 
ington Square  Methodist  Church,  New  York  City, 
at  the  annual  banquet  of  the  Mahoning  County 
Medical  Society  held  at  the  Youngstown  Club, 
January  21. 

Officers  of  the  society  for  1936  are:  President, 
Dr.  L.  G.  Coe;  president-elect,  Dr.  P.  J.  Fuzy; 
vice-president,  Dr.  C.  B.  Norris;  secretary,  Dr.  R. 
B.  Poling;  treasurer,  Dr.  L.  S.  Deitchman;  corre- 
spondent for  The  Journal,  Dr.  J.  A.  Altdoerffer; 
legislative  committeeman,  Dr.  D.  H.  Smeltzer; 
medical  defense  commtteeman,  Dr.  Smeltzer;  dele- 
gates, Dr.  Sidney  McCurdy,  Dr.  Norris;  alter- 
nates, Dr.  W.  K.  Stewart,  Dr.  O.  J.  Walker; 
Editor  of  the  Bulletin,  Dr.  H.  E.  Patrick,  all  of 
Youngstown. — Wm.  M.  Skipp,  M.D.,  retiring  sec- 
retary. 

PORTAGE 

Dr.  J.  N.  Weller,  Akron,  gave  an  interesting 
talk  on  “Socialized  Medicine”  at  a meeting  of  the 
Portage  County  Medical  Society  held  on  January 
2 at  the  office  of  Dr.  E.  M.  Kauffman,  president  of 
the  society,  Kent. — E.  J.  Widdecombe,  M.D.,  sec- 
retary. 

STARK 

A meeting  of  the  Stark  County  Medical  Society 
held  at  Canton,  January  6,  was  addressed  by  Dr. 
Emerson  Gillespie,  Canton,  who  explained  the 
differential  diagnoses  on  some  common  skin  dis- 
eases. Dr.  W.  M.  Skipp,  Youngstown,  Councilor 
for  the  Sixth  District,  was  present  and  gave  a re- 
port on  his  activities. — News  Clipping. 

SUMMIT 

Dr.  A.  S.  McCormick,  Akron,  was  elected  secre- 
tary-treasurer of  the  Summit  County  Medical  So- 
ciety for  the  22nd  year  at  a meeting  of  the  society 
held  at  Akron,  December  3.  Other  officers  are: 
President,  Dr.  Fowler  B.  Roberts;  president-elect, 
Dr.  Daniel  C.  Brennan;  legislative  committeeman, 
Dr.  J.  R.  Shoemaker,  chairman,  Dr.  W.  McK. 
Johnston,  Dr.  A.  H.  Franks;  delegates,  Dr.  C.  R. 
Steinke,  Dr.  D.  B.  Lowe,  Dr.  F.  C.  Potter;  alter- 
nates, Dr.  W.  A.  Hoyt,  Dr.  E.  A.  Freeman,  Dr. 
J.  G.  Blower,  all  of  Akron  except  Dr.  Shoemaker, 
Cuyahoga  Falls. 

Following  installation  of  officers  at  a meeting 
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Edward  Reinert 

Ph.G.,  M.D. 

247  East  State  Street  Columbus,  Ohio 

Radium  and  Deep  X-Ray  Therapy 
X-Ray  Diagnosis 
Electro  Coagulation 
Grenz  Ray 


Associates 

FRANK  GALLEN,  M.D.,  LEE  A.  HAYS,  M.D., 

Dermatology  Roentgenology 

Tel.  Main  1537  University  5842 


W.  H.  MILLER,  M.  D. 

328  East  State  St.  Columbus,  Ohio 

Office  Telephone,  MAin  3743  Residence,  EVergreen  5644 

( U Q 

Specializes  in 

Superficial  Malignancy  Electro-Coagulation 

* i : i 

Deep  Malignancy  X-ray  Diagnosis 

High  Voltage  X-ray  Therapy  Portable  X-ray. 
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on  January  7,  a program  entitled  “The  Progress 
of  1935”  was  presented  by  the  following  mem- 
bers: Dr.  R.  S.  Friedley,  “Pediatrics”;  Dr.  R. 

Barnwell,  “Medicine”;  Dr.  H.  Anker,  “Gynec- 
ology”; Dr.  D.  F.  Mathias,  “E.E.N.T.”;  Dr.  S.  A. 
Schlueter,  “Surgery”. — Bulletin. 

WAYNE 

At  a meeting  of  the  Wayne  County  Medical  So- 
ciety, December  27,  at  Wooster,  the  following 
officers  were  elected  for  1936:  President,  Dr.  W. 
A.  Fritz;  vice-president,  Dr.  Jean  S.  Douglas; 
secretary-treasurer  and  correspondent  for  The 
Journal,  Dr.  R.  C.  Paul,  all  of  Wooster. — R.  C. 
Paul,  M.D.,  secretary. 

Seventh  District 

{COUNCILOR : C.  W.  KIRKLAND,  M.D.,  BELLAIRE) 

COSHOCTON 

Officers  of  the  Coshocton  County  Medical  So- 
ciety for  1936  are : President,  Dr.  J.  C.  Briner, 
West  Lafayette;  vice-president,  Dr.  J.  T.  Martin, 
Warsaw;  secretary-treasurer,  Dr.  J.  D.  Lower, 
Coshocton;  legislative  committeeman,  Dr.  E.  M. 
Wright,  Coshocton;  medical  defense  committee- 
man, Dr.  Wright;  delegate,  Dr.  J.  G.  Smailes, 
Coshocton;  alternate,  Dr.  R.  E.  Hopkins,  Coshoc- 
ton.— J.  D.  Lower,  M.D.,  secretary. 

JEFFERSON 

Dr.  Howard  H.  Minor,  Steubenville,  was  re- 
elected president  of  the  Jefferson  County  Medical 
Society  for  1936  at  a meeting  held  at  the  Ohio 
Valley  Hospital,  Steubenville,  December  17.  Other 
officers  named  were:  Vice-president,  Dr.  Walter 
A.  Cunningham,  Steubenville;  secretary-treasurer, 
Dr.  Howard  Brettell,  Brilliant;  legislative  com- 
mitteeman, Dr.  Carl  Goehring,  Steubenville; 
medical  defense  committeeman,  Dr.  John  A.  Brad- 
ley, Steubenville;  delegate,  Dr.  S.  A.  Harris, 
Steubenville;  alternate,  Dr.  J.  Y.  Bevan,  Steuben- 
ville.— J.  V.  Bevan,  M.D.,  retiring  secretary. 


Eighth  District 

(COUNCILOR:  E.  R.  BRUSH,  M.D.,  ZANESVILLE) 

ATHENS 

Dr.  Harry  E.  LeFever,  Columbus,  spoke  on 
“Head  Injuries”  at  a meeting  of  the  Athens 
County  Medical  Society  held  at  the  Hotel  Berry, 
Athens,  January  6.  Next  meeting  of  the  society 
will  be  at  Nelsonville  on  February  3. — T.  A.  Cope- 
land, M.D.,  secretary. 

GUERNSEY 

“Diagnosis  of  Carcinoma  of  the  Colon”  was  dis- 
cussed by  Dr.  C.  J.  Holley,  Wheeling,  W.  Va.,  at 
a meeting  of  the  Guernsey  County  Medical  So- 
ciety held  at  the  Berwick  Hotel,  Cambridge,  Jan- 
uary 2. — News  clipping. 

LICKING 

The  following  Newark  physicians  are  officers 
of  the  Licking  County  Medical  Society  for  1936: 
President,  Dr.  C.  G.  Bozman;  vice-president,  Dr. 
R.  W.  Jones;  secretary-treasurer,  Dr.  G.  A. 
Gressle;  legislative  committeeman,  Dr.  H.  A. 
Campbell;  medical  defense  committeemen,  Dr.  W. 
H.  Knauss,  Dr.  T.  L.  Baxter,  Dr.  W.  E.  Shrontz; 
delegate,  Dr.  E.  A.  Moore;  alternate,  Dr.  Homer 
J.  Davis. — G.  A.  Gressle,  M.D.,  secretary. 

MORGAN 

Officers  of  the  Morgan  County  Medical  Society 
for  1936  are:  President,  Dr.  A.  A.  Tombaugh; 

secretary-treasurer,  Dr.  Galen  Rex;  delegate,  Dr. 
Edgar  Northrup,  all  of  McConnelsville. — C.  E. 
Northrup,  M.D.,  retiring  secretary. 

MUSKINGUM 

At  a meeting  of  the  Muskingum  County  Acad- 
emy of  Medicine,  January  8,  at  the  University 
Club,  Zanesville,  Dr.  Lester  Laskey  was  the  prin- 
cipal speaker. — News  clipping. 

PERRY 

Meeting  at  the  Park  Hotel,  New  Lexington, 
December  17,  the  Perry  County  Medical  Society 


A Selective  - - «R  N»  SERVICE 

(Operated  not  for  profit) 

Call  any  one  of  our  ten  District  Registries  which  have  been  approved  by  the 
local  Academies  of  Medicine. 

PROFESSIONAL  NURSING  SERVICE 

available  for  your  patient 
AT  A COST  HE  CAN  AFFORD  TO  PAY 


OFFICIAL  REGISTRIES 

Akron Fr.  7013  Marion 2118 

Cincinnati  Woodburn  7127  Portsmouth 559 

Cleveland Prospect  1951  Springfield —Main  191 

Columbus Adams  1569  Toledo  Main  7962 

Dayton Fulton  7211  Youngstown 44581 


Qualified  “R.  N.s”  available  for 
every  branch  of  hospital  service, 
also  for  public  health  and  in- 
dustrial nursing,  doctors’  offices, 
etc. 


OHIO  STATE  NURSE  S’  ASSOCIATION 


ADams  5677  50  E.  Broad  Street,  Columbus,  Ohio 
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COOK  COUNTY  GRADUATE 

SCHOOL  OF  MEDICINE 

(In  affiliation  with  COOK  COUNTY  HOSPITAL) 

ANNOUNCES  CONTINUOUS  COURSES 

MEDICINE — Informal  Course : Personal  Courses  : In- 
tensive Course  Two  Weeks  starting  April  13th. 
SURGERY — General  Course  One,  Two,  Three  and  Six 
Months ; Intensive  Course,  Surgical  Technique 
every  two  weeks  ; Special  Courses. 

GYNECOLOGY  — Three  Months  Course ; Intensive 
Course  Two  Weeks ; Combined  Course  Four 
Weeks  Gyn.  & Obst.  starting  May  4th. 
OBSTETRICS  — Informal  Course ; Intensive  Course 
Two  Weeks ; Combined  Course  Four  Weeks 
Gyn.  & Obst.  starting  May  4th. 

FRACTURES  & TRAUMATIC  SURGERY— Informal 
Practical  Course:  Intensive  Course  Ten  Days 
sterting  April  13th. 

PEDIATRICS — Informal  Course ; Personal  Courses. 
EAR,  NOSE  AND  THROAT— Informal  Course;  In- 
tensive Course  Two  Weeks  starting  April  6th. 
UROLOGY — General  Course  Two  Months ; Intensive 
Course  Two  Weeks,  Special  Courses. 
CYSTOSCOPY — Intensive  Course  every  two  weeks 
(Attendance  limited). 

General,  Intensive  and  Special  Courses  in  Tuber- 
culosis Ophthalmology,  Roentgenology,  Dermatology 
and  Syphilology  Pathology,  Neurology,  Electrocar- 
diography, Topographical  and  Surgical  Anatomy ; 
Physical  Therapy,  Gastro  Enterology,  Allergy,  Hem- 
orrhoids and  Varicose  Veins. 


Professional  Protection 


A DOCTOR  SAYS:— 

“ Since  1 have  enjoyed  reading  your 
Prophylaxis  treatises  (The  Doctor  and 
the  Law),  1 am  more  cautious  and  realize 
what  chances  I have  taken  in  the  past. 
I feel  that  your  company  is  my  best 
friend  and  that  I am  absolutely  safe  in 
your  hands 


TEACHING  FACULTY  — ATTENDING 
STAFF  OF  COOK  COUNTY  HOSPITAL 

Address : 


Registrar,  427  S.  Honore  Street, 
CHICAGO,  ILLINOIS 


<&T32 
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OP  FORT  WAYNE,  INDIANA 
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Behind 


Mercurochrome 

(dibrom-oxymercuri-fluorescein-sodium) 

is  a background  of 


Precise  manufacturing  methods  in- 
suring uniformity 

Controlled  laboratory  investigation 


Chemical  and  biological  control  of 
each  lot  produced 


Extensive  clinical  application 


Thirteen  years’  acceptance  by  the 
Council  of  Pharmacy  and  Chem- 
istry of  the  American  Medical 
Association 


A booklet  summarizing  the  impor- 
tant reports  on  Mercurochrome  and 
describing  its  various  uses  will  be 
sent  to  physicians  on  request. 


Hynson,  Westcott  & Dunning,  Inc. 

BALTIMORE,  MARYLAND 


The  Wendt-Bristol 
Company 

Two  complete  ethical  stores  in 
Columbus 

51  E.  State  St.  721  No.  High  St. 

for  the  convenience  of  the  Physicians  and 
Surgeons — and  the  many  people  they  serve 

Two  Prescription  Departments 
maintained  in  a high  class  manner  with 
eight  registered  Pharmacists 
Other  Complete  Departments 
OFFICE  EQUIPMENT 

PHYSIO  THERAPY  APPARATUS 
HOSPITAL  SUPPLIES 

HEALTH  FOODS 

W-B  Pharmaceutical  Supplies 
JOBBING  STOCKS  ALL  LEADING 
MANUFACTURERS 

Antitoxins  and  Vaccines  in  Special 
Refrigeration  Plants 

(TfO 

Prompt  Service  on  Phone  Order* 
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elected  the  following  officers  for  the  ensuing  year: 
President,  Dr.  H.  F.  Minshull,  New  Lexington; 
vice-president,  Dr.  J.  H.  Clouse,  Somerset;  secre- 
tary-treasurer and  correspondent  for  The  Journal, 
Dr.  F.  J.  Crosbie,  New  Lexington;  legislative  com- 
mitteeman, Dr.  R.  W.  Miller,  Hemlock;  medical 
defense  committeeman,  Dr.  Crosbie;  delegate,  Dr. 
C.  B.  McDougal,  New  Lexington;  alternate,  Dr. 
E.  D.  Allen,  Crooksville. — F.  J.  Crosbie,  M.D., 
secretary. 

WASHINGTON 

Officers  of  the  Washington  County  Medical  So- 
ciety for  1936  are:  President,  Dr.  J.  B.  Penrose, 
Marietta;  vice-president,  Dr.  J.  E.  Martin,  Lowell; 
secretary-treasurer  and  correspondent  for  The 
Journal,  Dr.  R.  W.  Riggs,  Marietta;  legislative 
committeeman,  Dr.  S.  A.  Cunningham,  Marietta; 
medical  defense  committeeman,  Dr.  Cunningham; 
delegate,  Dr.  A.  Howard  Smith,  Marietta;  alter- 
nate, Dr.  R.  M.  Meredith,  Marietta. — R.  W.  Riggs, 
M.D.,  secretary. 

Ninth  District 

(COUNCILOR:  I.  P.  SEILER,  M.D.,  PIKETON) 

GALLIA 

“Complications  of  Common  Colds”  was  the  sub- 
ject discussed  by  Dr.  N.  A.  Martin  at  a meeting 
of  the  Gallia  County  Medical  Society  held  at  Hol- 
zer  Hospital,  Gallipolis,  December  19.  Officers 
for  the  ensuing  year  (all  from  Gallipolis)  are: 
President,  Dr.  W.  Lewis  Brown;  vice-president, 
Dr.  Mary  L.  Austin;  secretary-treasurer  and 
correspondent  for  The  Journal,  Dr.  Milo  Wilson; 
legislative  committeeman,  Dr.  Charles  E.  Holzer; 
medical  defense  committeeman,  Dr.  0.  A.  Vorn- 
holt;  delegate,  Dr.  Samuel  L.  Bossard;  alternate, 
Dr.  Austin. — Milo  Wilson,  M.D.,  secretary. 

JACKSON 

The  following  officers  have  been  elected  by  the 
Jackson  County  Medical  Society  for  1936:  Presi- 
dent, Dr.  J.  S.  Hunter,  Jackson;  secretary -treas- 
urer, Dr.  J.  J.  McClung,  Jackson;  legislative  com- 
mitteeman, Dr.  W.  R.  Evans,  Jackson;  medical  de- 
fense committeeman,  Dr.  E.  T.  Dando,  Wellston; 
delegate,  Dr.  A.  G.  Ray,  Jackson;  alternate,  Dr.  J. 
L.  Frazer,  Wellston. — J.  J.  McClung,  M.D.,  secre- 
tary. 

SCIOTO 

“Pneumonia”  was  the  subject  presented  by  Dr. 
George  I.  Nelson,  Columbus,  and  discussed  by  Dr. 
Geo.  Chabot,  Peebles,  Dr.  G.  R.  Micklethwaite  and 
Dr.  Harry  F.  Rapp,  Portsmouth,  at  a meeting  of 
the  Hempstead  Academy  of  Medicine  held  at 
Portsmouth,  January  13. — W.  M.  Singleton,  M.D., 
secretary. 


Tenth  District 

(COUNCILOR : C.  C.  SHERBURNE,  M.D.,  COLUMBUS) 

CRAWFORD 

The  Crawford  County  Medical  Society  was  ad- 
dressed by  Dr.  C.  H.  Benson,  Columbus,  on  “Early 
Diagnosis  of  Pulmonary  Tuberculosis”,  at  a meet- 
ing held  in  Bucyrus,  January  6. — Darrel  D.  Bib- 
ler,  M.D.,  secretary. 

DELAWARE 

Dr.  C.  C.  Sherburne,  Columbus,  Councilor  for 
the  Tenth  District,  addressed  a meeting  of  the 
Delaware  County  Medical  Society  at  Delaware, 
December  17. — News  clipping. 

Officers  of  the  society  for  1936  are:  President, 


CLASSIFIED  ADVERTISEMENTS 

Rates  for  advertisements  under  this  heading  are  50  cents 
per  line,  payable  in  advance.  Minimum  charge  of  $1.00 
for  each  insertion.  Price  covers  the  cost  of  remailing 
answers.  Forms  close  16th  of  the  month  preceding 
publication. 


For  quick  sale — General  practice,  office  equipment  and 
drugs  of  the  late  Dr.  C.  G.  Church.  Additional  information 
gladly  furnished.  Write  Mrs.  Charles  G.  Church,  Van  Wert, 
Ohio. 


For  Sale — X-Ray  equipment.  1 tripod  tube  stand.  1 30 
Ma.  tube.  1 Engeln  Bucky  Diaphragm.  1 L-F  timer.  Will 
sell  together  or  separately.  Address  S.T.H.,  care  Ohio  State 
Medical  Journal. 


LABORATORY  APPARATUS 

Coors  Porcelain  Pyrex  Glassware 

R.  & B.  Calibrated  Ware 
Chemical  Thermometers 
Hydrometers  Sphygmomanometers 


J.  T.  Baker  & Co.’s  C.  P.  Chemicals 

Stains  and  Reagents 
Standard  Solutions 


BIOLOGICALS 

Serums  Bacterins  Media 

Antitoxins  Vaccines  Pollens 


We  are  completely  equipped,  and  solicit 
your  inquiry  for  these  lines  as  well  as  for 
Pharmaceuticals,  Chemicals  and  Supplies, 
Surgical  Instruments  and  Dressings. 

AV 

The  Rupp  & Bowman  Co. 

319  Superior  St.  Toledo,  Ohio 
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A REFINEMENT  OF 

THE  ARSENICAL  THERAPY  OF  SYPHILIS 


Parke,  Davis  & Company  introduces  to  the  medical  profession 
a new  antisyphilitic  arsenical,  the  result  of  co-operative  research 
conducted  by  two  university  groups  and  the  Research  Staff 
of  Parke,  Davis  &C  Company. 

Mapharsen  is  the  hydrochloride  of  meta-amino-para-hydroxy- 
phenylarsine  oxide.  Extensive  clinical  data  demonstrate  that  it  is 
an  efficient  antisyphilitic  agent.  Reactions  following  its  adminis- 
tration have  on  the  whole  been  less  severe  than  those  observed 
after  the  injection  of  other  commonly  used  arsenicals. 

The  Parke-Davis  Research  Laboratories  have  subjected 
Mapharsen  to  rigid  chemical  and  pharmacological  testing, 
including  tests  for  trypanocidal  and  spirocheticidal  potency.  A 
review  of  this  work,  together  with  a complete  discussion  of  the 
clinical  evaluation  of  Mapharsen  and  its  use  in  the  treatment 
of  syphilis,  has  been  included  in  our  new  booklet;  a copy  will 
be  sent  to  any  physician  on  request. 

Mapharsen  has  been  accepted  by  the  Council  on  Pharmacy 
and  Chemistry  of  the  American  Medical  Association. 


PARKE,  DAVIS  & COMPANY  • DETROIT,  MICHIGAN 
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Dr.  F.  M.  Stratton,  Delaware;  vice-president,  Dr. 

D.  S.  Cowles,  Ostrander;  secretary-treasurer,  Dr. 

A.  R.  Callander,  Delaware;  correspondent  for  The 
Journal,  Dr.  D.  S.  James;  legislative  committee- 
man, Dr.  C.  F.  Talley,  Powell;  medical  defense 
committeeman,  Dr.  Talley;  delegate,  Dr.  W.  E. 
Borden,  Delaware;  alternate,  Dr.  Geo.  Y.  Swick- 
ard,  Sunbury. — W.  E.  Borden,  M.D.,  retiring  sec- 
retary. 

FRANKLIN 

The  following  officers  for  1936  have  been  elected 
by  the  Columbus  Academy  of  Medicine : Presi- 

dent, Dr.  J.  Mitchell  Dunn;  vice-president,  Dr.  W. 

B.  Morrison;  secretary-treasurer,  Dr.  Judson  D. 
Wilson;  delegate,  Dr.  E.  F.  McCampbell;  alter- 
nate, Dr.  Geo.  T.  Harding. 

Programs  presented  by  the  Academy  during 
January  were  as  follows: 

January  6 — “Acute  Infection  of  the  Mouth, 
Throat  and  Neck”,  by  Dr.  A.  C.  Furstenberg,  dean 
of  the  School  of  Medicine,  University  of  Michigan. 

January  13 — “Orthopedics — Progress  in  1935”, 
by  Dr.  Judson  D.  Wilson;  “Dermatology — Prog- 
ress in  1935”,  by  Dr.  Charles  J.  Shepard. 

January  20 — “Medicine — Progress  in  1935”,  by 
Dr.  S.  A.  Hatfield;  “Surgery,  Progress  in  1935”, 
by  Dr.  Wm,  P.  Smith. 

January  27 — General  Practitioners’  Section. 
“Deficiency  Diseases  in  Adults”,  by  Dr.  M.  A. 
Blankenhorn,  professor  of  medicine,  University 
of  Cincinnati  College  of  Medicine. — Bulletin. 

KNOX 

Officers  of  the  Knox  County  Medical  Society  for 
1936  are:  President,  Dr.  C.  L.  Harmer,  Danville; 
vice-president,  Dr.  I.  S.  Workman,  Mt.  Vernon; 
secretary-treasurer,  Dr.  R.  L.  Eastman,  Mt.  Ver- 
non; legislative  committeeman,  Dr.  J.  R.  Claypool, 
Mt.  Vernon;  delegate,  Dr.  F.  C.  Anderson,  Mt. 
Vernon;  alternate,  Dr.  Julius  Shamansky,  Mt. 
Vernon. — Robert  L.  Eastman,  M.D.,  secretary. 

MADISON 

Dr.  W.  D.  Inglis,  and  Dr.  C.  C.  Sherburne,  Co- 
lumbus, spoke  at  a meeting  of  the  Madison  County 
Medical  Society,  held  at  Mt.  Sterling,  December 
18. 

Officers  of  the  society  are:  President,  Dr.  H.  P. 
Sparling,  London;  vice-president,  Dr.  F.  E.  Ros- 
nagle,  London;  secretary-treasurer  and  corre- 
spondent for  The  Journal,  Dr.  F.  A.  Lutz,  Mt. 
Sterling;  legislative  committeeman,  Dr.  G.  C. 
Sheetz,  West  Jefferson;  medical  defense  commit- 
teeman, Dr.  W.  A.  Holman,  London;  delegate,  Dr. 
R.  H.  Trimble,  Mt.  Sterling;  alternate,  Dr.  R.  W. 

E.  Irwin,  Mt.  Sterling. — F.  A.  Lutz,  M.D,  secre- 
tary. 

PICKAWAY 

At  a meeting  of  the  Pickaway  County  Medical 
Society,  January  3,  at  the  Berger  Hospital,  Circle- 
ville,  the  following  officers  were  elected : Presi- 


Difference  in  Cigarettes 

VS 

Difference  in  Effect 

TO  CLAIM  merely  a difference  in 
cigarettes  is,  obviously,  not  enough 
--this  difference  to  be  of  value  must 
be  shown  to  produce  an  advantageous 
difference  in  effect . 

Philip  Morris  cigarettes  not  only  are 
made  different,  but  because  of  that 
difference  have  been  shown  by  scien- 
tific  proof  measurably  and  significantly 
less  irritating  than  ordinary  cigarettes. 

Proc.  Soc.  Exp.  Biol,  and  Med.,  1934, 32,  241-245 

Laryngoscope  1935  XLV,  149-154 

N.Y.  State  Jour.  Med.  1935,  35-No.  11,590 ★ 


In  Philip  Morris  cigarettes, onlydiethylene 
glycol  is  used  as  the  hygroscopic  agent. 
To  any  Doctor  who  wishes  to  test  the 
cigarettes  for  himself,  the  Philip  Morris 
Company  will  gladly  mail  a sufficient 
sample  on  request  below.'*'* 


For  exclusive  use  of  practising  physicians 

PHILIP  MORRIS  & CO.  LTD.  INC. 

119  FIFTH  AVENUE  NEW  YORK 

Absolutely  without  charge  or  obligation  of  any 
kind,  please  mail  to  me 
★ Reprint  of  papers  from 

N.  Y.  State  Jour.  Med.  1935,  35 — [ j 
No.  11,590;  Laryngoscope  1935  XLV, 
149-154.  Proc.  Soc.  Exp.  Biol,  and 
Med.,  1934,  32,  241-245. 

* ★ For  my  personal  use,  two  packages  of  j” 
Philip  Morris  Cigarettes,  English  Blend. 


SIGHED  : M.  D. 

ADDRESS  
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BECAUSE  the  G-E  Model  "F”  Office-Portable  X-Ray  Unit  seems  to  you  so  ex- 
tremely small  in  size,  and  its  low  price  places  it  easily  within  your  means, 
don’t  make  the  mistake  of  overlooking  its  practical  diagnostic  range  and  ability  to 
produce  radiographs  of  fine  quality. 

The  principle  of  complete  oil-immersion  of  both  the  high-voltage  transformer  and  the 
x-ray  tube  in  a single,  sealed  container  accounts  for  this  unusual 
compactness  and  high  efficiency.  Moreover,  it  makes  the  outfit 
absolutely  shock  proof  under  all  operating  conditions. 

If  you  have  not  yet  taken  the  opportunity  to  see  a practical 
working  demonstration  of  the  Model  "F”  in  your  own  office,  you 
cannot  fully  appreciate  its  possible  advantages  in  your  practice. 

Fill  out  and  mail  this  coupon  requesting  a demonstration.  You 
need  not  feel  obligated  in  so  doing. 


In  the  office  or  in  the  patient’s 
home,  this  unit  is  practical,  conve- 
nient and  efficient. 


□ Please  arrange  for  an  office  demonstration  of  Model  "F”  Office-Port- 
able X-Ray  Unit. 

□ Send  literature  describing  the  Model  "F”  Unit.  A52 

Address 

City State 


GENERAL  ELECTRIC  X-RAY  CORPORATION 


2012  JACKSON  BOULEVARD 


CHICAGO, 
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dent,  Dr.  H.  D.  Jackson,  Circleville;  vice-presi- 
dent, Dr.  G.  D.  Sheets,  Williamsport;  secretary- 
treasurer  and  correspondent  for  The  Journal,  Dr. 
E.  R.  Austin,  Circleville;  legislative  committee- 
man, Dr.  V.  D.  Kerns,  Circleville;  delegate,  Dr.  E. 
L.  Montgomery;  alternate,  Dr.  D.  V.  Courtright, 
Circleville. 

Dr.  C.  C.  Sherburne,  Columbus,  Councilor  for 
the  Tenth  District,  addressed  the  meeting. — E.  R. 
Austin,  M.D.,  secretary. 

ROSS 

Dr.  J.  Mitchell  Dunn,  Columbus,  spoke  on  “Sur- 
gery in  Pulmonary  Tuberculosis”,  at  a meeting  of 
the  Ross  County  Medical  Society  at  Dunn  Glen 
Manor,  Chillicothe,  January  2. — News  clipping. 

Officers  of  the  society  for  1936  are:  President, 
Dr.  W.  C.  Breth,  Chillicothe  ji  vice-president,  Dr. 
L.  M.  Tinker,  Frankfort;  secretary-treasurer  and 
correspondent  for  The  Journal,  Dr.  A.  E.  Merkle, 
Chillicothe;  legislative  committeeman,  Dr.  H.  R. 
Brown,  Chillicothe;  medical  defense  committee- 
man, Dr.  L.  T.  Franklin,  Chillicothe;  delegate, 
Dr.  W.  B.  Smith,  Frankfort;  alternate,  Dr.  0.  P. 
Tatman,  Chillicothe. — W.  C.  Breth,  M.D.,  secre- 
tary. 

— oSMj  — 

Cleveland  Academy  Stages  New 
Series  of  Health  Lectures 

The  Sixth  Annual  Series  of  Free  Public  Health 
Lectures  presented  jointly  at  the  Allen  Memorial 
Medical  Library  Auditorium,  Cleveland,  by  the 
Albert  Fairchild  Holden  Foundation  and  the 
Academy  of  Medicine  of  Cleveland,  was  opened 
Sunday  afternoon,  January  19,  by  Dr.  C.  W.  Stone, 
associate  clinical  professor  of  nervous  diseases, 
Western  Reserve  University  School  of  Medicine, 
with  a discussion  on  “Mentality  and  Crime”. 

Additional  lectures  in  the  series  are  “High 
Blood  Pressure”,  by  Dr.  H.  V.  Paryzek,  director 
of  Medicine,  St.  Alexis  Hospital,  February  2; 
“The  Relation  of  Teeth  to  Health  and  Appear- 
ance”, by  Dr.  F.  M.  Casto,  dean,  School  of  Den- 
tistry, Western  Reserve  University,  February  16; 
“The  Crippled  Child”,  by  Dr.  C.  H.  Heyman, 
senior  clinical  instructor  of  orthopedic  surgery, 
Western  Reserve  University  School  of  Medicine, 
March  1. 

Preceding  and  following  Dr.  Heyman’s  lecture, 
a special  exhibit  arranged  by  the  Association  for 
Crippled  and  Disabled  will  be  open  to  the  public 
in  the  Medical  Library  Building. 

— OSMJ  — 

Big  Drop  in  Hospital  Gifts 

Gifts  and  contributions  to  voluntary  hospitals 
in  the  United  States  fell  from  $185,000,000  in 
1929  to  $49,000,000  in  1934 — a decrease  of  75  per 
cent,  according  to  a report  recently  made  by  Dr. 
Winford  H.  Smith,  director,  Johns  Hopkins  Hos- 
pital, Baltimore,  Md. 


The  Trend  of  Syphilis  and  Gonorrhea 
in  the  United  States 

The  report  by  Usilton,1  on  the  trend  of  syphilis 
and  gonorrhea  in  the  United  States  provides  evi- 
dence of  the  enormousness  of  the  venereal  disease 
problem.  Annually  there  are  apparently  four  per 
thousand  individuals  in  the  United  States  with  a 
fresh  syphilitic  infection  and  eight  per  thousand 
with  acute  gonorrhea.  An  additional  four  per 
thousand  seek  treatment  for  the  first  time  after 
their  syphilitic  infection  has  become  late,  and 
another  four  per  thousand  present  themselves  to 
a physician  for  treatment  of  chronic  gonorrhea. 
Thus,  more  than  a million  persons  seek  medical 
treatment  for  syphilis  in  the  United  States  each 
year,  while  more  than  1,500,000  persons  are 
treated  annually  by  physicians  for  gonococcic  in- 
fection. Eighty-four  per  cent  of  patients  treated 
for  early  syphilis  in  five  of  the  large  clinics  de- 
voted to  syphilis  failed  to  remain  under  treat- 
ment until  the  disease  was  rendered  noninfectious. 
In  fact,  surveys  conducted  by  the  American 
Social  Hygiene  Association  reveal  that  twice  as 
many  persons  with  venereal  disease  seek  treat- 
ment across  drug-store  counters  as  come  to  a 
qualified  medical  source  for  treatment.  If  two 
thirds  of  patients  with  fresh  syphilis  who  seek 
authorized  medical  treatment  lapse  from  treat- 
ment before  they  become  noninfectious  to  others, 
if  more  than  500,000  persons  each  year  do  not 
seek  treatment  until  one  or  more  years  after  ac- 
quiring syphilis,  and  if  two-thirds  of  those  who 
acquire  the  disease  seek  “drug-store  treatment” 
or  receive  no  treatment,  nearly  two  million  per- 
sons in  the  United  States  are  either  inadequately 
treated  or  fail  to  receive  treatment  for  syphilis 
every  year.  Usilton  also  makes  the  significant 
statement  that  approximately  186,000  of  the 
potential  mothers  of  this  country  have  active 
syphilis,  with  the  likelihood  of  resultant  loss  of 
the  child  four  times  more  often  than  among  non- 
syphilitic mothers.  These  figures  provide  em- 
phasis to  Usilton’s  statement  that  “syphilis  as  a 
treatment  problem  ranks  first  among  the  con- 
tagious diseases  of  man”. — J.A.M.A.,  December 
28,  1935. 


1.  Usilton,  L.  J. : Trend  of  Syphilis  and  Gonorrhea  in 
the  United  States : Based  on  Treated  Cases,  Ven.  Dis.  In- 
form. 16  : 147  (May)  1935. 

— oSMj  — 

The  total  number  of  carbon-monoxide  poison- 
ing cases  reported  to  the  State  Department  of 
Health  for  the  fiscal  year  ending  September  30, 
1935,  was  292 — the  largest  figure  for  12  years 
of  record  keeping  by  the  Department.  Causes 
included  automobiles  en  route,  automobiles  in 
garages,  faulty  furnaces,  fuel  gas  escape,  gas 
stove  heater,  etc. 
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ASSIMILABLE  FAT 
an  essential  in 


FEEDING  THE  PREMATURE 

IN  a recent  study  of  fat  metabolism  in  infants,  Holt,  Tidwell  and  Kirk* 
report  that  olive  oil  showed  the  highest  percent  retention  (95.1%)  of 
all  fats  studied  but  one,  olein  (97.5%).  These  authors  found  the  fat 
of  SIMILAC  (which  is  20%  olive  oil)  showed  a better  percent  retention 
(92.6%)  than  butter  fat  (88.9%) — and  as  high  a retention  as  breast  milk 
fat  (92.4%). 

To  quote  these  authors — “the  differences  in  fat  retention  on  these  various 
fats  as  shown  on  normal  infants  are  not  great;  for  the  normal  infant  it  is 
probably  immaterial  whether  he  absorbs  85%  or  95%  of  his  fat  intake.  It 
seemed  possible,  however,  that  in  subjects  who  have  difficulty  in  fat  assimi- 
lation, such  as  premature  infants,  the  observed  small  differences  might 
become  large  differences.  A few  observations  made  on  premature  infants 
and  twins  have  borne  this  out — 

The  observations  referred  to  covered  only  three  prematures  fed  on  differ- 
ent fats,  but  showed  an  average  of  78.4%  retention  for  olive  oil  as  com- 
pared to  only  52.5%  retention  for  butter  fat. 

*Holt,  Tidwell  and  Kirk,  Studies  on  Fat  Metabol- 
ism in  Infants — Acta  Pediatrica.  Vol.  XVI,  1933. 

SIMICAC 

has  given  noticeably  good  results  in 
feeding  the  premature  infant.  One 
of  the  reasons  lies,  as  here  pointed 
out,  in  the  composition  of  its  fat. 

Another  reason  is  its  consistently 
zero  curd  tension.  The  finer  the 
curd  the  greater  the  surface  area. 

The  greater  the  surface  area  the 
more  exposed  are  the  fats,  carbohy- 
drates, proteins  and  salts  to  the  di- 
gestive enzymes.  Result  . . . the 
food  substances  are  more  quickly 
and  readily  utilized. 

SIMILAC  is  made  from  fresh  skim 
milk  (casein  modified)  with  added 
lactose,  salts,  milk  fat,  and  vege- 
table and  cod  liver  oils. 

The  fact  that  SIMILAC  is  well  assimilated  by  the  immature 
digestive  tract  of  the  premature  indicates  how  entirely  suit- 
able it  is  for  all  those  infants  who  are  deprived  of  breast  milk. 


M & R DIETETIC  LABORATORIES,  Inc.,  Columbus,  Ohio 
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Create  Chair  in  Obstetrics  Honoring 
Late  Dr.  Porter 

In  tribute  to  the  long  service  to  Cincinnati  and 
to  the  University  of  Cincinnati  of  the  late  Dr. 
William  D.  Porter,  University  of  Cincinnati  Di- 
rectors, January  7,  created  a chair  to  be  known 
asi  the  William  D.  Porter  Chair  in  Obstetrics  in 
the  College  of  Medicine. 

Dr.  Porter  died  September  27,  1935.  A graduate 
of  the  Medical  College  of  Ohio,  now  the  College  of 
Medicine  of  the  University,  he  was  widely  known 
as  an  obstetrician. 

For  40  years  he  was  on  the  staff  of  Bethesda 
Hospital,  for  15  years  in  charge  of  the  obstetrical 
department  of  General  Hospital,  and  for  20  years 
clinical  professor  of  obstetrics  in  the  College  of 
Medicine.  He  was  also  on  the  staff  of  Jewish  Hos- 
pital. 

Dr.  Henry  L.  Woodward,  professor  of  obstetrics, 
was  appointed  to  the  newly-established  chair. 

Other  highlights  of  the  meeting  included  the 
acceptance  of  gifts  totaling  nearly  $25,000. 

— oSMj  — 

Medical  Care  for  the  Indigent 

Physicians  and  hospitals  providing  medical 
service  to  the  indigent  and  unemployed  should  be 
paid  for  this  care  by  the  community,  through 
taxation,  philanthropy  and  hospital  insurance, 
Dean  Willard  C.  Rappleye,  Columbia  University 
College  of  Physicians  and  Surgeons,  declared  in 


his  annual  report  to  the  trustees.  He  said  that  by 
this  method  the  sick  and  injured  could  be  cared 
for  without  general  sickness  insurance  or  ad- 
ditional governmental  bureaus. 


Preliminary  arrangements  are 
being  made  at  this  time  for  the  1936 
Annual  Meeting  of  the  State  Associa- 
tion in  Cleveland  next  Fall. 

Have  you  any  suggestions  which 
would  be  of  value  to  the  Committee 
on  Program  and  the  Committee  on 
Arrangements  ? 

If  so,  don’t  hesitate  to  send  them 
to  the  Headquarters  Office. 

Remember,  it’s  your  Annual  Meet- 
ing ; held  for  your  benefit ; depending 
on  you  and  all  other  members  for  the 
kind  of  support  which  will  insure 
success. 


Wage  War  on  Pneumonia 

Reduced  mortality  from  pneumonia  is  the  ob- 
jective of  a campaign  recently  inaugurated  under 
the  joint  sponsorship  of  the  Medical  Society  of  the 
State  of  New  York,  the  New  York  State  Depart- 
ment of  Health,  the  State  Association  of  Public 
Health  Laboratories,  the  Metropolitan  Life  In- 
surance Company,  and  the  Commonwealth  Fund. 


oiesome . • 


RefresL 


»ng 


COwm-COLA  CO.,  ATLANTA,  GA. 
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U 

more  satisfactory  results 
with  maMJtlmmuMe 

plus/? 

Adequate  arsphenamine  therapy,  supplemented  with  a heavy 
metal  preparation,  offers  the  surest  means  of  arresting  and  curing 
syphilis.  Continuous  treatment  is  important  if  neuro-recurrences 
are  to  be  prevented  and  maximum  curative  results  obtained.  This 
treatment  should  consist  of  a sufficient  number  of  doses  of  the 
arsenical  plus  an  adequate  number  of  injections  of  the  heavy  metal. 

Neoarsphenamine  and  Iodobismitol  with  Saligenin — two  prod- 
ucts by  Squibb — are  of  distinct  advantage  in  the  treatment  of 
syphilis.  Iodobismitol  with  Saligenin  is  a propylene  glycol  solu- 
tion containing  6%  sodium  iodobismuthite,  12%  sodium  iodide 
and  4%  saligenin  (a  local  anesthetic).  It  provides  bismuth  in 
anionic  (electro-negative)  form. 

Iodobismitol  with  Saligenin  is  rapidly  and  completely  absorbed 
and  slowly  excreted,  thus  providing  a relatively  prolonged  bis- 
muth effect.  Repeated  injections  are  well  tolerated  in  both  early 
and  late  syphilis. 

Neoarsphenamine  Squibb  is  readily  and  rapidly  soluble  and 
possesses  uniformly  high  spirocheticidal  power  and  low  toxicity. 
Arsphenamine  and  Sulpharsphenamine  are  also  available  under 
the  Squibb  label. 

ER:  Sqjjibb  & Sons,  New  York 


For  literature  write 
the  Professional 
Service  Department 
745  Fifth  Avenue 
New  York 


MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858. 
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Food  and  Drug  Legislation 

Legislation  pending  in  Congress  concerning 
food,  drugs,  cosmetics  and  therapeutic  devices  is 
critically  analyzed  by  the  Bureau  of  Legal  Medi- 
cine and  Legislation  of  the  American  Medical  As- 
sociation in  the  December  21  issue  of  the  Journal 
A.  M.  A. 

The  report  points  out  that  there  is  grave  dan- 
ger of  the  enactment  of  an  inadequate  law,  and 
that  the  Copeland  bill  which  was  passed  by  the 
U.  S.  Senate  May  28,  1935,  and  is  now  pending 
before  a subcommittee  of  the  Committee  on  Inter- 
state and  Foreign  Commerce  of  the  House  of 
Representatives,  must  be  amended  or  a new  bill 
drawn  in  order  to  eliminate  defects  existing  in 
the  proposed  legislation. 

Stating  that  the  bill  provides  no  adequate 
standards  relating  to  drugs,  prophylactic  and 
therapeutic  devices,  and  is  disappointing  in  its 
weakness,  the  bureau  feels  that  the  medical  pro- 
fession and  other  agencies  interested  primarily 
in  the  welfare  of  the  consumer,  should  lend  their 
influence  in  an  effort  to  obtain  the  enactment  of 
food  and  drug  legislation  which  will  properly 
protect  the  general  public. 

— oSMJ  — 

Staff  Appointments  Made 

The  following  directors  of  service  for  1935  on 
the  staffs  of  General  Hospital,  Hamilton  County 
Tuberculosis  Sanatorium  and  Chronic  Disease 
Hospital,  Cincinnati,  were  reappointed  at  a re- 
cent meeting  of  the  University  of  Cincinnati 
Board  of  Directors: 

% 

Dr.  M.  A.  Blankenhorn,  director  of  medical  ser- 
vice; Dr.  H.  K.  Dunham,  director  of  attending 
staff,  Tuberculosis  Sanatorium;  Dr.  Alfred  Fried- 
lander,  director  of  consulting  staff,  Tuberculosis 
Sanatorium;  Dr.  Mont  R.  Reid,  director  of  surgi- 
cal service;  Dr.  Frank  M.  Coppock,  director  of  the 
gynecologic  division;  Dr.  Gordon  F.  McKim,  di- 
rector of  the  urologic  division;  Dr.  A.  Graeme 
Mitchell,  director  of  pediatric  service;  Dr.  Henry 
L.  Woodward,  director  of  obstetric  service;  Dr. 
Emerson  A.  North,  director  of  psychiatric  service; 
Dr.  Albert  H.  Freiberg,  director  of  orthopedic 
surgery  service;  Dr.  Samuel  Iglauer,  director  of 
otolaryngologic  service;  Dr.  Clarence  King,  direc- 
tor of  ophthalmologic  service;  Dr.  Elmore  B. 
Tauber,  director  of  dermatologic  service;  Dr.  Sid- 
ney Lange,  director  of  radiologic  service;  Dr.  R. 
S.  Austin,  director  of  pathologic  service;  Dr.  Wil- 
liam B.  Wherry,  director  of  bacteriologic  service; 
Dr.  Albert  P.  Mathews,  director  of  biochemistry 
service;  Dr.  Alfred  Friedlander,  director  of  the 
Chronic  Disease  Hospital;  Dr.  Robert  M.  Schell, 
director  of  dental  service,  and  Dr.  Julien  E. 
Benjamin,  director  of  the  Out-Patient  Dispensary. 
• — OSMJ  — 

Graduates  of  the  Medical  College  of  Ohio,  Cin- 
cinnati, Class  of  1886,  will  regret  to  learn  of  the 
death  of  a class-mate,  Dr.  Leonard  Freeman,  at 
Denver,  Colorado,  December  27,  1935,  following  a 
coronary  thrombosis.  Dr.  Freeman,  a native  of 
Ohio,  was  a former  president  of  the  Colorado  State 
Medical  Society. 
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SOME  UNDESIRABLE  EFFECTS  FROM  THE  PROLONGED  USE  OF 

VARIOUS  BARBITURATES 


By  CHARLES  W.  STONE,  M.D.,  Cleveland,  Ohio 


BARBITURIC  acid  derivatives  have  been  used 
therapeutically  largely  for  their  sedative 
or  hypnotic  effects.  Among  those  so  em- 
ployed are  allonal,  amytal,  barbital  (veronal), 
dial,  ipral,  neonal,  pentobarbital  (nembutal), 
phenobarbital  (luminal)  and  phanodorn.  This 
group  of  drugs  has  established  a useful  and  im- 
portant place  for  itself  in  the  field  of  medicine  as 
valuable  aids  to  the  physician’s  armamentarium. 

As  with  other  valuable  drugs,  there  are  variant 
effects  from  the  use  of  the  barbiturates  dependent 
upon  the  constitution  and  the  personality  of  the 
individual,  and  the  composition,  dosage  and  dura- 
tion of  use  of  the  chemical  employed.  Certain 
members  of  this  group  seem  more  active  than 
others  in  producing  hypnotic  effects  while  other 
members  of  the  group  seem  more  valuable  for 
their  sedative  effects.  In  general  the  sodium  salts 
are  more  active. 

Wagner1  considered  the  pharmacologic  action 
of  the  various  barbiturates  to  be  quite  similar,  but 
with  differences  in  the  rate  and  duration  of 
effectiveness  and  in  the  degree  of  toxicity.  He 
classed  amytal  and  sodium  pentobarbital  among 
the  shorter  acting  drugs  of  the  group,  and  bar- 
bital, dial,  ipral,  neonal  and  phenobarbital  among 
the  longer  acting  ones.  He  pointed  out  that  it  is 
this  latter  sub-group  which  may  show  toxic  symp- 
toms from  long  continued  use  of  moderate  doses 
because  of  their  tendency  to  have  a cumulative 
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effect.  He  mentioned  the  work  of  Barlow  who 
had  worked  out  the  degree  of  toxicity  of  certain 
of  the  barbiturates  and  found  the  order  of  toxi- 
city from  high  to  low  as  barbital,  phenobarbital, 
amytal,  neonal,  dial  and  sodium  pentobarbital. 
Wagner  concluded  that  the  barbiturates  influence 
every  system  of  the  body;  that  the  longer  acting 
drugs  are  slowly  eliminated,  and  the  cumulative 
effects  of  long  continued  usage  may  lead  to  a 
delirious  reaction  or  to  other  toxic  symptoms ; and 
that,  if  given  over  a long  period,  the  histologic 
changes  produced  by  the  administration  of  large 
doses  may  lead  to  permanent  impairment  of  func- 
tion. 

Various  observers  have  described  many  toxic 
manifestations  which  have  been  seen  following 
the  use  of  the  barbiturate  group.  Some  of  these 
have  appeared  as  a result  of  an  individual 
idiosyncrasy  with  little  relation  to  the  size  of  the 
dose,  but  usually  the  undesired  symptoms  arose 
as  a result  of  long  continued  or  of  heavy  dosage. 
When  toxic  manifestations  do  develop  from  the 
use  of  this  group  of  drugs,  they  are  to  be  looked 
upon  as  the  exception  and  not  the  rule.  The  in- 
cidence might  be  decreased  if  proper  recognition 
of  the  possibility  of  toxic  symptoms  arising  is 
borne  in  mind  by  both  the  public  and  physicians. 
It  is  the  indiscriminate  use  of  this  group  of 
drugs  which  is  harmful.  Perhaps  the  limitation 
of  the  sale  of  the  barbiturate  to  non-repeating 
prescription  orders  would  be  helpful. 

Clinically  the  toxic  reactions  produced  by  the 
derivatives  of  barbituric  acid  show  considerable 
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similarity,  no  matter  which  drug  is  used.  Hud- 
dleson2  points  out  that  they  are  patterns  familiar 
in  other  subacute  and  chronic  intoxications,  while 
Dougherty3  states  that  they  vary  from  the 
mildest  reaction  of  lassitude,  malaise,  drowsiness 
and  giddiness  to  profound  coma  and  death.  The 
general  systemic  toxic  manifestations  include  an 
early  fall  in  body  temperature  with  at  times  a 
subsequent  rise  above  normal.  The  blood  pressure 
is  lowered  at  least  temporarily;  the  pulse  may  be 
slowed,  but  in  severe  reactions  it  is  often  ac- 
celerated; there  is  a general  vasodilatation,  and 
there  may  be  a general  cyanotic  appearance  and 
an  increased  Co2  content  of  the  blood.  Respiration 
is  slow  and  shallow;  there  is  interference  with  the 
respiratory  reflex  and  a tendency  to  pulmonary 
edema  and  bronchopneumonia  or  death  by  respira- 
tory failure.  The  urine  output  is  diminished,  and 
albumin  and  casts  have  been  reported  temporarily 
present,  but  renal  efficiency  as  indicated  by  the 
phenolsulphonephthalein  test  usually  is  not  im- 
paired. Anorexia,  nausea,  epigastric  pain  and 
diarrhea  are  not  uncommon  gastrointestinal  toxic 
symptoms. 

Toxic  skin  lesions  have  ranged  from  urticarial 
wheals  to  scarlatiniform  or  morbilliform  types  of 
dermatitis  with  subsequent  desquamation,  and 
often  are  associated  with  sharp  febrile  reactions, 
mucous  membrane  involvement  and  glandular  en- 
largement. Some  of  these  patients  have  shown 
marked  jaundice.  (Haubrich4,  Millard5,  Menin- 
ger6).  The  affinity  of  derivatives  of  barbituric 
acid  for  the  nervous  system  has  been  demon- 
strated by  many  workers  (Lundy  and  Osterberg7). 

Through  its  disturbed  physiology  many  of  the 
tox;ic  symptoms  of  the  barbituric  acid  group  are 
to  be  encountered.  Among  the  frankly  neurologic 
toxic  disturbances  nystagmus  is  quite  frequently 
found.  Webers  noted  headache  and  a transient 
inability  to  see.  Diplopia  has  been  reported.  The 
pupils  are  dilated  by  barbiturates,  but  in  severe 
intoxication  they  may  be  contracted  and  immobile 
to  light,  or  show  inequality  and  irregularity.  Bul- 
bar symptoms,  with  difficulty  in  swallowing,  loss 
of  the  cough  reflex,  and  disturbance  of  speech,  are 
common.  The  speech  may  be  merely  drawling  and 
thick  or  be  wholly  unintelligible.  Hiccup  has  been 
noted  by  Meerloo9,  and  so  have  generalized  con- 
vulsive seizures. 

As  a rule  muscle  tone  is  diminished,  but  with 
severe  intoxication  there  is  increased  tonus  to 
such  a degree  that  it  has  been  referred  to  as 
postbarbital  Parkinsonianism  (Meerloo9).  The 
deep  reflexes  are  diminished  or  absent,  and  the 
superficial  reflexes  including  the  corneal  reflex, 
may  be  similarly  affected.  Even  a positive  Babin- 
ski  response  has  been  reported  as  a result  of  the 
toxic  activity  of  barbital.  Tremors  are  frequently 
seen,  ranging  from  the  simple  coarse  tremor  of 
the  extremities  to  a marked  general  tremulous- 
ness. The  station  and  gait  are  unsteady.  This 


may  be  so  marked  that  the  patient  is  unable  to 
stand  or  walk. 

With  increasing  lethargy  and  mental  hebetude 
the  sphincters  are  uncontrolled.  The  psychologic 
effect  of  small  doses  of  the  barbiturates  is  a feel- 
ing of  well-being  or  even  of  exhilaration.  The 
toxic  psychologic  effects  produce  a feeling  of  un- 
certainty; irritability  is  evident;  defects  of  at- 
tention are  noted,  and  these  lead  to  memory  de- 
fects, especially  for  more  recent  events;  the  pa- 
tient loses  insight  into  his  condition,  and  his 
judgment  may  become  faulty;  vivid  fear-pro- 
ducing hallucinations  develop  which  are  followed 
by  delusions  of  persecution,  and  this  combination 
of  hallucinations  and  delusions  may  be  the  basis 
for  outbursts  of  excitement. 

Mott,  Woodhouse  and  Pickworth10  studied  in 
cats  and  monkeys  the  pathological  effects  of  sev- 
eral of  the  barbiturates.  They  gave  by  mouth 
from  two  and  a half  to  five  grains  a day  to  cats, 
and  double  this  amount  to  monkeys,  over  periods 
lasting  from  a few  days  to  several  weeks.  They 
found  striking  changes  in  the  central  nervous 
system.  In  all  cases  where  the  drugs  were  ad- 
ministered over  a period  of  seven  days  or  more, 
numerous  masses  of  a peculiar  mucinoid  material 
were  found  distributed  throughout  the  central 
nervous  system. 

There  was  cellular  degeneration  with  chroma- 
tolysis and  loss  of  Nissl  substance,  and  the  ap- 
pearance of  phagocytic  cells.  This  cellular  de- 
generation was  found  in  the  cerebellum,  midbrain 
and  spinal  cord.  Note  was  made  that  “many 
nerve  cells  are  damaged  beyond  hope  of  recovery”. 

Wagner1,  in  commenting  upon  somewhat  similar 
pathologic  findings  after  the  long  continued  use 
of  barbiturates,  states  that  it  seems  probable  that 
the  cellular  damage  to  the  central  nervous  sys- 
tem is  due  to  the  direct  action  of  the  drug  rather 
than  being  secondary  to  the  disturbances  of  cir- 
culation (Gruber  and  Roberts11).  Lancaster12  re- 
fers to  Fabre  and  Fredet  who  studied  the  dis- 
tribution of  luminal  and  allonal  in  dogs  killed 
shortly  after  the  ingestion  of  hypnotic  doses  and 
found  the  drugs  to  be  concentrated  largely  in  the 
brain  and  spleen  with  smaller  amounts  in  the 
kidney  and  liver.  Such  observations  as  those  out- 
lined above  indicate  how  permanent  damage  may 
result  from  an  injudicious  use  of  barbiturates. 

CASE  REPORTS 

A woman,  aged  59,  was  seen  April  3,  1934.  The 
history  indicated  the  patient  had  been  an  intel- 
ligent, cultured  woman.  She  developed  insomnia, 
and  was  treated  with  various  hypnotics.  For  a 
couple  of  years  she  had  been  cared  for  by  two 
nurses.  She  did  not  have  regular  medical  super- 
vision, but  medical  advice  had  been  sought  from 
various  quarters  from  time  to  time.  For  a year 
she  had  been  confined  to  her  room,  and  for  six 
months  to  bed.  Since  she  was  restless  at  times, 
and  called  out  loudly,  she  was  given  more  and 
more  sedatives  and  hypnotics.  The  character  of 
all  of  these  could  not  be  ascertained,  but  in  re- 
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cent  months  she  had  been  given  three  and  a half 
grains  of  sodium  alurate  several  times  a day. 
For  at  least  ten  months  the  patient  had  not 
shown  more  than  flashes  of  intelligence,  and  only 
on  occasions  would  she  recognize  members  of  her 
family.  During  this  period  the  patient  had  had 
generalized  convulsive  seizures  on  two  or  three 
occasions,  once  so  severely  that  her  recovery  had 
not  been  expected.  For  six  months  she  had  had 
double  incontinence.  For  two  months  her  speech 
had  not  been  understandable.  Vomiting  had  oc- 
curred frequently.  The  patient  had  been  spoonfed 
for  months.  Her  husband  died  during  this  period 
without  the  patient  being  aware  of  his  death. 

The  patient  was  found  to  be  a thin,  frail, 
anemic  looking  individual  in  a semicomatose  con- 
dition. She  did  not  respond  in  any  manner  to 
questions.  The  rectal  temperature  was  101°,  the 
pulse  90,  the  respiration  shallow.  Cyanosis  was 
not  evident,  but  was  reported  to  have  been 
present  at  times.  The  lungs  were  clear.  The 
heart  sounds  were  normal.  Blood-pressure  was 
120/65.  The  abdomen  was  normal.  The  pupils 
were  small,  equal  and  reacted  slowly  to  light. 
The  eyegrounds  were  normal.  The  deep  reflexes 
of  the  upper  and  lower  extremities  were  present 
but  slight.  The  abdominal  reflexes  were  faint  or 
absent.  The  plantar  responses  were  normal.  Her 
trunk  and  extremities  showed  an  increased  mus- 
cular tonicity  which  caused  the  patient  to  be 
somewhat  rigid.  This  rigidity  was  similar  to 
that  seen  in  a Parkinson’s  disease.  There  was  no 
tremor. 

The  patient  was  removed  to  a hospital  by 
ambulance,  and  all  medication  suspended.  On  ad- 
mission tcV  the  hospital  her  weight  was  found  to 
be  73  pounds.  On  April  6,  the  patient  had  two 
slight  generalized  convulsive  seizures,  each  last- 
ing about  one  minute.  The  urine  was  normal. 
The  spinal  fluid  was  normal.  She  appeared  less 
comatose.  She  was  taking  food  eagerly,  but  ap- 
peared to  have  some  difficulty  in  swallowing. 
Vomiting  occurred  occasionally.  By  April  12,  the 
patient  had  gained  somewhat  in  weight,  was  less 
rigid,  would  open  her  eyes,  moved  about  some- 
what in  bed,  and  at  times  tried  to  speak.  At  times 
she  was  thought  to  have  visual  and  auditory  hal- 
lucinations. By  April  25,  she  was  able  to  sit  in  a 
chair,  the  sphincters  were  controlled,  temperature 
was  normal,  no  further  vomiting  took  place,  she 
tried  to  put  two  or  three  words  together  in  talk- 
ing, and  was  able  to  sleep  fairly  well.  By  May  2, 
she  had  gained  ten  pounds  over  her  admission 
weight,  was  able  to  walk  about  her  room,  ap- 
peared to  take  some  interest  in  her  surroundings, 
was  smiling  and  cheerful  much  of  the  time,  con- 
tinued to  have  difficulty  in  talking  but  was  able 
to  put  a few  words  together  occasionally  although 
most  of  her  conversation  was  in  monosyllables. 
On  May  29,  she  was  returned  to  her  family.  She 
had  gained  31  pounds  since  admission.  Her  color 
had  improved.  She  walked  about  readily.  Her 
speech  had  improved,  but  was  not  free.  The  re- 
flexes were  still  diminished.  Fifteen  months  after 
discharge  from  the  hospital,  this  patient  was  re- 
ported to  be  robust  physically,  but  her  speech  still 
somewhat  impaired,  and  her  mental  state,  while 
clear,  was  described  as  being  somewhat  childish. 

Considering  the  age  of  this  patient,  and  without 
more  definite  knowledge  of  her  previous  con- 
dition, it  may  be  open  to  question  to  ascribe  all  of 
her  symptoms,  including  her  residual  speech 
difficulty,  to  her  toxic  taste.  That  she  had  a 
severe  drug  intoxication  over  a prolonged  period 


is  evident.  This  intoxication  improved  slowly 
when  the  drugs  were  omitted.  She  has  evidence  of 
permanent  impairment  of  her  central  nervous 
system,  and  this  may  be  the  result  of  such  nerve 
cell  degeneration  as  described  by  Mott,  Woodhouse 
and  Pickworth10.  Furthermore,  such  a case  his- 
tory is  a lesson  in  itself  regarding  the  dangers  of 
injudicious  medication  without  proper  medical 
control. 

A professional  man,  aged  45,  was  seen  Feb- 
ruary 10,  1935.  In  the  summer  of  1934,  he  de- 
veloped an  alcoholic  peripheral  neuritis.  Later  he 
stopped  drinking  and  began  to  use  various  bar- 
bituric acid  derivatives  to  allay  his  restlessness 
and  to  promote  sleep.  Since  December,  1934,  he 
had  been  irritable,  excitable,  confused  and  at 
times  had  hallucinations.  Recently  he  had  grown 
worse.  Some  urinary  incontinence  developed.  He 
became  too  disturbed  for  care  at  home,  and  was 
sent  to  a hospital.  He  was  found  to  have  the 
typical  thick  speech  of  barbiturate  intoxication, 
he  was  unable  to  walk  without  assistance,  and  he 
had  a marked  tremor  of  the  extremities.  His 
facial  expression  suggested  the  mask  of  Parkin- 
sonianism.  He  had  absent  knee  and  ankle  reflexes 
and  diminished  sensibility  below  the  level  of  the 
knees  which  was  considered  a residual  of  his 
peripheral  neuritis.  The  pupils  were  unequal  and 
sluggish.  The  spinal  fluid  showed  an  increased 
globulin  content,  but  otherwise  was  normal. 

The  patient  was  somewhat  depressed,  his 
memory  for  recent  events  defective,  and  his 
orientation  for  time  was  impaired.  He  had  out- 
spoken visual,  auditory  and  somatic  hallucinations 
and  marked  persecutory  delusions.  After  the  first 
24  hours  following  admission  all  sedatives  or 
hypnotics  were  discontinued.  By  February  20, 
speech  was  improved,  the  tremor  of  the  hands  was 
less,  and  he  was  able  to  walk  without  assistance. 
He  had  shown  a slight  daTy  rise  of  temperature. 
The  previous  night  he  had  slept  for  seven  hours. 

His  hallucinations  and  delusions  continued. 
When  asked  what  day  of  the  week  it  was  he 
would  reach  for  a newspaper  before  replying. 
When  asked  the  same  question  a few  moments 
later  he  could  not  answer.  By  March  2,  his 
articulation  was  more  normal,  but  the  speech  con- 
tent remained  as  before.  He  heard  people  talking 
about  him,  he  thought  he  saw  one  of  his  per- 
secutors outside  a second-story  window  in  broad 
daylight,  and  threw  at  him  a small  radio.  He  felt 
he  received  electric  shocks  when  in  bed,  and 
thought  Borgia  was  in  the  kitchen  to  dope  or 
poison  him.  By  March  15,  the  patient  could  carry 
on  a sensible  conversation  for  two  or  three 
minutes  and  then  lapsed  into  his  delusional  state. 
During  April,  his  hallucinations  and  delusions 
gradually  disappeared,  and  he  began  to  read  a 
little.  On  May  1,  he  was  returned  home.  Three 
months  later  he  was  reported  to  be  clear  men- 
tally, and  in  good  condition  physically. 

Although  this  man  had  been  an  alcoholic,  and 
had  acquired  a peripheral  neuritis,  his  recent 
toxic  symptoms  were  clearly  due  to  the  use  of 
barbiturates.  It  is  of  interest  to  note  the  long 
period  sometimes  required  to  complete  convales- 
cence after  the  prolonged  use  of  the  barbiturates 
in  comparison  with  the  five  to  seven  days  required 
to  completely  clear  up  the  toxic  symptoms  arising 
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after  the  ingestion  of  a single  large  overdose  of 
one  of  these  drugs. 

In  the  treatment  of  the  toxic  symptoms  arising 
from  the  prolonged  use  of  the  barbiturates,  the 
essential  features  are  the  withdrawal  of  all 
sedatives  and  hypnotics,  supportive  stimulation, 
when  required,  for  an  imminent  collapse  by  the 
use  of  strychnine  and  caffein,  and  adequate,  in- 
telligent nursing  care.  The  value  of  the  ordinary 
diuretic  measures  to  increase  the  elimination  of 
the  barbiturates  in  the  urine  seems  to  have  been 
disproved  by  the  work  of  Koppanyi,  Murphy,  and 
Krop13. 

Certain  types  of  individuals  do  not  tolerate 
well  the  barbituric  acid  group  of  drugs.  They 
should  be  employed  with  caution  in  obese  and 
debilitated  patients.  They  may  react  poorly  in 
patients  with  arteriosclerosis,  myocardial  disease 
or  hypertension,  and  in  those  with  a very  low 
blood  pressure.  Patients  with  arteriosclerosis  and 
hypertension  may  complain  of  vertigo  and  ataxia 
after  even  small  doses.  Patients  with  respiratory 
disease  should  not  have  these  drugs  because  of 
their  depressive  effect  on  the  respiratory  center. 
However  this  group  of  drugs  is  extremely  useful 


in  properly  selected  patients  and  under  proper 
medical  supervision. 

1422  Euclid  Avenue. 
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HEADACHE  OF  NASAL  ORIGIN 


By  WILLIAM  E.  SAUER,  M.D.,  St.  Louis,  Missouri 


THAT  a close  relationship  exists  between  the 
disorders  of  the  nose  and  headache  has  been 
known  since  the  earliest  times.1  The  early 
Greek  and  Roman  physicians  treated  headache 
by  drawing  blood  from  the  nose  and  employ- 
ing ointments  and  lotions.  Wepfer  in  1727  wrote 
“that  the  proximate  cause  of  headache  appears  to 
be  mucus  retained  in  the  depths  of  the  nasal 
cavities  and  inspissated  by  the  respired  air”.  In 
the  report  of  a case,  he  states  “the  nose  has  now 
been  obstructed  for  a year,  if  the  mucus  is  drawn 
from  the  head  or  nose  into  the  fauces  the  pains 
remit”.  The  latter  is  an  early  observation  on  the 
use  of  suction  in  sinus  affections. 

Pathologic  conditions  of  the  nose  and  accessory 
sinuses  must  be  considered  among  the  most  fre- 
quent causes  of  headache.  Certainly  headache  is 
one  of  the  most  frequent  symptoms  complained  of 
by  patients  consulting  the  otolaryngologist.  The 
proximity  of  the  nasal  cavities  and  the  accessory 
sinuses  to  the  cranial  cavity,  together  with  the 
fact  that  the  nerve  supply  of  the  dura  mater  and 
the  mucous  membrane  of  the  sinuses  comes 
largely  from  the  same  source  may  explain  the 

Read  before  the  Eye,  Ear,  Nose  and  Throat  Section,  Ohio 
State  Medical  Association,  at  the  89th  Annual  Meeting,  Cin- 
cinnati, October  2-4,  1935. 


frequency  of  headache  as  a symptom  of  sinus  dis- 
ease and  other  nasal  abnormalities. 

The  sensory  nerve  supply  of  the  nose  and 
sinuses  is  derived  from  the  first  and  second 
divisions  of  the  fifth  nerve.  The  mucous  mem- 
brane of  the  anterior  portion  of  the  nasal  cavities 
and  the  frontal  sinuses  together  with  the  anterior 
ethmoid  cells  are  supplied  by  the  anterior  eth- 
moidal and  supraorbital  nerves  which  are 
branches  of  the  ophthalmic  division  of  the  -fifth. 
The  rest  of  the  ethmoid  cells,  sphenoid  cavities 
and  the  remainder  of  the  nasal  cavities  are  sup- 
plied from  sphenopalatine  ganglion  through  the 
superior  maxillary  nerve.  This  ganglion  has  an 
attachment  to  the  nerve  of  the  pterygoid  canal, 
the  so-called  motor  root  of  the  ganglion,  which  is 
made  up  of  the  great  superficial  petrosal  and  the 
deep  petrosal  nerves,  the  former  being  a branch 
from  the  geniculate  ganglion  on  the  facial  nerve 
and  the  latter  a sympathetic  ramus  derived  from 
the  plexus  on  the  internal  carotid  artery.  The 
great  superficial  petrosal  is  the  motor  root  of  the 
spenopalatigne  ganglion.  It  probably  also  carries 
gustatory  afferent  impulses  from  the  palate  by 
way  of  the  posterior  palatine  nerve  and  spheno- 
palatine ganglion  to  the  geniculate  ganglion  and 
the  intermediate  nerve. 
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The  maxillary  antra  receive  their  sensory  sup- 
ply through  the  alveolar  branches  of  the  maxil- 
lary division  of  the  fifth.  The  nasal  accessory 
sinuses  therefore  receive  their  main  sensory  sup- 
ply through  the  trigeminal  nerve,  but  through 
the  nerve  of  the  pterygoid  canal  to  the  spheno- 
palatine ganglion  come  connections  to  the  facial 
and  sympathetic.  Whether  painful  impressions 
can  be  conveyed  along  the  great  superficial  petro- 
sal nerve  from  Meckel’s  ganglion  to  the  geniculate 
ganglion  is  speculative,  but  according  to  Harris3 
there  is  a possible  connection  established  with  the 
sensory  supply  of  the  facial  branches  to  the 
posterior  wall  of  the  auditory  meatus,  the 
tympanum,  mastoid  region  and  the  area  liable  to 
be  affected  in  otic  or  geniculate  neuralgia. 

When  a sinus  is  filled  with  secretion  and  in- 
flammatory exudate  under  pressure,  the  drainage 
being  blocked,  the  cause  of  the  pain  is  easily 
understood,  but  the  appearance  of  pain  in  many 
cases  does  not  appear  to  be  dependent  upon  the 
presence  of  pus  under  pressure  and  is  to  be  ex- 
plained on  the  basis  of  an  involvement  of  the 
nerves  or  their  terminations  in  the  inflammatory 
process  within  the  mucous  membrane  lining  the 
walls  of  the  sinus  cavity. 

The  distribution  of  the  nerve  supply  of  the 
sinuses  explains  in  part  the  location  of  pain  in 
sinus  disease.  Lesions  in  the  upper  anterior  part 
of  the  nasal  cavity  and  in  the  anterior  ethmoid 
cells  and  frontal  sinuses  affect  the  anterior 
ethmoidal  and  supraorbital  terminations  and  pro- 
duce pain  referred  to  the  orbital  branches  of  the 
ophthalmic  division  of  the  fifth,  but  we  know  that 
the  pain  is  often  referred  to  areas  quite  remote 
from  the  seat  of  infection,  for  example,  an  antrum 
infection  may  give  rise  to  severe  frontal  pain 
with  no  evidence  of  pain  in  the  region  of  the 
maxillary  sinus  itself. 

The  explanation  of  the  pain  referred  to  the 
neck,  mastoid  region,  shoulder,  arm  and  finger  as 
described  by  Sluder4  in  his  nasal  ganglion  syn- 
drome has  led  to  considerable  controversy.  He  be- 
lieved the  pain  impulses  were  transmitted  from 
the  sphenopalatine  ganglion  by  way  of  the  nerve 
of  the  pterygoid  canal  to  the  sympathetic,  Vail5 
believes  the  pain  is  transmitted  directly  from  the 
nerve  of  the  pterygoid  canal,  basing  his  con- 
clusions on  his  anatomic  studies  in  which  he  found 
an  “exceedingly  close  relation  between  the  Vidian 
nerve  and  the  mucosa  of  the  floor  of  the  sphenoid 
sinus”.  “He  found  the  Vidian  canal  as  a rounded 
ridge  extending  above  the  floor  of  the  sphenoid 
sinus,  surrounded  frequently  on  more  than  one- 
half  of  its  circumference  by  sphenoid  sinus 
mucosa”. 

It  is  in  those  cases  where  there  is  an  extensive 
pneumatization  of  the  sphenoid  sinus  extending 
into  the  pterygoid  processes  that  these  latent 
sinus  infections  occur  without  producing  the  usual 
symptoms  of  an  acute  cold.  Harris6  states  that 


the  great  superficial  petrosal  nerve  is  in  close  re- 
lation to  the  sphenoidal  sinus,  and  it  is  this  re- 
lation which  may  explain  the  pain  which  some- 
times occurs  behind  the  ear  in  acute  sphenoid  in- 
fections. Garber7  concludes  “That  after  consider- 
ing the  functional  composition  of  the  Vidian  nerve 
and  the  sphenopalatine  ganglion  the  direction  of 
the  pain  impulses  and  the  size  of  these  nerve 
structures  that  they  should  not  be  considered  as 
having  anything  to  do  with  the  neuralgic  symp- 
toms of  Sluder’s  syndrome  and  that  a better  ex- 
planation is  afforded  by  regarding  the  maxillary 
nerve  as  the  one  involved.” 

Kuntz  and  Christensen  explain  the  mechanism 
whereby  pains  arising  in  the  nose  and  paranasal 
sinuses  are  referred  to  regions  of  the  head  other 
than  those  in  which  they  have  their  origin  and 
also  to  the  shoulder  and  upper  extremity  upon 
the  present  concepts  of  referred  pain  as  fully 
described  by  Kuntz.8  Impulses  arising  at  the  site 
of  the  lesion  are  conducted  into  the  spinal  cord 
or  brain  stem  by  sensory  fibers  supplying  the  area 
in  which  the  lesion  is  located.  These  fibers  effect 
reflex  connections  with  both  somatic  and  visceral 
efferent  neurons  in  the  central  nervous  system,  as 
well  as  connections  through  which  the  impulses 
are  conducted  upwards. 

Reflexes  carried  out  through  the  visceral  effer- 
ent neurons  result  in  vasoconstriction  and  other 
changes  due  to  sympathetic  stimulation  in  the  per- 
pheral  area  supplied  by  the  visceral  efferent 
neurons  in  question,  in  consequence  of  which  the 
receptors  in  this  area  which  normally  mediate 
pain  are  stimulated.  This  stimulation  probably 
is  caused  by  the  accumulation  of  waste  meta- 
bolites in  the  tissues  rendered  ischemic  by  the 
reflex  vasoconstriction.  The  impulses  generated 
in  the  pain  receptors  are  conducted  into  the  cen- 
tral nervous  system  and  upwards  to  the  ap- 
propriate sensory  center  through  the  peripheral 
and  central  pathways  which  normally  mediate 
somatic  pain.  If  the  peripheral  area  in  which  the 
pain  receptors  are  stimulated  is  not  coincident 
with  the  site  of  the  lesion,  the  resulting  pain  is 
regarded  as  referred  pain.  By  reason  of  the  re- 
lationships described  above,  the  referred  pain 
must  always  be  localized  in  a peripheral  area 
which  is  supplied  by  sympathetic  neurons  with 
which  the  sensory  fibers  which  conduct  impulses 
from  the  site  of  the  lesion  effect  direct  reflex  con- 
nections. 

Referred  pain  to  the  temporal  region  due  to  a 
lesion  of  the  sphenoidal  sinus  may  be  explained 
as  follows:  Impulses  arising  at  the  site  of  the 
lesion  are  conducted  into  the  brain  stem  through 
the  maxillary  division  of  the  trigemnial  nerve. 
The  trigemnial  fibers  in  question  effect  reflex  con- 
nections with  visceral  efferent  neurons  in  the 
upper  thoracic  segments  of  the  spinal  cord.  The 
axons  of  these  neurons  join  the  sympathetic  trunk 
and  ascend  to  the  superior  cervical  ganglion, 
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where  they  effect  synaptic  connections  with 
sympathetic  neurons  whose  axons  traverse  the 
plexus  on  the  external  carotid  artery  and  reach 
the  temporal  area.  The  responses  elicited  through 
these  reflex  connections  result  in  the  stimulation 
of  pain  receptors  in  the  temporal  area,  from 
which  the  impulses  generated  are  conducted  into 
the  brain  stem  through  the  auriculotemporal 
branch  of  the  mandibular  division  of  the  trige- 
minal nerve,  and  upwards  through  the  trigeminal 
lemniscus. 

Referred  pain  in  the  frontal  region  due  to  a 
lesion  of  the  maxillary  sinus  may  be  explained  as 
follow’s : Impulses  arising  at  the  site  of  the  lesion 
are  conducted  into  the  brain  stem  through  the 
superior  alveolar  nerves  and  the  maxillary  di- 
vision of  the  trigeminal.  The  trigeminal  fibers  in 
question  effect  reflex  connections  with  visceral 
efferent  neurons  in  the  upper  thoracic  segments  of 
the  spinal  cord.  The  axons  of  these  neurons  join 
the  sympathetic  trunk  and  ascend  to  the  superior 
cervical  ganglion  where  they  effect  synaptic  con- 
nections with  sympathetic  neurons  whose  axons 
traverse  the  plexus  on  the  internal  carotid  artery 
and  reach  the  frontal  region.  The  responses 
elicited  through  these  reflex  connections  result  in 
the  stimulation  of  pain  receptors  in  the  frontal 
region,  from  which  the  impulses  generated  are 
conducted  into  the  brain  stem  through  the  supra- 
orbital and  frontal  nerves  and  the  ophthalmic 
division  of  the  trigeminal,  and  upwards  through 
the  trigeminal  lemniscus. 

Referred  pain  in  the  shoulder  and  upper  ex- 
tremity due  to  a lesion  of  the  nasal  mucosa  may 
be  explained  as  follows:  Impulses  arising  at  the 
site  of  the  lesion  are  conducted  into  the  spinal 
cord  through  afferent  components  of  the  upper 
thoracic  nerves  which  traverse  the  inferior  cer- 
vical sympathetic  ganglion  and  the  plexuses  on 
the  common  and  internal  carotid  arteries  and 
terminate  in  the  nasal  mucosa.  These  fibers  effect 
reflex  connections  with  visceral  efferent  neurons 
whose  axons  traverse  the  corresponding  spinal 
nerves  and  are  distributed  to  the  lower  cervical 
and  upper  thoracic  segments,  including  the  upper 
extremity.  The  responses  elicited  through  these 
reflex  connections  result  in  the  stimulation  of  pain 
receptors  in  these  areas,  from  which  the  impulses 
generated  are  conducted  into  the  spinal  cord 
through  the  lower  cervical  and  upper  thoracic 
nerves,  and  upwards  through  the  lateral  spino- 
thalamic tract. 

Referred  pain  in  the  occipital  region  due  to  a 
lesion  of  the  nasal  mucosa  may  be  explained  as 
follows : Impulses  arising  at  the  site  of  the  lesion 
are  conducted  into  the  brain  stem  through  afferent 
components  of  the  ophthalmic  and  maxillary 
division  of  the  trigeminal  nerve  and  possibly  into 
the  spinal  cord  through  afferent  components  of 
the  upper  thoracic  nerves  which  traverse  the  in- 
ferior cervical  sympathetic  ganglion  and  the 


plexuses  on  the  common  and  internal  carotid 
arteries  and  terminate  in  the  nasal  mucosa.  These 
fibers  effect  reflex  connections  with  visceral 
efferent  neurons  in  the  upper  thoracic  segments 
of  the  spinal  cord.  The  axons  of  these  neurons 
join  the  sympathetic  trunk  and  ascend  to  the 
superior  cervical  ganglion  where  they  effect 
synaptic  connections  with  sympathetic  neurons 
whose  axons  join  the  upper  cervical  nerves 
through  their  gray  rami  and  reach  the  occipital 
region  through  the  occipital  nerves.  The  responses 
elicited  through  these  reflex  connections  result  in 
the  stimulation  of  pain  receptors  in  the  occipital 
region,  from  which  the  impulses  generated  and 
conducted  into  the  spinal  cord  through  the  oc- 
cipital and  upper  cervical  nerves,  and  upwards 
through  the  lateral  spinothalamic  tract. 

Vail  states  that  relief  of  pain  in  the  region  of 
the  frontal  sinus  and  temple  can  be  obtained  by 
the  injection  of  cocain  solution  into  the  sphenoid 
sinus.  He  believes  this  relief  is  due  to  the  action 
of  cocain  directly  on  the  Vidian  nerve.  Kuntz  and 
Garber  believe  that  the  relief  obtained  Is  not 
through  the  effect  of  the  cocain  on  the  Vidian 
nerve,  but  on  the  sensory  nerve  endings  of  the 
maxillary  nerve  in  the  sphenoid  sinus.  There  is 
no  question  but  that  there  are  cases  in  which,  a 
severe  pain  over  the  eye  and  the  temple  region 
can  be  relieved  by  making  applications  of  cocain 
solutions  directly  to  the  mucous  membrane  of  the 
sphenoid  cavity,  when  the  applications  of  the 
cocain  solution  to  the  region  of  Meckel’s  ganglion 
do  not  give  relief. 

I recently  had  a striking  example  of  this.  The 
wife  of  a physician  had  been  having  intense  pain 
on  the  right  side  of  the  head,  especially  in  the 
region  of  the  temple,  for  more  than  three  weeks. 
No  relief  had  been  obtained  from  the  usual  head- 
ache remedies.  No  relief  was  obtained  from  co- 
canization  of  Meckel’s  ganglion,  but  when  the 
cocain  solution  was  applied  to  the  interior  of  the 
sphenoid  cavity,  which  was  easily  accomplished 
through  the  natural  opening,  the  relief  was  almost 
immediate.  The  X-ray  revealed  that  she  had  a 
very  large  sphenoid  on  the  right  side  with  some 
haziness.  These  applications  were  made  several 
times  at  intervals  of  a few  days.  There  has  been 
no  return  of  the  pain  for  several  months.  At  no 
time  was  there  any  pus  seen  in  the  nose  or  naso- 
pharynx. 

The  character  of  nasal  headache  (depending  on 
the  pathologic  condition  present  at  the  time)  may 
vary  from  a slight  discomfort  to  an  extremely 
severe  neuralgia,  or  may  be  dull,  splitting,  throb- 
bing or  combined.  The  more  or  less  typical  nasal 
headache  as  is  well  known  begins  shortly  after 
arising  and  continues  well  into  the  afternoon. 
Such  periodicity  should  always  call  for  a careful 
rhinological  examination.  In  the  acute  cases,  the 
pain  is  aggravated  by  bodily  exercise,  especially 
by  the  stooping  position.  Nausea  and  dizziness 


March,  1936 


Headache  of  Nasal  Origin 


215 


are  frequently  associated,  especially  when  the 
sphenoid  cavities  and  the  frontal  sinuses  are  in- 
volved. Skillern  pointed  out  the  peculiar  in- 
tolerance to  alcohol  and  tobacco  in  individuals 
with  sinus  disease. 

The  conditions  in  and  about  the  nose  which  may 
incite  headaches  or  neuralgia,  are  acute  and 
chronic  inflammations  in  the  nose  or  accessory 
sinuses.  Anatomical  variations  in  structures 
which  result  in  pressure  contact  within  the  nasal 
cavities  and  malignant  new  growths  of  the  nose 
or  accessory  sinuses. 

Ordinarily  the  diagnosis  of  an  acute  inflamma- 
tory process  in  the  nose  or  accessory  sinuses  can 
be  made  from  the  history,  intranasal  examination, 
endoscopy  and  X-ray,  but  at  times  even  in  the  acute 
cases  a definite  diagnosis  is  not  easily  made.  This 
is  especially  true  in  the  acute  inflammations  of  the 
sphenoid  which  may  cause  intense  pain  over  the 
eye  or  back  of  the  head  without  any  visible  evi- 
dence of  any  inflammatory  process.  Severe  pain 
may  continue  for  several  days  when  finally  a dis- 
charge of  pus  may  be  seen  in  the  olfactory  fissure 
followed  by  relief  of  pain.  Patients  presenting 
themselves  with  severe  occipital  or  frontal  pain, 
especially  if  there  is  a history  of  an  acute  cold 
and  no  other  cause  for  the  headache  can  be  found, 
should  have  the  benefit  of  repeated  nasal  ex- 
aminations. 

In  the  chronic  cases  pain  is  by  no  means  a con- 
stant feature  and  may  be  present  only  during 
acute  exacerbations.  It  is  remarkable  how  much 
destruction  of  bone  can  take  place  in  some  cases 
with  little  or  no  inconvenience  to  the  patient.  In 
a case  of  chronic  frontal  sinusitis  in  which  a 
spontaneous  perforation  had  taken  place  above 
the  inner  canthus,  the  posterior  wall  of  the  sinus 
was  found  to  be  absent  at  operation.  The  dura 
was  covered  with  granulations  and  pus  was  seen 
coming  from  a small  opening  in  the  dura.  A large 
frontal  lobe  abscess  was  found.  The  patient  at 
no  time  had  more  than  a dull  headache. 

In  another  case,  the  patient  sought  relief  on 
account  of  a recurring  fissure  in  the  left  anterior 
nares.  She  positively  denied  any  nasal  or  post- 
nasal discharge.  There  was  only  a small  amount 
of  secretion  seen  in  the  middle  meatus.  The 
routine  X-ray  examination  showed  a complete 
opacity  of  the  left  maxillary  sinus.  Irrigation  of 
this  sinus  produced  a small  amount  of  foul  smell- 
ing pus.  Repeated  irrigations  failed  to  relieve  this 
condition.  A radical  antrum  operation  was  done. 
There  was  marked  thickening  of  the  lining  mem- 
brane of  the  maxillary  sinus  and  a number  of 
polypi  were  removed.  The  patient  stated  that  she 
had  been  relieved  of  a frontal  headache  that  she 
had  for  years,  but  did  not  mention  because  she 
thought  this  headache  came  from  a “stomach” 
condition  for  which  she  had  been  under  treatment 
for  a long  time. 

The  most  common  of  the  so-called  pressure 


cases  are  those  in  which  there  is  a cystic  enlarge- 
ment of  the  middle  turbinate  impinging  against 
the  septum  or  a high  deviation  of  the  septum 
with  or  without  spur  formation,  coming  in  contact 
with  the  middle  turbinate.  These  conditions  are 
frequently  found  to  be  the  cause  of  localized  as 
well  as  generalized  headache. 

Sluder  and  Ewing  described  a type  of  headache 
which  they  termed  a vacuum  headache.  In  this 
instance  the  patient  has  a low  grade,  more  or  less 
constant  headache  which  is  frequently  made  worse 
by  the  use  of  the  eyes,  especially  for  near  work. 
The  pain  is  usually  worse  in  the  morning.  The 
tender  point  at  the  inner  angle  of  the  orbit  first 
described  by  Ewing  may  be  the  chief  diagnostic 
sign  as  the  X-ray  and  intranasal  findings  may  be 
negative.  The  application  of  astringents,  such  as 
solutions  of  nitrate  of  silver  often  give  relief  in 
these  cases.  In  others,  the  removal  of  the  middle 
turbinate  or  enlarged  bulla  of  the  ethmoid  may 
be  necessary. 

Another  class  of  cases  is  the  hyperplastic  forms 
of  inflammations  with  polyp  formation.  In  these 
cases  the  hyperplasia  may  be  confined  to  the 
ethmoid  or  may  involve  the  sphenoid.  Usually 
these  sinuses  are  involved  simultaneously.  In  the 
early  cases  the  diagnosis  is  often  more  difficult  as 
the  changes  demonstrable  in  the  mucous  mem- 
brane may  be  very  slight,  whereas  the  bony 
framework  may  show  marked  hyperplastic 
changes  as  was  pointed  out  by  Jonathan  Wright9. 
In  the  more  advanced  cases  there  is  a hyperplasia 
of  the  posterior  end  of  the  middle  turbinate  and 
the  plica  septi  due  to  the  irritating  discharge 
from  the  ethmoid)  cells  and  sphenoid  cavities. 

According  to  Watson  Williams,  there  is  more 
toxic  absorption  in  these  low  grade  inflammations 
than  in  the  cases  where  there  is  an  active  sinus 
suppuration  with  profuse  discharge  of  pus.  In 
order  to  make  a diagnosis  Williams  introduces  a 
small  canula  into  the  sinuses  through  which  he 
injects  sterile  solutions  and  draws  back  the  con- 
tents into  a sterile  syringe  and  examines  the 
solution  thus  obtained  bacteriologically.  In  cases 
where  the  X-ray  shows  a slight  opacity  of  the 
maxillary  sinus  and  there  is  considerable  doubt  as 
to  the  significance  of  the  findings,  the  introduc- 
tion of  the  antroscope  (a  small  cystoscope)  into 
the  maxillary  sinus  through  a canula  introduced 
through  the  naso-antral  wall  under  the  inferior 
turbinate  will  clarify  the  situation.  The  interior 
of  this  cavity  can  be  visualized  and  the  presence 
of  any  pathological  changes  in  the  mucous  mem- 
brane can  be  detected.  In  a number  of  cases  in 
which  there  was  a marked  clouding  in  the  X-ray, 
no  pathological  changes  were  seen  through  the 
antroscope.  The  improvement  in  roentgenographic 
technic  together  with  the  use  of  opaque  oils  has 
greatly  increased  our  diagnostic  ability. 

It  is  difficult  to  explain  why  with  gross  path- 
ological changes  in  the  nose,  some  individuals 
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have  no  headache,  while  comparatively  insignifi- 
cant changes  in  others  will  produce  severe  head- 
ache. This  may  be  due  to  some  general  or  con- 
stitutional disturbances  making  certain  individ- 
uals more  prone  to  headache.  We  know  intestinal 
conditions  very  often  influence  nasal  headache, 
likewise  toxic  factors  resulting  from  kidney  in- 
competency and  poor  gall  bladder  drainage. 

At  times  brilliant  results  are  obtained  from 
nasal  surgery.  Then  again  the  best  possible  work 
in  the  nose  results  in  failure,  not  only  because  ex- 
traneous factors  are  not  properly  evaluated,  but 
as  Tilley10  states  the  continuance  of  the  pain  may 
be  due  to  the  presence  of  a secondary  cell  which 
has  not  been  reached  and  is  not  discharging  freely 
in  the  parent  cell.  There  may  also  be  a hypersen- 
sitive condition  of  the  inflammed  mucous  mem- 
brane of  the  sinus  in  a patient  whose  deep  trige- 
minal nuclei  have  a low  threshold  of  resistance  to 
afferent  impulses  that  is  both  a distal  and  a cen- 
tral weakness,  which  is  often  met  with  in  the  type 
of  patient  who  says  he  or  she  “never  really  feels 
fit”.  The  explanation  of  this  want  of  tone  may 
result  from  a mild  toxemia  arising  from  an  in- 
fected sinus  or  from  some  independent  constitu- 
tional factor. 

Often  there  are  a number  of  causes  which  have 
a bearing  on  the  headache  in  the  same  individual. 
I recall  one  case  in  which  there  was  a definite 
sinus  infection  as  well  as  a brain  tumor.  In  this 
case  the  neurosurgeon  questioned  the  diagnosis  of 
a paranasal  sinus  involvement  but  was  convinced 
after  seeing  the  X-ray  pictures. 

Some  years  ago  a patient  with  a syphilitic  iritis 
was  referred  by  an  occulist  who  stated  that  he 
was  convinced  that  the  patient  has  a sinus  in- 
volvement as  well  as  lues.  The  patient  had  a 
definite  purulent  discharge  from  the  sphenoid  on 
the  same  side  of  the  eye  involvement. 

report  of  cases 

S.  A.,  aged  34,  has  had  severe  headaches  for 
years.  Some  times  they  are  present  when  she 
awakes  in  the  morning,  sometimes  they  come  on 
when  she  is  up  for  about  an  hour;  but  they  are 
always  worse  in  the  early  afternoon  and  are 
located  chiefly  in  the  forehead,  more  on  the  right 
side.  Examination  revealed  a large  middle  tur- 
binate on  the  right,  no  oedema  or  discharge  in 
the  nose  or1  nasopharynx.  The  X-ray  revealed  a 
large  frontal  sinus  on  the  right  side  with  the  ab- 
sence of  the  frontal  on  the  left.  There  was  just  a 
faint  shadow  in  the  right  frontal,  other  sinuses 
were  negative.  The  right  middle  turbinate  was 
resected  and  for  a period  of  five  years  there  was 
considerable  relief.  She  then  returned  complain- 
ing of  intense  frontal  headache.  The  X-ray  did 
not  reveal  anything  new.  There  was  no  marked 
tenderness  over  the  frontal  sinus.  She  was  re- 
ferred to  a neurologist  who  reported  that  she  had 
a neuritis  of  the  right  opthalmic  division  of  the 
fifth.  There  were  no  discharges.  In  spite  of  the 
fact  that  there  was  no  definite  nasal  pathology, 
I decided  to  do  an  intranasal  frontal  sinus  opera- 
tion. This  was  done  on  December  7,  1929.  This 
was  followed  by  complete  relief  from  headache 


and  general  improvement  in  health.  This  case  I 
believe  can  properly  be  classed  aS  a vacuum 
headache. 

Mrs.  W.  J.,  aged  32,  had  been  suffering  with  a 
right-sided  headache  for  several  months,  which  at 
times  became  very  severe.  She  located  the  point 
of  greatest  intensity  in  the  temple  region,  al- 
though there  was  some  pain  referred  to  the  mas- 
toid region  and  the  back  of  the  neck.  The  X-ray 
did  not  reveal  anything  in  her  sinuses,  but  the 
right  upper  molar  had  not  descended  and  was  ap- 
parently more  or  less  impacted.  Dr.  Sluder  saw 
the  case  in  consultation  and  he  was  of  the  opinion 
that  it  was  a sphenopalatine  neuralgia.  He  made 
two  alcohol  injections  without  relief.  The  removal 
of  the  impacted  molar  brought  complete  and 
permanent  relief.  This  case  illustrates  how  an 
impacted  tooth  may  produce  symptoms  which  are 
very  similar  to  a sphenopalatine  neuralgia  and 
also  how  important  it  is  not  to  overlook  the  teeth 
when  dealing  with  pain  of  this  character. 

Mrs..  S.,  aged  20,  had  a typical  sphenopalatine 
syndrome,  which  was  partially  relieved  by  cocain 
applications  to  the  sphenopalatine  ganglion.  Two 
injections  of  alcohol  failed  to  give  relief.  The 
removal  of  the  middle  turbinate,  which  contained 
a small  cyst,  brought  complete  and  permanent  re- 
lief. This  case  illustrates  the  futility  of  alcoholic 
injections  when  pressure  on  the  nerve  endings  is 
responsible. 

Miss  Z.  0.,  aged  19,  gave  a history  of  having  a 
severe  pain  which  she  located  about  one  inch  be- 
hind the  left  ear  almost  constantly  for  three 
months  or  more.  The  pain,  at  times,  extended  to 
the  occiput.  At  times  she  became  nauseated  and 
vomited  with  these  headaches.  She  was  advised 
to  give  up  her  training  as  a nurse.  The  rhino- 
scopic  examination  showed  a deviation  of  the 
septum  posteriorly  to  the  left  with  a cystic  mid- 
turbinate on  the  right  which  was  in  contact  with 
the  septum,  but  a probe  could  be  easily  passed 
between  the  turbinate  and  the  septum  after 
shrinking  the  mucous  membrane  with  a cocain 
solution.  There  was  considerable  doubt  as  to  how 
much  bearing  these  findings  had  on  her  headaches. 
X-ray  examination  of  the  sinuses  was  negative. 
Her  eyes  had  been  gone  over  by  an  oculist  who 
reported  negative  findings.  The  general  physical 
examination  was  negative.  She  was  slightly 
allergic  as  shown  by  the  skin  tests  but  no  in- 
crease in  the  eosinophiles  were  found  in  the  nasal 
secretions.  On  September  6th,  I removed  the 
cystic  middle  turbinate.  The  head  pain  disap- 
peared and  she  is  now  back  in  the  training  school 
and  when  last  seen  a few  weeks  ago  there  had 
been  no  return  of  the  pain,  excepting  a slight 
headache  following  a severe  cold. 

Dr.  C.,  aged  40,  consulted  me  in  May,  1934, 
stating  that  he  had  been  having  migraine  head- 
aches ever  since  he  could  remember.  During  his 
college  days  he  had  to  give  up  his  athletic  ac- 
tivities. After  a baseball  game  he  would  be  con- 
fined to  his  bed  with  a splitting  generalized  head- 
ache, at  times  with  nausea  and  vomiting.  He  had 
rhinoscopic  examinations  at  various  times.  Each 
time  he  was  informed  that  he  had  a moderate 
deviation  of  the  septum,  but  not  of  sufficient  grade 
to  warrant  any  operative  interference.  When  he 
presented  himself  to  me  he  stated  that  he  was 
convinced  that  there  was  something  in  his  nose 
causing  his  headache  and  if  there  was  the  slight- 
est chance  of  a nose  operation  helping  him,  he  was 
willing  to  take  that  chance.  I found  that  he  had 
a deviated  septum  to  the  right  with  a large  mid- 
turbinate on  the  left.  A small  probe  could  be 
passed  between  the  septum  and  the  mid-turbinate 
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on  the  left  after  cocainization.  The  X-ray  of  the 
sinuses  did  not  show  anything  of  significance.  I 
had  him  gone  over  by  an  internist  who  found 
nothing,  but  gave  the  opinion  that  it  was  a typical 
migraine.  On  June  5th  I did  a submucous  re- 
section and  removed  the  anterior  two-thirds  of 
the  midturbinate  on  the  left  side.  Ten  days  later 
he  informed  me  that  he  believed  we  had  found  the 
cause  of  his  headache.  I saw  him  again  on  De- 
cember 6,  six  months  later.  He  had  gained  15 
pounds  in  weight  and  stated  that  he  had  ab- 
solutely no  signs  of  a headache  even  after  the 
most  strenuous  efforts.  This  case  illustrates  that 
we  are  at  times  justified  in  removing  what  ap- 
pears to  be  a moderate  obstruction  in  the  nose  in 
cases  of  so-called  migraine. 

Dr.  S.  P.,  aged  35,  was  first  seen  on  June  .10, 
1925.  He  gave  a history  of  a typical  ozena  which 
was  verified  by  examination.  For  the  past  six 
weeks  he  had  been  having  severe,  almost  con- 
tinuous pain  in  the  right  temple  region.  There 
was  a marked  atrophy  of  the  nasal  interior  but 
there  was  only  a small  opening  in  the  right 
sphenoidal  cavity.  X-ray  showed  a large  sphenoid 
cavity  on  the  right  side  with  considerable  opacity 
as  compared  to  the  left.  The  right  sphenoid  open- 
ing was  enlarged.  The  pain  disappeared  and  has 
not  recurred.  This  is  a typical  example  of  pain 
referred  from  the  sphenoid  to  the  temporal  region. 

CONCLUSIONS 

Pathologic  conditions  in  the  nose  and  paranasal 
sinuses  must  be  considered  as  frequent  causes  of 
headache.  The  diagnosis  in  many  cases  is  readily 
made.  In  others  it  is  not  so  clear  and  the  case 
will  have  to  be  studied  from  all  angles  and  the 
cooperation  of  the  ophthalmologist,  internist, 
neurologist,  allergist  and  dentist  should  be  se- 
cured. If  such  a plan  of  investigation  is  followed 
much  of  the  past  criticism  of  hasty  and  ill-advised 
surgery  will  be  eliminated  and  the  good  work  of 
the  otolaryngologist  will  not  be  discredited. 
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DISCUSSION 

Harris  H.  Vail,  M.D.,  Cincinnati:  Dr.  Sauer 
has  asked  me  to  tear  his  paper  to  pieces.  I realize 
that  my  efforts  to  do  so  are  unsuccessful  and  I 
know  you  will  agree  with  me  that  he  covers  the 
subject  in  such  a fashion  that  anything  I might 
say  now  is  not  in  a spirit  of  destructive  criticism 
but  for  the  purpose  of  arousing  discussion. 

Perhaps  I can  amplify  his  statements  about  the 
sensory  nerve  supply  of  the  nose  and  the  sinuses 
by  stating  that  there  are  two  main  sensory  sys- 
tems in,  the  head.  Over  one  pass  the  sensations 
which  lead  to  superficial  pain  while  over  the  other 
pass  those  which  result  in  deep  pain.  I think  he 
is  perfectly  correct  in  assigning  to  the  trigeminal 
nerve  an  important  role.  I believe  that  this  sys- 
tem has  to  do  with  superficial  pain.  Deep  pain 
must  be  conveyed  by  other  fibers  than  the  trige- 


minal because  it  is  well  known  that  after  section 
of  the  sensory  root  in  trigeminal  neuralgia  deep 
sensation  still  remains.  I have  one  such  patient 
who  in  spite  of  complete  anesthesia  over  the  max- 
illary division  requires  the  usual  local  anesthetic 
for  antrum  and  sphenoid  irrigations.  This  patient 
still  has  pain  in  the  head  and  over  the  cheek.  I 
want  to  emphasize  that  there  are  these  two  sen- 
sory systems  capable  of  conveying  pain,  one  the 
fibers  of  the  trigeminal  nerve  and  the  other  the 
system  of  which  the  great  superficial  petrosal 
nerve  is  the  chief  element.  The  great  superficial 
petrosal  nerve  contains  sensory  nerve  fibers.  The 
sphenopalatine  ganglion  is  composed  entirely  of 
sympathetic  nerve  cells.  How  can  it  therefore  pro- 
vide sensory  fibers  to  the  ethmoid  and  sphenoid 
sinuses? 

As  long  as  the  exact  role  of  the  sympathetic 
nervous  system  is  unknown  I do  not  think  we  are 
justified  in  speaking  loosely  of  its  mechanism. 

I agree  with  Dr.  Sauer  that  the  pain  from 
sinusitis  is  due  to  a direct  involvement  of  the 
nerves  by  the  inflammatory  process.  I do  not  be- 
lieve that  the  maxillary  nerve  trunk  is  involved 
in  any  way  in  Sluder’s  syndrome  or  Vidian  neu- 
ralgia. I do  not  agree  with  the  essayist  in  his  use 
of  the  spinal  cord  to  explain  the  reflex  arcs  of 
headache  as  I believe  the  upper  thoracic  seg- 
ments of  the  spinal  cord  are  not  utilized  until 
there  is  a severe  stimulus  with  an  overflow.  I be- 
lieve that  he  has  overlooked  the  possibility  of  the 
glossopharyngeal  and  the  vagus  nerves  in  the 
reflex  arcs  where  the  referred  pain  is  at  a dis- 
tance from  the  site  of  initial  infection. 

I am  glad  to  see  Dr.  Sauer  using  the  intras- 
sphenoid  injection  of  a few  minims  of  cocaine.  I 
find  this  a very  valuable  means  of  diagnosis  and 
teratment  in  the  severe  cases  of  headache  and 
neuralgia. 

The  character  of  the  pain  in  the  head  is  in- 
teresting to  analyze.  Whenever  the  patient  de- 
scribes the  headache  as  a pain  in  the  head  I feel 
that  I am  more  apt  to  be  dealing  with  a neuralgia 
than  an  ordinary  headache.  I would  question  the 
author’s  statement  that  “Acute  inflammation  of 
the  sphenoid  may  cause  intense  pain  over  the  eye 
or  back  of  the  head  without  any  visible  evidence 
of  any  inflammatory  process.”  I am  sure  that  Dr. 
Sauer  did  not  mean  just  that.  I would  much  rather 
have  heard  him  say  no  visible  evidence  of  any  in- 
flammatory process  is  seen  on  an  ordinary  super- 
ficial examination  as  I am  sure  if  the  nose  is 
shrunken  up,  the  sphenoid  ostium  probed  or  the 
sinus  irrigated  some  evidences  of  infection  will  be 
found  and  in  the  case  of  a recurrence  after  the 
sphenoid  operation  has  been  done  the  nasopharyn- 
goscope  will  show  inflammation  of  the  sphenoid 
mucosa.  Oils  opaque  to  the  X-ray  visualize  the  in- 
terior of  the  sinus  and  are  a great  help  in  map- 
ping out  its  size,  ost  important  of  all,  recesses,  in 
the  sphenoid  which  constitute  a focus  of  latent  in- 
fection are  shown.  Frequently  filling  defects  can 
be  shown  in  the  recesses. 

Every  case  of  headache  should  be  thoroughly 
studied  before  any  operation  is  done.  I like  to  do 
what  I call  a therapeutic  test.  Given  a case  of 
headache  with  or  without  positive  signs  of  sinus 
infection,  if  a weeks  treatment  of  shrinking  up  the 
nose  with  ephedrine,  antral  lavages,  or  the  in- 
jection of  cocaine  or  iodochlorol  into  the  sphenoid 
sinus  does  not  help  the  headache,  I think  I am 
justified  in  thinking  the  pain  is  not  due  to  sinus 
trouble.  Personally,  I shall  be  very  glad  to  see 
the  day  when  the  treatment  of  headache  or  neu- 
ralgia by  alcohol  injections  of  the  sphenopalatine 
ganglion  is  obsolete. 


FUSO-SPIROCHETAL  LUNG  INFECTIONS  IN  CHILDREN;  REPORT 
OF  A CASE  IN  INFANT  OF  FOURTEEN  MONTHS 

By  WALLACE  B.  TAGGART,  M.D.,  Dayton,  Ohio 


MEDICAL  men  have  long  been  cognizant  of 
the  pathological  role  played  by  fusiform 
bacilli  and  mouth  spirochetes  in  infec- 
tious processes  at  some  distance  from  the  oral 
cavity.  The  following  conditions  have  been  found 
with  these  associated  organisms,  presumably  the 
causative  agents:  Pulmonary  abscess,  pulmonary 
gangrene,  bloody  bronchitis,  chronic  bronchiec- 
tasis, ulcero-membraneous  angina,  sublingual 
phlegmon,  noma,  infections  of  the  eye,  ear  and 
nose,  brain  abscess,  abscesses  of  joints  and 
meningitis,  localized  or  diffuse  in  character.1 

The  earliest  written  account  of  the  finding  of 
these  organisms  in  association  with  pulmonary 
abscess  with  gangrene  was  that  of  Leyden  and 
Jaffe  in  1867.  Noteworthy  contributions  to  our 
knowledge  and  interest  have  been  made  periodic- 
ally by  many  medical  essayists  among  whom  the 
following  are  outstanding:  Rona  in  1905;  Cas- 

tellani  in  1906;  Johnson  in  U.  S.  A.  in  1909;  Kline 
and  others  in  1925;  Proske  and  Sayers  in  1934. 
Isolated  case  reports,  as  this  presentation  is,  have 
been  frequently  found  in  the  medical  literature. 

Pulmonary  infections  caused  by  these  associated 
organisms  are  of  relatively  frequent  occurrence 
in  adults  but  less  so  among  children.  Lewis  and 
Barenberg  estimate  that  they  are  more  frequent 
in  adults  than  in  children  in  the  ratio  of  nine  to 
one. 

Because  of  the  extreme  youth  of  our  patient, 
his  marked  improvement  under  treatment  and  in 
the  spirit  of  inquiry  as  to  what  the  termination 
of  this  type  of  condition  may  be,  we  are  present- 
ing an  account  of  fuso-spirochetal  pulmonary  in- 
fection in  a male  white  infant  14  months  of  age. 

CASE  REPORT 

Case:  R.  B.,  14  months  of  age,  a white  male 

infant,  was  first  seen  after  a series  of  illnesses 
in  April,  1934. 

His  present  illness  according  to  the  parents  had 
been  of  two  months’  duration  and  consisted  in 
gradual  appearance  of  increasingly  severe  at- 
tacks of  coughing,  severe  pallor  and  fluctuating 
fever.  Foul  breath  was  first  noted  one  month  ago 
and  again  in  the  24  hours  before  his  visit  to  my 
office. 

The  past  history  indicated  that  he  was  the 
younger  of  two  children  born  of  healthy  parents. 
His  birth  weight  was  9%  pounds.  He  had  a 
double  otitis  media  at  two  weeks  of  age  which 
had  been  draining  periodically  up  until  the 
present  time.  He  had  developed  an  attack  of 
generalized  furunculosis  at  the  age  of  four 
months  which  had  persisted  for  about  two  months. 
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Attacks  of  respiratory  difficulty  treated  with 
some  reported  improvement  had  been  noted  dur- 
ing the  first  six  to  eight  months  of  life.  Whether 
this  was  of  an  asthmatic  character  is  proble- 
matical. About  four  months  before  admission  he 
had  developed  a gingivitis  with  an  abscess  of  the 
upper  left  gum  which  had  drained  for  one  month 
and  had  resulted  in  the  loss  of  two  teeth.  The 
gums  still  remained  red  and  swollen.  Weight  had 
fallen  markedly. 

Family  history  showed  that  one  brother,  eight 
years  of  age,  and  a young  father  and  mother 
were  living  and  well  with  no  history  of  gingivitis 
or  chronic  infections.  The  parents  lived  in  the 
country  and  came  in  contact  with  few  large 
groups  of  people. 

Physical  examination  showed  a severely  ill  male 
white  infant,  markedly  emaciated,  weighing  18 
pounds,  breathing  rapidly  and  with  some  diffi- 
culty, coughing  severely  upon  effort,  and  with  a 
very  pungently  foul  odor,  more  marked  upon 
coughing.  He  was  extremely  pale.  The  right  ear 
was  discharging  a thick  mucoid  material.  The 
mouth  showed  a generalized  gingivitis,  but  with- 
out the  presence  of  pus  surrounding  the  ten 
teeth  that  were  present.  The  left  portion  of  the 
premaxilla  was  missing  and  the  left  upper  in- 
cisors were  absent.  The  posterior  pharynx  was 
chronically  inflamed  with  some  oedema  of  the 
mucous  membrane  and  there  was  considerable 
greenish  brown  material  interspersed  with  strings 
of  mucus  in  the  lower  pharynx.  The  odor  upon 
close  contact  was  almost  unbearable.  Multiple 
scars  were  present  over  the  face,  neck,  scalp  and 
upper  thorax  from  the  previous  furunculosis. 
The  right  lower  arm  and  the  scrotum  were 
oedematous.  There  was  marked  limitation  to 
movements  of  the  entire  left  chest,  respirations 
were  rapid  and  whining  in  character.  The  left 
chest  showed  dullness  with  loud  high  pitched 
breath  sounds  over  the  upper  portions  anteriorly 
and  posteriorly  and  in  the  axilla  extending  down 
to  the  seventh  rib.  A few  coarse  rales  were 
heard.  The  right  lung  showed  no  abnormality  to 
percussion  or  ausculation.  The  heart  was  not 
grossly  displaced,  the  rate  was  rapid  and  a loud 
systolic  murmur,  which  we  interpreted  as  hemic 
in  character,  was  heard  over  the  entire  pre- 
cordium.  Faint  cyanosis  of  the  lips  and  nail  beds 
was  detectable.  The  abdomen  was  tremendously 
distended,  the  liver  was  firm  and  slightly  tender 
and  extended  one  fingerbreadth  below  the  umbili- 
cus. The  spleen  was  hard  and  extended  almost 
to  the  crest  of  the  ilium.  Temperature  was  101° 
F.  and  the  child  was  really  in  a sorry  condition. 

He  was  immediately  hospitalized  and  given  180 
cc.  of  citrated  blood,  150  cc.  of  5 per  cent  glucose 
and  100  cc.  of  normal  saline  by  sinus.  Continuous 
postural  drainage  was  instituted  with  short 
periods  of  exaggerated  postural  drainage;  .45 
grain  of  thiobismol  was  given  intramuscularly 
and  repeated  every  other  day  for  five  doses. 

Laboratory  findings  at  this  time  showed  the  fol- 
lowing: Hemoglobin  60  per  cent,  white  blood  cells 
9,000;  red  blood  cells  3,200,000;  polymorphonu- 
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clears  3;  lymphocytes  81;  large  monos.  15; 
eosinophiles  1. 

After  an  initial  drop  to  about  50  per  cent 
hemoglobin  and  3,000,000  red  blood  cells,  at  the 
end  of  a two-weeks’  period  the  findings  were : 
Hemoglobin  65  per  cent;  white  blood  cells  13,000; 
red  blood  cells  3,750,000;  polymorphonuclears  12; 
lymphocytes  72;  large  monos.  15;  eosinophiles  0; 
myelocyte  1.  Urine  specimens  showed  merely  a 
trace  of  albumin. 

Smears  of  the  sputum  stained  with  dilute 
carbolfuchsin  showed  many  pus  cells,  pneumococci 
(morphologically),  and  many  spirilla  and  fusi- 
form bacilli. 

Progress  during  this  hospital  stay  over  a 
period  of  about  two  weeks  showed  a gradual 
diminution  of  sputum,  rapid  increase  in  appetite, 
the  gradual  fall  of  the  temperature  curve  from 
that  ori  admission  of  103°  F.  to  a normal  level  on 
the  sixth  day.  The  oedema  over  the  anterior 
cubital  space  and  of  the  scrotum  subsided 
promptly.  A second  transfusion  was  given  at  the 
end  of  the  first  week  and  again  ten  days  later, 
four  days  after  his  discharge  from  the  hospital. 

The  course  of  the  illness  since  then  has  been 
marked  by  slow  but  rather  steady  improvement. 
His  chest  symptoms  have  improved  as  has  also  the 
gingivitis.  At  one  time  the  left  chest  became  very 
dull  all  over  the  available  percussible  area  but  re- 
peated attempts  by  two  operators  failed  to  reveal 
the  presence  of  fluid.  About  four  months  ago  the 
X-ray  plate  showed  what  was  interpreted  as  a 
partial  pneumothorax.  Since  his  initial  great  im- 
provement it  has  been  apparently  impossible  to 
get  the  parents  to  allow  frequent  systematic  ob- 
servation and  care  but  our  last  examination  of 
this  patient  on  Sept.  20,  1935,  showed  the  gingi- 
vitis still  to  be  very  pronounced  and  many  of  the 
teeth  becoming  loose.  The  parents  failed  to  bring 
the  child  in  regularly  or  to  consult  a dentist  as 
advised.  There  is  slight  clubbing  of  the  fingers 
and  toes.  Examination  of  the  chest  shows  no 
gross  displacement  of  the  heart  and  the  right 
chest  shows  no  abnormalities.  The  left  chest  is 
resonant  antero-laterally  and  antero-posteriorly 
down  to  the  level  of  the  seventh  interspace;  there 
is  dullness  from  this  level  down;  ausculation  re- 
veals some  decrease  in  intensity  of  breath  sounds 
and  an  occasional  coarse  rale.  Liver  and  spleen 
are  still  somewhat  enlarged.  Weight  at  this  date 
33  pounds,  a gain  of  15  pounds  since  the  initial 
observation  17  months  ago. 

In  the  interval  between  the  last  two  observa- 
tions he  has  had  measles  and  la  grippe  with  ap- 
parently no  serious  effects  upon  his  chronic  lung 
condition.  In  the  year  of  his  observation  he  has 
learned  to  walk,  has  gained  14  pounds,  and  has 
continued  to  eat  voraciously. 

THERAPEUTIC  CONSIDERATIONS 

The  early  treatment  of  fuso-spirochetal  in- 
fections of  the  lungs,  it  is  rather  generally  agreed, 


should  show  the  best  results  by  the  administra- 
tion of  one  of  the  arsphenamines  given  at  fre- 
quent intervals  to  the  point  of  clinical  improve- 
ment and  individual  tolerance.  When  the  lung  con- 
dition is  recognized  early,  results  are  almost 
spectacular.  More  recently  the  use  of  bismuth 
preparations  has  been  advocated  as  being  more 
easily  tolerated  and  possibly  only  slightly  less 
effective. 

Where  the  process  has  become  more  chronic 
and  sharply  localized,  surgery  has  been  employed 
as  an  aid,  by  two  stage  incision  and  drainage,  by 
collapsing  procedures  such  as  pneumothorax  or 
phrenic  nerve  crushing,  or  by  radical  lobectomy, 
such  as  is  sometimes  employed  for  localized 
bronchiectasis  or  lung  abscess  lesions.  In  this 
individual  case  we  considered  early  the  advisa- 
bility of  some  collapsing  procedure  but  because  of 
the  proximity  of  some  of  the  abscess  cavities  to 
the  pleural  surface,  our  surgical  consultant 
thought  it  inadvisable. 

Our  employment  of  bismuth  preparations  was 
decided  upon  because  of  the  child’s  evident  low 
systemic  reserve,  the  evidence  of  an  extreme  de- 
gree of  cloudy  swelling  of  the  liver  and  unusual 
demands  upon  the  hematopoetic  system.  We  have 
been  a bit  reticent  in  the  use  of  the  intramuscular 
preparations  of  the  arsphenamine  series,  espe- 
cially sulpharsphenamine.  However,  we  did  ven- 
ture later  to  employ  the  arsenical  acetarsone  over 
a period  of  about  ten  days  without  any  apparent 
remarkable  change  in  an  already  improved  con- 
dition. 

SUMMARY  j; 

A case  of  fuso-spirochetal  infection  of  the  lung- 
in  a 14  months  old  male  infant  has  been  pre- 
sented. The  original  infection  had  its  beginning 
in  the  form  of  a gingivitis  which  would  lead  us 
to  assume  that  the  lung  involvement  was  an 
aspiration  phenomenon.  The  patient  has  been 
irregularly  followed  for  a period  of  one  and  one- 
half  years  during  which  time  the  process  has 
gradually  improved  and  his  growth  and  weight 
gain  have  been  uninterrupted  in  spite  of  the 
added  insult  of  attacks  of  la  grippe  and  measles. 
A consideration  of  the  practical  therapeutic  and 
possible  surgical  aids  in  treatment  are  included. 
209  South  Main  Street. 
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DISCUSSION 

Herbert  S.  Reichle,  M.D.,  Cleveland:  Dr. 

Taggart  is  to  be  congratulated  on  the  diagnosis 
of  this  very  rare  condition  in  childhood.  Engel  in 
the  Encyclopedia  of  Pfaundler  and  Schlossmann 
mentions  only  one  such  case  and  says  that  pul- 
monary gangrene  is  “infinitely  rarer  in  children 
as  in  adults’'.  In  Abt’s  System  of  Pediatrics, 
Heiman  did  not  find  one  case  diagnosed  before 
death  among  4500  autopsies.  It  is  also  unusual 
for  children  afflicted  with  this  malady  to  recover. 
Therefore  the  therapy  is  of  great  interest. 

As  you  probably  know,  there  is  considerable 
controversy  about  the  etiology  of  pulmonary 
gangrene.  On  the  one  side  we  have  Kline  and 
Smith  who  are  convinced  that  the  mouth  spiro- 
chetes are  responsible,  at  least  in  collaboration 
with  other  organisms,  and  on  the  other  hand  there 
are  Graham  of  St.  Louis  and  Freedlander  of  the 
Cleveland  City  Hospital  who  are  not  convinced  of 
this.  The  former  have,  of  course,  the  advantage 
of  many  cases  reported  cured  by  antispirochetal 
treatment.  They  can  also  point  to  the  fact  that 
several  workers  have  shown  that  on  section  of 
the  gangrenous  cavity  spirochetes  can  be  found  in 
the  normal  tissue  well  in  advance  of  necrosis.  On 
the  other  hand  we  must  not  neglect  the  force  of 
arguments  presented  on  the  other  side  of  this 


question.  Graham  has  pointed  out  that  the 
spirochetes  may  disappear  under  treatment  but 
that  the  pulmonary  gangrene  may  proceed. 
Gangrene  is  found  in  the  absence  of  the  mouth 
spirochete  and  can  undoubtedly  be  caused  by  such 
organisms  as  the  anaerobic  gas  bacilli,  B.  coli  and 
the  anaerobic  streptococci  among  many  others.  On 
the  other  hand,  the  mouth  spirochetes  have  been 
found  when  no  gangrene  was  present.  It  would 
therefore,  seem  wise  to  reserve  the  term  “gang- 
rene” (as  Karsner  has  suggested)  to  those  cases 
of  tissue  necrosis  which  are  associated  with 
putrefaction  and  the  characteristic  odor  of  this 
process. 

The  difficulties  of  bacteriology  in  spirochetal 
research  are  perhaps  not  sufficiently  recognized. 
It  is  very  difficult  to  distinguish  the  different 
kinds  of  spirochetes,  and  mere  morphology  is  a 
very  weak  aid  when  we  consider  that  even  the 
spirocheta  pallida  may  vary  from  3 to  14  m.  in 
length.  Furthermore,  one  may  find  spirochetes  in 
sputum  but  have  no  assurance  that  these  spiro- 
chetes did  not  come  from  the  mouth.  No  matter 
how  carefully  the  anterior  portions  of  the  oral 
cavity  are  washed,  the  gargle  can  never  reach  the 
posterior  portions  of  the  tonsils  and  the  mouth. 
We  thus  see  that  the  problem  is  still  one  of  dis- 
pute and  at  the  present  time  the  two  parties 
appear  to  be  rather  equally  balanced. 


THE  MANAGEMENT  OF  PATIENTS  WITH  HYPERTENSION 

By  HUBERT  C.  KING,  M.D.,  Lakewood,  Ohio 


IN  considering  the  treatment  of  that  condition 
termed  “essential  hypertension”,  those  cases 
in  which  the  blood  pressure  is  elevated  be- 
cause of  nephritis,  hyperthyroidism,  and  meno- 
pause, or  heart  disease  (mitral  stenosis)  will  not 
concern  us.  We  shall  not  discuss  the  etiology  of 
essential  hypertension.  Of  its  causes,  very  little 
is  known.  The  symptoms  and  the  results  of  the 
continued  hypertension  will  interest  us  only  as 
they  present  problems  in  treatment. 

A definition  of  the  condition  under  discussion 
is  essential,  and  we  cite  to  you  one  given  by 
Mosenthal  “Essential  hypertension  is  a functional 
disorder,  the  cause  of  which  is  unknown,  char- 
acterized by  a progressively  increasing  elevation 
of  systolic  and  diastolic  blood  pressure;  the 
mechanical  strain  of  the  high  arterial  tension  pro- 
duces changes  in  the  heart  and  in  the  arteries, 
especially  those  of  the  heart,  the  brain  and  the 
kidneys,  often  with  a fatal  result.” 

Our  definition  will  not  admit  to  this  group  of 
cases,  any  in  which  the  blood  pressure  is  elevated 
only  intermittently,  those  in  which  there  is  a rise 
in  systolic  pressure  only,  or  those  in  which  pres- 
sure does  not  rise  progressively.  Some  insist  on  a 
systolic  pressure  of  180  and  a diastolic  of  110  be- 
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fore  accepting  the  case  as  one  of  hypertension. 
Probably  many  cases  with  lower  pressures  are 
found  which  might  be  called  potential  hyper- 
tension. In  any  case,  the  progressive  increase  in 
the  pressure  level  is  important. 

We  have  noted  the  effects  of  the  strain  of 
hypertension  on  the  heart,  the  arteries  and  the 
kidneys.  The  changes  in  the  heart  and  coronary 
vessels  are  most  important,  a large  majority  of 
these  patients  dying  because  of  some  type  of 
heart  failure.  Those  in  the  brain  come  next,  while 
the  kidney  changes  account  for  death  in  less  than 
10  per  cent  of  the  cases. 

John  Hay  of  Liverpool  has  said:  “You  must 

know  your  man  before  you  tackle  his  malady.”  It 
is  only  by  a careful  survey  of  each  patient’s  prob- 
lems, a knowledge  of  his  habits  of  work  and  play, 
of  his  home  life,  his  worries  and  his  ambitions, 
that  we  can  begin  to  approach  his  case  intelli- 
gently. I feel  these  statements  are  fundamental. 

I am  sure  we  have  been  too  pessimistic  as  to 
the  outlook  in  these  patients  with  hypertension. 
Sir  Clifford  Allbutt  expressed  this  well  when  he 
wrote:  “If  we  catch  hyperpiesia  early,  and  keep 
at  work  against  it,  it  can  be  cured  more  often  than 
not.”  Perhaps,  the  great  physician  was  unduly 
optimistic  when  he  spoke  about  curing  patients 
with  hypertension,  and  I think  we  can  get  him  to 
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adroit  it  a little  later  on.  But,  even  if  we  do  not 
attain  a cure  in  the  sense  of  a return  of  pressures 
to  their  previous  levels,  we  may  do  much  for  these 
patients,  and  our  pessimism  is  not  always  justified 
when  we  think  of  the  many  cases  with  extremely 
high  pressures  we  have  all  seen  continue  in  good 
health  for  many  years.  It  may  be  of  interest  to 
note  that  hypertension  resembles  diabetes  in  that 
it  is  most  vicious  in  the  young  and  most  benign  in 
the  elderly,  and  that  women  tolerate  it  better 
than  men. 

We  have,  as  physicians,  been  guilty,  when  a 
hypertension  was  discovered,  of  making  an  in- 
valid of  the  patient,  of  imbuing  him  with  a sense 
of  impending  disaster.  We  have  told  him  that  he 
has  a very  high  blood  pressure  and  we  have 
warned  him  how  careful  he  must  be.  The  public, 
thanks  to  us,  has  come  to  regard  high  blood  pres- 
sure as  a condition  which  greatly  shortens  life  and 
threatens  apoplexy  at  any  time.  Blood  pressure 
readings  are  taken  at  frequent  intervals  and  often 
these  figures  are  told  to  the  patient.  Health  and 
happiness  are  measured  in  terms  of  millimeters  of 
mercury.  The  patient  becomes  obsessed  by  blood 
pressure  and  “fights”  his  hypertension  instead  of 
living  comfortably  with  it. 

At  the  very  beginning  of  any  discussion  of  the 
management  of  the  patient  with  hypertension,  one 
must  insist  that  the  sole  object  and  end  of  treat- 
ment is  not  the  reduction  of  blood  pressure  to  a 
so-called  normal  level.  This  is  usually  impossible 
and  most  often  inadvisable.  Of  this,  Sir  Clifford 
Allbutt  wrote:  “When  the  system  has  taken  a 
new  set,  the  whole  has  readjusted  to  altered  con- 
ditions, and  the  new  attitude  is  more  or  less 
permanent.  Therefore,  to  bring  back  the  old 
equilibrium  of  pressures  by  active  treatment  is 
out  of  the  question  and  diligently  to  attempt  it  is 
to  do  more  harm  than  good.”  In  cases  where  the 
pressure  has  been  elevated  for  some  time,  some- 
thing in  the  peripheral  circulation,  either  in- 
creased vessel  tone  or  outright  arterial  change, 
requires  this  increased  head  of  pressure  to  ade- 
quately supply  the  vital  centers. 

If  one  follows  the  plan  of  naming  his  most 
important  therapeutic  agent  first,  we  must  then 
call  attention  at  this  time  to  the  value  of  physical 
and  mental  rest  and  relaxation.  Some  years  ago, 
Moschowitz  pointed  out  a type  of  man  who  is  the 
subject  of  hypertension.  I am  not  sure  that  all 
these  patients  are  of  one  cast,  but  some  surely 
answer  to  Moschowitz’s  classical  description. 
Leaving  aside  his  description  of  the  physical 
characteristics  of  the  group,  for  the  short  and  the 
tall,  the  thin  and  the  obese  are  all  included,  we 
repeat  his  description  of  the  man  as  one  who  has 
forgotten  or  never  knew  how  to  play.  His  imagi- 
nation is  stunted.  He  works  intensively  within  a 
narrow  mental  range.  Relaxation,  avocations, 
hobbies  and  vacations  never  interrupt  the  grind. 

A new  program  of  working  and  living  is  essen- 


tial for  almost  every  patient.  There  are  patients 
with  early  and  slight  elevations  of  pressure,  or 
elderly  individuals,  whose  years  have  tempered 
their  exertions,  who  are  found  to  be  leading  very 
reasonable  lives.  In  these  cases  no  change  of 
habits  need  be  made.  If  the  patient  is  past  early 
middle  life,  and  the  pressure  is  not  excessive  it  is 
best  not  to  make  too  much  of  it,  but  to  tell  him 
our  findings  are  those  which  we  may  expect,  and 
which  are  the  result  of  the  wear  and  tear  of  years. 

For  patients  with  pressure  at  a dangerous  level 
a period  of  complete  rest  in  bed  is  highly  de- 
sirable. It  is  true  the  pressure  may  rise  again 
after  the  patient  is  allowed  to  be  up  and  about, 
but  the  relief  of  the  load  on  the  organism  cannot 
help  but  do  good,  and  shorter  periods  of  complete 
rest  may  be  prescribed  at  regular  intervals. 

In  cases  with  less  urgent  symptoms,  and  in 
those  seen  when  the  pressures  are  beginning  to 
mount,  we  enforce  less  restraint.  It  is  in  such 
patients  that  a revision  of  the  program  of  life 
does  great  good.  The  physician  must  educate  his 
patient  much  as  he  does  the  diabetic  and  the 
tubercular.  Sit  down  with  him  and  go  over  his 
business  and  home  life,  try  to  understand  his 
problems,  and  help  him  eliminate  sources  of 
worry,  strain  and  irritation.  Many  a patient  can 
carry  his  work  by  giving  up  outside  activities, 
certain  details  of  business,  and  by  learning  to 
work  under  a lessened  pressure.  We  must  urge 
upon  him  more  leisure  and  more  frequent  vaca- 
tions. A rest  period  of  an  hour  after  lunch  is  to 
be  advised.  Every  other  week  end  in  bed  has  kept 
many  a man  with  hypertension  on  the  job,  when 
the  economic  urge  made  this  necessary.  In  all 
early  cases  help  the  patient  to  find  a hobby,  show 
him  the  value  of  learning  how  to  play  again. 

Long  hours  of  undisturbed  sleep  at  night  are 
absolutely  essential.  If  necessary  to  attain  this 
rest,  the  physician  should  not  hesitate  to  pre- 
scribe bromides,  one  of  the  barbiturates,  or,  per- 
haps, the  old  fashioned,  but  still  very  valuable  and 
very  safe,  chloral  hydrate,  in  doses  of  15  to  30 
grains. 

Of  all  the  factors  in  treatment,  none  has  gone 
through  so  many  cycles  or  fads  as  diet.  Each 
generation  of  physicians  restricted  something  dif- 
ferent. When  we  arrive  at  the  real  truth,  diet  has 
no  influence  on  the  course  of  a hypertension.  The 
restriction  of  protein  food  does  not  lower  the 
height  of  pressure,  and  often  renders  the  patient 
less  able  to  cope  with  the  strain  of  hypertension. 
In  the  absence  of  edema  a low  salt  diet  is  of  no 
value. 

The  only  patient  for  whom  dietary  restrictions 
should  be  prescribed  is  the  obese  or  overweight 
individual.  It  is  in  these  cases,  if  not  seen  too 
late,  that  we  often  achieve  our  most  satisfactory 
results.  A diet  of  1500  to  1800  calories,  with  an 
adequate  vitamin  intake,  will  usually  produce  a 
gradual  and  satisfactory  reduction  of  weight  and, 
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in  early  cases,  a definite  lowering  of  blood  pres- 
sure. One  should  be  warned  against  the  dis- 
advantages of  malnutrition,  which  renders  the 
patient  less  able  to  meet  the  extra  demands  on 
his  machinery.  Also  to  be  avoided  is  sudden  and 
radical  changes  in  diet  in  the  elderly,  with 
arteriosclerosis  and  probably  coronary  artery 
disease. 

Exercise  has  been  greatly  restricted  in  these 
patients,  often  more  than  is  necessary  or  ad- 
visable. The  patient  becomes  introspective,  a 
semi-invalid.  He  reasons  that  if  his  doctor  forbids 
moderate  exercise,  his  condition  must  surely  be 
serious.  Moreover,  the  muscles  become  flabby  and 
the  heart  muscle  is  no  exception.  The  individual 
loses  cardiac  reserve.  No  one  with  hypertension 
should  ever  exercise  to  the  point  of  dyspnea. 
There  are  few  patients,  except  those  with  cardiac 
failure,  who  will  not  tolerate  walking  for  exercise 
and  benefit  by  it.  Massage,  in  the  absence  of 
serious  heart  disease,  helps  to  produce  relaxation 
and  serves  as  artificial  exercise.  The  younger  and 
more  vigorous  patients  may  play  a reasonable 
amount  of  golf  on  a level  course,  or  ride  horse- 
back. 

Drugs  play  a minor  role  in  the  management  of 
these  cases.  One  of  the  oldest,  historically,  is 
potassium  iodide.  Probably  it  is  of  little  value 
and,  at  present,  is  used  less  frequently  than  a few 
years  ago. 

The  vasodilators,  particularly  the  nitrites,  have 
been  prescribed  most  often  during  the  past  few 
years.  They  lower  pressure  by  producing  a tem- 
porary dilation  of  the  peripheral  vessels.  Their 
effect  is  too  transient  to  be  of  any  real  value. 
Their  only  place  is  in  the  treatment  of  intermit- 
tent vaso-constrictions  of  peripheral  vessels. 
Everyone  admits  the  value  of  nitroglycerine  in 
angina  pectoris.  Sodium  thiocyanate  was  intro- 
duced in  1926  and  was  claimed  to  be  a safe  and 
efficient  drug  for  lowering  arterial  pressures.  We 
have  found  it  usually  inefficient  and  most  patients 
taking  it  feel  badly  and  ask  that  it  be  discon- 
tinued. Equally  unreliable  is  the  liver  extract  of 
Major,  acetyl-choline  and  bismuth  subnitrite. 

Of  all  the  remedies  none  are  as  valuable  as 
mild  sedatives.  The  bromides,  given  off  and  on, 
are  very  helpful  in  relaxing  the  tense,  nervous  or 
intensive  patient.  A remedy  of  unusual  merit  is 
phenobarbital,  given  in  doses  of  a quarter  of  a 
grain  three  times  a day.  Sometimes  this  dose  may 
be  reduced  to  a quarter  grain  on  arising  and  at 
bedtime,  or  one-eighth  of  a grain  may  be  given 
three  times  a day  over  a longer  period  of  time. 
I realize  that  these  are  smaller  doses  than  are 
usually  recommended,  but  larger  amounts  seem 
unnecessary  and  tend  to  produce  a drowsiness 
after  a few  days. 

The  patient  with  hypertension  may  suffer, 
eventually,  from  cardiac  failure.  It  has  been  said 
that  every  patient  with  hypertension  is  a po- 


tential cardiopath.  One  should,  in  this  connection, 
view  with  concern  a systolic  pressure  falling 
spontaneously,  especially  if  accompanied  by  an 
increase  in  pulse  rate,  arrhythmia  or  other  signs 
of  cardiac  embarrassment.  It  is  also  well  to  bear 
in  mind  that  pressures  may  even  rise  with  a fail- 
ing heart.  At  this  time  it  may  be  mentioned  that 
dependent  edema  in  hypertension  is  usually  car- 
diac rather  than  renal.  It  should  also  be  noted 
that  the  subjective  symptoms  of  hypertension, 
such  as  headache  or  nervousness,  may  improve 
with  the  falling  pressures,  incident  to  myocardial 
failure. 

The  patient  with  hypertension  who  shows  the 
signs  and  symptoms  of  heart  failure  is  treated 
exactly  as  any  other  case  in  which  such  failure 
occurs. 

The  cerebral  complication  of  greatest  import- 
ance, is,  of  course,  hemorrhage.  If  this  is  im- 
pending, as  indicated  by  unusually  high  pressure 
or  by  frequent  transient  spasm  of  the  cerebral 
vessels,  complete  rest  in  bed  is  indicated,  together 
with  the  administration  of  sedatives  and,  per- 
haps, sodium  nitrite,  one  grain  every  three  hours. 
Whether  this  drug  helps  in  avoiding  hemorrhage, 
when  it  is  threatening,  I do  not  know.  I am  sure 
it  often  fails  to  lower  the  pressure.  Perhaps,  it 
helps  by  relieving  the  load  for  a few  minutes  at  a 
time. 

Dizziness,  especially  on  change  of  posture,  is  a 
frequent  complaint  and  responds  best  to  added 
rest  and  phenobarbital  in  small  doses. 

The  headaches,  which  are  usually  due  to 
cerebral  arteriosclerosis,  are  very  difficult  to  re- 
lieve. The  usual  coal  tar  sedatives  may  or  may 
not  be  effective.  Here,  again,  the  bromides  are 
often  helpful. 

CONCLUSIONS 

Hypertension  is  a progressive  process,  but  is 
often  very  chronic  in  the  development  of  its  com- 
plete clinical  picture.  Because  of  this,  and  be- 
cause we  all  have  seen  patients  with  a greatly 
elevated  pressure  continue  for  years  in  apparent 
health,  we  should  not  take  too  gloomy  an  outlook 
in  these  cases,  nor  make  an  invalid  of  the  patient. 
Variability  of  pressures  is  a characteristic  at- 
tribute of  hypertension  and,  unless  one  remembers 
this,  he  is  apt  to  ascribe  undue  and  undeserved 
importance  to  his  therapeutic  efforts. 

Study  and  understand  the  patient.  It  is  he  that 
you  are  treating  and  not  his  hypertension.  Help 
him  to  replan  his  life  and  work  to  lessen  the  load 
and  the  strain.  Enforce  more  rest  and  leisure 
upon  him.  If  he  is  over-weight  reduce  his  weight 
carefully,  but  do  not  tamper  with  his  normal  diet 
just  because  he  has  a hypertension.  Remember 
that  a blood  pressure  which  has  been  elevated  for 
some  time  must,  of  necessity,  remain  high.  Keep 
in  mind  that  the  breakdown  in  these  patients 
occurs  in  the  heart,  the  brain  and  the  kidneys  and 
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that  cardiac  failure  is  the  most  common.  Antici- 
pate the  failing  of  the  heart  by  regular  examina- 
tions and  by  restrictions  of  activities  when  in- 
dicated. When  failure  is  present  treat  the  patient 


as  you  would  any  other  case  of  heart  failure. 
Help  your  patients  to  live  as  long  and  as  com- 
fortably as  they  can  with  their  hypertension. 
15701  Detroit  Avenue. 


nephroptosis 

By  PARKE  G.  SMITH,  M.D.,  and  GORDON  F.  McKIM,  M.D.,  Cincinnati,  Ohio 


ABNORMAL  renal  mobility,  which  for  the 
lack  of  a more  concise  or  descriptive  term 
is  spoken  of  by  the  physician  as  “neph- 
roptosis”, and  by  the  public  as  “movable  or  float- 
ing kidney”,  is  rapidly  gaining  the  place  in  the 
consciousness  of  the  medical  profession  to  which, 
by  reason  of  its  incidence,  it  is  justly  entitled. 

The  importance  of  the  symptomatology  of 
altered  renal  mobility  to  the  physical  welfare  of 
the  individual  was  recognized  as  early  as  1800. 
The  desirability  of  surgical  relief  was  appreciated 
early  in  the  era  of  modern  surgery.  Unfor- 
tunately the  aim  of  most  of  the  early  surgical 
techniques  was  directed  solely  toward  the  arrest 
of  this  abnormal  mobility,  and  not  toward  the  re- 
storation of  normal  anatomic  relationships.  Con- 
sequently the  post-operative  results  were  not 
uniformally  successful,  and  caused  a definite 
feeling  of  distrust  in  this  type  of  surgery,  even 
to  such  an  extent  that  the  operation  of  nephro- 
pexy fell  in  disrepute,  and  the  condition  of 
nephroptosis  became  one  which  the  medical  pro- 
fession, as  a whole,  did  not  understand  or  care  to 
recognize. 

With  the  development  of  modern  urologic 
methods  opportunity  has  been  offered  for  the 
careful  study  of  renal  mechanics  and  an  under- 
standing of  the  manner  in  which  their  alteration 
produces  the  varied  and  frequently  confusing 
symptomatology  of  nephroptosis. 

While  the  following  may  be  elementary  ana- 
tomic facts  we  feel  that  a description  of  the 
normal  anatomic  relationships  of  the  kidney  is 
warranted  in  order  that  the  discussion  of  the 
symptomatology,  which  is  to  follow  may  be  more 
easily  understood. 

The  kidney  is  a mass  of  glandular  tissue  with  a 
drainage  system  comprised  of  the  renal  pelvis 
and  ureter.  Its  vascular  supply,  the  renal  artery 
and  vein,  constitute  the  pedicle,  the  ' origin  of 
which  is  in  the  large  vessels  of  the  mid-body  line 
at  a point  in  close  proximity  to  our  largest 
sympathetic  center,  the  splanchnic  plexus.  This 
mass  of  renal  tissue  is  surrounded  by  a thin,  but 
rather  dense,  non-elastic,  fibrous  capsule  and  is 
embedded  and  cushioned  by  fat  in  its  own  fascial 

Read  before  the  Surgical  Section,  Ohio  State  Medical 
Association  at  the  89th  Annual  Meeting,  Cincinnati,  October 
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compartment.  This  fascial  compartment  is 
formed  by  the  division  of  the  deep  fascia  at  the 
mid-axillary  line  into  two  layers,  one  going  pos- 
terior to  the  kidney  to  fuse  with  the  fascia  of 
the  bodies  of  the  lumbar  vertebrae,  the  other 
anterior  to  come  in  contact  with  the  fascia  of  the 
mid-body  line  and  to  fuse  with  the  layer  from  the 
opposite  side. 

Above  these  two  layers  fuse,  and  below  they 
come  into  very  intimate  contact.  Within  this 
fascial  compartment  the  ureter  runs  free  to  a 
point  about  one  centimeter  below  the  normal  level 
of  the  lower  pole  of  the  kidney  where  it  becomes 
attached  to  the  anterior  layer  of  perinephritic 
fascia.  Immediately  in  front  of  this  anterior 
layer  of  fascia,  on  the  right  side  we  find  the 
duodenum,  which  in  this  location  is  completely 
retroperitoneal,  and  is  rather  intimately  attached 
to  this  fascial  layer. 

With  these  basic  anatomic  relationships  in 
mind  let  us  consider  briefly  the  manner  in  which 
they  may  be  changed,  and  thus  interfere  with  the 
normal  physiological  activities  of  the  individual. 

When  renal  mobility  is  increased  or  altered  for 
any  reason,  traumatic  or  otherwise,  nature  im- 
mediately attempts  to  arrest  this  excessive  move- 
ment by  causing  the  absorption  of  this  fatty 
cushion  and  its  replacement  by  fibrous  adhesions 
between  the  renal  capsule  and  the  perinephritic 
fascia.  As  renal  mobility  increases  the  perineph- 
ritic fascia  is  pulled  out  of  position.  This  change  in 
position  of  the  anterior  layer  is  accompanied  by 
an  alteration  in  the  course  of  the  midportion  of 
the  duodenum  and  produces  a definite  tendency 
toward  angulation  and  obstruction  at  the  upper 
fixed  point  of  the  duodenum  and  stagnation  in  its 
sagging  lower  portion.  These  are  facts  that  can 
be  easily  demonstrated  by  fluoroscopic  examination 
of  the  gastro-intestinal  tract  particularly  if  that 
be  done  in  conjunction  with  retrograde  pyelo- 
graphy. The  change  in  the  course  of  the  duode- 
num will  undoubtedly  have  a very  definite  effect 
upon  pyloric  and  hepatic  activity. 

The  distribution  in  the  pedicle  of  thin  walled 
vein  or  veins  about  the  thick  walled  artery  is 
often  such  that  the  pull  and  rotation  of  the 
pedicle,  produced  by  altered  renal  mobility,  result 
in  venous  congestion  within  renal  parenchyma. 


224 


The  Ohio  State  Medical  Journal 


Vol.  32— No.  3 


As  the  ureter  becomes  fixed  to  the  anterior  layer 
of  the  perinephritic  fascia,  at  a point  just  below 
the  normal  level  of  the  lower  pole  of  the  kidney — 
a kink  of  the  ureter  at  this  point  may  follow  from 
the  low  position  of  the  kidney. 

The  clinical  picture  that  we  recognize  as  renal 
colic  has  long  been  regarded  as  being  produced  by 
the  accumulation  of  urine  in  the  renal  pelvis. 
The  more  rapid  and  complete  that  accumulation 
the  more  severe  and  acute  the  resulting  pain.  We 
believe  that  it  is  more  logical  to  regard  the  basic 
cause  of  renal  pain  or  colic  to  be  an  increased  in- 
tracapsular  tension  and  to  remember  that  al- 
though there  is  only  one  entrance  for  fluid  into  the 
kidney,  the  artery,  that  there  are  two  exits,  the 
ureter  and  the  renal  vein,  and  that  interference 
with  the  efficiency  of  either  of  these  two  exits  will 
produce  the  increased  intracapsular  tension  neces- 
sary for  renal  pain.  We  can  thus  understand  why 
a low  or  rotated  kidney  can  be  the  cause  of  ex- 
cruciating attacks  of  renal  colic  with  absolutely 
no  evidence  of  urinary  stasis. 

By  far  the  most  acute  and  severe  attack  of 
renal  colic,  that  it  has  been  our  experience  to 
witness  was  the  result  of  embarrassment  to  the 
venous  return  from  the  kidney  by  the  pressure  of 
an  aneurism  of  the  abdominal  aorta  on  the  renal 
vein. 

With  a clear  understanding  of  the  anatomy  and 
the  mechanics  of  the  kidney  it  is  unnecessary  to 
describe  the  symptomatology  of  nephroptosis.  We 
can  reason  that  compression  of  the  renal  vein 
will  produce  attacks  of  renal  colic;  that  kinking 
of  the  ureter  may  lead  to  hydronephrosis;  that 
traction  upon  the  renal  pedicle  and  the  resulting 
pull  upon  the  sphlanchnic  area  will  give  a sen- 
sation of  heaviness  and  weight  in  the  side;  and 
that  excessive  sympathetic  stimulation  as  a result 
of  this  pull  and  the  altered  course  of  the  duode- 
num will  result  in  symptoms  suggestive  of  ab- 
normal gastric  retention  as  manifested  by  the 
eructation  of  gas,  poor  digestion,  nausea,  vomit- 
ing, pain  in  the  epigastrium,  and  nervousness  that 
for  years  we  have  called  neurasthenia.  All  of 
these  symptoms  will  be  aggravated  by  physical 
activity  and  are  usually  relieved  by  rest  in  bed. 

The  differential  diagnosis  of  nephroptosis  is 
self-evident.  It  is  based  upon  the  findings  of  a 
thorough  and  complete  physical  examination.  The 
diagnosis  must  be  proved  by  pyelography,  pre- 
ferably retrograde.  Surgery  should  be  con- 
sidered only  after  the  elimination  of  the  possi- 
bility of  co-existent  pathology  in  the  kidney  or 
adjacent  organs  that  would  contraindicate  neph- 
ropexy. 

We  have  chosen  as  a basis  for  discussion  a 
classification  of  nephroptosis  based  entirely  upon 
symptomatology.  Although  the  extent  of  altera- 
tion in  renal  mobility  in  each  of  these  groups  is 
usually  characteristic  of  that  particular  group, 
nevertheless,  it  must  be  understood  that  the 


amount  of  demonstrable  alteration  of  normal 
renal  mobility  cannot  be  regarded  as  the  sole  in- 
dication for  or  against  surgical  intervention. 

We  recognize  the  four  following  types: 

TYPE  1 

Characterized  by  attacks  of  very  acute  ex- 
cruciating pain,  simulating  renal  colic;  the  other 
symptoms  of  nephroptosis  are  seldom  present.  This 
type  is  found  almost  as  frequently  on  the  left  as 
on  the  right  side.  Very  often  the  patient  can 
date  the  onset  of  his  symptoms  from  the  time  of 
some  unusual  physical  exertion  or  an  accident. 
Examination  may  show  very  little  increase  in 
vertical  movement,  but  usually  some  evidence  of 
rotation  about  the  renal  pedicle. 

TYPE  2 

Characterized  by  marked  gastro-intestinal 
symptoms  of  the  type  previously  described.  Oc- 
casionally these  are  suggestive  of  pyloric  or 
duodenal  obstruction,  and  are  so  severe  as  to  have 
been  the  cause  of  previous  abdominal  operation  or 
operations,  such  as  appendectomy,  cholesystec- 
tomy,  etc.  A sensation  of  heaviness  and  weight 
in  the  right  side  is  always  complained  of  par- 
ticularly in  the  afternoon  or  evening  or  after 
unusual  physical  effort.  The  patients  have  rather 
frequent  attacks  of  acute  renal  discomfort,  but 
not  necessarily  colic.  Examination  shows  a kidney 
with  an  increase  in  vertical  movement  of  about 
one  and  a half  inches,  and  some  evidence  of  out- 
ward rotation  of  the  lower  pole.  There  is  seldom 
any  evidence  of  urinary  stasis. 

TYPE  3 

Characterized  by  a constant  sensation  of  heavi- 
ness in  the  side,  chronic  dyspeptic  symptoms,  and 
there  is  a tendency  toward  what  is  frequently 
called  neurasthenia  in  all  these  cases.  Examina- 
tion shows  a kidney  with  an  increased  vertical 
movement  of  two  to  three  inches  and  frequently 
with  evidence  of  urinary  stasis  and  infection. 

TYPE  4 

Characterized  by  symptoms  suggestive  of 
chronic  renal  infection  with  frequent  acute  ex- 
acerbations and  occasional  hematuria.  Chronic 
dyspeptic  symptoms  of  a mild  type  are  present. 
A sensation  of  heaviness  and  weight  is  prac- 
tically constant.  Examination  usually  shows  evi- 
dence of  dilatation  of  the  renal  pelvis  with  infec- 
tion and  very  frequently  associated  renal  calculi. 

With  the  diagnosis  of  nephroptosis  made,  and 
the  possibility  of  associated  pathology  of  the  kid- 
ney or  adjacent  organs  eliminated  the  necessity 
for  therapy  directed  toward  the  correction  of 
this  condition  is  imperative  in  those  cases  where 
the  symptomatology  is  a definite  handicap  to  the 
individual.  Theoreticallly  the  condition  is  pri- 
marily surgical,  but  in  selected  cases  it  may  be 
advisable  to  give  consideration  to  other  thera- 
peutic procedures. 

In  formulating  a non-surgical  plan  of  treat- 
ment the  following  facts  must  be  clearly  under- 
stood in  order  to  appreciate  the  necessity  of  selec- 
tion of  those  cases  in  which  such  treatment  will 
be  effectual. 

1.  The  cushion  of  fat  normally  with  the  perine- 
phritic fascial  compartment  when  once  lost  is 
never  regained. 

2.  A nephrotic  kidney  may  become  permanently 
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fixed  in  abnormal  position,  and  in  that  case  the 
use  of  a supporting1  belt  will  only  cause  an  in- 
creased discomfort. 

3.  The  kinking  of  the  ureter  found  present  in 


some  of  these  cases  may  be  a permanent  condition 
that  can  be  relieved  only  by  the  surgical  freeing 
of  peri-ureteral  adhesions. 

1908  Union  Central  Building. 


THE  IMPORTANCE  OF  THE  RECOGNITION  OF  SERUM  DISEASE 

By  MILTON  B.  COHEN,  M.D.,  Cleveland,  Ohio 


A RECENT  experience  has  emphasized  for 
us  the  importance  of  the  recognition  of 
serum  disease: 

A white  boy  of  thirteen  years  was  kicked  on 
the  right  shin  by  a horse  while  riding  another 
horse.  A slap  of  skin  and  fascia  was  turned  back 
exposing  about  15  sq.  cm.  of  the  tibia  in  its  mid- 
portion. The  wound  was  cleansed  by  a competent 
surgeon  and  was  closed.  A 1500  unit  dose  of  anti- 
tetanic  serum  was  given  subcutaneously  at  that 
time.  One  day  later  the  attending  surgeon,  wish- 
ing to  be  very  certain  to  prevent  tetanus  gave  a 
second  dose  of  1500  units  of  antitetanic  serum 
subcutaneously.  The  wound  healed  by  first  in- 
tention. 

On  the  evening  of  the  sixth  day  the  boy  de- 
veloped a temperature  of  103°F.  and  was  covered 
with  urticaria.  The  condition  was  recognized  as 
serum  sickness  and  0.5  cc.  of  epinephrine  1-1000 
solution  was  administered  with  relief  of  the  skin 
manifestations.  On  the  following  morning,  the 
seventh  day  after  the  injury  the  patient  com- 
plained of  stiffness  of  the  neck,  pain  in  the  hands 
and  feet,  and  there  was  marked  trismus.  The  tem- 
perature at  this  time  was  104° F.  A diagnosis  of 
tetanus  was  made  and  10,000  units  of  anti-tetanus 
serum  was  administered  intravenously  at  once. 
During  the  injection  the  boy  developed  a typical 
anaphylactic  shock  which  was  partially  controlled 
by  epinephrine.  The  injection,  however,  was  com- 
pleted so  that  the  full  dose  was  given.  The  tem- 
perature rose  to  106°  and  the  signs  of  shock  con- 
tinued during  the  day.  The  surgeon  realizing 
that  he  was  between  the  two  horns  of  a dilemma, 
in  that  further  serum  injections  were  highly  dan- 
gerous, inquired  how  he  could  desensitize  his 
patient,  and  asked  for  help  in  the  management  of 
the  case. 

When  seen  ten  hours  after  the  intravenous  in- 
jection the  boy  had  a feeble  pulse,  rated  120,  and 
temperature  of  106 °F.  There  was  slight  cyanosis. 
Marked  limitation  of  movement  of  the  jaws  was 
present.  The  neck  was  rigid.  All  of  the  joints  of 
the  extremities  were  swollen  and  contained  fluid. 
There  were  no  hives.  At  the  site  of  the  venu- 
puncture  wound  there  was  a bluish  red  sharply 
demarcated  area  2x3  cm.  in  size  which  was  in- 
durated and  painful  when  palpated. 

Consideration  of  the  history  and  these  findings 
led  to  the  following  conclusions: 

1.  The  patient  did  not  have  tetanus. 

2.  The  symptoms  were  due  entirely  to  serum 
disease. 

3.  The  intravenous  injection  of  serum  when 
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the  patient  had  serum  disease  resulted  in 
anaphylactic  shock. 

4.  There  was  an  area  of  early  Arthus’  pheno- 
menon from  extravasated  serum  around  the  point 
of  intravenous  injection. 

Symptomatic  treatment  was  instituted.  The 
joint  pains  persisted  for  three  days.  Complete 
suppression  of  urine  developed  on  the  second  day 
and  continued  for  six  days.  The  area  of  indura- 
tion in  the  antecubital  fossa  became  gangrenous 
and  the  basilic  vein  thrombosed.  On  the  morning 
of  the  tenth  day,  two  days  after  the  kidney  com- 
plication was  overcome,  the  boy  died  suddenly, 
probably  as  a result  of  an  embolus  from  the 
thrombosed  basific  vein.  No  autopsy  was  per- 
formed. 

Tumpeer1  has  published  a case  essentially  simi- 
lar to  this  one  immunologically  in  which  there 
was  also  a fatal  outcome  from  a complication  of 
the  Arthus’  phenomenon.  Irish  and  Reynolds2 
reported  a similar  case. 

Accidents  of  this  kind  are  preventable.  Their 
prevention  requires  an  understanding  ’ of  serum 
disease  so  that  it  may  be  recognized  in  any  of  it? 
manifestations. 

Serum  reactions,  as  pointed  out  recently,3  are 
of  three  types:  (a)  the  immediate  anaphylactic 

reaction;  (b)  the  delayed  reaction  or  the  ac- 
celerated serum  disease  of  Pirquet  and  Schick  and 
(c)  serum  sickness.  Types  a and  c were  shown  by 
the  case  reported  here;  type  b was  shown  by  the 
case  reported  by  Ross.  Both  cases  developed  the 
Arthus’  phenomenon.  A brief  discussion  of  these 
three  types  is  essential  to  an  understanding  of 
these  cases. 

When  a normal  individual  receives  an  injection 
of  horse  serum,  either  as  a toxin  anti-toxin  for 
prophylaxis  or  as  a therapeutic  serum  for  preven- 
tion or  cure  of  an  infectious  disease,  no  reaction 
occurs.  However,  the  body  cells  are  stimulated  to 
produce  antibodies  against  the  serum  injected. 
When  the  cells  are  loaded  with  these  antibodies 
they  are  capable  of  reacting  with  the  serum  which 
incited  their  production.  If  the  dose  has  been 
large  enough  so  that  it  has  not  been  entirely 
eliminated  before  this  stage  of  antibody  forma- 
tion, a reaction  will  occur  between  the  remaining 
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serum  and  the  antibodies  and  serum  sickness  will 
result. 

It  requires  from  a week  to  ten  days  for  the  de- 
velopment of  antibodies  in  most  cases.  For  this 
reason  typical  serum  sickness  develops  between 
the  seven  and  twelve  days  after  serum  adminis- 
tration. Once  the  body  is  allergic  to  serum  as  a 
result  of  an  injection  of  it,  the  reacting  capacity 
tends  to  disappear  so  that  after  a few  months  it 
may  be  entirely  gone.  In  addition,  a small  dose  of 
serum  such  as  that  amount  contained  in  a dose 
of  toxin  anti-toxin  may  incite  only  minimal  anti- 
body formation  so  that  the  cells  contain  only  a 
few  but  are  ready  to  produce  more.  In  such  an 
individual  a dose  of  serum  may  induce  a reacting 
state  in  a much  shorter  time  than  in  one  whose 
cells  have  not  been  so  stimulated  previously. 

When  an  individual  in  the  reactive  state  re- 
ceives an  injection  of  more  serum  an  immediate 
reaction  occurs.  When  the  antibody  content  is 
below  the  reacting  levels,  for  reasons  discussed 
above,  the  reaction  is  delayed  until  this  level  is 
reached.  Such  persons  have  delayed  reactions 
which  corne  on  in  from  a few  hours  to  several 
days  after  serum  administration.  When  the  in- 
dividual is  normal  the  reaction  comes  on  after  a 
week  as  pointed  out  previously. 

All  serum  reactions  may  be  local,  general  or 
both.  The  local  reaction  varies  from  an  area  of 
edema  through  a widespread  inflammatory  re- 
action to  actual  necrosis  at  the  site  of  the  in- 
jection of  serum  and  the  tissue  into  which  it  is 
injected.  General  reactions  are  all  similar.  In  a 
moderately  severe  immediate  reaction  an  in- 
dividual experiences  marked  apprehension  and 
profuse  sweating.  Simultaneously  the  face  be- 
comes flushed,  the  eyes  become  congested,  the  lids 
edematous  and  the  skin  covered  with  urticaria. 
There  is  itching  of  the  nose  and  throat,  lacrima- 
tion,  mucoid  nasal  discharge,  a harsh  brassy  cough 
and  difficulty  in  breathing,  associated  with  wheezy 
breath  sounds.  Nausea,  vomiting  and  general 
prostration  are  frequently  seen.  Any  or  all  of 
these  phenomena  may  be  observed  as  the  re- 
actions vary  in  severity  from  very  mild  to  very 
severe.  In  fact,  the  reaction  may  be  so  severe  that 
respiratory  death  may  occur  in  a few  minutes. 

Serum  sickness  occurs  in  from  six  days  to  sev- 
eral weeks  after  the  injection  of  serum.  Most  of 
the  reactions  occur  between  the  seventh  and  the 
twelfth  day.  The  reaction  may  be  local  (at  the 
site  of  the  injection),  swelling  and  urticaria  at 
the  site  of  the  serum  injection,  followed  within  a 
few  hours  by  a feeling  of  malaise,  pain  and  stiff- 
ness in  the  joints,  generalized  itching  with 
urticaria,  and  tender  and  swollen  lymph  glands. 
In  addition,  any  of  the  internal  organs  may  be 
involved  in  a reaction,  giving  rise  in  some  cases 
to  laryngeal  or  bronchial  symptoms,  in  others  to 
acute  abdominal  symptoms,  which  must  be  dif- 
ferentiated from  those  due  to  some  acute  intra- 


abdominal infection.  The  condition  may  be  con- 
fused with  acute  rheumatic  fever  because  of  the 
fever  and  joint  manifestations,  or  with  tetanus, 
because  of  the  marked  muscle  stiffness. 

When  an  individual  has  active  serum  disease 
the  body  is  in  the  anaphylactic  state  and  is  cer- 
tain to  react  to  another  dose  of  serum.  It  is  the 
administration  of  this  dose  of  serum  which  is 
responsible  for  the  accidents  which  have  been 
described  and  for  the  reasons  outlined.  It  is  im- 
perative, therefore,  to  recognize  serum  disease  in 
any  of  its  manifestations  and  to  realize  that 
further  serum  therapy  is  contraindicated  in  the 
presence  of  serum  disease. 

10616'  Euclid  Avenue. 
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Percentage  of  Weight  Loss:  A Basic 

Indicator  of  Surgical  Risk  in  Patients 
With  Chronic  Peptic  Ulcer 

(Abstract  of  article  in  Journal  A.  M.  A.  Feb.  8,  1936) 
According  to  Hiram  O.  Studley,  Cleveland,  the  policy  of 
delay  in  advising  surgical  treatment  of  patients  with  chronic 
peptic  ulcer  has  long  been  urged  and  is  now  generally  fol- 
lowed. Surgical  treatment  is  usually  sought  only  when  unre- 
lieved symptoms  force  the  abandonment  of  other  methods  of 
therapy.  During  the  period  of  delay  while  full  trial  is  given 
to  medical  management  the  loss  of  weight  is  often  consider- 
able, particularly  in  those  patients  whose  symptoms  do  not 
adequately  respond  and  for  whom  operation  is  advised  as  a 
last  resort.  This  phenomenon  of  a greater  loss  of  weight  was 
found  in  about  40  per  cent  of  the  author’s  patients  coming 
for  nonemergency  surgical  treatment  of  peptic  ulcer,  and  it  is 
likely  to  develop  in  any  series  of  cases  under  good  but  pro- 
longed medical  management.  Since  the  foregoing  evidence 
shows  a high  postoperative  mortality  rate  to  be  closely  asso- 
ciated with  a large  percentage  of  weight  loss  preoperatively, 
the  presence  of  such  weight  loss  in  any  single  patient  may 
function  as  a readily  observable  sign  of  special  operative 
risk.  A specific  method  may  be  developed  for  overcoming 
preoperatively  this  extra  hazard.  Such  an  accomplishment 
may  assist  in  reducing  the  postoperative  mortality  rate  in 
this  troublesome  field  of  surgery  from  about  10  per  cent  to 
that  level  (about  3 per  cent)  usually  associated  with  other 
serious  major  operations  for  nonlethal  diseases. 

OSM  J 

Selectively  Irradiated  Ergosterol 

(Abstract  of  article  in  Journal  A.  M.  A.  Feb.  8,  1936) 

T.  H.  Rider,  George  Sperti,  G.  Park  Goode  and  H.  G.  Ca- 
sidy,  Cincinnati,  declare  that  material  collected  from  the 
literature  shows  that  the  clinical  potencies  of  irradiated 
ergosterols  are  not  as  great  as  would  be  expected  from  com- 
parative rate  assays  of  these  products  and  of  cod  liver  oil.  It 
has  been  suggested  that  the  discrepancies  between  the  ex- 
pected and  the  actual  clinical  potencies  of  irradiated  ergos- 
terols may  have  been  accounted  for  in  part  by  the  now 
overwhemingly  evident  fact  that  irradiation  of  ergosterol 
with  the  full  ultraviolet  of  the  quartz  mercury  arc  produces 
a multiplicity  of  products.  Some  of  these  products  are  known 
to  be  inactive  physiologically  and  others  to  be  toxic  without 
appreciable  antirachitic  activity.  It  has  been  pointed  out  that 
irradiation  with  a properly  selected  range  of  wavelengths 
is  capable  of  transforming  ergosterol  almost  completely  into 
a fraction  which  is  antirachitically  active  in  high  degree  and 
which  is  not  contaminated  with  degradative  decomposition 
products.  A product  of  selective  irradiation  of  ergosterol  is 
now  available.  It  is  a vegetable  oil  solution  of  the  antirachi- 
tic factor,  the  potency  of  which  has  been  adjusted  to  10,000 
U.  S.  P.  X.  (Revised  1934)  units  per  gram.  Consideration  of 
the  theoretical  discussions  and  the  sparse  European  clinical 
studies  of  selectively  irradiated  ergosterol  indicates  that  there 
will  be  a possible  variation  in  optimal  dosage  between  the 
two  types  of  product.  Clinical  studies  are  at  present  under 
way,  and  others  are  planned,  to  establish  the  optimal  dosages 
of  viosterol-in-oil— Sperti  process.  Pending  the  results  of  such 
studies,  it  is  recommended  that  N.  N.  R.  dosages  be  used. 


SARCOMA  OF  THE  UTERUS 


By  ALFRED  H.  POTTER,  M.D.,  Springfield,  Ohio 


DURING  recent  years,  a great  deal  has  been 
written  concerning  sarcoma  of  the  uterus, 
resulting  either  primarily  from  the  de- 
generation of  a fibroid  uterus,  or  secondarily  from 
an  extension  of  sarcomatous  disease  in  some 
neighboring  structures,  more  particularly  one  of 
the  ovaries. 

Sarcoma  has  been  defined  as  a tumor  arising 
from  connective  tissue  and  retaining  most  of  the 
characteristics  of  connective  tissue,  but  endowed 
with  the  new  power  of  invading  and  actively  de- 
stroying adjacent  structures,  and  of  forming 
colonies  of  its  own  tissue  in  distant  organs.  In 
the  uterus  it  is  a tumor  of  infrequent  occurrence, 
and  is  found  either  as  a primary  growth,  or  in 
association  with  fibroid  tumors.1 

Sarcoma  uteri  is  not  mentioned  in  the  early 
literature  but  frequent  reference  is  made  to  re- 
current fibroids  which  in  all  probability  were  ex- 
amples of  this  neoplasm.  Prior  to  the  year  1843, 
the  term  “sarcoma”  was  erroneously  used  to  de- 
scribe any  uterine  tumor  of  fleshy  appearance  and 
of  eroding  character.  Lebert,2  in  1845,  was  the 
first  to  definitely  record'  and  to  demonstrate  his- 
tologically a spindle  celled  sarcoma  of  the  uterus, 
although  attention  was  first  directed  to  the  sub- 
ject by  the  report  of  Mayer3  in  1860.  Virchow 
discussed  it  in  1862,  and  in  1865  established  for 
sarcoma  a definite  place  in  the  pathology  of  the 
uterus.  James  Paget4  in  1863  drew  attention  to 
“recurrent  fibroids”  of  the  uterus,  and  spoke  of 
soft  myeloid  growth.  In  1867,  Veit5  described  the 
first  case  of  sarcoma  of  the  cervix. 

Gusserow,6  in  1870,  and  Heger,7  in  1871,  wrote 
on  the  histologic  distinctions  between  sarcoma  of 
the  uterine  wall  and  that  of  the  mucosa.  Between 
1872  and  1890  many  monographs  were  written. 
The  European  literature  contains  frequent 
articles  on  this  subject,  but  very  few  appeared  in 
the  American  literature  during  the  same  period. 

Monographs  of  Pfannestiel,8  in  1892,  von  Kal- 
den,9  in  1893,  J.  W.  Williams,10  in  1894,  Roger 
Williams,11  in  1901,  Piquand,12  in  1905,  R.  Mayer 
and  J.  Veit,13  in  1908,  Gessner,14  in  1908,  Taylor16 
in  1909,  Kelly  & Cullen,16  in  1909,  Schumann,17  in 
1909,  Jaffe,18  in  1923,  Masson,19  in  1923,  and  many 
others  since,  have  contributed  excellent  informa- 
tion on  the  subject. 

FREQUENCY 

With  the  systematic  and  detailed  histological 
examinations  of  pathological  material  of  the 
uterus  as  carried  out  in  most  hospitals,  sarcoma 
of  the  uterus  is  still  considered  a rare  condition, 
although  there  has  been  an  increase  in  the  number 
of  cases  reported  during  the  past  few  years. 


The  estimation  of  Geisler20  and  many  others 
put  the  proportion  of  uterine  sarcoma  to  car- 
cinoma at  about  1 to  50.  The  general  consensus 
of  opinion  among  many  authors  is  that  the  oc- 
currence of  sarcomatous  change  in  myomas  sub- 
mitted to  histologic  examination  is  from  0.621  to 
1 per  cent.19 

ETIOLOGY 

Many  theories  have  been  advanced,  but  the 
causation  of  sarcoma  of  the  uterus  still  remains 
unknown. 

AGE  INCIDENCE 

The  neoplasm  may  develop  in  the  uterus  at  any 
time  from  early  infancy  to  old  age.  Hollander22 
has  reported  a case  in  an  infant  of  seven  months, 
and  there  is  on  record  a case  in  which  a sarcoma 
of  the  uterus  was  observed  in  a woman  of  past 
seventy  years.23  Sarcoma  of  the  uterus  occurs 
most  frequently  at  about  the  climacteric. 

LOCATION 

Sarcoma  of  the  uterus  may  appear  in  the  fun- 
dus or  in  the  cervix,  but  the  former  is  the  more 
common  location.  Although  the  proportional  per 
cent  varies  greatly,  the  generally  accepted  loca- 
tion is  in  the  corporal  portion  of  the  uterus.  This 
is  just  the  converse  of  that  relating  to  carcinoma 
of  the  uterus. 

The  case  I wish  to  report  is  unusual  in  so  far 
as  many  of  the  cardinal  symptoms  generally 
found  are  lacking. 

CASE  REPORT 

M.  M.,  married,  white  female,  aged  thirty  years, 
well  nourished  and  developed,  present  and  normal 
weight  148  lbs.  Was  first  seen  in  July,  1933,  at 
which  time  she  sought  advice  for  amenorrhea, 
dysmenorrhea,  abdominal  enlargement,  and  pain 
in  the  pelvic  region.  The  pelvic  pain  was  asso- 
ciated with  nausea  and  occasional  vomiting.  This 
condition  had  been  more  or  less  constant  since  the 
birth  of  her  child,  May  4,  1925.  The  patient  had 
been  married  eleven  years.  There  had  been  no 
other  pregnancies  or  miscarriages.  Her  general 
health  had  been  good. 

Past  History: — Usual  diseases  of  childhood. 
Patient  had  had  diphtheria  at  the  age  of  six 
years.  She  had  had  a sub-acute  attack  of  ap- 
pendicitis, and  had  been  operated  upon  eleven  and 
one  half  years  before.  The  convalescence  was 
stormy,  with  a post-operative  ileus.  Note:  Opera- 
tive findings — right  cystic  oophoritis  (ovary  in- 
cised) ; subacute  appendicitis  (appendectomy) ; 
left  ovary  normal;  gall  bladder  and  stomach  nor- 
mal; fallopian  tubes  normal;  uterus  infantile 
type,  in  normal  position  and  no  tumors  palpated. 

Family  History. — Mother  and  father  living  and 
well.  Two  sisters  living  and  well.  One  brother 
living  and  well.  There  is  no  history  of  tuberculosis 
or  malignancy. 

Present  History: — Menstruation  began  at  the 
age  of  fourteen  years,  and  was  regular  up  to  time 
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Uterus,  incised  and  spread  open  to  show  T-l,  T-2,  and  T-3. 
Also  other  tumors.  Shows  cervix  and  uterine  cavity  re- 
duced to  small  cleft. 


of  pregnancy.  For  the  past  nine  years,  the  pa- 
tient had  been  troubled  with  irregular  and  painful 
menstruation,  periods  lasting  three  days  with  a 
rather  scanty  flow.  She  states  that  the  menstrual 
period  became  reestablished  five  weeks  after  the 
birth  of  her  child,  and  that  it  lasted  four  days 
during  three  of  which  she  was  compelled  to  re- 
main in  bed  because  of  head  and  back  ache.  She 
did  not  have  another  period  for  over  two  months, 
after  which  there  had  often  been  a cessation  of 
the  mjenses  for  from  two  to  four  months.  Four 
years  after  the  birth  of  her  child,  the  patient  had 
a feeling  similar  to  pregnancy.  For  the  past  two 
years,  she  experienced  pains  similar  to  labor  pains 
at  the  beginning  of  her  menstrual  periods.  This 
distress  would  persist  until  the  flow  was  well 
established.  During  the  past  year,  these  pains 
lasted  during  the  entire  period,  but  were  irregular 
and  intermittent  in  character,  gradually  growing 
worse.  The  patient  had  not  had  any  uterine  or 
vaginal  discharge  between  periods.  A few  weeks 
ago,  she  had  an  attack  of  moderate  pain  in  the 
upper  right  quadrant  and  in  the  right  shoulder 
region  at  the  time  of  her  menstrual  period.  She 
was  nauseated  and  vomited.  Frontal  headaches 
during  periods  had  been  frequent. 

The  patient  noticed  that  for  the  past  five 
months  her  abdomen  had  been  enlarging,  and 
thought  that  at  times  she  could  palpate  a mass  in 
the  pelvic  region.  Also,  in  changing  her  position 
or  in  walking  up  stairs  she  felt  as  if  something 
were  moving  inside  her  abdomen,  principally  in 
the  pelvic  region. 

The  patient  was  athletic,  had  taken  plenty  of 
exercise,  and  seemed  to  be  enjoying  the  very  best 
of  health  with  the  exception  of  the  above  com- 
plaint. Her  appetite  was  very  good. 

Physical  Examination: — Eyes — Pupils  equal. 
React  to  L and  A.  Sclera,  clear.  All  ocular 
movements  normal. 

Ears  and  Nose — Normal. 

Mouth — Teeth  in  excellent  condition.  Tongue 
and  throat  negative  for  any  pathology. 

Neck — Well  shaped.  No  tumor  masses.  Thyroid 
not  enlarged.  No  palpable  cervical  glands.  Neck 
movements  normal. 

Chest — Symmetrical.  Lungs,  equal  expansion 
both  sides.  Normal  to  percussion  and  ausculation. 

Heart — No  increased  dullness  on  percussion. 
Sounds  full  and  regular.  No  murmurs. 

Abdomen — Full,  rounded,  and  smooth.  In- 
cisional scar  st  McBurney’s  point.  A spherical 


lobulated  mass  to  the  right  of  the  midline  in  the 
lower  quadrant  the  size  of  a four  months’  preg- 
nancy. Tender  to  palpation.  This  mass  is  mov- 
able, but  not  freely  so.  No  other  masses  or 
tumors  palpated.  Some  slight  tenderness  over 
the  gall  bladder  region. 

Vaginal  Examination — Vaginal  outlet  rather 
lax.  Cervix  small,  rounded,  and  smooth.  Uterus 
enlarged  and  slightly  movable.  Laterally  mis- 
placed to  the  right.  To  its  right,  a soft  mass,  size 
of  a lemon,  thought  to  be  a cystic  ovary.  No 
other  palpable  masses. 

Rectal  Examination — Sphincter  rather  tight 
and  several  hemorrhoids  present.  Uterus  enlarged 
and  occupying  all  of  the  cul-de-sac  of  Douglas.  In 
the  posterior  wall  of  the  uterus,  two  nodular 
masses  were  palpated.  Also  a large  tumor  of  the 
fundus  the  size  of  a grape  fruit.  Rectum  other- 
wise normal. 

Extremities — Normal.  Reflexes  normal. 

Blood  pressure  106/82.  Temperature  98.2°  F. 
Pulse  80.  Respiration  20. 

Urinalysis — Color,  lemon.  Sp.  Gr.  1005.  Ap- 
pearance clear.  Reaction  acid.  Albumin,  sugar, 
and  acetone,  negative.  A few  leucocytes,  eryth- 
rocytes, epithelia,  and  bacteria  present. 

Blood  Examination — r.b.c.  3,659,000;  Hb.  68  per 
cent;  Color  index  0.94;  w.b.c.  4000;  Coagulation 
time  2 minutes;  Segmented  nuclei  54  per  cent; 
Rod  and  S shaped  nuclei  1 per  cent;  Eosinophiles 
1 per  cent;  Monocytes  2 per  cent;  Small  lymph- 
ocytes 38  per  cent;  Large  lymphocytes  1 per  cent; 
Basket  cells  1 per  cent. 

Preoperative  Diagnosis: 

Multiple  myoma  of  uterus.  Right  cystic  oophor- 
itis. 

Operation: — Midline  incision  extending  from 
symphysis  pubis  upward  to  the  umbilicus.  A gen- 
eral survey  revealed  the  liver,  gall  bladder, 
stomach,  pancreas,  spleen,  kidneys,  and  intestines, 
free  of  any  pathological  condition. 

The  uterus,  tubes,  and  ovaries  were  bound  down 
in  the  cul-de-sac  by  firm  adhesions,  and  were 
difficult  to  free. 

Operative  Procedure:  Sub-total  hysterectomy; 
bi-lateral  salpingectomy;  right  oophorectomy,  and 
partial  left  oophorectomy. 

Pathological  Report: 

Specimen  consists  of  uterus,  tubes,  right  ovary, 
and  a portion  of  the  left  ovary. 

Gross:  The  uterus  weighs  635  gm.  Uterine 
cavity  reduced  to  small  cleft.  Endometrium 
hyperemic  and  swollen.  One  large  tumor  (T-l)* 
the  size  of  a grape  fruit,  some  depressed  areas  up 
to  size  of  a hazelnut,  in  these  areas  the  tissue  is 
soft  and  is  almost  liquefied.  Two  other  tumors, 
each  the  size  of  a chestnut,  of  firm  consistency. 
In  the  real  wall  of  the  uterus,  a smaller  tumor  the 
size  of  a bean,  and  adjoining  the  large  tumor 
there  are  three  smaller  tumors,  each  the  size  of  a 
bean.  Tumors  (T-2  and  T-3)*  consist  of  inter- 
lacing smooth  muscle  bundles  with  certain  ten- 
dency to  irregularity  in  the  cells.  Diagnosis: 
Myomata. 

The  right  ovary  shows  marked  cystic  degenera- 
tion. Large  corpus  luteum,  the  size  of  a hazel- 
nut. Diagnosis:  cystic  degeneration  of  ovary. 
The  left  ovary  (portion)  is  sclerotic,  many  cor- 
pora fibrosa.  Blood  vessels  with  thickened  walls. 
Diagnosis:  Sclerotic  ovary.  Marked  hyperplasia 
of  the  uterine  glands  which  are  very  large  and 
increased  in  number.  Epithelium  high.  Diagnosis: 
Hyperplasia  of  the  endometrium. 
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Microscopic  Examination: 

Examination  of  the  large  tumor  (T-l)  shows 
no  more  distinct  grouping  in  muscle  bundles. 
There  are  irregular  whorls  and  strands  of  cells 
which  are  irregular  in  size  and  shape,  the  nuclei 
showing  mitotic  figures.*  Only  in  some  areas  the 
spindle  cell  type  has  been  preserved.  Most  of  the 
cells  are  round  and  oval  shaped. 

Diagnosis: 

1 —  Myosarcoma  of  the  uterus. 

Polymorphous  spindle  cell  sarcoma  of  the 
uterus. 

2 —  Hyperplasia  of  the  endometrium. 

3 —  Myomata. 

4 —  Right  cystic  ovary.  Left  sclerotic  ovary. 
Tubes  normal. 

Post  operative  Note: 

The  patient  made  an  uneventful  convalescence, 
and  was  discharged  from  the  hospital  two  weeks 
after  operation.  Post  operative  treatment  con- 
sisted of  deep  X-ray  radiation.  Patient’s  con- 
dition remains  good  many  months  after  operation, 
and  on  examination  there  is  no  evidence  of  a re- 
currence. 

CONCLUSION 

I offer  this  case  for  the  purpose  of  drawing 
your  attention  to  the  possibility  of  an  uncommon 
pathological  condition  of  the  uterus  presenting 
such  few  symptoms,  the  converse  of  what  you 
usually  see  in  neoplasm  of  the  uterus. 

Also,  to  demonstrate  that  had  it  not  been  for 
the  fact  that  the  patient  noticed  slight  abdominal 
enlargement  she  likely  would  not  have  presented 
herself  for  an  examination  or  operation  due  to 
the  fact  that  she  was  enjoying  such  good  health. 

Since  sarcoma  of  the  uterus  generally  occurs 
in  the  very  young  and  in  patients  of  more  ad- 

*  See  illustration. 


vanced  age,  it  is  unusual  to  find  it  in  a patient  of 
thirty  years,  especially  with  so  few  subjective  and 
objective  symptoms. 

308  E.  High  Street. 
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HYSTERECTOMY;  A CLINICAL  AND  STATISTICAL  STUDY 

By  ROBERT  L.  FAULKNER,  M.D.,  Cleveland,  Ohio 


HYSTERECTOMY  is  an  important  opera- 
tive procedure  because  of  the  frequency 
with  which  it  is  done.  When  the  operation 
is  uncomplicated,  it  is  not  difficult  or  hazardous  but 
so  frequently  there  are  complicating  factors  of 
one  kind  or  another.  I have  never  felt  that  re- 
ports of  hysterectomy  done  on  carefully  selected 
cases  with  corrected  mortality,  etc.,  mean  very 
much.  If  there  is  any  value  in  figures,  it  is  in 
those  from  a large  series  of  consecutive  operations 
done  on  young  and  old,  on  good  cases  and  bad 
cases,  by  experienced  and  inexperienced  opera- 
tors. That  is  hysterectomy  as  it  is,  not  hysterec- 
tomy as  it  might  be. 

Following  this  idea,  Dr.  Fullerton  and  I pub- 
lished in  1930  the  results  of  1851  consecutive 
hysterectomies  done  at  the  Lakeside  Hospital. 

Read  before  the  Section  on  Obstetrics  and  Gynecology, 
Ohio  State  Medical  Association,  at  the  89th  Annual  Meeting, 
Cincinnati,  October  2-4,  1935. 


Since  that  time  the  hospital  has  grown,  and  in  the 
five  year  period,  1930-1934  inclusive,  there  are 
1544  operations  which  I have  tabulated  and  will 
present  to  you. 

In  the  first  place,  in  the  tables  that  follow,  pan- 
hysterectomy designates  removal  of  the  whole 
uterus,  cervix  included,  by  the  abdominal  route. 
Abdominal  supracervical  hysterectomy  designates 
amputation  of  the  fundus,  leaving  part  or  all  of 
the  cervix  in  place.  Vaginal  panhysterectomy,  of 
course,  indicates  removal  of  the  entire  uterus  by 
the  vaginal  route.  No  tabulation  is  made  of  the 
additional  excision  of  part  or  all  of  the  adnexae, 
but  in  the  hospital  records  this  is  always  specifi- 
cally recorded. 

In  Table  1 it  will  be  noted  that  the  1544 
hysterectomies  were  so  divided  that  53  per  cent 
wrere  abdominal  panhysterectomies;  42  per  cent 
were  supravaginal  amputations;  and  4 Y2  per  cent 
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TABLE  1 — Distribution  of  Cases 


Number 

! 

821  Supra  Vag.  | 

Pan  Hyst.  Amp.  Vag.  Hyst. 

Percent  of  Total 

53.1 

[ 

42.4  4.5 

1 

White 

684-83.3% 

! 

427-65.3%  ! 68-97.1% 

Negro 

137-16.7% 

1 

226-34.7%  | 2-  2.9% 

„ ..  0 

175-21.1% 

286-43.8%  ! 2-  2.9% 

1 

1 + 

646-78.9% 

367-56.2%  j 68-97.1% 

1 

were  vaginal  operations.  This  is  a lower  percent- 
age of  vaginal  operations  than  in  our  first  series 
because,  for  one  reason,  some  operators  use  the 
interposition  operation  in  selected  cases  of  pro- 
lapse more  frequently  than  they  did.  The  number 
of  supracervical  operations  is  also  increased  by  10 
per  cent  over  our  previous  series  because  of  the 
admission  to  the  new  hospital  of  a larger  group  of 
visiting  men,  most  of  whom  favor  this  method  of 
hysterectomy. 

It  is  to  be  noted  that  most  of  the  patients  were 
white.  Of  the  negroes,  the  largest  number  fell  in 
the  group  treated  by  supracervical  hysterectomy. 
The  probable  explanation  for  this  is  the  preva- 
lence in  this  race  of  myoma  complicated  by  bad 
pelvic  inflammatory  disease.  Very  few  women  of 
the  negro  race  were  operated  upon  for  prolapse 
in  this  series. 

It  is  surprising  that  21  per  cent  of  women 
treated  by  panhysterectomy  and  44  per  cent  of 
those  treated  by  supracervical  hysterectomy  were 
nulliparas. 

A study  of  the  age  incidence  of  these  operations, 
as  given  in  Table  2,  shows  that  the  maximum 


TABLE  2 

— Ages 

821 

Pan  Hyst. 

| 653 

1 Supra  Vag. 
i Amp. 

I 

70 

Vag.  Hyst. 

Age 

10-19 

4-  0.48% 

1 

| 1-  0.15% 

0 - 0 

20-29 

1 

| 84-10.2% 

| 73-11.1% 

1 - 1.4% 

30-39 

1 

338-41.0% 

| 293-44.8% 

6 - 8.5% 

40-49 

I 

317-38.6% 

| 242-37.0% 

24  -34.2% 

50-59 

^ 52-  6.3% 

r 43-  6.9% 

23-  32.8% 

60-69 

22-  2.6% 

i 

| 1-  0.15% 

13  -18.5% 

69  + 

4-  0.48% 

i o-o 

I 

3 - 4.2% 

Average 

Age 

41.9 

l 

1 

38.3 

50.9 

number  of  panhysterectomies  and  supracervical 
operations  were  performed  on  women  between  30 
and  39  years  of  age,  41  and  45  per  cent  respec- 
tively. As  would  be  expected,  the  age  in  the 
vaginal  cases  was  greater,  being  about  equally 
divided  between  40  to  49  and  50  to  59  years.  The 
average  age  of  the  panhysterectomy  patients  was 
41.9  years;  of  the  supravaginal  amputation  pa- 
tients 38.3  years;  and  of  the  vaginal  panhysterec- 
tomy patients,  50.9  years.  All  these  groups 
average  two  to  three  years  older  than  in  our 
previous  series.  Perhaps  it  is  true  that  the  de- 
pression compelled  some  women  to  put  up  with 
their  disabilities  longer  than  ordinary  before  ap- 
plying for  treatment. 

The  most  common  symptoms  complained  of  by 
all  these  patients  are  given  in  Table  3.  The  fre- 


TABLE  3 — Most  Common  Symptoms 


i 

1 

821 

| Pan  Hyst. 

653 

Supra  Vag. 
Amp. 

70 

Vag.  Hyst. 

Pain 

i 

| 400-48.7% 

305-46.7% 

12-17.1% 

Bleeding 

1 

| 344-41.9% 

251-38.4% 

14-20.0% 

Tumor 

1 

| 113-13.7% 

167-25.6% 

0-  0.0% 

Prolapse 

j 17-  2.1% 

6-  0.9% 

44-62.8% 

quency  of  the  several  complaints  is  quite  parallel 
in  the  panhysterectomy  and  supravaginal  opera- 
tions except  that  fibroids  large  enough  to  give  the 
complaint  of  tumor  were  more  frequent  in  the 
supracervical  group.  Prolapse,  of  course,  as  a 
complaint  and  cause  for  operation  was  present  in 
a large  proportion  of  the  vaginal  cases. 

In  Table  4 the  high  incidence  of  myoma  and 
salpingitis,  as  an  operative  diagnosis,  is  to  be 


TABLE  4 — Incidence  of  Diagnosis 


821 

Pan  Hyst. 

653 

Supra  Vag. 
Amp. 

70 

Vag.  Hyst. 

Myoma 

341-41.5% 

511-78.2% 

4-  5.7% 

Salpingitis 

120-14.7% 

185-28.3% 

0 -0.0% 

Relaxed  Vaginal 
Outlet 

i 

494-60.1% 

; 

108-16.5%  ' 

67-95.7% 

Endometriosis 

15-  1.8% 

4 -0.6% 

1-  1.4% 

Ovarian  Tumors 

25-  3.0% 

12-  1.8% 

0 -0.0% 

Fundus 

Carcinoma 

24-  2.9% 

0 -0.0% 

3 - 4.3% 

Cervix 

7-  0.8% 

0 -0.0% 

4 - 5.7% 
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noted  in  the  supracervical  group.  A considerable 
number  of  the  abdominal  panhysterectomy  and  al- 
most all  of  the  vaginal  panhysterectomy  patients 
had  relaxed  vaginal  outlet.  Carcinoma  of  the 
fundus  was  the  cause  for  operation  in  3 per  cent 
of  the  abdominal  panhysterectomies  and,  when 
combined  with  marked  relaxation  or  some  pro- 
lapse, was  handled  by  vaginal  panhysterectomy 
in  three  cases  or  4 per  cent  of  that  group.  Eleven 
patients  with  carcinoma  of  the  cervix  were  simi- 
larly treated.  All  of  them  were  very  early  cases 
except  one  or  two  which,  because  of  faulty  diag- 
nosis, were  unwisely  operated  upon. 

In  Table  5,  I have  put  together  the  most  im- 
portant things  which  have  a bearing  on  the  dura- 
tion of  operation.  The  figure  given  is  the  time 


TABLE  5 — Duration  of  Operation 


qoi 

Pan  Hyst. 

i 

653 

Supra  Vag. 
Amp. 

70 

Vag.  Hyst. 

i 

Laparotomy  only  | 327-39-8% 

1 

1 

545-83.5%  | 

i 

Laparotomy  and  1 

Perineal  | 494-60.1% 

1 

108-16.5%  [ 

Cauterization  or  | 

Repair  of  Cervix  | | 80-12.2% 

1 1 

1 1 

Gall  Bladder  | 16-  1.9%  | 1-  0.02%  | 

1 1 

1 

Previous 

Operation  | 69-  8.4% 

1 

1 

84-12.9%  | 2-  2.8% 

1 

Avertin 

Anaesthesia  | 205-24.9% 

227-34.8% 

23-32.8% 

1 ! 

Anaesthesia  Time  1 

in  Minutes  [ 133.2  1 127.8 

134.9 

from  the  induction  of  anesthesia  until  the  post- 
operative dressings  were  completed.  The  average 
anesthesia  time  is  remarkably  close  in  all  the 
three  types  of  hysterectomy.  It  is  to  be  noted  that 
perineal  work  was  done  in  60  per  cent  of  the 
abdominal  panhysterectomies,  and  the  gallbladder 
was  removed  in  addition  to  the  pelvic  operation 
in  2 per  cent  of  this  group.  Perhaps  the  ad- 
ditional time  required  for  these  operations  is  in 
part  made  up  by  the  more  frequent  use  of 
avertin  anesthesia  in  the  supracervical  group.  It 
is  our  practice  to  give  this  anesthetic  in  the 
patient’s  room  where  the  chart  is  also  started. 
Therefore,  there  is  anywhere  from  15  to  45 
minutes  longer  anesthesia  time  recorded  on  these 
patients  than  on  those  given  spinal  or  gas-oxygen- 
ether  in  the  operating  room. 

I would  like  to  call  attention  to  repair  or 
cauterization  of  the  cervix  in  12  per  cent  of  the 
cases  where  it  was  left  in.  Careful  inspection  and 
adequate  treatment  of  the  cervical  stump  is  an 
important  part  of  supracervical  hysterectomy. 


Two  cases  of  cancer  developing  later  in  the  cer- 
vical stump  are  known  in  this  group  of  653.  One, 
possibly  both,  were  there  when  the  hysterectomy 
was  done.  In  neither  was  there  adequate  inspec- 
tion or  treatment  of  an  organ  which  was  to  be  left 
in  and  which  is  a frequent  cancer  site. 

In  Table  6 the  more  important  operative  com- 
plications run  a close  parallel  in  the  two  groups 


TABLE  6 — Operative  Complications 
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1 

0 

1 

of  abdominal  hysterectomy.  Of  the  two  ureteral 
injuries  in  the  panhysterectomy  group,  one  was 
not  known  about  until  a fistula  developed.  The 
other  was  recognized  at  the  time  and  repaired 
with  good  result. 

In  the  supracervical  group,  one  ureteral  injury 
consisted  of  accidentally  clamping  the  ureter.  No 
complications  resulted  from  this  accident.  In 
another  case,  a desperate  operation,  both  ends  of 
the  severed  ureter  were  ligated.  The  patient  died 
of  shock  soon  after  operation.  The  third  ureter 
was  cut  across  with  immediate  repair  and  ulti- 
mate good  result. 

Because  of  the  extensive  dissection  of  the  blad- 
der, necessary  in  panhysterectomy,  it  is  almost 
inevitable  that  more  bladders  will  be  injured  in 
this  operation  than  in  the  simpler  supracervical 
procedure. 

In  Table  7 of  post-operative  complications  it 
will  be  noted  that  incidence  of  trouble  is  slightly 
greater  after  panhysterectomy  than  after  the 
supracervical  operation.  Because  of  the  small 
group  of  cases,  a few  complications  in  the  vaginal 
panhysterectomy  group  make  a large  per  cent. 
Actually  these  patients  did  very  well.  No  deaths 
occurred  in  the  vaginal  cases  from  any  of  the 
listed  complication  except  one,  in  which  post- 
operative hemorrhage  was  a factor.  Proportion- 
ately, post-operative  hemorrhage  is  more  common 
after  panhysterectomy;  this  is  not  surprising, 
considering  the  difference  in  procedures. 

Peritonitis,  as  tabulated,  refers  to  peritoneal 
infection  whether  local  or  general.  As  a cause  of 
death,  there  is  not  much  difference  in  the  two 
abdominal  groups.  There  were  no  deaths  from 
peritonitis  in  the  vaginal  group. 

The  important  complication  of  fistula,  as  tab- 
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TABLE  7 — Post-Operative  Complications 
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Hemorrhage 
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3 

3 

Intestinal 
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J 142-17.3% 

78-11.8% 

28-40.0% 

ulated,  warrants  some  amplification.  The  twelve 
fistulae  noted  occurred  as  follows: 

Abdominal  Panhysterectomy. 


1.  Recto-vaginal  fistula 4 

2.  Recto-vaginal-vesical  fistula 1 

3.  Vesico-vaginal  fistula 1 

4.  Uretero-vaginal  fistula  1 

5.,  Vesico-peritoneal  fistula 1 

Supracervical  hysterectomy. 

1.  Abdominal  fecal  fistula 1 

2.  Ileo-cervical  fistula 1 

3.  Uretero-vaginal  fistula 1 

4.  Vesico-peritoneal  fistula 1 


The  morbidity  table  (8)  presents  the  general 
temperature  reactions  of  the  various  groups.  It 


TABLE  8 — Morbidity 
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I 
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will  be  noted  that  approximately  the  same  per 
cent  of  all  groups  had  convalescence  with  tem- 
perature not  above  38.5  C.  It  may  be  said  that 
there  is  a decided  tendency  for  the  vaginal  pan- 
hysterectomy patient  to  run  a prolonged  low 
grade  fever.  The  figures  for  the  average  days  in 
hosiptal  show  a slight  advantage  for  the  supra- 
cervical patients.  The  vaginal  cases  average 
slightly  higher,  but  this  might  be  expected  in 
view  of  the  greater  age  of  the  patients. 

The  final  table  on  mortality,  Table  9,  shows  that 
the  visiting  and  courtesy  staff  of  18  operators 


TABLE  9 — Mortality 
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performed  47  per  cent  of  the  panhysterectomies 
with  3.8  per  cent  mortality;  the  resident  staff  of 
25  operators,  53  per  cent  of  the  cases  with  a mor- 
tality of  1.4  per  cent.  The  visiting  staff  did  58 
per  cent  of  the  supracervical  operations  with  .8 
per  cent  mortality;  the  residents  did  42  per  cent 
with  4.3  per  cent  mortality.  Of  the  vaginal  cases, 
the  visiting  staff  did  60  per  cent  of  the  cases  with 
2.4  per  cent;  the  residents  did  40  per  cent  with 
3.6  per  cent  mortality.  The  gross  mortality  for 
821  panhysterectomies  was  2.6  per  cent;  for  653 
supracervical  hysterectomies,  2.3  per  cent;  and 
for  70  vaginal  hysterectomies,  2.9  per  cent. 

We  are  not  ashamed  of  these  mortality  figures 
of  the  last  five  years  considering  some  of  the 
situations  with  which  we  have  had  to  deal.  The 
resident  men  have  a remarkable  record  in  pan- 
hysterectomy. This  is  partly  because  most  of  them 
wisely  do  the  supracervical  operation  in  desperate 
cases.  In  looking  backward,  it  would  seem  prob- 
able that  an  occasional  visiting  man  could  like- 
wise have  avoided  some  trouble  by  adequately 
treating  the  cervix  and  leaving  it  in,  when  its 
removal  added  time  to  an  already  long  operation. 

1510  Keith  Building. 


I wish  to  express  my  appreciation  to  Dr.  William  H. 
Weir,  chief,  and  to  the  other  members  of  the  gynecological 
and  surgical  staff  of  University  Hosiptals,  whose  private 
case  histories  were  placed  at  my  disposal  in  making  this 
study. 
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DISCUSSION 

Wm.  D.  Fullerton,  M.D.,  Cleveland:  In  the 
limited  time  allowed  me  for  this  discussion,  I am 
not  going  to  further  analyze  Dr.  Faulkner’s  very 
clearly  expressive  figures,  but  will  comment  briefly 
on  several  points  of  general  interest  which  seem 
pertinent. 

In  the  first  place,  irrespective  of  how  carefully 
and  impartially  a large  series  of  cases  are 
analyzed,  the  mathematical  net  results  never  tell 
the  entire  story.  When  dealing  with  a large 
variety  of  conditions,  with  widely  varying  risks, 
operated  by  a considerable  number  of  surgeons  of 
different  opinions  and  varying  ability,  the  true 
facts  are  all  the  more  difficult  to  ascertain. 

The  most  important  points  brought  out  by  Dr. 
Faulkner’s  figures  are  found  by  comparison  with 
his  figures  and  mine  of  five  years  ago.  We  now 
have  4000  consecutive  cases,  not  an  inconsiderable 
number,  and  about  equally  divided,  for  considera- 
tion. In  many  respects,  the  two  series  run  quite 
parallel.  Age,  color,  symptoms,  parity,  are  quite 
similar  in  the  two  series.  The  operative  complica- 
tions have  been  reduced  by  one-half  in  the  latter 
series,  due  to  greater  care  at  operation  and  a 
more  uniform  standardization  of  the  procedure. 
The  hospitalization  has  been  reduced  25  per  cent 
by  better  post-operative  care. 

It  is  most  gratifying  to  me  personally  to  find  a 
reduction  of  10  per  cent  in  the  number  of  pan- 
hysterectomies in  favor  of  a similar  increase  in 
supracervical  amputations  and  vaginal  operations. 
Even  those  of  us  who  have  had  considerable  ex- 
perience in  this  work  know  that  case  for  case  the 
pan  operation  is  the  more  difficult,  time  consum- 
ing, shocking  to  the  patient,  and  with  more  post- 
operative complications.  There  are,  of  course, 
many  cases  where  the  pan  operation  is  clearly  in- 
dicated, but  the  present  day  enthusiasm  for  this 
operation,  with  the  statement  of  its  not  greater 
mortality  and  the  elimination  later  of  the  risk  of 
carcinoma  developing  in  the  cervical  stump,  is 
not  justified.  This  point  has  been  recently  em- 
phasized by  Healy  of  the  Memorial  Hospital  in 
New  York.  Careful  inspection  and  consideration 
of  the  cervix  at  operation  is  very  important. 
When  a cervix  is  so  badly  infected,  lacerated  and 
eroded  that  conservative  measures  such  as  cauter- 
ization, trachelorrhaphy,  etc.,  do  not  promise  a 
cure,  it  should  be  removed;  otherwise  appro- 
priately treated  at  the  time  and  allowed  to  re- 
main. Only  two  of  our  cases  out  of  1262  sub- 
sequently developed  carcinoma  of  the  cervical 
stump,  and  both  of  these  were  probably  present 
at  the  time  of  operation  and  carelessly  over- 
looked. 

This  last  series  of  cases  show  that  21  per  cent 
of  the  panhysterectomies  were  done  on  nullipara. 
This  figure  is  entirely  too  high,  for  the  nulli- 
parous  cervix  is  rarely  so  infected,  eroded  or 
lacerated  that  conservative  measures  will  not  ac- 
complish a complete  cure  and  spare  the  patient 
the  added  risk  of  the  more  serious  operation. 

Although  the  operations  have  been  done  by  a 
large  number  of  operators,  some  quite  inex- 
perienced, by  standardization  of  the  operative 
procedures,  careful  oversight  and  instruction,  our 
gross  mortality  has  been  reduced  in  the  past  five 
years  in  all  types  of  hysterectomy  to  about  1 per 
cent  less  than  it  was  in  the  earlier  series,  and  is 
now  equal  to  the  best  results  reported.  By  con- 
tinued effort  and  further  improvement  in  tech- 
nique, better  preparation  and  selection  of  cases, 
we  hope  in  the  future  to  show  you  still  further 
improvement  in  our  end  results. 


Congenital  Defects:  Incidence  Among 

the  Siblings  of  First  Congenitally 
Malformed  Children  in  275 
Families 

(Abstract  of  article  in  Journal  A.  M.  A.  Feb.  8,  1936) 
Douglas  P.  Murphy,  Philadelphia,  inspected  the  death  cer- 
tificate of  every  individual  who  was  stillborn  or  who  died  in 
the  city  of  Philadelphia  between  Jan.  1,  1929  and  Dec.  31, 
1933.  Those  revealing  the  presence  of  any  congenital  defect 
were  copied,  as  were  the  birth  certificates  of  the  same  indi- 
viduals. Among  130,132  certificates  for  stillbirths  and  deaths 
from  all  causes  there  were  1,476,  or  approximately  11.3  per 
thousand,  which  recorded  the  presence  of  a congenital  mal- 
formation. This  number  included  diagnoses  given  as  con- 
tributory causes  of  death  as  well  as  those  stated  to  have 
been  the  chief  causes  of  death.  Among  the  1,476  certificates 
there  were  890  (60.0  per  cent)  with  satisfactory  diagnoses 
for  individuals  who  died  in  884  families.  For  each  of  six 
families  a certificate  was  on  file  for  a second  defective  child 
who  had  also  died  during  the  five-year  period  covered  by  the 
survey.  The  complete  reproductive  history  of  a consecutive 
series  of  501  mothers  was  secured.  Of  this  group  226  (45.1 
per  cent)  experienced  no  conceptions  following  the  birth  of 
the  congenitally  malformed  child,  whereas  275  (54.9  per  cent) 
each  bore  one  or  more  subsequent  offspring.  The  chief  diag- 
nosis of  the  first  defective  child  in  each  of  the  275  families 
is  recorded.  Among  the  latter  there  were  thirty-four  families 
that  possessed  at  least  one  additional  malformed  child. 
Twenty-five  of  these  had  at  least  two  offspring  following  the 
birth  of  the  first  defective  infant,  and  nine  of  the  twenty-five 
each  had  a total  of  three  malformed  children.  The  outcome 
of  all  the  431  conceptions  experienced  by  the  275  mothers 
following  the  births  of  their  first,  congenitally  malformed, 
offspring  are  tabulated.  Of  these  subsequent  conceptions  331, 
or  76.8  per  cent,  ended  in  the  birth  of  full  term,  normally 
developed  children.  The  remaining  100  conceptions  ended  in 
forty-three  congenitally  malformed  children,  forty-two  mis- 
carriages (including  abortions),  nine  premature  births  and 
six  stillbirths.  In  families  having  one  congenitally  malformed 
child,  a second  one  was  born  once  in  every  8.9  births,  whereas 
in  the  general  population  a congenitally  malformed  infant 
appeared  only  once  in  every  213  births.  It  is  concluded  that 
offspring  presenting  congenital  malformations  which  are 
serious  enough  to  warrant  being  recorded  on  death  certificates 
are  approximately  twenty-four  times  as  likely  to  occur  in 
families  possessing  a congenitally  malformed  child  as  in  the 
population  at  large. 

OSMJ 

Clinical  Studies  Made  In  Tertiary 
Syphilis:  Syphilis  of  Pregnancy 

(Abstract  of  article  in  Journal  A.  M.  A.  Feb.  8,  1936) 

The  data  of  Harold  N.  Cole,  Cleveland,  with  Lida  J. 
Usilton,  Washington,  D.  C. ; Joseph  Earle  Moore,  Baltimore; 
Paul  A.  O’Leary,  Rochester,  Minn. ; John  H.  Stokes,  Philadel- 
phia ; Udo  J.  Wile,  Ann  Arbor,  Mich. ; Thomas  Parran,  Jr., 
Albany,  N.  Y.,  and  R.  A.  Vonderlehr,  Washington,  D.  C., 
show  that  congenital  syphilis  is  practically  a preventable 
disease.  Its  prevention  is  dependent  on  the  routine,  early 
and  repeated  use  of  the  serologic  blood  test  on  every  preg- 
nant woman  and  on  adequate  early  treatment  once  the  diag- 
nosis of  syphilis  has  been  made.  A positive  blood  test  during 
pregnancy  is  a serious  matter  to  the  fetus.  Ten  times  as 
many  syphilitic  children  were  born  when  the  syphilitic 
mother’s  blood  was  positive  during  pregnancy  as  when  it  was 
negative.  The  pregnant  syphilitic  woman  was  found  to  toler- 
ate antisyphilitic  treatment  as  well  as  or  better  than  the 
syphilitic  woman  who  had  not  been  pregnant  since  infection. 
There  is  evidence  that  habitually  aborting  syphilitic  women 
are  capable  of  producing  living,  apparently  nonsyphilitic 
children  when  given  specific  treatment  throughout  each  preg- 
nancy. Many  more  nonsyphilitic  living  children  were  bom 
when  antisyphilitic  treatment  was  begun  before  the  fifth 
month  of  pregnancy  than  when  therapy  was  delayed.  This 
advantage  was  increased  if  the  treatment  during  pregnancy 
was  not  only  early  but  adequate ; that  is,  at  least  ten,  prefer- 
ably fifteen  injections  of  arsphenamine  and  appropriate  heavy 
metal.  If  an  early  syphilis  appears  late  in  pregnancy,  some 
treatment  begun  at  this  period  and  continued  up  to  termina- 
tion of  pregnancy,  even  though  it  is  only  a small  amount, 
will  be  of  value  in  the  production  of  a living  child.  To  those 
women  with  early  syphilis  who  were  treated  after  the  fifth 
month  of  pregnancy  only  7.6  per  cent  of  the  children  were 
born  dead,  whereas  among  a similar  group  of  women  with 
early  syphilis  to  whom  no  treatment  was  administered  during 
pregnancy  the  loss  of  life  was  46  per  cent.  Treatment  during 
a preceding  pregnancy  is  insufficient  protection  for  the  pres- 
ent pregnancy,  even  though  the  syphilitic  woman  has  a nega- 
tive blood  reaction.  It  is  necessary  to  treat  her  throughout 
each  pregnancy  to  insure  a living  nonsyphilitic  infant.  The 
important  factors  in  controlling  clinical  progression  and 
relapse  in  the  syphilitic  woman  are  the  stage  of  syphilis  on 
beginning  treatment  and  the  amount  of  therapy  administered, 
rather  than  the  pregnancy.  The  possible  exception  is  the 
apparent  protection  pregnancy  affords  the  patient  with  early 
syphilis  in  avoiding  an  involvement  of  the  central  nervous 
system. 


SURGICAL  PROCEDURE  FOR  RELIEF  OF  PAIN 

By  H.  E.  LeFEVER,  M.D.,  Columbus,  Ohio 


THROUGH  the  ages,  pain  has  been  the  most 
cogent  factor  in  prompting  the  patient  to 
seek  relief  from  the  physician.  The  intense 
suffering  associated  with  inoperable  carcinomas 
with  metastases,  syphilitic  visceral  crises,  tic 
douloureux  and  angina  pectoris  needs  only  be 
mentioned  to  emphasize  that  there  are  many  un- 
solved problems  associated  with  the  physiology  of 
pain.  In  many  instances  surgical  empiricism  has 
preceded  known  anatomic  and  physiologic  facts, 
in  attempts  to  relieve  the  patient  of  some  of  these 
painful  lesions.  Certain  clinical  and  experimental 
observations  are  of  interest  in  an  attempt  to  learn 
more  of  the  pathways  for  the  conduction  of  pain- 
ful impulses  and  the  methods  employed  for  their 
surgical  relief. 

The  sensation  of  pain  is  part  of  an  elaborate 
though  primitive  protective  mechanism  against 
noxious  agents  and  as  such  is  largely  a thalamic 
sensation.  Pain  indeed  has  been  defined  by  Sher- 
rington as  the  “psychical  adjunct  of  an  im- 
perative protective  reflex”.  Because  of  the  very 
nature  of  the  sensation  we  feel  quite  firmly  that 
one  should  not  be  too  facile  in  depriving  an  in- 
dividual of  this  protective  mechanism.  There  are, 
however,  many  diseases  in  which  the  suffering  is 
so  intolerable  that  we  may  well  say  with  Allbutt 
that  “under  such  adversity  long  survival  may  be 
no  blessing”.  Malignant  diseases  of  the  spine, 
gunshot  injury  of  the  spine,  tabes  dorsalis,  car- 
cinoma of  the  pelvic  organs,  retroperitoneal 
malignancy  and  sarcoma  of  the  thigh  to  mention 
but  a few,  may  all  produce  the  most  excruciating 
and  intractable  pain.  Often  times  the  fibrosis 
produced  by  X-ray  and  radium  therapy  may  be 
the  cause  of  frightful  pain. 

We  now  have  three  procedures  whose  sole  object 
is  to  attempt  to  interrupt  pain  pathways  for  both 
somatic  and  visceral  sensory  neurons  as  they  enter 
or  traverse  the  spinal  cord. 

CHORDOTOMY 

In  August  of  1904,  Spiller  observed  a patient 
at  the  Philadelphia  General  Hospital  who  showed 
a complete  loss  of  the  sense  of  pain  and  tem- 
perature in  the  legs,  with  preservation  of  tactile 
sensibility.  The  necropsy  revealed  a solitary 
tubercle  involving  the  right  tract  of  Gowers  at  the 
extreme  lower  end  of  the  thoracic  cord  and 
slightly  above  this  a second  solitary  tubercle  im- 
plicating the  left  tract  of  Gowers.  This  absolute 
localization  of  the  pain  tracts  and  the  evidence 
that  no  important  motor  or  tactile  fibers  passed 
through  this  tract  led  Spiller,  in  1911,  definitely 
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to  propose  section  of  the  anterolateral  column  for 
intractable  pain.  The  first  operation  was  per- 
formed by  Martin  in  1911  at  Spiller’s  request. 

Since  that  time  the  procedure  has  become 
standard  and  consists  in  performing  a section  of 
the  anterolateral  column  to  a depth  of  from  three 
to  five  mm.  starting  at  the  attachment  of  the 
detentate  ligament  and  emerging  through  an 
anterior  nerve  root.  Recently  Foerster  has  demon- 
strated that  both  visceral  and  somatic  pain  may 
be  relieved  by  this  procedure  if  the  incision  is 
sufficiently  deep  to  include  a part  of  the  gray 
matter.  The  fibers  conducting  the  sensation  of 
touch  ascend  chiefly  in  the  posterior  columns 
without  crossing  the  cord,  while  the  fibers  con- 
ducting pain  and  temperature  promptly  cross  the 
cord  to  ascend  in  the  anterolateral  tracts  of  the 
opposite  side.  Theoretically,  when  pain  originates 
on  one  side  of  the  body,  it  should  be  possible  to 
abolish  completely  the  pain  by  cutting  the 
anterolateral  tract  of  the  opposite  side.  Such  a 
procedure  may  fail,  apparently  because  all  of  the 
conducting  fibers  may  not  pass  to  the  opposite 
side ; therefore,  bilateral  chordotomy  is  preferable 
to  unilateral. 

Even  after  a bilateral  chordotomy  the  relief  of 
pain  is  often  incomplete,  and  in  the  cases  which 
show  a satisfactory  degree  of  relief  immediately 
after  operation,  the  pain  may  gradually  return. 
In  these  cases  temperature  sense  always  returns 
more  quickly  than  pain  sense. 

Kahn  reporting  upon  their  series  of  cases  states 
as  follows,  “Though  our  results  have  on  the  whole 
been  gratifying  not  more  than  three-fourths  of 
them  have  been  really  satisfactory”.  We  may 
therefore  conclude  that  the  operation  of  chordo- 
tomy is  a major  one,  requiring  one  skilled  in  the 
surgery  of  the  spinal  cord  and  which  may  afford 
only  partial  relief  in  some  instances. 

MYELOTOMY  OF  THE  COMMISSURE 

Pain  originating  in  the  arms  and  shoulders  has 
been  most  difficult  to  control.  Adequate  sectioning 
of  the  posterior  roots  leaves  the  upper  extremity 
entirely  useless  and  upper  cervical  chordotomy  is 
difficult  and  even  dangerous,  due  to  the  possibility 
of  damage  to  the  descending  fibers  of  the  phrenic 
cells  as  well  as  the  motor  tracts  of  the  inter- 
costal muscles.  Moreover,  a bilateral  section 
would  result  in  a loss  of  pain  and  temperature 
sense  for  the  entire  body.  It  has  been  suggested, 
therefore,  by  Putman  that  a division  of  the  com- 
missural fibers  conducting  pain  across  the  cord 
might  be  accomplished  by  a longitudinal  incision 
over  the  entire  extent  of  the  brachial  plexus.  The 
area  of  anesthesia  produced  by  such  a procedure 
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includes  both  arms  and  upper  chest.  This  pro- 
cedure has  been  carried  out  on  a few  patients 
with  very  encouraging  results,  but  they  have  not 
been  observed  over  a sufficiently  long  period  to 
permit  of  a final  evaluation  of  this  operation. 

INTRATHECAL  INJECTION  OF  ALCOHOL 

The  intrathecal  injection  of  alcohol  is  a simple 
procedure,  requiring  no  special  skill  and  is  a 
method  by  which  means  individuals  suffering  in- 
tractable pain  in  the  lower  abdomen  and  lower 
extremities  may  be  relieved. 

The  method  was  first  introduced,  in  December, 
1930,  by  Dogliotti.  Lugaro  has  contended  that  in 
order  to  relieve  pain  it  is  not  necessary  to  block 
or  destroy  all  of  the  involved  neurons,  it  being 
only  necessary  to  produce  a block  or  destroy  part 
of  the  fibers,  the  amount  depending  upon  the 
severity  of  the  pain.  Hence  it  is  Lugaro’s  belief 
that  a simple  reduction  in  the  number  of  the 
peripheral  sensory  nerve  fibers  is  sufficient  to  pre- 
vent the  occurrence  of  the  sensation  of  pain. 
With  this  theory  Dogliotti  agreed,  and  on  it  he 
based  his  idea  of  decimating  the  peripheral  nerve 
fibers  in  the  posterior  roots.  The  subarachnoid 
space  was  selected  for  this  purpose  because  this 
region  being  the  most  central  one  for  attacking 
the  nerve  roots  would  prevent  peripheral  stimuli 
from  reaching  medulary  centers,  even  if  the 
stimuli  acted  on  the  spinal  ganglia,  the  inter-ver- 
tebral foramina  or  spinal  roots.  Absolute  alcohol 
was  selected  as  the  therapeutic  agent  because  it 
had  no  secondary  toxic  effects,  it  is  rapidly  dif- 
fused, has  a specific  gravity  lower  than  that  of 
the  spinal  fluid,  and  because  of  its  selective 
affinity  for  sensory  nerves. 

TECHNIQUE 

The  patient  is  placed  on  the  side  opposite  to 
that  on  which  most  of  the  pain  is  present.  As  the 
specific  gravity  of  alcohol  is  0.806  and  that  of  the 
spinal  fluid  being  1.007,  the  injected  alcohol  will 
immediately  rise  to  surround  the  posterior  roots 
of  the  affected  side.  A pillow  or  pad  is  placed 
under  the  pelvis  and  side  to  elevate  the  sacral  and 
lumbar  portions  of  the  spine,  the  body  is  turned 
slightly  upon  its  ventral  side  and  the  pillow  re- 
moved from  the  head  in  order  to  lower  it.  By 
placing  the  patient  in  this  position  the  lumbar 
spine  is  slightly  raised  and  the  posterior  or  sen- 
sory roots  occupy  the  highest  position,  so  that  the 
anterior  or  motor  roots  lie  on  a lower  plane  than 
the  posterior  or  sensory.  By  this  means  the  an- 
terior roots  are  removed  from  the  alcohol  in  its 
highest  concentration. 

The  back  prepared,  a local  anesthesia  is  in- 
filtrated into  the  area  over  the  first  lumbar  in- 
terspace. An  ordinary  lumbar  puncture  needle  is 
used  and  the  puncture  is  performed  in  this  region. 
After  the  needle  is  in  the  subarachnoid  space,  as 
evidenced  by  the  flow  of  the  spinal  fluid,  we  prefer 


to  perform  a Queckenstedt  test  before  the  in- 
jection in  order  to  be  certain  that  no  block  is 
present  in  the  subarachnoid  space.  If  none  is 
found  one-half  to  one  cubic  centemeter  of  absolute 
alcohol  is  injected  drop  by  drop,  from  ten  to 
fifteen  minutes  being  required  for  the  injection. 
For  this  purpose  either  a tuberculin  or  insulin 
syringe  is  used.  After  the  injection  is  completed 
the  needle  is  withdrawn  and  the  needle  hole 
covered  with  a Collodion  dressing. 

A numbness  in  the  upper  leg  is  experienced  by 
the  patient  before  the  injection  is  completed.  The 
patient  is  instructed  to  remain  in  this  position  for 
two  and  one-half  hours,  during  which  time  they 
usually  complain  that  the  leg  is  asleep  and  that 
they  are  unable  to  move  it.  In  spite  of  this,  the 
leg  may  be  freely  moved  when  requested  to  do  so. 
Various  parasthesias  in  the  form  of  tingling, 
numbness,  and  “heavy  feeling”  may  last  for 
several  days.  A few  patients  have  noted  a weak- 
ness in  the  knee  that  has  persisted  for  a few  days, 
occasionally  a slight  foot  drop  will  be  present  for 
a few  days. 

During  the  past  year  we  have  employed  this 
procedure  twenty-nine  times  in  twenty-six  pa- 
tients. In  one  individual  it  was  necessary  to  re- 
peat the  injection,  in  three  it  was  necessary  to 
inject  the  opposite  side  after  an  interval  of  one 
week.  In  all  patients  except  one  the  pain  has 
been  lessened.  In  eighteen  the  patients  have  been 
completely  relieved.  The  cause  for  the  one  failure 
was  a block  of  the  subarachnoid  space  which  pre- 
vented the  alcohol  from  diffusing.  We  have  had 
two  patients  develop  an  atrophy  of  the  thigh 
muscles,  four  have  evidenced  foot  drop,  lasting 
two  days  in  two  patients  and  persisting  in  two. 
One  individual  who  sat  up  shortly  after  the  in- 
jection went  into  profound  shock  but  was  relieved 
by  placing  her  in  the  Trendelenburg  position. 
But  six  out  of  the  twenty-six  patients  have  com- 
plained of  headache  following  the  injection.  Four 
have  exhibited  some  rigidity  of  the  neck  muscles. 
The  spinal  fluid  was  examined  in  three  patients  one 
week  after  an  injection  and  was  found  to  contain 
14,  25  and  27  cells.  The  pains  for  which  the  in- 
jections have  been  performed  have  all  been 
secondary  to  malignant  disease  of  the  lower 
abdomen  and  lower  extremities. 

CONCLUSION 

We  feel  that  the  intrathecal  injection  of  alcohol 
is  a simple,  safe  procedure  for  the  relief  of  in- 
tractable pain.  Because  of  the  simplicity  of  the 
procedure  many  more  patients  can  be  afforded  re- 
lief than  was  possible  by  means  of  more  radical 
attack  upon  the  central  nervous  system. 

DISCUSSION 

George  M.  Curtis,  M.D.,  Columbus:  It  is  un- 
fortunate that  a time  limitation  has  prevented 
Dr.  LeFever  from  discussing  surgery  of  the 
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sympathetic  system  as  a means  of  relieving  pain. 
In  this  connection  we  should  be  careful  to  under- 
stand and  differentiate  what  the  anatomists 
designate  the  autonomic  system,  since  the  two 
mechanisms  of  the  resultant  relief  are  unlike. 

I was  asked  to  discuss  this  paper  since  during 
the  past  year  I have  made  four  resections  of  the 
splanchnic  nerves  in  an  attempt  to  relieve  diabetes 
mellitus  after  the  investigations  of  de  Takats.  I 
have  also  made  one  abdominal  vagotomy  for  the 
symptom  complex  of  vagotonia.  These  patients 
were  all  thoroughly  investigated  before  and  after 
surgery  and  were  then  carefully  followed.  In 
particular,  extensive  gastric  motility  studies  were 
made  by  our  group.  The  results  have  a direct 
bearing  on  the  mechanism  of  visceral  pain  and  its 
relief. 

Following  bilateral  splanchnic  resection,  in 
which  I removed  large  nerve  segments  by  a supra 
diaphragmatic  approach,  Dr.  Louis  Barron  dem- 
onstrated clearly  a tremendous  increase  in  the 
activity  of  the  stomach.  Periods  of  five  hours  of 


continuous  motility  were  observed.  Gastric  tetany 
even  occurred.  Nevertheless  the  patient  ex- 
perienced no  pain  or  abdominal  discomfort.  An 
explanation  is  afforded  by  the  fact  that  afferent 
pain  impulses  from  the  upper  abdominal  viscera 
travel  to  the  spinal  cord  along  the  splanchnic 
nerves.  This  is  known  experimentally  as  well  as 
clinically,  and  can  be  demonstrated  in  the 
laboratory. 

Following  resection  of  about  an  inch  of  the 
upper  left  abdominal  vagus  the  stomach  motility, 
previously  active,  definitely  decreased.  Its  empty- 
ing time,  however,  was  hastened.  The  previous 
abdominal  cramping  pain  and  distress  diminished. 
Since  the  splanchnics  were  intact  a portion  of  the 
relief  of  this  patient  was  a result  of  diminishing 
gastric  muscular  activity  and  spasm. 

There  are  many  unsolved  problems  associated 
with  abdominal  pain  and  its  relief.  Careful  clini- 
cal investigation  of  the  results  of  sympathetic 
system  surgery  will  continue  to  aid  in  their 
solution. 


A NEWLY  DISCOVERED  CAUSE  OF  ASTHMA  * 

By  JOSEPH  BIEDERMAN,  M.D.,  Cincinnati,  Ohio 


THIS  article  is  being  written  so  as  to  draw 
attention  to  a common,  everyday  com- 
modity which  may  act  as  a precipitant  of 
an  asthmatic  seizure,  but  which  has  not  hereto- 
for  been  mentioned. 

The  following  case  report  illustrates  this  type 
of  sensitivity. 

Mrs.  M.  F.,  aged  30  years,  housewife,  had  been 
subject  to  asthmatic  attacks  for  a little  more  than 
four  years.  She  had  urticaria  as  a child.  Both 
her  mother  and  father  had  asthma. 

At  the  onset  of  her  illness  she  was  troubled 
only  during  the  night  “being  awakened  two  or 
three  times  and  being  forced  to  sit  up.”  After 
using  an  “asthma  powder”  she  was  relieved  tem- 
porarily, but  upon  returning  to  her  bed  the 
asthma  would  reappear.  There  was  no  seasonal 
variation  in  the  severity  of  her  attacks.  After 
four  months  she  began  to  have  asthmatic  seizures 
throughout  the  day  as  well  as  at  night.  She 
noticed  that  the  eating  of  raw  onions  caused  her 
to  have  an  asthmatic  attack. 

Her  physical  examination  revealed  no  pathology 
other  than  asthmatic  breath  sounds.  The  routine 
blood  count  and  blood  Wassermann  were  normal. 
The  urine  was  normal.  Extensive  skin  testing 
employing  the  intracutaneous  method  revealed  the 
following  positive  reactions:  Feathers  xxx;  Milk 

xx ; Onions  x. 

Upon  removing  the  feathers  from  her  home  and 
placing  her  upon  a diet  eliminating  milk  and 
onions  her  asthma  entirely  disappeared  during  the 
night,  but  she  continued  to  have  two  or  three  at- 
tacks during  the-  daytime.  The  cause  of  these 
attacks  was  not  determined  until  I was  fortunate 
enough  to  observe  the  onset  of  an  attack  im- 
mediately following  the  lighting  of  a cigarette  by 
her;  0.3  cc.  epinephrin  hydrochloride  1-1000  was 
necessary  to  terminate  the  attack.  Four  hours 
later  a kitchen  match  was  lighted  and  she  was 
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asked  to  inhale  the  fumes.  Her  asthma  im- 
mediately returned.  The  fumes  given  off  by  the 
match  upon  being  lighted  had  caused  her  to  have 
an  asthmatic  seizure. 

Again  she  was  given  0.3  cc.  epinephrin  hydroch- 
loride 1-100  and  her  asthmatic  seizure  disap- 
peared. The  following  day  she  was  asked  to  strike  a 
match  at  a distance  from  her  and  to  allow  the 
fumes  to  disappear  before  lighting  her  cigarette. 
She  did  this  without  having  an  asthmatic  attack. 
She  has  purchased  an  automatic  lighter,  has 
avoided  inhaling  the  fumes  from  lighted  matches, 
has  continued  on  her  diet  and  has  been  perfectly 
well  for  the  past  seven  months  except  for  one 
attack  which  occurred  when  she  unavoidably  came 
in  contact  with  some  match  fumes. 

Match  manufacturers  divide  matches  into  two 
great  groups  as  follows: 

1.  The  safety  or  paper  match  which  has  only 
one  tip  and  must  be  rubbed  against  the  other  tip 
which  is  placed  on  the  container. 

2.  The  household  or  kitchen  match  which  has 
two  tips. 

Both  types  contain  as  a basis  or  carrier  what  is 
known  as  hide  glue  or  animal  glue.  Different 
gums,  however,  may  be  used  for  this  purpose. 
They  also  use  various  dyes  for  coloring.  In  the 
drying  process  zinc  oxide  or  China  clay  loaded 
with  ground  rock  or  powdered  glass  is  used. 
Starch  or  gums  are  used  as  “dressers  up”,  and 
rosin  is  used  as  a binder.  The  two  types  of 
matches  differ  in  their  burning  qualities.  The 
household  match  contains  in  its  tip  chlorate  of 
potash  and  sesquisulphide  of  phosphorous,  while 
the  safety  match  contains  amorphous  phosphorus 
(red  phosphorous)  and  not  the  sesquisulphide  of 
phosphorous. 

This  patient  was  asked  to  inhale  the  fumes  of 
the  following  and  the  results  noted: 
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Zinc  Oxide No  Effect 

Glass  No  Effect 

Rosin  No  Effect 

Starch  No  Effect 

Glue  No  Effect 

Red  Phosphorous Asthmatic  Seizure  . 

Chlorate  of  Potash No  Effect 

Sesquisulphide  of  Phosphorous 

Asthmatic  Seizure 

These  tests  explain  why  this  patient  had  an 
asthmatic  seizure  from  inhaling  the  fumes  of  the 
safety  match  (red  phosphorous)  and  also  from 
the  fumes  of  the  household  match  (sesquisulphide 
of  phosphorous). 

Another  patient  having  an  asthmatic  seizure 
upon  inhaling  the  fumes  of  matches  was  found  to 
be  sensitive  to  the  red  phosphorous,  the  chlorate 


of  potash  and  the  sesquisulphide  of  phosphorous. 
This  patient  upon  avoiding,  among  other  things, 
the  fumes  of  matches  has  also  been  entirely  free 
from  asthma.  I have  been  surprised  at  the  fre- 
quency of  the  match  as  a cause  of  asthma  after 
once  I began  to  suspect  and  watch  out  for  it. 

COMMENT 

The  common  match  is  demonstrated  to  be  a 
cause  of  asthma.  Since  matches  are  in  such  com- 
mon usage  it  is  wise  to  think  of  these  substances 
as  possible  offenders  when  treating  asthmatic 
patients.  The  difference  between  the  successful 
and  unsuccessful  treatment  of  a patient  may  de- 
pend on  whether  or  not  he  is  taught  how  to  light 
a match. 


A CASE  RECORD  PRESENTING  CLINICAL  PROBLEMS 

PAIN  ACROSS  THE  KIDNEYS  FOLLOWED  BY  WEAKNESS  AND  PAIN  IN  THE  RIGHT  CHEST 

Presented  by 

HARRY  L.  REINHART,  M.D.,  and  GEORGE  M.  CURTIS,  M.D. 


CASE  HISTORY 

A32-year-old  colored  laborer  was  admitted 
to  the  University  Hospital  complaining  of 
weakness,  a severe  “sore  throat”  and  pain 
in  the  lower  right  chest. 

Five  weeks  previously  he  had  noted  “dizzy 
spells”  and  “pain  across  his  kidneys.”  Two  weeks 
afterward  a physician  was  called  who  put  him  to 
bed  and  told  him  he  had  a fever  of  103  degrees. 
Nausea  and  vomiting  followed  and  lasted  for  a 
few  days.  Nocturia  was  noted  but  no  dysuria, 
cloudy  urine  or  hematuria.  After  about  one  week 
in  bed  chills  occurred  and  persisted  intermittently 
every  few  days.  The  last  was  one  week  pre- 
viously. 

About  a week  ago  he  noted  a sudden  onset  of 
pain  in  the  lower  right  chest.  This  was  increased 
by  breathing;  however,  there  was  no  associated 
cough  or  production  of  sputum.  A severe  “sore 
throat”  developed.  During  the  past  two  weeks 
he  has  noted  profuse  sweats  day  and  night. 

Past  History:  He  has  had  smallpox,  varicella, 

measles  and  inflammatory  rheumatism.  Six  years 
ago  he  had  a urethral  discharge.  He  is  subject 
to  colds.  Six  years  ago  he  noted  pedal  edema. 
There  is  a familiar  history  of  tuberculosis. 

Physical  Examination:  A well  developed  and 

well  nourished  colored  man  breathing  rapidly  and 
appearing  to  be  quite  ill  is  revealed.  The  pupils 
are  round,  equal,  regular  and  react  to  light  and 
accommodation.  The  pharynx  is  injected  and  the 
tonsils  are  moderately  enlarged.  The  teeth  are 
carious.  The  lymphatics  are  not  remarkable. 
The  pulse  is  100  and  the  blood  pressure  108/65. 
The  chest  appears  symmetrical.  The  right  side 
shows  limited  motion.  The  left'  chest  is  normal. 
The  percussion  note  over  the  right  chest  is  flat 
from  the  third  interspace  down,  and  the  breath 
sounds  are  barely  audible.  No  rales  are  heard. 
The  spoken  voice  sound  is  increased  over  the  area 
of  flatness.  The  heart  is  normal  in  size  and  ap- 
parently somewhat  to  the  left.  Its  sounds  are 
regular  and  no  murmur  is  heard.  The  abdomen 

*From  the  Starling-Loving  Hospital,  Ohio  State  Univer- 
sity, Columbus,  Ohio. 


appears  normal,  but  reveals  resistance  in  the 
upper  right  quadrant  and  epigastrium.  No 
masses  were  found.  The  reflexes  were  normal. 

Laboratory  Investigation:  Erythrocytes  4,350,- 
000,  hemoglobin  90  per  cent,  leucocytes  from  13,- 
650  to  20,000  with  73  per  cent  polys.,  25  per  cent 
lymphocytes  and  2 per  cent  monocytes.  The  urine 
showed:  specific  gravity  of  1014,  reaction — acid, 
albumen — 10  mg.  per  cent,  no  sugar,  and  an  oc- 
casional pus  cell.  The  Wassermann  and  Kahn 
were  negative. 

In  the  hospital  a right-sided  empyema  was  sus- 
pected. An  X-ray  of  the  chest  revealed  a diffuse 
right  cloudiness,  with  evidence  of  fluid  and  a 
mediastinum  displaced  to  the  left.  The  right 
diaphragm  was  obscured. 

On  the  seventh  day  60  cc.  of  clear  straw  colored 
fluid  was  obtained  by  thoracentesis.  This  was 
sterile  when  cultured  and  revealed  960  cells  per 
cubic  millimeter,  with  80  per  cent  polys,  and  20 
per  cent  lymphocytes.  Its  specific  gravity  was 
1018.  On  the  ninth  day  300  cc.  was  again  as- 
pirated from  the  right  chest.  The  septic  tem- 
perature persisted,  ranging  from  normal  to  102 
degrees.  The  pulse,  originally  around  100,  was 
gradually  rising.  On  the  twelfth  day  the  patient 
became  very  dyspneic,  apprehensive  and  com- 
plained of  severe  pain  in  the  right  chest  and 
upper  right  quadrant.  Thoracentesis  yielded  1000 
cc.,  again  of  clear  fluid.  Profuse  perspiration  and 
a feeble  rapid  pulse  ensued  and  death  occurred 
eleven  hours  later. 

DIFFERENTIAL  DIAGNOSIS 

Dr.  George  M.  Curtis:  The  clinical  diagnosis 

in  this  case  seems  to  concern  particularly  the 
right  diaphragm.  The  evidence  of  a pleuritis 
with  effusion,  becoming  more  purulent  and  event- 
ually collapsing  the  right  lung  is  convincing. 
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Nevertheless,  its  origin  is  not  so  clear,  and  cer- 
tain suggestive  facts  in  the  history  and  physical 
findings  point  to  the  upper  right  quadrant  of  the 
abdomen  as  concerned  with  its  onset. 

Consequently  let  us  presume  to  reconstruct  the 
evolution  of  the  disease  which  eventually  proved 
fatal.  An  early  symptom  was  “pain  across  the 
kidneys”.  This,  an  upper  loin  backache  is  merely 
suggestive  of  upper  abdominal  disease,  however, 
the  first  symptoms  did  not  concern  the  lower  right 
chest.  Nausea  and  vomiting  are  likewise  sug- 
gestive of  abdominal  irritation.  The  urine  was 
quite  negative,  however,  there  was  definite  re- 
sistance in  the  upper  right  quadrant,  and  in  the 
epigastrium. 

The  liver,  of  course,  occupies  most  of  the  upper 
right  quadrant.  How  was  it  concerned  with  the 
early  recurrent  chills  and  fever?  The  possible 
cause  of  a liver  abscess  is  not  evident,  and  the 
history  is  brief  for  a chronic  abscess.  There  is 
no  evidence  of  tuberculosis  although  tuberculosis 
abscesses  do  occur  in  the  liver. 

The  lower  right  chest  pain  developed  later. 
There  is  no  history  of  right  “shoulder  pain”  in 
the  interval,  although  questioning  concerning  this 
particular  manifestation  of  the  referred  pain  of 
diaphragmatic  pleurisy  may  have  been  omitted. 
The  evolution  of  an  infection  through  the  dia- 
phragm is  well  recognized.  The  clinical  story  is 
quite  compatible  with  this.  The  remainder  of  the 
picture  is  then  an  infectious  process  involving 
both  sides  of  the  diaphragm. 

On  this  basis  we  may  hazard  a diagnosis  as  fol- 
lows: 

Septic  hepatitis  involving  the  dome  of  the  liver, 
and  of  uncertain  origin.  An  abscess  is  possible. 

Inflammation  of  the  diaphragm  with  both  peri- 
tonitis and  pleuritis,  as  the  infection  spreads  up- 
ward through  the  lymphatics. 

Pleurisy,  first  with  effusion  and  later  with 
empyema  as  the  infection  spreads. 

Collapse  of  the  right  lung,  depending  upon  the 
amount  of  pleural  fluid  and  its  withdrawal. 

Mediastinal  shift  varying  also  with  the  empy- 
ema, and 

Sepsis,  the  probable  cause  of  death. 

ANATOMIC  DIAGNOSIS  (From  necropsy) 

Dr.  H.  L.  Reinhart: 

1.  Empyema,  right  pleura. 

2.  Atelectasis,  right  lung. 

3.  Sub-phrenic  tuberculous  abscess,  right  side. 

4.  Multiple  tuberculous  abscesses  of  liver,  right 

lobe. 

5.  Chronic  tuberculous  mesenteric  and  peripan- 

creatic  lymphadenitis. 

6.  Moderate  mitral  stenosis,  healed  “rheumatic” 

type. 

Analysis  of  the  development  and  progress  of 
the  disease  from  the  “anatomic  diagnosis”,  sug- 
gests that  the  intestines  were  the  portal  of  the 
tuberculous  infection,  with  localization  in  the 


regional  lymph  nodes.  The  septic  course  was  due 
to  the  extensive  involvement  of  the  liver,  de- 
velopment of  the  “sub-phrenic  tuberculous  ab- 
scess”, and  subsequent  “empyema”. 

The  “mitral  stenosis”  reflects  the  history  of  in- 
flammatory rheumatism  and  pedal  edema. 

No  modern  inflammatory  disease  more  fre- 
quently arises  from  clinical  obscurity,  or  latency 
than  tuberculosis,  to  dominate  definite  symptom 
complexes,  and  perplex  the  physician.  This  case 
is  exemplary. 

This  symptom  complex  might  have  arisen  from 
numerous  etiological  agents,  but  the  silence  of  the 
clinical  history  is  most  suggestive  of  the  flaring 
forth  of  tuberculosis  from  a previous  latency. 

— OSM  J — 

Philadelphia  Post-Grad  Program 

A post-graduate  institute  in  the  field  of  cardio- 
vascular and  renal  diseases,  will  be  conducted  by 
the  Philadelphia  County  Medical  Society,  April 
20  to  24,  inclusive,  at  the  Bellevue-Stratford 
Hotel,  Philadelphia,  particularly  for  those  in 
general  practice.  Physicians  from  all  parts  of  the 
eastern  and  east-central  United  States  are  in- 
vited. Lecturers,  about  30  in  number,  have  been 
selected  from  among  the  foremost  teachers  of  the 
University  of  Pennsylvania,  Jefferson,  Temple, 
and  Women’s  Medical  College  of  Pennsylvania. 
The  presentations  will  be  of  a strictly  practical 
nature.  The  only  charge  is  a $5  registration  fee. 

— oSMj  — 

Torulosis 

(Abstract  of  Article  in  Journal  A.  M.  A.  Feb.  8,  1936) 

In  clinical  manifestations  of  Torula,  Louis  A.  Mitchell, 
Newark,  Ohio,  is  of  the  opinion  that  the  portal  of  entry  to 
the  body  is  probably  the  respiratory  tract,  but  the  evidence  at 
hand  is  not  conclusive.  The  open  pharynx  has  been  most 
often  suspected,  and  the  possibility  of  the  organism  entering 
the  body  through  the  tonsils,  the  accessory  nasal  sinuses  and 
the  middle  ear  has  been  mentioned.  The  central  nervous 
system  may  be  invaded  without  evidence  of  infection  else- 
where in  the  body.  The  organism  has  been  thought  by  some 
observers  to  invade  the  body  by  way  of  the  gastro-intestinal 
tract.  Large  lymphatic  tumors  are  often  produced  by  inva- 
sion of  the  lymph  nodes,  and  it  is  probable  that  the  lymphatic 
system  offers  the  most  active  defense  against  a generalized 
spread  of  the  infection.  The  onset  of  the  disease  may  be 
insidious,  with  a marked  delay  in  the  appearance  of  symp- 
toms. A generalized  visceral  involvement  is  relatively  rare 
and  when  it  does  occur  the  clinical  symptoms  change  with 
the  variation  in  location  and  extent  of  the  lesions.  Torula 
rarely  produces  superficial  lesions  and  does  not  character- 
istically invade  the  skin.  Many  cases  of  Torula  have  exhib- 
ited the  clinical  symptoms  of  Hodgkin’s  disease.  Mallory  has 
observed  five  such  cases.  Infection  of  the  central  nervous 
system  is  evidenced  by  headache,  stiff  neck,  visual  disturb- 
ances, vomiting,  ataxia,  paralysis,  convulsions,  loss  of  mem- 
ory, and  disturbances  of  sleep.  Torulosis  may  be  mistaken 
for  other  diseases  of  the  central  nervous  system,  notably 
tuberculosis,  meningitis  and  brain  tumor.  However,  the  organ- 
isms are  usually  found  in  large  numbers  in  the  spinal  fluid 
and  this  makes  the  diagnosis  clear.  Marked  emaciation  usu- 
ally accompanies  the  infection  wherever  it  is  located.  There 
is  usually  some  elevation  of  temperature.  The  leukocyte  count 
varies  from  moderate  leukopenia  with  a normal  differential 
count  to  a marked  elevation  of  the  total  leukocytes.  The  dis- 
ease may  run  its  course  in  a few  weeks  or  months,  or  it  may 
persist  for  years.  The  infection  is  of  low  pathogenicity  until 
the  central  nervous  system  is  invaded.  Once  this  has  occurred, 
the  clinical  course  of  the  disease  is  steadily  downward  with 
the  possibility  of  only  incomplete  and  temporary  remissions. 
No  treatment  so  far  reported  has  had  any  effect  on  the 
course  of  the  disease.  Torula  infection  in  man  is  a rare  dis- 
ease, but  the  possibility  of  its  occurrence  should  be  kept  in 
mind  in  the  clinical  differentiation  of  diseases  of  the  central 
nervous  system  as  well  as  in  the  pathologic  interpretation  of 
granulomatous  lesions. 


THE  BEGINNINGS  OF  THE  LICENSING  OF  PHYSICIANS  IN  OHIO 

By  Jonathan  Forman,  M.D.,  Columbus,  Ohio 


BEGINNING  with  the  sweep  of  the  other  re- 
forms— prohibition,  woman’s  rights,  etc. — 
the  attempts  to  control  the  practice  of 
medicine  by  law  have  followed  along  in  step.  No 
better  illustration  of  the  American  idea  that 
character  can  be  produced  by  legal  enactment 
exists  than  the  story  of  the  statutory  regulation 
of  medical  practice. 

In  Colonial  days,  the  early  laws  were  for  the 
most  part  in  conformity  with  that  passed  by 
Massachusetts  in  1649.  They  permitted  anyone 
to  practice  medicine  with  the  consent  of  the 
patient,  but  they  denied  irregulars  and  unlicensed 
practitioners  any  standing  in  civil  courts  in  at- 
tempts to  collect  for  such  medical  service. 

This  is  still  the  plan  followed  in  England  to- 
day. There,  anyone  may  do  anything  for  the 
health  of  another,  no  matter  how  crazy  or  dan- 
gerous it  may  be,  provided,  of  course,  that  such  a 
would-be  healer  has  the  consent  of  his  patient 
and  honestly  intends  to  cure  him  by  his  pre- 
scription. Only  regularly  licensed  physicians  and 
surgeons,  however,  have  a standing  before  the 
law.  They  alone  can  sign  birth  certificates,  death 
certificates  and  sue  for  the  collection  of  their  fees. 

After  the  revolution,  these  laws  were  continued. 
With  the  adoption  of  Jeffersonian  principles  and 
the  “rise  of  the  common  man”,  less  and  less  at- 
tention was  paid  to  licensing. 

By  1840,  Alabama  excepted  Thomsonian  prac- 
titioners from  all  penalties;  Georgia  licensed  them 
by  a special  act  of  the  assembly;  Connecticut 
withdrew  the  exclusive  control  of  these  matters 
from  the  state  medical  society;  New  York 
abandoned  all  restrictions,  excepting  those  of 
“gross  ignorance”  and  “malpractice”;  while 
Louisiana  simply  gave  up  all  attempts  to  enforce 
its  medical  legislation. 

By  1845,  the  situation  was  that  eight  of  the 
existing  states  never  had  as  yet  enacted  any 
licensure  legislation;  ten  states  had  repealed  their 
licensing  restrictions;  and  in  only  three  was  there 
even  a pretense  at  such  legislation.  Mississippi 
had  the  reputation  of  being  the  only  state  in 
which  the  licensing  laws  ever  had  been  enforced. 


Accompanying  these  early  acts  regarding  medical 
contracts  were  laws  as  to  the  procedure  of  the 
licensing  of  physicians  which  was  usually  com- 
mitted to  the  medical  societies. 

STATE  DIVIDED  INTO  DISTRICTS 

The  Ninth  General  Assembly  of  Ohio,  at  Zanes- 
ville, January  14,  1811,  passed  a law  dividing  the 
state  into  five  medical  districts  and  each  district 
to  have  three  medical  censors,  or  examiners,  to  be 
appointed  by  the  General  Assembly.  This  board 
of  examiners  was  for  the  purpose  of  examining 
candidates  for  the  practice  of  medicine,  surgery 
and  midwifery.  Under  this  act,  no  person  could 
receive  a certificate  who  had  not  studied  three 
years  under  an  able  physician  or  surgeon  or 
could  present  a certificate  from  some  medical 
society  showing  his  knowledge  of  anatomy,  sur- 
gery, materia  medica,  chemistry,  and  theory  and 
practice  of  physic. 

In  keeping  with  the  early  Colonial  acts,  persons 
who  were  not  possessed  of  a proper  certificate 
from  the  censors,  and  who  should,  except  in  case 
of  urgent  necessity,  act  in  the  capacity  of  a 
physician,  should  not  have  the  assistance  of  law 
in  collecting  bills. 

In  1812,  there  was  enacted  a law  incorporating 
medical  societies  in  each  of  seven  districts  to 
whom  was  now  entrusted  the  appointment  of  cen- 
sors to  examine  candidates  for  the  society.  This 
law  further  provided  that  any  person  not  licensed 
by  some  district  society  or  medical  college  could 
not  collect  fees  by  process  of  law  and  was  subject 
to  be  fined  not  more  than  $100.00  nor  less  than 
$50.00  for  every  such  offense,  one-half  to  be  paid 
to  persons  suing  for  the  same,  and  the  other  half 
to  the  medical  society  of  the  district  in  which  the 
offense  was  committed. 

In  1813,  the  Assembly  increased  the  number  of 
districts  from  six  to  seven,  and  the  number  of 
censors  for  each  of  them  to  seven.  In  1817,  the 
medical  districts  were  further  increased  to  eight. 
The  fine  for  unlicensed  practice  was  raised  to 
$200.00  and  the  money  went  to  the  county  treas- 
ury. The  next  year  the  Assembly  made  provision 
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for  the  licensing  of  persons  with  an  M.D.  degree 
without  examination  or  fee. 

In  1821,  the  number  of  medical  districts  was 
made  to  correspond  with  that  of  the  circuits  of 
the  Court  of  Common  Pleas  and  licenses  granted 
by  the  district  society  had  to  be  confirmed  by  the 
State  Medical  Convention. 

In  1824,  the  state  was  divided  into  twenty  medi- 
cal districts.  Unlicensed  practice  again  carried 
a fine  of  $100.00  to  go  to  the  support  of  the  town- 
ship poor. 

In  1825,  every  attorney  and  physician  was  taxed 
a sum  to  be  determined  by  the  Court  of  Common 
Pleas,  said  tax  to  go  to  the  state  treasury  for 
state  purposes.  In  1830,  a provision  was  inserted 
basing  this  tax  upon  an  estimation  of  the  phy- 
sician’s income  but  in  no  case  was  it  to  exceed 
$5.00. 

In  1834,  a law  was  passed  fixing  the  penalty 
for  inducing  an  abortion  with  provision  for  such 
measures  when  deemed  necessary  by  two  other 
physicians.  It  further  provided  that  any  physi- 
cian who,  when  intoxicated,  shall  prescribe  dan- 
gerous medicines,  endangering  the  life  of  the 
patient,  shall  be  liable  to  a fine  of  not  more  than 
$100.00  and  any  physician,  or  other  person,  pre- 
scribing a secret  remedy,  thereby  endangering  the 
life  of  a patient,  shall  be  fined  a like  sum. 

QUACKERY  AT  ITS  ZENITH 

This  period  was  the  zenith  of  quackery  the 
world  over.  For  instance,  in  1840  one  New  York 
firm  was  spending  $100,000  a year  for  advertising. 
By  1849,  there  were  living  in  London  five  men 
who  had  made  $1,000,000,  or  more,  each,  from  the 
sale  of  nostrums.  Nearly  every  conceivable  type 
of  humbug  preyed  upon  the  American  public,  nos- 
trums, magnetism,  mesmerism,  herb  doctors,  etc., 
etc.  Many  have  attributed  this  “wonder-gaping” 
complex  to  the  newness  of  this  country,  but  this 
was  not  true  because  Europeans  were  just  as 
gullible  in  this  period  as  were  Americans. 

On  March  9,  1840,  the  State  Legislature  en- 
acted a law  providing  if  a judgment  were  secured 
against  a doctor  engaged  in  practice,  he  was  en- 
titled to  select  one  horse  or  mare,  one  saddle  and 
bridle,  also  medical  instruments  and  books  per- 
taining to  his  profession,  not  exceeding  in  value 
$50.00. 

In  his  presidential  address  before  the  State 
Medical  Society  held  in  Columbus  on  June  6, 
1849,  Dr.  Robert  Thompson  of  Columbus  said  in 
part: 

“Without  stopping  to  inquire  into  the  right 
which  one  class  of  men  had  to  care  for  another, 
or  whether  by  prescription  of  law  the  Legislature 
can  proscribe  one  set  of  men  and  establish  another, 
in  regard  to  a matter  of  science,  or  want  of  it,  or 
whether  a community  has  a right  to  employ  a 


regular  physician  or  a quack,  I may  say,  in  truth, 
all  enactments  upon  the  subject  of  medicine,  pre- 
scription, proscription,  or  dictatorial,  under  fines, 
penalties,  or  the  like  are  extremely  difficult  of 
execution,  and,  hence,  impracticable,  and  soon  be- 
come a dead  letter  upon  the  statute  books.” 

NEW  SYSTEMS,  NEW  METHODS 

This  was  truly  a period  of  popular  medical 
ferment.  Thousands  had  bought  the  patent  rights 
to  treat  themselves,  their  family  or  their  neigh- 
bors with  the  Thomsonian  system.  G.  C.  Gunn’s 
“Domestic  Medicine  or  the  Poor  Man’s  Friend” 
had  sold  in  the  hundreds  of  thousands  and  had 
gone  through  scores  of  editions.  Hydropathy  was 
spreading  over  the  land.  The  chrono-thermalists 
incorporated  a medical  school  in  Philadelphia  in 
1853.  Hahnemann  published  in  Germany  his 
work  in  chronic  diseases  in  1829.  His  system  of 
homeopathy  appeared  in  the  United  States  in 
1832.  It  broke  with  the  regular  profession  in 
1838  and  spread  rapidly  over  the  nation. 

These  were  the  days  of  reforms,  the  days  of 
abolitionism,  temperance,  prohibition,  communis- 
tic communities,  religious  reform,  co-education, 
woman’s  rights.  It  was  only  natural  that  out  of 
these  times  should  come  health  reform  movements. 

One  of  the  outstanding  figures  in  this  health 
reform  movement  was  Sylvester  Graham  “whose 
devotion  to  whole  wheat  has  left  him  imperish- 
able monuments  in  ‘Graham  Bread’  and  ‘Graham 
Crackers’  ”.  Grahamite  propaganda  centered  in 
Massachusetts  and  spread  west,  carrying  with  it 
the  rest  of  the  cultural  expansion  from  New  Eng- 
land. Here  in  Ohio  the  movement  assumed  a ten- 
dency at  once  to  blend  with  Thomsonianism. 

PROBLEMS  SAME  AS  TODAY 

The  critic  of  present  day  morals — a product,  as 
he  says,  of  the  movie  and  the  automobile — will  be 
surprised  to  learn  that  the  physician  of  the  early 
days  was  disturbed  by  the  same  problems. 

On  February  27,  1834,  the  Ohio  Legislature 
took  cognizance  of  one  phase,  and  provided  a fine 
not  to  exceed  $500.00  and  from  one  to  seven  years 
imprisonment  as  the  penalty  for  inducing  an 
abortion  except  to  preserve  the  life  of  the  mother. 

Much  time  in  the  forties  was  given  over  at  the 
State  Medical  Convention  to  condemning  this 
practice  both  on  the  part  of  the  physician  and  lay 
person.  One  of  the  presidential  addresses  by  a 
distinguished  German  physician  of  Cincinnati 
was  devoted  to  this  thing  which  he  termed  the 
“national  scandal”.  Religious  weeklies  and  news- 
papers in  general  were  carrying  many  advertise- 
ments of  such  materials. 

Out  of  a desire  to  combat  these  tendencies  and 
to  oppose  quackery  in  its  various  forms  grew  the 
Ohio  State  Medical  Society.  In  its  deliberations 
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an  increasing  amount  of  time  was  devoted  to  the 
control  of  quackery  by  stricter  requirements  for 
the  practice  of  the  art  of  healing.  The  constant 
reference  which  in  these  early  days  was  made  to 
the  regulation  of  the  practice  of  medicine  by  law 
and  the  evident  inability  to  secure  the  ends  de- 
sired is  of  interest  to  all  of  us,  showing  that  those 
of  preceding  generations,  no  less  than  ourselves, 
were  unable  by  any  process  of  law  to  advance 
the  practice  of  medicine. 

— OSMJ  — 

Warning  About  Slick  Narcotic  Addict 
Operating  in  Ohio 

Physicians  should  be  on  the  lookout  for  a nar- 
cotic addict  who  recently  “duped”  several  mem- 
bers of  the  medical  profession  in  Central  Ohio, 
and  who  is  being  trailed  by  federal  narcotic  in- 
spectors. 

The  man  tells  a plausible  story  and  uses  scien- 
tific terms. 

His  “sales  talk”  upon  entering  a physician’s 
office  is  that  he  wants  to  make  arrangements  for 
a gall-stone  operation  on  his  aged  father-in-law 
who  resides  in  some  near-by  town  with  him  and 
his  wife,  who  is  a trained  nurse. 

After  telling  the  physician  that  the  father-in- 
law  is  in  great  pain,  he  asks  the  physician  for 
something  to  relieve  the  old  man’s  pain,  indicating 
that  his  wife  is  capable  of  administering  drugs. 
By  this  method  he  has  secured  small  amounts  of 
morphine  and  in  some  instances,  prescriptions, 
although  he  never  specifically  mentioned  morphine 
in  his  conversation. 

A check-up  revealed  that  he  secured  a number 
of  prescriptions  from  different  physicians  in  one 
city  and  had  them  filled  at  local  drug  stores.  To 
obtain  the  money  to  purchase  the  morphine  on 
prescription,  he  begged  on  the  street,  telling  a 
sad  story  about  his  aged  father-in-law  who  was 
“broke”  and  needed  the  medicine.  In  one  instance 
he  presented  a box  of  face  powder,  which  he  had 
stolen,  to  a druggist,  asking  for  his  money  back. 
Upon  receipt  of  a due-bill,  he  then  had  a pre- 
scription, which  he  had  obtained  from  a local 
physician,  filled. 

Physicians  approached  by  a man  relating  such 
a story  should  notify  their  local  police  im- 
mediately. 

The  new  State  Narcotic  Act  provides  a heavy 
fine  and  imprisonment  for  violators  of  Section  16 
of  the  act  which  reads  as  follows : 

“No  person  shall  obtain  or  attempt  to  obtain  a 
nacrotic  drug,  or  procure  or  attempt  to  procure 
the  administration  of  a narcotic  drug,  (a)  by 
fraud,  deceit,  misrepresentation,  or  subterfuge;  or 
(b)  by  the  forgery  or  alteration  of  a prescription 
or  of  any  written  order;  or  (c)  by  the  conceal- 
ment of  a material  fact;  or  (d)  by  the  use  of  a 
false  name  or  the  giving  of  a false  address.” 


WITH  the  cooperation  of  officials  of  the 
State  Department  of  Health,  your  State 
Headquarters  Office  at  Columbus  is  in  a 
position  to  answer  many  questions  and  furnish 
much  information  regarding  public  health  ad- 
ministration in  Ohio  and  on  numerous  public 
health  activities? 

Many  members  have  taken  advantage  of  this 
service.  Why  don’t  you? 

Included  in  the  list  of  subjects  on  which  the 
Headquarters  Office  has  supplied  information, 
after  investigation  at  the  State  Department  of 
Health,  are: 

Organization  of  local  health  departments. 
Excerpts  from  and  interpretations  of  public 
health  statutes. 

Limitations  of  public  health  activities. 

Selection  and  qualification  of  health  officers. 
Sanitary  laws  and  regulations. 

Rulings  on  sewage  disposal  and  water  supplies. 
Plumbing  regulations. 

Work  of  the  public  health  laboratories. 

Stream  pollution. 

Vaccination  and  immunization  regulations  and 
procedure. 

Quarantine  regulations. 

Vital  statistics. 

Morbidity  data. 

Figures  on  epidemics. 

Communicable  disease  control. 

Industrial  hazards  and  diseases. 

Data  regarding  hospitals. 

Officials  of  the  State  Association  are  keeping  in 
close  touch  with  officials  of  the  State  Department 
of  Health  on  developments  in  connection  with  the 
public  health  program  to  be  carried  on  in  Ohio 
under  the  Federal  Social  Security  Act.  A co- 
operative arrangement  in  the  development  of  that 
program  has  been  worked  out.  Dr.  A.  L.  Van 
Horn,  chief  of  the  Bureau  of  Child  Hygiene,  has 
analyzed  the  proposed  maternity  and  infancy  pro- 
gram, before  a number  of  local  medical  societies 
and  has  conferred  frequently  with  officials  of  the 
State  Association. 

A letter  addressed  to  your  Headquarters  Office 
on  any  of  the  above  matters  will  receive  prompt 
consideration  and  an  earnest  effort  will  be  made 
to  obtain  information  for  you. 

This  is  another  of  the  special  services  provided 
for  you  by  your  Headquarters  Office  and  to  which 
you  are  entitled  as  a member  of  the  Ohio  State 
Medical  Association. 
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THE  Council  of  the  Ohio  State  Medical  As- 
sociation met  in  regular  session  in  the 
State  Headquarters  Office,  Columbus,  Sun- 
day, February  2,  1936.  The  following  were 
present:  President  Hendershott;  President-elect 
Huston;  Treasurer  Beer,  Councilors  Smith, 
Hogue,  Klotz,  Hein,  Jenkins,  Skipp,  Brush,  Seiler 
and  Sherburne;  Dr.  Upham,  chairman,  and  Dr. 
Alcorn,  member,  Committee  on  Public  Policy; 
Dr.  Tuckerman,  chairman,  Committee  on  Medical 
Defense;  Executive  Secretary  Nelson,  and  As- 
sistant Executive  Secretary  Saville. 

On  motion  by  Dr.  Klotz,  seconded  by  Dr.  Hein 
and  cabled,  the  minutes  of  the  Council  meeting 
held  on  December  1,  1935  (pages  51  to  57,  in- 
clusive, of  the  January,  1936,  issue  of  The  Jour- 
nal) were  approved  as  published. 

DATES  AND  SET-UP  FOR  1936  ANNUAL  MEETING 
Dr.  Jenkins,  chairman  of  the  Council  Commit- 
tee on  Arrangements  for  the  1936  Annual  Meet- 
ing, submitted  the  following  report  based  on  a 
careful  survey  of  facilities  in  Cleveland  for  the 
90th  Annual  Meeting  in  that  city  next  Fall. 

REPORT  OF  COMMITTEE  ON  ARRANGEMENTS  FOR 
THE  1936  ANNUAL  MEETING 

On  Thursday,  December  19,  1935,  the  chairman 
of  the  Committee  on  Arrangements  for  the  1936 
Annual  Meeting  of  the  Ohio  State  Medical  Asso- 
ciation in  Cleveland,  accompanied  by  Dr.  H.  V. 
Paryzek,  general  chairman  of  the  Cleveland  Com- 
mittee on  Arrangements,  Mr.  H.  Van  Y.  Caldwell, 
executive  secretary  of  the  Cleveland  Academy  of 
Medicine,  Mr.  Glenn  Glauser,  representing  the 
Cleveland  Convention  Bureau,  and  Mr.  Nelson, 
executive  secretary,  made  a survey  of  the  facili- 
ties available  in  Cleveland  for  the  90th  Annual 
Meeting  in  that  city  next  Fall. 

In  compliance  with  the  sentiment  expressed  by 
a number  of  members  of  the  Council  at  the  last 
Council  meeting  to  the  effect  that  the  1936  An- 
nual Meeting  be  held  in  a Cleveland  hotel  if  pos- 
sible, special  attention  was  devoted  to  surveying 
the  facilities  offered  by  the  four  leading  Cleve- 
land hotels.  After  checking  over  the  accommoda- 
tions offered  by  these  hotels  and  carefully  com- 
paring them  with  the  requirements  needed  for  the 
Annual  Meeting,  it  was  the  unanimous  opinion  of 


those  making  the  check-up  that  it  would  not  be 
advisable  to  try  to  house  the  Annual  Meeting  in 
any  of  the  hotels,  chiefly  because  of  a lack  of 
adequate  space  for  the  commercial  and  scientific 
exhibits. 

A survey  was  made  of  the  facilities  of  the 
Cleveland  Public  Auditorium,  located  just  off  the 
Cleveland  Public  Square,  within  easy  walking 
distance  of  a half-dozen  or  more  hotels,  and  it  was 
decided  to  recommend  to  the  Committee  on  Ar- 
rangements that  the  north  wing  of  the  auditorium 
be  secured  for  the  meeting  of  the  State  Associa- 
tion. It  was  found  that  by  securing  the  north 
wing*  of  the  Public  Auditorium  it  would  be  pos- 
sible to  locate  the  commercial  and  scientific  ex- 
hibits and  registration  headquarters  on  the  same 
floor  and  secure  adequate  space  for  all  general 
and  section  meetings. 

This  and  additional  information  subsequently 
was  submitted  to  the  Committee  on  Arrangements, 
which,  herewith,  submits  the  following  recom- 
mendations for  the  action  of  the  Council: 

1.  That  proper  arrangements  be  made  im- 
mediately for  securing  the  north  wing  of  the 
Cleveland  Public  Auditorium  for  the  1936  Annual 
Meeting  of  the  State  Association. 

2.  That  the  meeting  be  held  on  Wednesday, 
Thursday  and  Friday,  October  7,  8 and  9. 

3.  That  the  Hotel  Cleveland  be  selected  as  the 
headquarters  hotel.  This  recommendation  is  in 
conformity  with  the  recommendation  of  the  Cleve- 
land Committee  on  Arrangements. 

4.  That  sessions  of  the  House  of  Delegates  be 
held  at  the  Hotel  Cleveland,  the  headquarters 
hotel,  in  order  to  facilitate  the  holding  of  meet- 
ings by  reference  committees  and  other  commit- 
tees in  connection  with  the  proceedings  of  the 
House  of  Delegates. 

On  motion  by  Dr.  Smith,  seconded  by  Dr.  Brush 
and  carried,  the  report  of  the  Committee  on  Ar- 
rangements was  officially  approved. 

Dr.  Jenkins  then  submitted  the  following  com- 
munication on  behalf  of  the  Cleveland  Committee 
on  Arrangements  for  the  1936  Annual  Meeting: 

On  behalf  of  the  Cleveland  Committee  on  Ar- 
rangements for  the  1936  Annual  Meeting,  I have 
been  requested  to  ask  the  Council  of  the  State 
Association  to  authorize  the  expenditure  from 
the  Annual  Meeting  funds  of  the  State  Associa- 
tion of  an  amount  not  to  exceed  $150.00  by  the 
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Cleveland  Committee  on  Arrangements  to  defray 
expenses  in  connection  with  the  holding  of  a ban- 
quet during  the  Cleveland  meeting. 

Also,  the  Cleveland  Committee  on  Arrangements 
desires  authorization  from  the  Council  to  rent 
projection  apparatus  for  the  general  and  section 
sessions  and  for  hiring  skilled  operators  for  such 
apparatus,  such  expenditures  to  be  made  from 
Annual  Meeting  funds  of  the  State  Association. 

On  motion  by  Dr.  Brush,  seconded  by  Dr.  Beer 
and  carried,  the  request  of  the  Cleveland  Com- 
mittee on  Arrangements  for  authorization  to 
spend  an  amount  not  to  exceed  $150.00  from  the 
funds  of  the  State  Association  to  provide  enter- 
tainment for  the  annual  banquet  and  authoriza- 
tion to  rent  projection  apparatus,  if  necessary, 
and  employ  skilled  operators  for  such  apparatus, 
was  granted.  • 

The  Council  then  discussed  the  expenses  of 
holding  the  Scientific  Exhibit  at  the  Cleveland 
meeting.  It  was  pointed  out  by  Dr.  Smith  that 
plans  are  under  way  for  increasing  the  size  of 
this  important  feature  of  the  Annual  Meeting 
and  that  it  would  be  advisable  for  the  Council  to 
appropriate  a fund  sufficient  to  meet  the  costs  of 
the  exhibit.  Therefore,  on  motion  by  Dr.  Smith, 
seconded  by  Dr.  Huston  and  cam'ied,  the  Council 
appropriated  and  authorized  the  expenditure  of  a 
sum  not  to  exceed  $900.00  for  the  Scientific  Ex- 
hibit at  the  1936  Annual  Meeting. 

TENTATIVE  program  set-up  approved 
Dr.  Smith,  chairman  of  the  Program  Commit- 
tee, the  other  members  of  which  are  Dr.  Huston 
and  Dr.  Sherburne,  reported  on  a meeting  of  the 
Program  Committee  held  on  the  morning  of  this 
day  and  submitted  for  the  consideration  of  the 
Council  the  following  suggested  tentative  set-up 
for  the  Cleveland  Annual  Meeting: 

Wednesday,  October  7 

10:00  A.  M. — First  General  Session.  Opening 
Session  of  the  House  of  Delegates. 
12:00  Noon — Open  for  luncheons  by  fraternity 
groups  and  for  class  reunions. 

1:00  P.  M. — Formal  opening  of  the  Scientific 
Exhibit. 

2 :00  P.  M. — Second  General  Session. 

Address  by  outstanding  medical 
man  (guest  speaker). 

Address  by  outstanding  representa- 
tive of  some  specialty  (guest 
speaker) . 

6:00  P.  M. — Past  Presidents’  Dinner. 

8:15  P.  M. — Third  General  Session. 

Annual  address  of  the  President. 
Presentation  of  Past  President’s 
gavel. 

Address  by  guest  speaker. 

Thursday,  October  8 

9:00  A.  M. — Fourth  General  Session. 

Four  papers  by  representatives 
from  four  of  the  Scientific  Sections. 


Address  by  outstanding  specialist 
(guest  speaker). 

12:00  Noon  — Luncheon  for  members  of  the  House 
of  Delegates  to  be  followed  im- 
mediately by  the  Final  Session  of 
the  House  of  Delegates. 

1:00  P.  M. — Demonstrations  at  the  Scientific 
Exhibit. 

1:45  P.  M. — Clinical-pathological  conferences. 

2:30  P.  M. — Fifth  General  Session. 

Three  papers  from  representatives 
of  the  three  remaining  Scientific 
Sections. 

Address  by  outstanding  surgeon 
(guest  speaker). 

7:00  P.  M. — Annual  banquet  (entertainment 
sponsored  by  Cleveland  Academy  of 
Medicine) . 

Friday,  October  9 

9:00  A.  M. — Sessions  of  the  seven  Scientific  Sec- 
tions. 

Dr.  Smith  explained  that  in  conformity  with  the 
acceptance  by  the  Council  of  the  recommendations 
of  the  Council  Committee  on  Arrangements,  ses- 
sions of  the  House  of  Delegates,  and  in  all  proba- 
bility the  annual  banquet  and  the  Past  Presidents’ 
Dinner,  will  be  held  at  the  Hotel  Cleveland,  the 
headquarters  hotel,  and  that  all  other  activities 
of  the  Annual  Meeting  will  be  held  at  the  Cleve- 
land Public  Auditorium. 

Also  Dr.  Smith  pointed  out  that  the  Program 
Committee  would  arrange  definite  hours  during 
the  meeting  when  those  presenting  scientific  ex- 
hibits would  be  present  to  demonstrate  their  ex- 
hibits. 

On  motion  by  Dr.  Brush,  seconded  by  Dr.  Seiler 
and  carried,  the  Council  approved  the  foregoing 
set-up  and  authorized  the  Program  Committee  to 
proceed  with  definite  arrangements  based  on  the 
proposals  submitted  by  the  committee. 

CONFERENCE  OF  COUNTY  SOCIETY  OFFICERS 
PLANNED 

President  Hendershott  called  to  the  attention 
of  the  Council  the  fact  that  no  provision  had  been 
made  in  the  program  for  the  1936  Annual  Meet- 
ing for  the  customary  Organization  Luncheon. 
He  pointed  out  that  this  question  had  been  dis- 
cussed at  length  by  the  Program  Committee  and 
that  the  committee  was  of  the  opinion  that  the 
tune  available  during  the  usual  Organization 
Luncheon  had  been  insufficient  to  have  addresses 
or  discussions  on  many  of  the  important  problems 
confronting  medical  organization  and,  therefore, 
that  the  Organization  Luncheon  had  not  accom- 
plished the  purposes  for  which  it  was  originally 
intended. 

Following  considerable  discussion  by  members 
of  the  Council  and  at  the  suggestion  of  President 
Hendershott  and  other  officers,  the  Executive 
Secretary,  on  motion  by  Dr.  Smith,  seconded  by 
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Dr.  Sherburne  and  carried,  was  instructed  to  ar- 
range for  a one-day  conference  in  Columbus  of 
the  presidents,  secretary-treasurers,  legislative 
committeemen  and  chairmen  of  the  public  rela- 
tions committee,  if  any,  of  all  component  county 
medical  societies.  The  motion  also  provided  for 
the  attendance  of  all  officers  of  the  State  Associa- 
tion and  the  members  of  the  various  committees 
of  the  State  Association.  The  question  of  arrang- 
ing a feasible  date  for  this  conference  was  left  to 
the  Executive  Secretary,  the  majority  of  the 
Councilors  expressing  the  opinion  that  some  Sun- 
day in  April  would  be  the  most  suitable  time  for 
such  a meeting. 

DR  FORMAN  APPOINTED  EDITOR  OF  THE  JOURNAL 

President  Hendershott  presented  to  the  Council 
a letter  to  him  under  date  of  December  3,  1935, 
from  Dr.  L.  L.  Bigelow,  Columbus,  in  which  Dr. 
Bigelow  submitted  his  resignation  as  editor  of 
The  Ohio  State  Medical  Journal.  (See  Council 
proceedings,  page  52,  January,  1936,  issue  The 
Journal).  On  motion  by  Dr.  Huston,  seconded  by 
Dr.  Sherburne  and  carried , the  Council  accepted 
with  regret  Dr.  Bigelow’s  resignation. 

Following  a general  discussion,  on  motion  by 
Dr.  Hein,  seconded  by  Dr.  Sherburne  and  carried, 
the  Council  appointed  Dr.  Jonathan  Forman,  Co- 
lumbus, editor  of  The  Journal. 

On  motion  by  Dr.  Huston,  seconded  by  Dr.  Klotz 
and  carried,  the  honorarium  for  the  editor  was 
designated  $800.00  per  year,  and  that  of  each  of 
two  associate  editors  to  be  selected  by  the  editor, 
$200.00  per  year. 

REPORT  OF  SPEAKERS’  BUREAU  COMMITTEE 

Dr.  Skipp,  chairman  of  the  Special  Speakers’ 
Bureau  Committee,  appointed  at  the  last  meeting 
of  the  Council,  the  other  two  members  of  which 
are  Dr.  Hogue  and  Dr.  Kirkland,  reported  on  ac- 
tivities of  the  committee  to  date  and  submitted  to 
the  Council  a proposed  tentative  set-up  for  the 
establishment  and  operation  of  a speakers’  bureau 
by  the  State  Association. 

The  suggestions  of  the  committee  were  dis- 
cussed informally  by  members  of  the  Council,  fol- 
lowing which,  on  motion  by  Dr.  Hogue,  seconded 
by  Dr.  Jenkins  and  carried,  the  Council  instructed 
the  Speakers’  Bureau  Committee  to  continue  its 
study  and  to  report  its  progress  at  the  next  meet- 
ing of  the  Council. 

WORKMEN’S  COMPENSATION 

Various  questions  which  have  arisen  in  connec- 
tion with  the  administration  of  the  Workmen’s 
Compensation  Law  were  submitted  and  com- 
mented on  by  Dr.  Hein,  special  ex-officio  member 
of  the  Committee  on  Medical  Economics  and  rep- 
resentative of  that  committee  on  workmen’s  com- 
pensation problems. 

Dr.  Hein  presented  a number  of  communica- 


tions from  component  county  medical  societies 
and  from  individual  members  of  the  State  Asso- 
ciation urging  the  Council  to  again  request  the 
State  Industrial  Commission  to  restore  the  tem- 
porary 20  per  cent  reduction  made  in  the  Spring 
of  1933  in  the  workmen’s  compensation  medical 
and  surgical  fee  schedule.  These  communications 
were  discussed  by  the  Council  and  individual 
Councilors  reported  on  reactions  of  members  in 
their  respective  districts. 

Dr.  Hein  informed  the  Council  that  recent  con- 
ferences had  been  held  by  members  of  the  Com- 
mittee on  Medical  Economics  and  the  Executive 
Secretary  with  members  of  the  State  Industrial 
Commission  at  which  this  question  had  been  fully 
discussed  and  at  which  time  officials  of  the  Com- 
mission had  stated  they  had  the  matter  under  ad- 
visement and  hoped  to  be  able  to  work  out  a solu- 
tion for  this  problem  in  the  very  near  future. 

The  Council  reiterated  its  previous  action  which 
had  been  transmitted  to  the  Commission  officially 
and  which  was  to  the  effect  that  the  Commission 
should  immediately  restore  the  20  per  cent  re- 
duction in  medical  and  surgical  fees.  Also,  the 
Council  approved  the  reappointment  by  President 
Hendershott  of  Dr.  Hein  as  special  ex-officio  mem- 
ber of  the  Committee  on  Medical  Economics  and 
instructed  him  and  that  committee  to  arrange 
immediately  for  another  conference  with  the  In- 
dustrial Commission  on  the  fee  schedule  problem. 

Dr.  Hein  reported  that  no  changes  as  yet  had 
been  made  in  the  personnel  of  the  Medical  Di- 
vision of  the  Industrial  Commission,  and  that  the 
State  Legislature  had  taken  no  action  on  the 
workmen’s  compensation  recommendations  of  the 
Sherrill  Government  Survey.  He  informed  the 
Council  that  at  its  recent  special  session  the 
Legislature  had  appropriated  $255,000.00  for  em- 
ploying additional  personnel  at  the  Industrial 
Commission  to  expedite  rehearings  and  payroll 
audits. 

Correspondence  from  the  Academy  of  Medicine 
of  Cleveland  Committee  on  Economics  was  read. 
These  communications  called  the  attention  of  the 
Council  to  the  practice  of  certain  industrial  firms 
in  Cleveland  in  attempting  to  make  unfair  con- 
tracts with  physicians,  whereby  the  physician  is 
asked  either  to  turn  over  to  the  company  money 
received  from  the  State  Industrial  Commission 
over  and  above  an  agreed  amount  each  month,  or 
to  agree  not  to  bill  the  Commission  for  money  be- 
yond a maximum  figure  agreed  upon  between  the 
company  and  the  physician.  Considerable  dis- 
cussion was  devoted  to  this  question,  and  on 
motion  by  Dr.  Sherburne,  seconded  by  Dr.  Huston 
and  carried,  the  Council  referred  the  communica- 
tions from  the  Academy  of  Medicine  of  Cleveland 
to  the  Committee  on  Medical  Economics  of  the 
State  Association  for  investigation  and  with  in- 
structions to  report  to  the  Council  at  some  future 
meeting. 
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CONSTITUTIONAL  AND  ETHICAL  QUESTIONS 

Dr.  Huston,  reporting  for  the  Judicial  Commit- 
tee, of  which  he  is  chairman,  discussed  the  pro- 
posed amendments  to  the  By-Laws  of  the  Summit 
County  Medical  Society  submitted  by  that  society 
to  the  Council  for  approval.  Dr.  Huston  stated 
that  the  Judicial  Committee  did  not  approve  of 
the  amendments  as  submitted  and  recommended 
that  the  Council  request  the  Summit  County 
Medical  Society  to  make  the  following  changes  in 
the  proposed  amendments  to  Section  5 of  the  By- 
Laws  of  that  society: 

1.  In  paragraph  1 insert  a period  after  the 
word  “expulsion”  in  the  fifth  from  the  last  line, 
and  delete  the  rest  of  the  paragraph  which  reads 
as  follows : “Provided : That  no  member  shall  be 
required  to  support  any  ruling  or  policy  that  is  in 
conflict  with  his  religious  belief.” 

2.  In  the  second  paragraph  eliminate  the 
words  “present  at  all  meetings  of  the  committee 
to  be”  preceding  the  words  “heard  in  his  de- 
fense”. 

3.  In  the  second  paragraph  eliminate  the  pro- 
vision providing  for  a vote  on  the  report  of  the 
Executive  Committee  by  “roll  call”  and  substitute 
a provision  for  “secret  ballot”  on  the  committee’s 
report. 

4.  In  the  same  paragraph  eliminate  the  pro- 
vision making  it  mandatory  that  a vote  on  dis- 
ciplinary action  shall  be  taken  at  only  a “regular 
meeting”  of  the  society,  and  substitute  a pro- 
vision allowing  such  action  to  be  taken  at  a 
“special  meeting”  of  the  society,  provided  proper 
notification  has  been  sent  to  all  members  of  the 
society. 

On  motion  by  Dr.  Sherburne,  seconded  by  Dr. 
Smith  and  carried,  the  Council  approved  the 
recommendations  of  the  Judicial  Committee  and 
instructed  the  Executive  Secretary  to  transmit 
such  recommendations  to  the  proper  officers  of  the 
Summit  County  Medical  Society  together  with  the 
information  that  the  Council  would  officially  ap- 
prove the  proposed  amendments  after  such  recom- 
mendations had  been  complied  with. 

Dr.  Huston  reported  that  the  Judicial  Com- 
mittee had  made  a careful  investigation  of  and 
had  had  considerable  correspondence  relative  to 
letters  disseminated  by  Dr.  E.  B.  Shanley,  New 
Philadelphia,  in  which  Dr.  Shanley  related  some 
of  his  experiences  in  “treating  cancers  of  the 
carcinomatous  variety  by  internal  medication 
with  my  own  formula”  and  which  communications 
were  written  on  stationery  carrying  the  name  of 
the  Ohio  State  Medical  Association  and  the  names 
of  the  officers  and  Councilors  of  the  Association 
for  the  year  1933-34. 

It  was  reported  by  Dr.  Huston  that  a thorough 
investigation  of  this  matter  revealed  the  follow- 
ing: 

1.  The  stationery  used  by  Dr.  Shanley  for  his 
circular  was  not  the  official  stationery  of  the  Ohio 


State  Medical  Association  supplied  in  1933-34, 
when  Dr.  Shanley  was  a member  of  the  Council, 
to  officers  and  Councilors  of  the  State  Association, 
but  apparently  was  stationery  printed  to  order 
for  Dr.  Shanley  and  did  not  conform  either  as  to 
style  or  wording  to  the  official  stationery  of  the 
State  Association. 

2.  The  Ohio  State  Medical  Association  has  no 
connection  whatsoever  with  the  research  or 
therapeutic  activities  carried  on  by  Dr.  Shanley 
and  has  never  given  Dr.  Shanley  permission  to 
use  the  name  of  the  Association  in  connection 
with  his  treatment  or  to  imply  that  his  methods 
and  formula  have  the  approval  of  this  Associa- 
tion. 

3.  The  question  has  been  called  to  the  atten- 
tion of  the  proper  officers  of  the  Tuscarawas 
County  Medical  Society. 

On  motion  by  Dr.  Seiler,  seconded  by  Dr.  Brush 
and  carried,  the  report  of  the  Judicial  Committee 
on  this  matter  was  ordered  filed  without  action 
by  the  Council  pending  receipt  of  additional  in- 
formation from  the  officers  of  the  Tuscarawas 
County  Medical  Society. 

A letter  from  Dr.  Olin  West,  secretary  of  the 
American  Medical  Association,  referring  to  a 
communication  from  Dr.  J.  B.  H.  Waring,  Wil- 
mington, addressed  to  the  Judicial  Council  of  the 
American  Medical  Association,  was  read.  Dr. 
West’s  letter  stated  that  Dr.  Waring  informed 
the  Judicial  Council  of  the  A.  M.  A.  that  he  de- 
sires to  “formally  appeal  from  and  protest  against 
the  illegal  and  unjust  ‘suspension’  from  member- 
ship in  the  Clinton  County  Medical  Society 
(Ohio)  ; and  from  the  action  of  the  Ohio  State 
Medical  Association  in  ignoring  my  challenges 
and  my  appeals  from  said  arbitrary  and  unjust 
action  by  the  local  Society”. 

Attention  was  called  to  previous  action  by  the 
Council  rejecting  Dr.  Waring’s  appeal,  published 
in  the  minutes  of  the  Council,  page  45  of  the 
January,  1933,  and  page  249  of  the  April,  1933, 
issues  of  The  Ohio  State  Medical  Journal.  The 
Executive  Secretary  was  instructed  to  answer  Dr. 
West’s  letter  and  summarize  these  actions  of  the 
Council. 

medical  defense  problem 

Dr.  Tuckerman,  chairman  of  the  Committee  on 
Medical  Defense,  was  requested  by  Dr.  Hender- 
shott  to  present  to  the  Council  a matter  which  had 
arisen  in  connection  with  the  operation  of  the 
Medical  Defense  Plan  of  the  State  Association. 

Following  Dr.  Tuckerman’s  presentation  and  a 
general  discussion,  the  Council,  on  motion  by  Dr. 
Brush,  seconded  by  Dr.  Klotz  and  carried,  au- 
thorized the  Committee  on  Medical  Defense  to  re- 
state or  revise  the  rules  and  regulations  govern- 
ing medical  defense  if  the  committee  saw  fit  to  do 
so,  and  instructed*  the  committee  to  take  ap- 
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propriate  steps  to  bring  about  a solution  of  the 
questions  discussed. 

legislative  developments  and  governmental 

PROBLEMS 

Dr.  Upham,  chairman  of  the  Committee  on 
Public  Policy,  reviewed  the  provisions  of  the 
newly-enacted  Relief  Act  which  was  summarized 
in  Legislative  Bulletin  No.  34  issued  January  24 
by  the  Committee  on  Public  Policy.  Following  a 
general  discussion,  the  committee  was  instructed 
to  confer  as  soon  as  possible  with  members  of  the 
new  State  Relief  Commission,  or  the  Commission 
as  a whole,  and  present  the  policies  of  the  State 
Association  on  the  medical  phases  of  poor  relief 
and  offer  the  Commission  the  cooperation  and  as- 
sistance of  medical  organization  on  this  matter. 

Dr.  Upham  called  the  Council’s  attention  to  the 
fact  that  the  Legislature  would  hold  additional 
special  sessions  during  the  ensuing  months  and 
urged  members  of  the  Council  to  stimulate  ac- 
tivity among  the  legislative  committeemen  and  all 
members  in  their  respective  districts.  He  pointed 
out  that  the  serious  questions  still  pending  before 
the  Legislature  in  which  physicians  would  be 
vitally  interested  include  the  following:  An  in- 
come tax,  unemployment  insurance,  workmen’s 
compensation  proposals,  and  various  bills  to  bring 
Ohio  statutes  into  conformity  with  the  Federal 
Social  Security  Act. 

A report  on  recent  conferences  held  with  offi- 
cials of  the  State  Division  of  Aid  for  the  Aged 
and  several  members  of  the  Legislature,  was  sub- 
mitted by  Dr.  Upham.  After  a discussion  on  the 
question  of  whether  or  not  a separate  medical  ser- 
vice plan  to  provide  recipients  of  old  age  pensions 
with  medical  service  should  be  established,  the 
Council  reaffirmed  its  previous  action  on  this 
matter  to  the  effect  that  recipients  of  old  age 
assistance  should  be  provided  with  medical  care 
through  the  facilities  of  existing  official  poor  re- 
L'ef  agencies  in  event  they  are  unable  to  provide 
medical  services  for  themselves  through  arrange- 
ments with  their  family  physicians  (see  Council 
proceedings,  July,  1935,  issue  The  Journal,  page 
530),  and  recommend  that  the  Committee  on 
Public  Policy  watch  developments  carefully  in 
order  that  the  Council  and  the  members  generally 
may  be  Accurately  and  promptly  informed  on  such 
developments. 

Dr.  Upham  called  attention  to  the  recent 
changes  in  the  personnel  in  the  State  Department 
of  Health,  and  submitted  for  the  consideration  of 
the  Council,  a copy  of  a resolution  adopted  on 
January  16,  1936,  at  a joint  meeting  of  the  Ohio 
Federation  of  Public  Health  Officials  and  the  Ohio 
Public  Health  Association  and  transmitted  to  the 
Headquarters  Office  of  the  State  Medical  Associa- 
tion, as  follows: 

“In  the  light  of  the  history  of  public  health 
organization  in  Ohio  it  appears  to  the  Executive 
Committees  of  the  Ohio  Federation  of  Public 
Health  Officials  and  the  Ohio  Public  Health  As- 


sociation that  recent  administrative  trends  have 
had  the  result  in  continually  weakening  the  State 
Department  of  Health  by  removing  any  security 
in  tenure  for  the  trained  personnel  in  the  state 
and  local  health  departments. 

“Considering  the  fact  that  the  health  of  the 
people  of  Ohio  is  the  greatest  single  asset  the 
state  possesses  it  is  urged  that  a state-wide  move- 
ment should  be  inaugurated  at  once  by  all  in- 
dividuals and  organizations  interested  in  the 
health  of  the  state  to  bring  about  such  changes  in 
the  state  health  laws  at  the  next  regular  session 
of  the  General  Assembly  in  January,  1937,  which 
will  insure  a continuity  of  policy  in  the  state  and 
local  health  departments.” 

Dr.  Upham  reviewed  the  long-established  policy 
of  the  State  Medical  Association  on  this  question, 
re-stated  in  the  1931  annual  report  of  the  Com- 
mittee on  Public  Policy  and  subsequently  ap- 
proved by  the  House  of  Delegates  and  reading  in 
part  as  follows: 

“The  policy  on  this  question  may  be  sum- 
marized as  a belief  in  the  principle  of  a longer 
term  for  the  State  Director  of  Health,  provided 
it  can  be  assured  that  he  will  be  responsive  to  and 
cooperative  with  the  medical  profession  in  private 
practice;  and  that  any  revised  system  of  appoint- 
ment or  longer  term  shall  be  such  that  the  Gov- 
ernor and  the  state  administration  can  be  held 
directly  responsible  for  constructive,  cooperative 
public  health  administration.” 

After  discussion,  the  Council  expressed  the 
opinion  that  there  should  be  no  modification  of 
this  policy  at  the  present  time. 

MISCELLANEOUS 

Communications  from  Dr.  Reyburn  McClellan, 
Xenia,  urging  the  State  Association  to  sponsor 
and  actively  support  a state- wide  project  of  im- 
munization and  vaccination,  were  read.  On 
motion  by  Dr.  Huston,  seconded  by  Dr.  Hogue 
and  carried,  such  communications  were  referred 
to  the  Committee  on  Preventive  Medicine  and 
Periodic  Health  Examinations  with  instructions 
to  confer  with  Dr.  McClellan  and  report  on  this 
matter  at  a future  meeting  of  the  Council. 

A communication  from  Mr.  B.  W.  Stewart,  ex- 
ecutive secretary  of  the  Ohio  Hospital  Associa- 
tion, requesting  this  Association  to  nominate 
someone  to  appear  on  the  program  at  the  annual 
meeting  of  the  Ohio  Hospital  Association  in  Co- 
lumbus, April  14-16,  was  referred  to  President 
Hendershott  for  appropriate  action. 

Correspondence  concerning  the  Chronic  Disease 
Survey  being  conducted  by  the  U.  S.  Public  Health 
Service  in  six  Ohio  communities,  was  reviewed. 
After  considerable  discussion,  on  motion  by  Dr. 
Sherburne,  seconded  by  Dr.  Smith  and  carried, 
the  Council  instructed  the  Executive  Secretary  to 
communicate  with  the  presidents  and  secretaries 
of  the  medical  societies  of  those  communities  and 
suggest  that  they  provide  their  members  with  in- 
formation relative  to  the  survey.  The  Executive 
Secretary  was  instructed  to  call  special  attention 
to  the  fact  that  as  yet  no  provision  has  been 
made  to  protect  physicians  furnishing  data  from 
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their  files  to  survey  enumerators,  although  this 
matter  had  been  called  to  the  attention  of  officials 
of  the  survey  and  an  effort  made  to  have  a waiver 
clause  adopted  making  necessary  the  written  con- 
sent of  individuals  surveyed  before  enumerators 
may  request  supplemental  information  from  phy- 
sicians. 

A copy  of  a letter  received  by  Dr.  A.  J.  Skeel, 
Cleveland,  president  of  the  Hospital  Obstetric 
Society  of  Ohio,  from  Mr.  A.  E.  Hardgrove,  as- 
sistant secretary  of  the  American  Hospital  Asso- 
ciation, was  read.  This  letter  stated  that  the 
American  Hospital  Association  had  been  informed 
that  a magazine  of  national  circulation  is  plan- 
ning to  publish  a series  of  articles  purporting  to 
show  that  it  is  safer  for  babies  to  be  born  in 
homes  than  in  hospitals.  The  Council  instructed 
the  Executive  Secretary  to  call  this  matter  to  the 
attention  of  officials  of  the  American  Medical  As- 
sociation for  such  action  as  they  deem  advisable. 

Reference  was  made  to  conferences  held  be- 
tween officials  of  the  American  Medical  Associa- 
tion and  officials  of  the  American  Foundation 
Studies  in  Government  and  a memorandum  re- 
ceived by  the  State  Headquarters  Office  from  the 
A.  M.  A.  in  which  it  was  stated  that  the  motives 
and  activities  of  the  American  Foundation  Studies 
in  Government  at  the  present  time  were  not  in 
conflict  with  the  policies  of  medical  organization. 

A communication  from  the  executive  secretary 
of  the  California  Medical  Association,  incorporat- 
ing a resolution  adopted  by  the  council  of  that 
association  on  January  19,  1936,  complaining 
about  the  activities  of  an  official  of  the  American 
Medical  Association,  was  read,  and  on  motion  by 
Dr.  Klotz,  seconded  by  Dr.  Hogue  and  carried, 
was  ordered  placed  on  file  so  that  it  would  be 
available  for  consideration  and  discussion  by  the 
Council  at  its  next  meeting. 

Dr.  Hogue  presented  on  behalf  of  the  Clark 
County  Medical  Society  a communication  to  the 
Council  in  which  attention  was  called  to  the  fact 
that  a resolution  had  been  adopted  by  the  Clark 
County  Medical  Society  requesting  the  State  As- 
sociation to  sponsor  legislation  which  would  pro- 
vide liens  for  physicians  and  hospitals  against 
indemnity  awards  made  by  insurance  companies. 
On  motion  by  Dr.  Klotz,  seconded  by  Dr.  Huston 
and  carried,  this  communication  was  referred  to 
the  Committee  on  Public  Policy  for  study  and 
subsequent  report  to  the  Council. 

The  following  letter  received  by  Dr.  Smith, 
Councilor  of  the  First  District,  from  Dr.  Edward 
D.  King,  president  of  the  Academy  of  Medicine  of 
Cincinnati,  was  read: 

“The  Cincinnati  Academy  of  Medicine  is  con- 
sidering the  feasibility  of  inviting  the  American 
Medical  Association  to  meet  in  Cincinnati  in  1937. 
We  would  appreciate  it  very  much  if  you  will 
bring  this  matter  to  the  attention  of  the  Council 
of  the  State  Society  for  their  approval  and  co- 


operation. Thanking  you  for  your  interest  and 
with  very  best  wishes,  I am  * * * 

On  motion  by  Dr.  Huston,  seconded  by  Dr. 
Brush  and  carried,  the  Executive  Secretary  was 
instructed  to  inform  Dr.  King  that  it  was  the 
sentiment  of  the  Council  that  the  State  Associa- 
tion would  support  an  invitation  from  the  Cin- 
cinnati Academy  to  the  American  Medical  Asso- 
ciation to  hold  an  annual  session  of  the  A.  M.  A. 
in  Cincinnati,  whenever  the  Cincinnati  Academy 
demed  it  advisable  to  present  such  an  invitation. 

President  Hendershott  announced  for  the  bene- 
fit of  new  members  of  the  Council  that  members 
of  the  Council  are  entitled  to  reimbursement  for 
expenses  incurred  during  visitations  to  the  county 
societies  in  their  districts  and  on  other  official 
business  of  the  State  Association. 

Dr.  Smith  informed  the  Council  that  Dr.  Cald- 
well, the  Past  President,  Cincinnati,  was  unable  to 
attend  today’s  meeting  because  of  illness.  The 
Council  requested  Dr.  Smith  to  convey  a message 
to  Dr.  Caldwell  on  behalf  of  the  Council,  express- 
ing the  hope  that  he  would  be  able  to  resume 
active  practice  at  an  early  date. 

Members  of  the  Council  reported  on  visits  to 
county  societies  of  their  respective  districts  since 
the  last  meeting  of  the  Council,  and  submitted  for 
general  discussion  some  of  the  local  problems  con- 
fronting some  of  the  societies.  President  Hender- 
shott urged  all  members  to  keep  in  close  contact 
with  the  societies  in  their  districts  and  be  pre- 
pared to  summarize  additional  local  activities  at 
the  next  Council  meeting. 

A membership  report  as  of  January  28  was 
presented,  showing  3,922  members  had  paid  their 
1936  dues  in  the  State  Association  as  compared 
with  3,712  members  on  the  same  date  a year  ago 
and  with  a total  for  1935  of  5,488. 

There  being  no  further  business,  the  Council 
adjourned  to  meet  at  the  call  of  the  President. 

Signed:  C.  C.  Sherburne,  M.D., 

Secretary  of  Council. 

— oSMJ  — 

Physicians  Open  New  Offices 

Ohio  physicians  who  have  recently  established 
offices  in  new  localities  include  the  following:  Dr. 
Thomas  Miller,  Toledo;  Dr.  Victor  Kolb,  South 
Charleston;  Dr.  Luther  W.  High,  Millersburg;  Dr. 
H.  I.  Slate,  Cadiz;  Dr.  Roy  E.  Shell,  Van  Wert; 
Dr.  Joseph  D.  Landesman,  Toledo;  Dr.  Wayne  E. 
Brown,  Clyde;  Dr.  William  Davis,  Elyria;  Dr.  M. 
E.  Fulk,  Zanesville;  Dr.  John  Noll,  Jr.,  Youngs- 
town; Dr.  A.  P.  Ormond,  Akron;  Dr.  T.  W.  Ma- 
honey, Toledo;  Dr.  I.  J.  Mehlman,  Toledo;  Dr. 
Wm.  T.  Bennie,  Cleveland;  Dr.  C.  P.  Swett,  Sugar 
Grove;  Dr.  S.  A.  McCullough,  Pomeroy;  Dr.  Geo. 
S.  Peters,  Minerva;  Dr.  Francis  W.  Epstein,  To- 
ledo; Dr.  R.  W.  C.  Francis,  Westerville;  Dr  R. 
C.  Wenrick,  Russellville,  and  Dr.  V alt»r  L. 
Evans,  Chillicothe. 
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A Personal  Communication  to  the  Membership  from 
R.  R.  Hendershott,  M.D.,  President , Tiffin,  Ohio 


THE  NEW  EDITOR  OF  THE  OHIO  STATE  MEDICAL  JOURNAL 

IT  is  a privilege  and  honor  to  have  this  opportunity  to  introduce  officially  to  the  membership  the 
new  editor  of  The  Ohio  State  Medical  Journal — Jonathan  Forman,  B.A.,  M.D.,  Columbus,  Ohio. 
Under  the  new  publication  set-up  instituted  by  the  Council,  Dr.  Forman  will  have  supervision 
of  the  scientific  section  of  The  Journal.  He  will  serve  in  an  advisory  capacity  on  all  publication  mat- 
ters, including  those  handled  by  Mr.  Nelson,  the  managing  editor  and  business  manager. 

In  all  probability  Dr.  Forman,  who  was  appointed  to  that  important  position  by  the  Council  on 
February  2,  needs  no  introduction  to  many  members  of  the  Ohio  State  Medical  Association.  His 
scientific  and  literary  activities,  as  well  as  his  active  interest  in  the  affairs  of  medical  organization, 
have  won  for  him  unusual  recognition  throughout  the  state  and  a host  of  acquaintances. 

However,  for  the  information  of  those  who  are  not  personally  acquainted  with  him  and  are 
entitled  to  know  something  of  the  background  and  qualifications  of  the  man  to  whom  has  been 
entrusted  the  leadership  of  one  of  the  most  important  activities  of  the  State  Association,  the  following 
biographical  data  are  presented: 

Dr.  Forman  was  born  in  Austinburg,  Ohio,  on  September  30,  1887.  He  was  educated  at  the 
Grand  River  Institute  and  Ohio  State  University.  From  the  latter  school  he  was  graduated  in  1910 
with  the  degree  of  Bachelor  of  Arts.  In  1913,  Dr.  Forman  received  his  degree  of  Doctor  of  Medicine 
from  Starling-Ohio  Medical  College. 

From  1909  to  1911,  Dr.  Forman  was  teaching  fellow  in  the  Department  of  Pathology,  Ohio  State 
University,  under  the  late  Professor  Bleile,  and  in  the  Fall  of  1911  became  demonstrator  in  pathology 
in  Starling-Ohio  Medical  College  under  the  late  Dr.  Ernest  Scott. 

After  his  graduation  from  medical  school  and  internship,  Dr.  Forman  became  assistant  pathologist 
to  Children’s  Hospital,  Protestant  Hospital  (now  White  Cross  Hospital)  and  St.  Francis  Hospital, 
Columbus.  At  the  time  of  the  merger  of  the  Starling-Ohio  Medical  College  with  the  College  of 
Medicine,  Ohio  State  University,  he  was  promoted  to  assistant  professor  of  pathology  and  designated 
pathologist  for  the  above-mentioned  hospitals. 

At  the  time  of  the  World  War,  Dr.  Forman  was  appointed  director  of  laboratories  for  a naval 
base  hospital  through  the  American  Red  Cross  and  served  in  that  position  at  the  base  hospital  at  the 
Hampton  Roads  naval  operating  base. 

After  the  war,  Dr.  Forman  accepted  an  Austin  Fellowship  in  Physiology  at  Harvard  Medical 
School  under  Professor  Walter  B.  Cannon.  In  September,  1920,  he  associated  himself  with  Dr.  E.  J. 
Gordon,  Columbus,  in  a practice  devoted  to  internal  medicine  and  diagnosis.  In  1929,  Dr.  Forman 
became  interested  in  the  subject  of  allergy  as  a branch  of  internal  medicine  and  has  devoted  his  major 
efforts  to  that  field. 

Dr.  Forman  has  been  for  years  intensely  interested  in  and  has  made  contributions  to  medical 
literature.  Between  1913  and  1920,  he  published  some  40  papers  on  anatomy  and  pathology  and  with 
the  collaboration  of  Dr.  John  W.  Means  wrote  a textbook  on  surgical  pathology  which  passed  through 
two  editions.  During  his  Harvard  fellowship,  Dr.  Forman  and  his  collaborators  published  three 
important  papers  on  the  influence  of  the  adrenal  cortex  upon  basal  metabolic  rate.  More  than  30 
papers  have  been  published  by  him  dealing  largely  with  diseases  of  the  gastro-intestinal  tract.  Also 
he  has  published  more  than  a dozen  papers  on  the  subject  of  allergy. 

From  1915  until  1928,  Dr.  Forman  was  a collaborating  editor  on  the  staff  of  Endocrinology. 
From  1923  until  1934,  he  served  as  editor  of  The  Journal  of  Phi  Rho  Sigma.  In  1928  he  wrote  a 
brief  200-page  history  of  the  School  of  Medicine,  University  of  Michigan,  and  in  1934  he  edited  a 
567-page  history  of  the  College  of  Medicine,  Ohio  State  University.  A few  months  ago,  Dr.  Forman 
began  the  collection  of  material  for  “The  Historian’s  Notebook”,  a feature  of  The  Ohio  State  Medical 
Journal,  and  when  he  had  more  than  enough  manuscripts  for  a whole  volume,  their  publication  was 
begun  with  the  first  issue  of  the  present  volume. 

Dr.  Forman  is  a member  and  a past-president  of  the  Columbus  Academy  of  Medicine;  a member 
of  the  Ohio  State  Medical  Association  and  the  Committee  on  Preventive  Medicine  and  Periodic  Health 
Examinations  of  the  State  Association;  a Fellow  of  the  American  Medical  Association;  and  a member 
of  Sigma  Xi,  Alpha  Omega  Alpha,  the  American  Association  of  Anatomists,  Ohio  Society  of  Clinical 
Laboratory  Diagnosis,  American  Association  for  the  Study  of  Allergy  and  of  Phi  Rho  Sigma,  of 
which  he  is  grand  historian  and  a member  of  the  executive  council. 

It  can  safely  be  said  that  The  Journal  in  the  hands  of  Dr.  Forman  will  be  in  capable  hands.  He 
deserves  and  should  have  the  active  support  of  every  member.  Under  his  supervision  The  Ohio  State 
Medical  Journal  can  become  the  outstanding  state  association  medical  journal  of  the  country  if  he 
receives  the  right  kind  of  cooperation  from  the  membership. 
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DR.  SIDNEY  M.  McCURDY,  YOUNGSTOWN,  NEW  DIRECTOR  OF 
THE  MEDICAL  DIVISION,  STATE  INDUSTRIAL  COMMISSION 


Dr.  SIDNEY  M.  McCURDY,  Youngstown, 
has  been  appointed  by  the  State  Industrial 
Commission  as  director  of  the  Medical 
Division. 

In  announcing  Dr.  McCurdy’s  appointment,  the 
Commission  also  announced  the  appointment  of 
Dr.  Roy  J.  Secrest,  Columbus,  a member  of  the 
Medical  Division  staff  for  the  past  eight  years, 
as  assistant  director  of  the  division. 

Dr.  McCurdy  succeeds  Dr.  H.  H.  Dorr,  who  had 
been  director  of  the  Medical  Division  since  1927. 
Dr.  Dorr  will  continue  on  the  staff  of  the  division 
and  doubtless  will  be  assigned  to  handle  special 
complicated  medical  problems  arising  in  the  ad- 
judication of  claims. 

Possessing  an  extensive  background  of  training 
and  experience  in  industrial  medicine,  as  well  as 
general  practice,  Dr.  McCurdy  will  take  over  the 
duties  of  this  responsible  office  at  the  State  In- 
dustrial Commission  on  March  1. 

Born  at  Amherst,  Massachusetts,  in  1881,  Dr. 
McCurdy  attended  Phillips  Andover  Academy  and 
Dartmouth  College. 

He  received  his  doctor  of  medicine  degree  at 
the  School  of  Medicine,  Western  Reserve  Univer- 
sity, in  1903. 

Following  an  internship  at  the  Youngstown 
Hospital,  1903-1905,  Dr.  McCurdy  entered  private 
practice  in  that  city. 

In  1914,  he  accepted  an  appointment  as  chief 
surgeon  for  the  Youngstown  Sheet  and  Tube 
Company  and  served  in  that  position  until  1932. 
From  1933  until  the  present,  Dr.  McCurdy  has 
been  engaged  in  private  practice  in  Youngstown, 
specializing  in  traumatic  surgery. 

Dr.  McCurdy  is  a charter  member  of  the  Ameri- 
can Association  of  Industrial  Physicians  and  Sur- 
geons and  served  as  a director  of  that  association 
for  two  terms. 

Before  serving  the  Youngstown  Sheet  and  Tube 
Company  in  a full-time  capacity,  he  was  part-time 
surgeon  for  the  Carnegie  Steel  Company,  the  Re- 
public Steel  Company,  General  Fireproofing  Com- 
pany and  the  Baltimore  and  Ohio,  Erie  and 
Pennsylvania  railroads. 

Dr.  McCurdy  served  as  a captain  in  the  United 
States  Army  from  June,  1917,  to  April,  1919.  He 
saw  16  months  of  overseas  service,  serving  as 
adjutant  and  detachment  commander  of  Base 
Hospital  Unit  No.  31  and  battalion  surgeon,  Sec- 
ond Battalion,  18th  Infantry,  First  Division,  U. 
S.  Army. 

For  30  years,  Dr.  McCurdy  has  been  a member 
of  the  staff  of  the  Youngstown  Hospital  and  for 
10  years  was  chief  of  the  industrial  staff  of  that 
hospital.  In  1930  he  took  post-graduate  work  on 
fractures  at  the  Massachusetts  General  Hospital. 


Dr.  McCurdy  is  a past  president  and  former 
secretary  of  the  Mahoning  County  Medical  So- 
ciety and  is  president  of  the  Youngstown  Medical- 
Dental  Bureau.  He  is  a delegate  from  Mahoning 
County  to  the  Annual  Meeting  of  the  Ohio  State 
Medical  Association,  having  served  in  that  capa- 
city also  in  1934  and  1935. 

Dr.  McCurdy  is  married  and  has  one  daughter, 
Lydia,  who  will  enter  Oberlin  College  next  Fall. 

Dr.  Secrest  was  born  at  Pleasant  City,  Ohio,  in 
1902.  Following  graduation  from  the  Ohio  State 


SIDNEY  M.  McCURDY,  M.D. 


University  College  of  Medicine  in  1926,  he  in- 
terned at  University  Hospital.  For  two  years  he 
was  in  general  practice  at  Senecaville,  where  he 
handled  industrial  accident  cases  for  the  Cam- 
bridge Colleries  Company.  His  service  in  the 
Medical  Division  of  the  Industrial  Commission 
began  on  January  1,  1928.  Dr.  Secrest  is  married 
and  has  an  infant  son,  Roy  J. 

— OSMJ  — 

Tuberculosis  Association  Meeting 

The  32nd  Annual  Meeting  of  the  National 
Tuberculosis  Association  will  be  held  at  New 
Orleans,  Louisiana,  April  22-25.  Included  among 
the  section  officers  are  Dr.  Charles  A.  Doan,  Co- 
lumbus, chairman  of  the  Pathological  Section,  and 
Dr.  C.  L.  Hyde,  Akron,  vice-chairman  of  the 
Clinical  Section. 
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ECONOMICS-PROFESSIONAL  RELATIONS- 
ORGANIZATION  PROBLEMS 


The  Colorado  State  Medical  Society  has  sent  a 
post  card  to  each  of  the  1100  members  of  that 
society  requesting  comments  and  suggestions  on 

what  sort 

Why  Not  Drop  a Line 
or  Two  to  the  Annual 


Meeting  Program  Committee? 

the  organization. 


of  program 
should  be 
arranged 
for  the  Fall 
meeting  of 


The  Program  Committee  of  the  Ohio  State 
Medical  Association  has  not  taken  similar  action. 

However,  your  Program  Committee  is  just  as 
anxious  to  receive  suggestions  from  the  members 
of  the  Ohio  State  Medical  Association  as  the  pro- 
gram committee  of  the  Colorado  society. 

Every  member  should  have  an  opinion  about 
the  Annual  Meeting.  Every  physician  has  some 
pet  subject  which  he  would  like  to  hear  discussed. 

Why  not  drop  a line  to  the  Program  Committee 
in  care  of  the  State  Headquarters  Office?  Your 
comments  will  be  appreciated  and  given  prompt 
consideration. 


— OSM  J — 


I’m  old  fashioned  enough  to  hope  this  country 
will  never  become  so  standardized  and  regimented 
that  young  fellows  with  talent  won’t  have  elbow 
room  or  get  their  proper  rewards. — George  Ade. 


— oSM  J — 


Probably  one  of  the  most  difficult  problems  the 
officers  or  official  headquarters  offices  of  medical 
societies  are  called  upon  to  face  is  how  to  handle 

inquiries  made 

A Problem  in  Public  by  laymen  in 

Relations  That  Medical  where  and  from 

Organization  Must  Solve  whom  they  can 

■ secure  com- 

petent medical  advice  on  some  of  complex  medical 
or  health  questions. 


The  individual  fortunate  enough  to  have  a com- 
petent family  physician  has  no  difficulty  in  secur- 
ing advice  on  his  medical  problems.  Yet,  a con- 
siderable number  of  persons  do  not  have  a family 
physician  and  are  woefully  ignorant  as  to  which 
way  to  turn  when  the  services  of  a physician  are 
required. 

The  problem  is  one  which  medical  organization 
must  meet  and  solve. 


The  solution  should  be  worked  out  by  the  com- 
ponent units  of  medical  organization  inasmuch  as 


they  are  familiar  with  local  situations  and  have 
accurate  information  available. 

This  point  is  discussed  in  a clear-cut  manner 
by  the  editor  of  The  West  Virginia  Medical  Jour- 
nal from  whose  comments  the  following  is  quoted : 

“Some  days  ago  the  Association  headquarters 
at  Charleston  was  asked  to  secure  the  names  of 
two  or  three  qualified  plastic  surgeons  in  a large 
eastern  city.  The  person  who  requested  this  in- 
formation was  an  intelligent  layman  who  con- 
templated a trip  to  the  city  above  mentioned  and 
who  desired  to  consult  with  a reputable  and 
qualified  man.  He  explained  that  his  family  doc- 
tor had  told  him  that  considerable  quackery  ex- 
isted in  the  plastic  surgery  field  and  cautioned 
him  about  falling  into  the  hands  of  a charlatan. 

“Whereupon  the  Association  wrote  the  medical 
society  in  the  large  eastern  city  and  received  the 
following  reply  which  we  quote  in  part:  ‘We  are 
very  sorry  that  we  have  never  considered  it 
ethical  to  recommend  any  physician  or  group  of 
physicians  over  others.  We  therefore  regret  that 
we  cannot  comply.’ 

“We  take  the  position  that  this  medical  society 
is  doing  irreparable  damage  to  the  profession 
which  it  represents.  It  has  adopted  an  attitude 
that  is  smug  and  self-satisfied;  an  attitude,  we 
feel,  which  utterly  fails  to  consider  the  plight  of 
any  patient  who  earnestly  desires  to  avoid  the 
pitfalls  of  quackery. 

“Medical  societies  throughout  the  country  have 
campaigned  for  years  to  educate  the  lay  public  to 
avoid  quackery,  to  seek  competent  medical  advice, 
to  depend  upon  the  organized  medical  profession 
to  provide  competent  service.  The  above  men- 
tioned society  publishes  its  own  bulletin  in  which 
it  frequently  backs  up  this  viewpoint.  Yet  if  the 
medical  society  itself  will  not  furnish  information 
about  the  qualifications  of  its  members,  where  can 
such  information  be  obtained.  Must  the  lay  pub- 
lic depend  upon  the  doctors  who  advertise  their 
prowess  in  the  daily  papers? 

“Perhaps  the  medical  society  in  question  has  no 
adequate  machinery  for  giving  out  such  informa- 
tion to  the  lay  public.  We  realize,  of  course,  that 
it  would  be  unbecoming  for  any  medical  society 
secretary,  on  his  own  responsibility,  to  recom- 
mend doctors  to  the  public.  Most  of  the  larger 
societies  in  West  Virginia  use  a ‘rotation’  system 
when  such  inquiries  are  received.  But  any  system, 
so  long  as  it  is  equitable,  should  be  satisfactory. 
If  our  metropolitan  friends  can  not  figure  out 
something  for  themselves,  we  will  be  glad  to  tell 
them  how1  we  manage  the  problem  down  here  in 
West  Virginia. 

“To  sum  up,  we  want  people  to  come  to  us  for 
medical  advice.  We  preach  that  gospel  at  every 
opportunity.  We  want  our  medical  organization 
to  be  of  service  in  every  way  possible,  both  to 
the  physicians  and  to  the  public.  We  want  the 
respect  and  good  will  of  the  public,  which  sup- 
ports the  medical  profession.  So,  when  Mr.  John 
Public  comes  to  us  for  reasonable  information 
and  advice,  he  gets  it.  That  is  why  we  wrote  to 
the  medical  society  in  another  large  eastern  city 
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which  gladly  gave  us  the  names  of  three  of  their 
reputable  and  qualified  plastic  surgeons,  which 
we  turned  over  to  the  gentleman  who  made  the 
original  request.  In  other  words,  we  made  a 
friend.” 

• — oSM  J — 

If  you  like  the  Supreme  Court  decisions,  they 
are  made  by  nine  men  of  ripe  experience  and 
mature,  deliberative,  unprejudiced  judgment;  if 
you  don’t,  they  are  made  by  nine  old  men. — 
F.  P.  A.,  in  New  York  Herald  Tribune. 


— OSMJ  — 

Although  exact  figures  are  not  available  at  this 
time,  an  analysis  of  newspaper  clippings  as- 
sembled at  the  State  Headquarters  Office  indicates 

a slight  margin 

Affirmative  Debaters  on  in  favor  of  tlle 

o it t i * * r,.  j negative  side  in 

State  Medicine  Find  the  results  of  the 

the  Going  Tough  high  school  de- 

bates  being 
staged  in  many  communities  on  the  issue  of  state 
medicine. 

Two  things  may  be  responsible  for  this. 

First,  thousands  of  pieces  of  literature  have 
been  mailed  from  the  State  Headquarters  Office 
in  the  past  few  months  to  high  school  debate 
teams  all  over  the  state,  setting  forth  telling 
arguments  against  socialized  medicine. 

Second,  there  are  certain  questions  presented 
to  members  of  the  affirmative  teams  during  the 
debates  which  they  have  been  unable  to  answer — 
primarily  because  they  are  unanswerable  if  the 
fundamental  principles  of  logic,  medicine  and 
economics  are  followed. 

The  following  excerpt  from  one  Ohio  newspaper 
in  reporting  a victory  by  one  of  the  negative 
teams  illustrates  this  last  point: 

“In  the  course  of  the  debate,  the  argument  cen- 
tered chiefly  about  the  actual  plan  of  operation 
for  the  proposed  system  of  socialized  medicine. 
The  affirmative  team  was  unable  to  establish  the 
contention  that  the  system  would  be  free  from 
certain  evils;  viz,  political  entanglements  and 
psychological  weaknesses.  The  question  of  cost 
likewise  played  a prominent  part  in  the  discussion 
and  gave  the  negative  team  an  early  lead  over  the 
visiting  team.” 

There  is  reason  to  believe  that  these  high  school 
debates  may  have  a tendency  to  clarify  the  at- 
mosphere. They  may  be  a medium  for  emphasiz- 
ing to  the  public  the  undesirability  of  socialized 
medicine.  They,  doubtless,  will  prove  to  the  medi- 
cal profession  the  importance  of  public  relations. 

— OSMJ  — 


The  real  necessities  of  life  are  food,  fuel,  hous- 
ing, clothing  and  medical  and  dental  care.  Far 
more  Americans  suffer  from  a.  lack  of  the  first 
four  essentials  than  are  concerned  by  any  serious 
lack  of  medical  and  dental  care. — What’s  New. 


It  is  hoped  that  some  time  Mr.  Walter  Lipp- 
mann,  commentator  extraordinary,  will  see  fit  to 
publish  together  with  manuscripts  of  his  other 

public  addresses  and 

“Government  Cannot 
Shape  the  Destiny  of 
the  Human  Race  ' 


syndicated  articles, 
the  address  he  de- 
livered not  long  ago 
at  the  anniversary 
meeting  of  the  New 


York  Academy  of  Medicine. 


Mr.  Lippmann’s  discourse  on  the  subject, 
“Aspects  of  a Philosophy  of  Government  in  a 
Sick  World”,  published  in  the  New  York  Academy 
Bulletin,  is  one  of  the  most  inspiring  and  stimu- 
lating analyses  which  have  been  made  concerning 
the  current,  serious  problems  which  have  arisen 
ini  the  relations  between  government  and  society 
generally. 

Space  will  not  permit  reproduction  of  his  ad- 
dress in  its  entirety. 

However,  the  following  concluding  observations 
made  by  Mr.  Lippmann  exemplify  the  soundness 
of  his  logic  and  the  breadth  of  his  vision  on  cur- 
rent governmental  questions.  Also,  they  should 
provide  additional  assurance  that  as  long  as  men 
of  standing  and  intelligence  comparable  to  those 
possessed  by  Mr.  Lippmann  continue  to  shed  light 
for  a confused  public,  the  fundamentals  of  sound 
and  democratic  government  will  stand  unshaken. 

Quoting  from  his  closing  sentences: 

“The  image  of  a planned  and  engineered  society 
has  the  effect,  I believe,  of  destroying  the  intuitive 
feeling  for  what  society  actually  is  and  of  the 
sense  of  touch  in  dealing  with  human  affairs. 
The  grosser  consequences  of  it  are  evident  enough; 
in  the  supreme  impertinence  with  which  com- 
munist and  fascist  states  treat  human  beings  as 
if  they  were  animate  materials  to  be  fabricated 
by  the  dictators;  in  the  ruthlessness  with  which 
they  cut  human  nature  to  the  shape  they  desire 
and  nail  together  in  designs  of  their  own  the  liv- 
ing spirits  of  men.  This  notion  that  society  can 
be  engineered,  planned,  fabricated  as  if  man  were 
inanimate  materials  becomes  in  its  extremist 
manifestations  a monstrous  blasphemy  against 
life  itself.  It  can  also  take  milder  forms  which 
merely  produce  temporary  confusion  and  incon- 
venience as  in  the  fantastic  attempts,  now  hap- 
pily concluded,  to  write  in  three  or  four  months 
some  five  hundred  codes  for  the  detailed  conduct 
of  all  business  throughout  continental  America. 

“The  man  who  approaches  public  life  with  a 
feeling  for  living  organisms  will  not  fall  into  the 
illusion  of  thinking  he  can  plan  or  fabricate  or 
engineer  a human  society.  He  will  have  the  more 
modest  aim  of  defending  it  against  the  invasion 
of  its  enemies  and  of  assisting  it  to  maintain  its 
own  balance. 

“Remembering  that  a society  is  an  association 
of  living  persons,  and  not  an  arrangement  of 
inanimate  materials,  he  will  never  imagine  that 
he  can  impose  upon  those  living  persons  and  their 
descendants  his  private  preferences.  He  will 
recognize  that  the  function  of  government  is  not 
to  decide  how  men  shall  live,  what  kind  of  men 
they  shall  be,  what  they  shall  spend  their  energies 
upon.  Government  cannot  direct  the  life  of  a 
society.  Government  cannot  shape  the  destiny  of 
the  human  race. 
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“There  are  some  who  think  that  government 
should  use  all  its  powers  of  coercion  to  make  the 
social  order  correspond  with  their  own  ideal  of  a 
nobler  and  more  satisfying  social  order.  But  this 
is  as  if  a doctor  dealt  with  a patient  on  the  as- 
sumption that  he  must  use  drastic  medicine  if  he 
finds  that  his  patient  is  not  as  strong  as  Hercules, 
as  beautiful  as  Apollo,  and  as  wise  as  Zeus.  He 
would  be  an  absurd  doctor.  The  sound  physician, 

I take  it,  is  not  attempting  to  make  a superman 
out  of  his  patient.  He  takes  measures  to  protect 
him  against  the  invasion  of  hostile  bodies.  He 
cultivates  habits  which  improve  his  resistance. 
He  intervenes  with  medicines  and  surgery  when 
he  thinks  he  can  assist  the  patient  in  recovering 
his  own  equilibrium.  Always,  if  I understand  the 
faith  of  the  physician,  he  regards  himself  not  as 
the  creator,  designer  and  dictator  of  the  nature 
of  man  but  as  the  servant  and  the  ally  of  nature. 
There  are  times  to  be  sure  when  his  patient  is 
prostrate  and  the?  doctor  must  be  the  master  of 
his  whole  regime.  But  even  in  these  times,  the 
good  doctor  will  be  continually  seeking  for  ways, 
not  to  make  a new  man  of  his  patient  but  to  en- 
courage those  recuperative  powers  which  may  at 
last  enable  the  patient  to  walk  again  on  his  own 
feet. 

“There  is  a vast  difference  between  those  who, 
as  engineers  dealing  with  inanimate  materials, 
can  dictate  to  nature  and  those  who,  as  physi- 
cians dealing  with  living  organisms,  must  respect 
nature  and  asist  her.  My  thesis  is  that  statesmen 
had  better  think  of  themselves  as  physicians  who 
assist  socially  than  as  engineers  who  plan  and 
fabricate  it.  They  will  understand  these  problems 
better  if  they  realize  that  society  has  not  been  in- 
vented or  constructed  by  any  man  or  any  set  of 
men  but  is  in  fact  the  result  of  the  infinitely  com- 
plex adaptations  by  innumerable  persons  through 
countless  generations.  Its  destiny  is  beyond  the 
power  of  the  human  mind  to  imagine  it.  Its 
reality  is  complex  beyond  the  mind’s  power  to 
grasp  it.  Its  energies  are  beyond  the  power  of 
any  men  to  direct  it.  Society  can  be  defended.  Its 
adjustments  can  be  facilitated.  Its  various  pur- 
poses can  be  clarified,  enlightened,  and  accommo- 
dated. Its  aches  and  pains  can  in  some  measure 
be  relieved.  But  society  is  not  and  never  will  be  a 
machine  that  can  be  designed,  can  be  assembled, 
can  be  operated  by  those  who  happen  to  sit  in  the 
seats  of  authority. 

“To  know  this,  to  realize  the  ultimate  limita- 
tions of  government,  and  to  abide  by  them,  is  to 
have  that  necessary  humility  which,  though  for 
the  moment  it  is  at  a discount  in  many  parts  of 
the  globe,  is  nevertheless  the  beginning  of  wis- 
dom. Without  it  men  will  use  political  power  for 
ends-  that  government  cannot  realize,  and  in  the 
vanity  of  their  delusions  fall  into  all  manner  of 
cruelty,  disorder  and  waste.  They  will  have  for- 
gotten to  respect  the  nature  of  living  things,  and 
in  their  ambition  to  be  as 'gods  among  men  they 
will  affront  the  living  god.  They  will  not  have 
learned  that  those  who  would  be  more  than  human 
end  by  being  less  than  human.” 

— OSM  J — 

In  introducing  social  security  features  in  this 
country,  we  are  late  by  many  tests  but  by  no  test 
should  we  introduce,  with  the  beneficial  features, 
any  alien  philosophies  that  the  individual  should 
cease  his  struggle  for  economic  independence  of 
his  own  making  and  lean  on  the  state. — W.  J.  Gra- 
ham, vice  president,  Equitable  Life  Assurance 
Society. 


During  the  first  week  of  February,  the  17th 
annual  Ohio  Pastors’  Convention  was  held  in  Co- 
lumbus. 


Miscellaneous  “Isms’ 
Receive  Blessing  of 
Pastors’  Convention 


Ordinarily,  The 
Journal  would  have 
no  comments  on  the 
addresses  made  at 
that  gathering  and 
the  policies  advo- 
cated in  reports  and  resolutions  adopted. 

However,  since  those  members  of  the  clergy 
who  attended  the  Columbus  meeting  saw  fit  to 
ramble  into  fields  far  removed  from  preaching  the 
gospel,  including  medicine,  it  is  not  inappropriate 
for  The  Journal  to  make  a few  observations. 


H* 


If  the  press  has  accurately  reported  the  pro- 
ceedings of  the  pastors’  confab — and  we  believe 
it  has — on  the  first  day  of  the  meeting  those  as- 
sembled were  given  a picture  of  Soviet  Russia  by 
a minister  who  had  recently  returned  from  that 
country  and  in  which  address  “the  colossal 
achievements  of  Russia  toward  the  education  of 
the  masses  were  graphically  told”. 

The  following  statement  also  is  attributed  to 
the  same  speaker: 

“Their  hope  in  Russia  is  that  everyone  will  be  an 
engineer.  They  would  like  to  discount  art,  culture 
and  the  ministry.  The  only  profession  they  care 
about  is  medicine,  and  they  hope  that  men  in  this 
profession  will  be  sanitary  engineers  rather  than 
practicing  physicians.” 

^ ^ 


Having  established  the  Russian  setting  for  its 
deliberations,  the  convention  then  got  down  to 
real  business  and  adopted  a resolution  endorsing 
certain  principles  advocated  by  the  Communist 
Party. 

Quoting  from  the  resolution : 

“To  the  extent  that  Communism  advocating 
social  justice,  economic  security,  the  abolishment 
of  unemployment  and  poverty,  economic  planning, 
leisure  and  culture  for  all,  and  the  social  control 
of  the  means  of  production  and  distribution,  it 
stands  in  agreement  with  Christian  social  ethics.” 

The  objectional  features  of  Communism,  the 
resolution  said,  are:  “Dictatorship,  supression  of 
political  liberty,  use  of  violence,  and  its  atheistic 
doctrines”. 

* * * 


Passing  from  Soviet  Russia  to  a study  of 
economic  and  social  schemes  being  tried  out  in 
America,  the  pastors  “urged  a deep  study  of  the 
cooperative  movement  and  asked  that  pastors 
support  it  because: 

“1.  We  believe  this  movement  offers  a gradual, 
non-violent  democratic  method  of  applying  the 
principles  of  brotherhood  in  the  economic  field. 

“2.  It  emphasizes  human  values  as  superior  to 
material  values  and  advocates  production  and  dis- 
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tribution  for  use  and  service  instead  of  for  in- 
dividual profit. 

“3.  In  the  words  of  Kagawa,  it  provides  the 
economic  foundations  of  world  peace”. 

* * * 

Having  disposed  of  these  serious  questions,  the 
convention  turned  its  attention  to  denouncing  the 
College  of  Medicine,  Ohio  State  University,  for 
alleged  racial  discrimination,  charging  that 
Negroes  are  denied  training  in  nursing  and  medi- 
cal internships  and  that  as  a result  there  is  a 
shortage  of  Negro  physicians  in  Ohio  because 
“the  state  will  not  permit  a graduate  of  a medical 
school  to  practice  in  Ohio  who  has  not  served  one 
year  as  an  interne  in  a hospital”. 

After  officials  of  the  College  of  Medicine  were 
informed  of  this  action  and  a conference  was 
held  (something  which  was  not  done  before  the 
charges  were  aired)  the  convention  discovered  the 
following  inaccuracies  in  the  report: 

1.  Hospital  internship  is  not  required  in  Ohio 
from  those  applying  for  licenses  to  practice 
medicine  and  surgery  in  this  state  and  selection  of 
internes  is  a responsibility  of  individual  hospitals. 

2.  Nurse  training  is  not  administered  by  the 
College  of  Medicine. 

3.  There  are  five  Negro  students  in  the  College 
of  Medicine  and  each  has  flatly  denied  he  has  at 
any  time  been  the  victim  of  discrimination. 

5&r 

The  Journal  has  no  comments  to  make  relative 
to  the  pronouncements  made  by  the  Pastors’  Con- 
vention, except  to  suggest  that  the  next  conven- 
tion make  an  effort  to  secure  facts  before  it  reso- 
lutes; that  those  who  attended  the  1936 
gathering  stop,  look  and  listen  before  they  take 
additional  steps  to  make  the  church  and  the  pul- 
pit the  mouthpiece  of  proponents  of  questionable 
social  and  economic  doctrines;  and  that  they  heed 
the  advice  of  some  of  their  colleagues. 

We  suggest  that  they  digest  the  following  state- 
ment by  Rev.  Dr.  John  McDowell,  distinguished 
Presbyterian  clergyman : 

“Christ  was  not  a deviser  of  a social  system  but 
the  maker  of  Christian  life  and  character  . . . 
The  attempt  to  identify  the  Christian  Church  with 
a theory  of  individualism  or  socialism  or  any 
other  ‘isms’  is  wrong,  for  the  church  is  not 
bound  by  any  economic  theory  or  political  system. 
Beyond  the  affirmation  of  the  principle  that  in- 
dustry should  be  conducted  not  for  profit  only 
but  as  a service  to  the  community  and  that  those 
who  engage  in  it  should  not  regard  themselves  as 
opponents  but  as  partners,  the  church  cannot  go.” 

Moreover,  it  is  recommended  they  study  the  fol- 
lowing pronouncement  made  by  a group  of  dis- 
tinguished Methodist  laymen: 

“Between  the  philosophy  of  Christianity,  with 
its  emphasis  upon  the  personal  relationship  and 
responsibility  of  man  to  man  and  man  to  God, 
and  the  philosophy  of  economic  determinism, 
which  relates  all  human  happiness  to  economic 
rewards,  we  feel  that  there  is  essential  and  in- 


evitable conflict.  Therefore,  it  is  the  sense  of  this 
group  that,  when  the  pulpit  and  the  religious 
press  substitute  economic  and  social  systems  for 
the  Christian  ideal  of  individual  responsibility 
and  freedom  of  choice,  they  are  losing  sight  of 
their  fundamental  objectives.” 

In  conclusion,  we  suggest  that  they  analyze  the 
following  curt  reply  of  the  editor  of  Nation's 
Business  to  the  statements  and  activities  of  cer- 
tain churchmen  in  promotion  of  consumers’  co- 
operatives : 

“To  serve  Christ,  then,  substitute  a cooperative 
shop  for  the  individual  merchant  fighting  to  make 
a living  and  rear  a family.” 

— OSMJ  — 


Too  often  the  physician  does  not  realize  to  what 
use  his  opinion  will  be  put,  and  if  his  opinion  is 
not  based  upon  sound  foundations  it  will  come 
back  to  embarrass  him  and  discredit  his  profes- 
sion.— E.  B.  H.  in  West  Virginia  Medical  Journal. 

— OSMJ  — 


In  California  from  which  come  oranges,  roses 
and  strange  ideas,  a survey  is  being  conducted  by 
the  California  State  Medical  Association  on  the 

question  of  health 

Interesting  Data  Secured  insurance- 

Questionnaires 

have  been  sent  to 
on  Health  Insurance  all  licensed  physi- 
cians in  the  state 

holding  the  degree  of  doctor  of  medicine. 

The  tabulation  of  the  first  returns,  published  in 


Calif omia  and  Western  Medicine,  is  interesting. 
It  follows: 

QUESTION  YES  NO 

1.  Shall  the  California  Medical  Asso- 
ciation endorse  any  legislative 
change  in  the  present  system  of 

medical  practice  1162  1947 

2.  Are  you  in  favor  of  compulsory 

health  insurance? 848  2645 

3.  Are  you  in  favor  of  voluntary 

health  insurance....?  1630  1130 

(a)  Voluntary  health  insurance 
carried  on  by  the  State  of 
California?  282  685 


(b)  Voluntary  health  insurance 
carried  on  by  lay  companies 

under  legislative  control?....  255  677 

(c)  Voluntary  health  insurance 
carried  on  by  some  form  of 
organization  of  licensed 
physicians  of  California 

created  by  legislation? 2569  803 

* * * 


in  California  Survey 


When  the  above  returns  are  reduced  to  per- 
centages they  show  of  the  3109  physicians  voting 
so  far  on  Question  No.  1,  37  per  cent  are  in  favor 
and  63  per  cent  against  changes  in  the  present 
system  of  medical  practice.  Of  the  3493  physi- 
cians voting  on  Question  No.  2 (compulsory 
health  insurance),  76  per  cent  are  against  and  24 
per  cent  in  favor  of  it.  Of  the  2760  physicians 
voting  on  Question  No.  3,  58  per  cent  favor 
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voluntary  health  insurance  and  41  per  cent  oppose 
it. 

Those  seeking  this  information  doubtless  will 
find  out  what  they  should  have  known  before  the 
survey  started:  That  the  majority  of  physicians 
of  California  are  just  as  smart  as  those  of  any 
other  state  and  because  they  are,  they  are  op- 
posed to  mixing  “isms”  and  the  practice  of  medi- 
cine and  medical  service. 

— OSMJ  — 

Until  the  principle  of  government  competition 
in  business  with  private  individuals  or  corpora- 
tions is  generally  accepted,  the  policy  of  private 
patients  in  private  hospitals  should  be  maintained. 
— N.  W.  Faxon,  M.D.,  hospital  executive. 

— OSMJ  — 

The  following  letter  from  State  Superintendent 
of  Insurance  Robert  L.  Bowen  to  the  Ohio  Asso- 
sociation  of  Insurance  Agents,  published  in  a re- 
cent issue  of  the  bul- 
letin of  that  organi- 
zaiton,  should  be  of 
interest  to  all  Ohio 
physicians : 

“We  are  enclosing 
for  your  information  a copy  of  the  letter  sent  to 
the  various  insurance  departments,  commission- 
ers, and  insurance  magazines,  asking  their  co- 
operation in  stamping  out  the  evil  of  unauthorized 
insurance. 

“We  suggest  that  in  your  next  bulletin  you  call 
the  attention  of  all  of  the  members  of  your  Asso- 
ciation to  this  matter  and  ask  them  to  be  on  the 
alert  for  advertisements  in  newspapers  or  over 
the  radio,  of  any  company  not  authorized  to  do 
business  in  this  State.  We  would  also  appreciate 
any  information  which  you  may  have  of  any  in- 
dividual actually  soliciting  insurance  in  un- 
authorized companies  in  their  respective  localities. 

“The  Division  of  Insurance  of  the  State  of  Ohio 
deplores  the  fact  that  so  many  of  its  citizens  are 
being  ‘gypped’  by  these  ‘fly-by-night’  alleged  in- 
surance companies,  who,  annually,  take  out  of 
Ohio,  hundreds  of  thousands  of  dollars  in  prem- 
iums and  pay  so  little  in  return  in  the  way  of 
benefits  or  losses.  We  are  constantly  importuned 
by  misled  and  disgruntled  policyholders  to  do 
something  about  this  situation,  but  due  to  the  fact 
that  we  have  no  jurisdiction  over  these  companies 
and  associations,  we  are  helpless  to  render  any 
assistance  to  these  misguided  policyholders. 

“We  trust  that  we  may  have  your  whole- 
hearted cooperation  in  stamping  out  this  evil.” 

Unfortunately,  the  record  shows  that  the  num- 
ber of  physicians  among  the  victims  of  the  “fly- 
by-night”  insurance  companies  is  quite  large. 

After  reading  the  advice  and  warning  of  Super- 
intendent Bowen,  a physician  should  certainly  not 
be  foolish  enough  to  enter  into  an  insurance  con- 
tract with  any  company  until  he  has  made  a com- 
plete investigation  of  its  standing  and  reputation. 

— OSMJ  — 

To  tell  the  truth  99  per  cent  of  all  our  citizens 
have  not  the  slightest  idea  of  what  is  going  on  in 
the  world. — Hendrik  W.  Van  Loon  in  Today. 


Division  of  Insurance 
Issues  Warning  on 
Gyp  Companies 


If  entered  in  the  “Tall  Story”  contest  for  1935, 
the  following  article  which  appeared  in  The  Bul- 
letin of  the  Toledo  Academy  of  Medicine  recently, 

would  undoubted- 

Duck  Hunting  or  “ The  ly  win  a prize. 

Parable  of  the  For  our  Pur' 

Forgetful  Physician ” r'ose,;«e  w'" 

° J J it,  “The  Parable 


of  the  Forgetful  Physician”: 

“A  member  of  the  Academy  of  Medicine  who 
is  somewhat  careless  of  his  society  dues,  went 
duck  hunting,  so  we  are  told.  By  accident  he  got 
his  clothes  drenched  and  he  crawled  under  an 
abandoned  shack  to  escape  the  chill  winds.  He 
wriggled  himself  under  the  building  to  find  a 
sheltered  place  but  when  he  tried  to  crawl  out 
found  himself  so  pinioned  he  could  not  move.  He 
twisted  about  until  exhausted,  he  called  for  help 
but  none  came  and  as  the  chilly  night  came  on  he 
feared  he  might  die  from  exposure.  Panic  seized 
his  troubled  mind  and  in  his  fright  all  life’s  short- 
comings flashed  through  his  mind  and  with  them 
the  fact  that  he  had  not  paid  his  medical  society 
dues.  That  made  him  feel  so  small  that  he  easily 
slipped  out  of  his  imprisonment.  He  sent  in  his 
check  that  night.” 


— OSMJ  — 


The  vital  question  is  not  who  will  rule  America 
but  who  will  represent  America.  Shall  we  nurture 
a class-conscious  breed  of  experts  to  plan  every 
man’s  life,  or  shall  we,  as  in  the  past,  count  upon 
the  native  intelligence  and  common  sense  that 
have  always  been  credited  to  America? — Merle 
Thorpe,  in  Nation’s  Business. 

— OSMJ  — 


In  some  localities  physicians  and  public  health 
officials  have  been  unable  to  agree  on  the  subject 
of  school  health  examinations.  Some  officials 

favor  complete  phy- 
sical examinations 
for  the  students  by 
school  physicians. 
Others  believe  that 
this  should  be  done 
by  the  family  physician  in  his  office,  restricting 
the  examinations  made  by  the  school  physicians 
to  “medical  inspections.” 

According  to  a recent  issue  of  the  Ohio  Health 
News,  the  Committee  on  School  Health  and 
School  Health  Education  of  the  American  Acad- 
emy of  Pediatrics  has  issued  a report  which  con- 
tains some  interesting  observations  of  this  sub- 
ject. 

The  Committee  submitted  a questionnaire  to  30 
of  the  country’s  leading  public  health  adminis- 
trators and  physicians  who  have  had  long  ex- 
perience in  school  health  work. 

The  following  resume  of  the  replies  to  that 
questionnaire  reveal  a rather  general  agreement 
on  the  several  important  questions  involved: 

1.  “Is  it  economically-  possible  to  give  a real 


School  Health 
Examination  Issues 
Aired  in  Report 
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periodic  health  examination  in  the  school?”  There 
was  an  almost  unanimous  agreement  that  it  is  not 
the  purpose  of  the  schools  to  provide  real  periodic 
health  examinations,  desirable  as  these  may  be 
from  the  standpoint  of  each  individual  pupil. 
The  inspection  for  communicable  diseases  and  for 
real  handicaps  which  interfere  with  education  are 
justifiable  and  within  the  economic  limitations 
allowable  for  health  services  placed  in  any  educa- 
tional program. 

2.  “Is  the  work  now  being  done  in  public 
schools  a worthy  example  of  real  medical  ser- 
vice?” The  preponderant  opinion  was  that  it  is 
not  educationally  sound,  in  that  it  does  not  repre- 
sent typical  medical  service  such  as  can  be  found 
in  hospitals  and  in  the  private  office  of  the 
physician. 

3.  “Is  the  average  school  physician  competent 
and  prepared  to  pass  upon  the  soundness  of  the 
subject  matter  used  in  health  education?”  The 
agreement  on  this  question  was  preponderantly 
that  he  is  not. 

It  was  the  opinion  of  the  committee  that  there 
should  be  an  examination  of  all  children  entering 
public  school  and  also  high  school,  and  that  more 
careful  supervision  of  children  in  the  pre-school 
group  should  be  advocated. 

To  accomplish  this  the  committee  recommended 
that  some  organized  effort  be  made  whereby 
private  physicians  will  provide  a practical  pro- 
gram that  will  take  care  of  children  at  all 
economic  levels.  It  suggested  that  county  medical 
societies  take  charge  of  the  plan  for  providing 
this  opportunity  for  pre-school  supervision. 

— OSMJ  — 


Another  chapter  was  written  recently  in  the 
famous  Ross-Loos  expulsion  case  in  California 
when  the  Judicial  Council  of  the  American  Medi- 

c a 1 Association 
Ross-Loos  Case  Example  sustained  the  ap- 

of  Bad  Procedure  m ald  Ross  and  Dr. 

Disciplinary  Action  H.  Clifford  Loos 

from  the  decision 
of  the  Council  of  the  California  State  Medical 
Association  which  had  upheld  the  Los  Angeles 
County  Medical  Society  in  expelling  them  from 
membership  for  alleged  unethical  practices  in  con- 
nection with  the  operation  of  their  clinic. 

The  Judicial  Council  of  the  A.M.A.  found  that 
Drs.  Ross  and  Loos  were  brought  to  trial  with  no 
definite  knowledge  of  what  they  were  charged 
with;  they  had  no  adequate  opportunity  to  defend 
themselves;  they  were  expelled  for  some  unknown 
act  not  appearing  in  the  charges;  and,  they  did 
not  have  a fair  trial. 

The  Judicial  Council,  through  constitutional 
prohibitions,  did  not  review  the  merits  of  the  case 
or  express  an  opinion  as  to  the  guilt  or  innocence 
of  the  accused. 

There  are  two  points  in  the  Ross-Loos  contro- 
versy of  particular  importance: 

1.  -The  disciplinary  action  taken  against  Drs. 
Ross  and  Loos  apparently  was  handled  in  an  in- 
efficient and  slip-shod  manner  and  not  in  con- 


formity with  the  provisions  of  the  Constitution 
and  By-Laws  of  the  Los  Angeles  County  Medical 
Society  and  the  California  State  Medical  Asso- 
ciation. 

2.  Through  carelessness  an  opportunity  to 
bring  about  a final  solution  to  a serious  problem 
in  ethics  and  professional  relations  was  muffed. 

The  ultimate  outcome  of  this  famous  case 
should  serve  as  a warning  to  other  medical  so- 
cieties. 

Disciplinary  action  is  an  essential  function  of 
medical  organization.  In  this  day  of  commercial- 
ism and  looseness  in  ethics,  it  should  be  resorted 
to  more  frequently  than  is  customary. 

However,  action  of  this  character  must  be 
handled  carefully  and  efficiently.  The  prosecuting 
society  must  be  sure  of  its  ground  and  its  facts 
before  it  proceeds.  Especially  it  must  make  cer- 
tain that  any  action  taken  follows  the  letter  and 
the  intent  of  the  constitution  and  by-laws  of  the 
society.  It  is  anything  but  flattering  for  a so- 
ciety to  be  over-ruled  by  higher  authority  simply 
because  it  has  been  careless  or  negligent  on  funda- 
mental matters. 


COMING  MEETINGS 


Ohio  State  Medical  Association,  Cleveland, 
October  7,  8,  9. 

American  Medical  Association,  Kansas  City, 
Mo.,  May  11-15. 

American — 

Academy  of  Opthalmology  and  Oto-Laryng- 
ology.  New  York,  Sept.  26-Oct.  3. 

Academy  of  Pediatrics,  Kansas  City,  Mo., 
May  11-12. 

Association  of  Obstetricians,  Gynecologists 
and  Abdominal  Surgeons,  Breton  Woods,  N.  H., 
September  14-16. 

Association  of  Pathologists  and  Bacteriolo- 
gists, Boston,  April  9-10. 

College  of  Physicians,  Detroit,  Mich.,  March 
2-6. 

College  of  Surgeons,  Philadelphia,  Pa.,  Octo- 
ber 19-23. 

Dermatological  Association,  Swampscott, 
Mass.,  June  4-6. 

Gastro-Enterological  Society,  Atlantic  City, 
N.  J.,  May  4-5. 

Hospital  Association,  Cleveland,  September 
28--October  2. 

Laryngological  Association,  Detroit,  May. 
Radium  Society,  Kansas  City,  Mo.,  May  11- 
12. 

National  Tuberculosis  Association,  New  Or- 
leans, La.,  April  22-25. 

Ohio  Hospital  Association,  Columbus,  April 
14-15. 

Southern  Medical  Association,  Baltimore,  Md., 
November  17-20. 
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IMPORTANT  NOTICE  TO  THOSE  WHOSE  DUES  ARE  UNPAID 

In  compliance  with  federal  postal  regulations,  the  names  of  all  physicians  who  have  not 
renewed  their  membership  in  the  Ohio  State  Medical  Association  through  the  payment  of 
1936  dues  must  be  removed  from  the  mailing  list  of  The  Ohio  State  Medical  Journal  after 
this  issue. 

You  do  not  want  this  to  happen  to  you.  If  you  are  on  the  “delinquent”  list,  transmit 
your  1936  dues  to  the  secretary-treasurer  of  your  medical  society  or  academy  immediately. 

The  enlarged  and  improved  Journal  is  just  one  of  the  many  benefits  you  will  be  without 
unless  your  1936  dues  are  paid  promptly,  for  as  you  know  only  members  in  good  standing — 
those  whose  dues  for  the  current  year  have  been  paid — are  entitled  to  share  in  the  activities 
of  medical  organization  and  receive  its  services. 

You  need  the  benefits  of  medical  organization  and  medical  organization  needs  your  ac- 
tive support. 

Pay  your  1936  dues  now! 


Annual  Founders’  Day  Program  at  College 
of  Medicine,  O.  S.  U.,  on 
March  6 and  7 

The  annual  Founders’  Day  Program  of  the 
Ohio  State  University  College  of  Medicine  will 
be  held  at  Columbus,  Friday  and  Saturday, 
March  6 and  7. 

Dr.  J.  H.  J.  Upham,  dean  of  the  College  of 
Medicine,  and  Dr.  Russell  G.  Means,  chairman  of 
the  Alumni  Relations  Committee,  have  extended 
a cordial  invitation  to  all  physicians  to  attend 
the  various  clinical  sessions  and  lectures. 

The  program  is  as  follows: 

FRIDAY,  MARCH  6 
8:00  A.  M.— 12:00  Noon 

Clinics — University  Hospital 

Program  Committee: — Dr.  H.  L.  Reinhart, 
Chairman. 

Dr.  V.  A.  Dodd,  Dr.  G.  I.  Nelson  and  Dr.  B. 
K.  Wiseman 

Clinics — St.  Francis  Hospital 

Program  Committee: — Dr.  Luke  Zartman, 
Chairman,  Dr.  I.  B.  Harris  and  Dr.  L.  H. 
VanBuskirk. 

1:30—4:30  P.  M. 

Symposium  on  Virus  Diseases — Campbell  Hall 

Department  of  Bacteriology,  N.  Paul  Hud- 
son, M.D.,  Chairman 

“The  Nature  and  Properties  of  Viruses”, 
F.  S.  Markham 

“Immunity  in  Virus  Diseases”,  W.  A. 
Starin 

“Interrelation  of  Studies  on  Viruses  of 
Human,  Animal  and  Plant  Hosts”,  J.  M. 
Birkeland 


“The  Susceptibility  of  Animals  to  Viruses, 
with  Special  Reference  to  the  Mamma- 
lian Fetus”,  Dr.  O.  C.  Woolpert. 

“The  Pathogenesis  and  Immunology  of 
Poliomyelitis”,  Dr.  N.  Paul  Hudson. 
Exhibits  of  the  Effect  of  Certain  Viruses 
on  Animals. 

8:00  P.M. 

Annual  Alpha  Omega  Alpha  Lecture — Campbell 
Hall 

“Anthony  van  Leuwenhoek  and  His  Micro- 
scopes”, by  Dr.  Carl  V.  Weller,  professor 
of  pathology,  University  of  Michigan 

SATURDAY,  MARCH  7 
9:00—11:30  A.  M. 

Joint  Meeting — Campbell  Hall 

“Mechanisms  of  Anemia”,  Dr.  Russell  L. 

Haden,  The  Cleveland  Clinic 
“History  of  Surgery”,  Dr.  Gatewood  of 
Chicago 

“Diabetes”,  Dr.  Martin  H.  Fischer  of  Cin- 
cinnati 

12:00  Noon 

Medical  College  Alumni  Association — Luncheon, 
Ballroom — Deshler-Wallick  Hotel.  Each 
class  to  have  a table.  Short  business 
meeting  following  luncheon. 

2:00  P.M. 

St.  Francis  Hospital,  Nurses’  Auditorium 

Special  Program  arranged  by  the  committee 

6:00  P.  M. 

Fraternity  Banquets 

Officers  of  the  Medical  College  Alumni  Associa- 
tion are:  Dr.  W.  H.  Martin,  Detroit,  Mich.,  presi- 
dent; Dr.  Henry  Lehrer,  Sandusky,  first  vice- 
president;  Dr.  Ralph  Holmes,  Chillicothe,  second 
vice-president  and  Dr.  Jonathan  Forman,  Colum- 
bus, secretary. 


COUNTY  COMMISSIONERS  ARE  KEY-MEN  IN  NEW  RELIEF  SET-UP 
AND  EXPENDITURE  OF  $11,500,000  OF  STATE  FUNDS 


ANEW  relief  set-up  in  which  local  political 
subdivisions  will  have  greater  responsibili- 
ties and  administrative  powers  than  they 
had  under  the  former  FERA  program  is  now  in 
operation  in  Ohio,  pursuant  to  the  provisions  of  a 
measure  enacted  by  the  State  Legislature  at  its 
recent  special  session. 

The  act,  which  will  expire  on  July  31,  1936,  un- 
less re-enacted,  makes  provision  for  work  relief 
and  direct  relief,  including  medical  and  hospital 
care  for  the  needy. 

Principal  features  of  the  act  and  new  set-up 
are: 

1.  Appropriation  of  $11,500,000  from  state 
funds  to  be  allocated  to  counties  in  compliance 
with  a budgetary  formula,  based  on  relief  ex- 
penditures of  the  respective  counties  during  the 
first  six  months  of  1933. 

2.  Provision  for  appointment  of  a four-mem- 
ber, salaried  State  Relief  Commission  to  adminis- 
ter the  funds  appropriated. 

Members  of  the  Commission,  appointed  by  Gov- 
ernor Davey,  are:  Roy  L.  Wildermuth,  Columbus; 
Gomer  Jones,  Gallipolis;  Mrs.  E.  S.  Kiplinger, 
Toledo,  and  Frank  Kleinhenz,  Cleveland. 

3.  Delegates  to  the  board  of  county  commis- 
sioners in  each  county  full  responsibility  for  the 
expenditure  of  relief  funds  and  administration  of 
relief. 

However,  county  commissioners  may,  if  they 
desire,  carry  on  relief  activities  through  the  duly 
authorized  officials  of  municipalities,  townships 
and  school  districts  in  their  respective  counties. 

4.  Administrative  costs  shall  not  exceed  5 per 
cent  of  the  total  monthly  appropriation  for  all  re- 
lief purposes. 

5.  After  June  1,  1936,  each  county  will  be  re- 
quired to  match  every  $3  granted  by  the  state  for 
relief  activities  with  $1  in  local  funds. 

6.  Responsibility  for  a survey  of  relief  needs 
and  administrative  procedure  is  delegated  to  the 
State  Auditor  who  will  in  turn  make  recommenda- 
tions to  the  State  Relief  Commission. 

7.  The  formula  under  which  relief  money  will 
be  distributed  is  based  on  population  and  ex- 
penditures from  January  to  June,  1933.  It  pro- 
vides that  no  county  may  spend  more  than  24  per 
cent  of  its  relief  money  in  January,  22  per  cent 
in  February,  18  per  cent  in  March,  12  per  cent  in 
April,  10  per  cent  in  May,  7 per  cent  in  June  and 
7 per  cent  in  July. 

The  feature  of  the  program  which  places  into 
the  hands  of  county  commissioners  the  responsi- 
bility and  power  to  handle  relief  funds  and  ad- 
minister relief  activities  is  important. 

Incidentally,  this  emphasizes  the  necessity  for 
close  contact  between  groups  interested  in  relief 


activities— such  as  the  medical  profession — and 
boards  of  county  commissioners  so  that  mutual 
problems  can  be  discussed  and  a thorough  under- 
standing developed  on  proper  relief  procedure. 

At  the  time  this  was  written,  the  new  State  Re- 
lief Commission  was  engaged  in  studying  ap- 
plications for  funds  from  the  various  counties  and 
making  allocations. 

It  is  not  known  definitely  what  recommendations, 
if  any,  will  be  made  by  the  Commission  with  re- 
spect to  relief  administration.  Some  in  close  touch 
with  the  situation  are  of  the  opinion  the  Commis- 
sion is  not  invested  with  powers  comparable  to  the 
old  relief  commission  or  the  centralized  FERA 
office  and  that  the  new  commission  will  confine  its 
work  principally  to  checking  budgets  and  allocat- 
ing funds,  leaving  administrative  procedure  and 
problems  to  county  commissioners  and  other  local 
officials. 

If  this  is  the  case,  it  is  important  that  the 
proper  committee  of  each  county  medical  society 
confer  with  the  county  commissioners  of  that 
county  immediately;  make  known  to  them  the 
viewpoints  of  the  medical  profession  on  medical 
relief  problems;  suggest  a program  for  carrying 
on  medical  service  for  the  poor;  cooperate  with 
the  commissioners  on  such  phases  of  the  local  re- 
lief program;  and  insist  that  medical  service  be 
included  in  the  budgets  submitted  in  applying  for 
state  relief  money. 

— OSMJ  — 

Banquet  Honoring  Dr.  Huston 

Dr.  Edwin  M.  Huston  was  guest-of-honor  at 
a dinner  sponsored  by  the  Montgomery  County 
Medical  Society  at  the  Biltmore  Hotel,  Dayton, 
January  24,  in  recognition  of  his  long  service  to 
the  medical  profession  and  to  the  community,  and 
in  honor  of  his  election  as  President-elect  of  the 
Ohio  State  Medical  Association. 

The  affair  was  attended  by  several  hundred 
physicians  from  Dayton  and  vicinity. 

Speakers  included  Dr.  Huston,  Dr.  Walter  M. 
Simpson  and  Dr.  C.  N.  Chrisman  of  Dayton,  and 
Dr.  Martin  Fischer,  Cincinnati.  Dr.  Charles  H. 
Tate,  Dayton,  was  master  of  ceremonies. 

— OSMJ  — 

Runnels’  Address  to  Be  Broadcast 

“Why  Women  Die,  and  What  Can  Be  Done 
About  It”,  is  the  subject  of  an  address  to  be 
given  by  Dr.  Scott  C.  Runnels,  Cleveland,  secre- 
tary of  The  Hospital  Obstetric  Society  of  Ohio, 
at  a meeting  of  the  City  Club,  Cleveland,  Satur- 
day, March  14,  at  1:00  P.  M.  Dr.  Runnels’  ad- 
dress will  be  broadcast  over  Cleveland  radio  sta- 
tion WHK,  wave  length  1390. 
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BEWARE  OF  THIS  TYPE  OF  COLLECTION  CONTRACT! 


For  and  in  consideration  of  the  services  to  be  rendered,  I or  We 

hereby  assign  to  you  for  Financing  or  Collecting,  at  your  discretion, 

the  attached  list  of  claims  legally  due  the  undersigned. 

I or  We  agree  to- allow  you  and  will  pay  you  the  following  in- 
dicated percentages  of  the  aggregate  amounts  listed: 

10  Percent  of  the  aggregate  on  accounts  less  than  0 mo.  old 

20  Percent  of  the  aggregate  on  accounts  G mo.  to  I yr.  old 

30  Percent  of  the  aggregate  on  accounts  over  1 year  old. 

For  and  in  consideration  of  the  above  terms,  the  above  Company 
will  endeavor  to  settle  all  liquid  or  collectible  claims  listed  with- 
in 90  days,  or  is  to  continue  their  efforts  on  these  claims  until 
settled  or  released  by  the  Company.  The  Company  agrees  to  release  all 
claims  not  in  the  proces  of  settlement  six  months  from  the  above  date, 
upon  written  request. 

The  service  charges  are  to  be  paid  or  retained  out  of  monies  ob- 
tained from  the  amount  listed. 

It  is  further  agreed  that  I or  We  will  remit  to  the  above  Com- 
pany, in  full,  on  the  day  I or  We  receive  payment  or  settlement  of  any 
claims  listed. 

I or  We  constitute  and  give  the  above  Company  full  power  and 
authorization  to  compound,  settle,  to  receive,  receipt  and  endorse 
checks,  notes  or  other  instruments  in  connection  with  the  listed  claims 
and  to  act  as  Attorney  in  Fact. 

No  agent  has  authority  to  alter  this  agreement,  to  make  any  verbal 
or  written  agreement  relative  to  terms  or  modes  of  handling  or  to 
receive  or  receipt  for  any  money  from  debtors  or  Client,  and  Company 
is  not  bound  by  any  stipulation  or  representation  not  embodied  herein. 

I have  read  and  fully  understand  the  above  conditions  and  terms. 
Name  of  Firm  Business  


Client’s  Signature - - Position 

Get  your  copy  NOW 

Street  Address Post  Office  


FOR  REASONS  WHY  A PHYSICIAN  SHOULD  NOT  SIGN  A CONTRACT  LIKE,  OR  SIMILAR 
TO,  THAT  PICTURED  ABOVE  AND  NOT  HAVE  ANY  DEALINGS  WITH  A COLLECTION 
AGENCY  WHICH  ISSUES  A CONTRACT  OF  THIS  CHARACTER 

SEE  PAGE  259 


COLLECTION  AGENCIES  WITH  CONTRACTS  SIMILAR  TO  THE  ONE 
SHOWN  ON  THE  OPPOSITE  PAGE  SHOULD  BE  SHUNNED 


DURING  the  past  few  months  the  State 
Headquarters  Office  has  received  an  un- 
usual number  of  complaints  from  physi- 
cians who  have  been  victimized  by  disreputable 
collection  agencies. 

On  the  opposite  page  appears  a photostatic  copy 
of  one  type  of  collection  agency  contracts  physi- 
cians should  NOT  sign. 

The  reasons  are  quite  apparent  after  the  con- 
tract is  dissected. 

First — The  assignment  clause  in  the  first  para- 
graph means  that  after  the  physician  has  turned 
these  accounts  over  to  the  company,  they  do  not 
belong  to  him. 

Second — The  company  has  full  control  of  all 
accounts  for  six  months  from  the  time  of  assign- 
ment, or  longer,  if  the  accounts  are  in  the  process 
of  settlement.  Whether  an  account  is  in  “process 
of  settlement”  would  be  determined  by  the  com- 
pany and  not  by  the  physician. 

Third — Percentages  allowed  for  collections  are 
based  on  the  amounts  of  the  accounts  assigned 
and  not  on  the  amounts  which  the  company  is 
able  to  collect.  For  example:  If  the  physician 
assigns  accounts  amounting  to  $100,  all  of  which 
are  more  than  one  year  old,  the  commisison  due 
the  company  would  be  $30,  even  if  it  collected 
nothing  on  these  accounts. 

Fourth — Any  money  received  by  the  physician 
direct  from  his  patients  as  partial  payment  on  a 
listed  account  must  be  forwarded  to  the  company 
under  the  terms  of  the  contract. 

Fifth — Commissions  are  deducted  from  amounts 
paid  directly  to  the  physician  on  the  same  basis 
as  amounts  paid  to  the  company. 

Sixth — The  contract  gives  the  company  full 
authorization  as  attorney-in-fact  to  file  suits  or 
take  any  other  action  it  wishes,  without  the 
physician’s  consent. 

Ordinarily  a physician  is  his  own  best  col- 
lector. For  bad  debts  requiring  the  services  of  a 
professional  collection  agency,  he  should  use  a 
reliable  company  of  established  reputation.  Bet- 
ter still,  he  may  use  some  well-known  legal  firm 
or  some  cooperative  merchants’  credit  and  col- 
lection bureau. 

It  is  not  necessary  for  him  to  fall  for  the 
promises  of  a silver-tongued  salesman  represent- 
ing a fly-by-night  concern,  whose  efforts  usually 
realize  little  for  the  physician,  except  the  ill-will 
of  patients  angered  by  strong-arm  methods  and 
insulting  letters. 

Members  of  the  medical  profession  have  been 
repeatedly  warned  in  previous  issues  of  The 
Journal  of  the  dangers  of  dealing  with  unreliable 
collection  agencies.  Recent  articles  on  this  sub- 
ject appeared  in  the  following  issues:  December, 


1935;  August,  1934;  December,  1932;  July,  1932; 
May,  1932  (Report  of  the  Committee  on  Medical 
Economics);  November,  1931;  September,  1931; 
November,  1930;  October,  1930;  July,  1930; 
March,  1930,  and  October,  1929. 

— OSM  J — 

Physicians  Must  Be  Reasonable  In  De- 
duction of  Sales  Tax  Payments 

It  will  be  recalled  that  the  article  published  in 
the  February  issue  of  The  Journal , pages  153-156, 
stated  that  a physician  may  deduct  sales  tax  pay- 
ments in  making  out  his  1936  federal  income 
tax  returns. 

Physicians  who  take  advantage  of  this  de- 
duction should  do  so  cautiously. 

No  blanket  definition  of  reasonable  deductions 
for  sales  tax  payments  has  been  issued  by  in- 
ternal revenue  officials. 

One  Ohio  internal  revenue  office  has  announced 
it  will  permit  a deduction  equal  to  one  and  one- 
half  per  cent  on  incomes  up  to  $10,000.  Officials 
in  the  other  internal  revenue  districts  have  not 
decided  on  any  arbitrary  rate  for  deductions. 

It  is  quite  likely  that  “reasonable”  deductions 
will  be  allowed  without  question. 

However,  amounts  which  appear  to  collectors  of 
internal  revenue  as  “unreasonable”  will  be  ques- 
tioned and  the  taxpayer  asked  to  substantiate  his 
claim  for  deductions  by  sales  slips  or  receipts — 
not  sales  tax  coupons. 

• — oSMJ  — 

Series  of  Lectures  on  Medical  History, 
Ethics  at  Western  Reserve 

The  faculty  of  the  School  of  Medicine,  Western 
Reserve  University,  has  announced  a series  of 
lectures  to  be  given  in  the  Institute  of  Pathology 
upon  historical,  ethical  and  sociological  aspects  of 
medicine.  These  lectures  will  be  addressed  espe- 
cally  to  first-year  students  but  the  topics  selected 
are  of  interest  to  all  medical  students. 

At  the  first  meeting  February  17,  Dr.  T.  Win- 
gate Todd  spoke  on  “Medicine  in  Ancient  Times”. 
The  schedule  of  future  lectures,  all  of  which  will 
begin  at  7:00  P.  M.,  follows: 

Tuesday,  March  3,  Medicine  in  the  Medieval 
Period,  Dr.  Howard  T.  Karsner;  Tuesday,  March 
17,  Medicine  Since  the  Renaissance,  Dr.  Harry 
Goldblatt;  Tuesday,  April  7,  Medicine  in  Amer- 
ica, Dr.  Carl  J.  Wiggers;  Tuesday,  April  14, 
Progress  in  the  Education  of  the  Physician,  with 
Especial  Reference  to  the  United  States,  Dr. 
Frederick  T.  Waite;  Tuesday,  April  21,  The 
Physician  in  Modern  Society,  Dr.  Joseph  T. 
Wearn;  Tuesday,  April  28,  Medical  Ethics:  Their 
Origin  and  Purpose,  Dr.  Carl  H.  Lenhart. 
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TAXATION  OF  PHYSICIANS  AND  HOSPITALS  UNDER  FEDERAL 
SOCIAL  SECURITY  ACT  SUMMARIZED  IN  A.M.A.  MEMO 


TAXATION  of  physicians  and  hospitals 
under  the  Federal  Social  Security  Act  is 
the  subject  of  an  interesting  article  pre- 
pared by  the  Bureau  of  Legal  Medicine  and  Legis- 
lation of  the  American  Legislation,  and  reprinted 
herewith  for  the  information  of  Ohio  physicians. 

The  Social  Security  Act  imposes  no  taxes  on 
physicians  and  hospitals  as  such,  but  the  taxes 
that  it  imposes  on  employers  and  employes  affect 
in  those  relationships  physicians  and,  with  cer- 
tain exceptions,  hospitals.  No  taxes  are  imposed 
on  account  of  employment  by  or  in  the  service  of 
a hospital,  clinic  or  dispensary,  if  it  is  organized 
and  operated  exclusively  for  charitable,  scientific 
or  educational  purposes  and  no  part  of  its  net 
earnings  inure  to  the  benefit  of  any  private 
shareholder  or  individual.  Neither  such  an  in- 
stitution nor  physician  employed  by  it  are  liable 
for  taxes  on  account  of  salaries  or  fees  paid  or 
received.  But  a hospital,  clinic  or  dispensary,  or- 
ganized and  operated  for  profit,  is  taxable  even 
though  a profit  does  not  result  from  its  opera- 
tions. No  tax  is  imposed  on  an  employer  of  labor 
for  purely  domestic  service,  or  of  casual  labor  not 
in  the  course  of  the  employer’s  business,  or  of 
agricultural  labor,  or  of  labor  performed  by  per- 
sons 65  years  or  more  of  age.  The  taxes  im- 
posed by  the  act  apply  to  a physician  as  an  em- 
ployer, in  the  course  of  his  practice,  only  when  he 
has  one  or  more  persons  in  his  employ  in  con- 
nection with  his  professional  activities. 

Taxes  on  taxable  employers  are  imposed  in  two 
catagories,  (1)  taxes  on  all  employers  and  (2) 
taxes  on  employers  of  eight  or  more  persons,  sub- 
ject in  both  classes  to  the  exceptions  stated  above. 
An  employer  may  be  taxable  in  both  categories. 

Taxes  Payable  by  All  Employers. — Under  the 
caption  “Taxes  with  Respect  to  Employment”, 
title  VIII  of  the  act  imposes  an  excise  tax  on 
every  taxable  employer,  regardless  of  the  number 
of  persons  employed  by  him.  This  tax  is  a stated 
percentage  of  the  wages  paid  by  the  employer 
after  Dec.  31,  1936,  to  the  employe  or  employes  in 
his  service  after  that  date.  The  term  wages  in- 
cludes all  remuneration  paid  either  in  cash  or  in 
some  other  medium,  except  that  the  wages  of  an 
employe  are  not  subject  to  tax  as  to  that  portion 
which  exceeds  $3,000  a year.  The  tax  is  at  the 
rate  of  1 per  cent  of  the  wages  paid  with  respect 
to  employment  in  1937,  1938  and  1939.  In  1940, 
and  every  fourth  year  thereafter,  the  rate  in- 
creases 0.5  per  cent,  until  1949,  when  the  maxi- 
mum rate,  3 per  cent,  is  reached.  This  is  to  be  the 
fixed  rate  of  taxation  thereafter.  Under  this  title 
of  the  act,  but  not  under  the  title  next  following, 
discussed  below,  a correlated  income  tax  of  simi- 
larly varying  percentages  of  wages  received  is 


imposed  on  employes,  which  the  employer  must 
collect  and  pay  to  the  federal  government,  by  de- 
ductions from  wages  when  and  as  he  pays  them. 

The  taxes  collected  under  title  VIII  of  the 
Social  Security  Act,  described  above,  are  intended 
to  be  used  for  the  payment  of  the  federal  old  age 
benefits  authorized  by  title  II  of  the  act.  Em- 
ployes of  hospitals,  clinics  and  dispensaries  who 
are  not  taxed  under  title  VIII  of  the  act  are  not 
entitled  to  such  benefits.  As  taxes  under  this  title 
are  not  payable  on  account  of  employment  during 
the  year  1936,  more  detailed  consideration  of  them 
can  be  postponed  until  a later  date. 

Taxes  Payable  by  Employers  of  Eight  or  More. 
— Under  the  caption  “Tax  on  Employers  of  Eight 
or  More”,  title  IX  of  the  Social  Security  Act  im- 
poses on  every  employer  of  eight  or  more  persons, 
except  those  within  the  exempted  classes  de- 
scribed above,  an  excise  tax  with  respect  to  em- 
ployment. In  this  case,  however,  the  tax  is  to  be 
levied  on  the  entire  wage  of  the  employe,  regard- 
less of  its  amount;  a salary  and  bonus  of  $250,000 
a year  is  taxed  at  the  same  rate  as  is  a wage  of 
$500  a year.  This  tax  during  the  calendar  year 
1936  is  at  the  rate  of  1 per  cent  of  the  total  wages 
paid  by  the  employer;  in  1937  it  is  to  be  2 per  cent 
and  every  year  thereafter  3 per  cent.  The  taxes 
collected  under  this  title  of  the  act,  and  similar 
taxes  raised  by  the  several  states,  are  to  be  used 
for  the  payment  in  cash  of  unemployment  benefits 
to  eligible  unemployed  workers,  in  accordance 
with  the  terms  of  state  unemployment  laws. 

The  taxpayer  under  this  title  is  entitled  to  take 
credit  each  year  against  the  federal  taxes  payable 
by  him  under  title  IX  of  the  Social  Security  Act, 
for  the  amount  he  has  paid  on  account  of  unem- 
ployment benefits,  during  the  corresponding  tax- 
able year,  into  a state  unemployment  fund,  if  the 
state  law  under  which  these  payments  have  been 
made  is  acceptable  to  the  Social  Security  Board; 
except  that  the  credit  claimed  by  the  taxpayer 
cannot  exceed  90  per  cent  of  the  federal  tax  and 
no  part  of  a contribution  that  an  employer  has 
made  to  a state  unemployment  fund  can  be  used 
as  a credit  against  the  federal  tax  if  the  employer 
has  deducted  or  proposes  to  deduct  it  from  the 
wages  of  his  employes.  If  the  Federal  Social 
Security  Board  declines  to  approve  a state  un- 
employment insurance  law,  or  if  a state  has  no 
such  law,  the  entire  tax  paid  by  employers  in  that 
state  under  this  title  goes  into  the  federal  treas- 
ury, and  no  unemployed  person  in  that  state  re- 
ceives any  benefit  under  this  title. 

Regulations  Governing  Collection  of  Taxes. — 
The  Commissioner  of  Internal  Revenue  is  au- 
thorized to  promulgate  such  regulations  as  may 
be  necessary  to  facilitate  the  collection  of  the 
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taxes  imposed  by  the  Social  Security  Act.  Under 
title  IX,  imposing  taxes  on  employers  of  eight  or 
more  employes,  proper  records  of  salaries  and 
wages  paid  during  the  current  calendar  year  1936 
must  be  kept,  but  no  tax  is  payable  until  Jan.  31, 
1937,  and  the  tax  on  salaries  and  wages  paid  in 
the  tax  year  1936  can  then  be  paid  in  a lump  sum 
or  in  four  equal  quarterly  installments,  as  a tax- 
payer elects.  The  pertinent  part  of  the  regulations 
issued  by  the  commissioner  with  respect  to  the 
records  to  be  kept  under  title  IX  is  appended. 
These  regulations  prescribe  no  particular  method 
of  accounting  or  record  keeping;  it  is  sufficient 
that  they  clearly  and  accurately  show  the  required 
information.  Forms  to  facilitate  the  keeping  of 
such  records  are  now  on  the  market,  and  since  the 
accounting  problems  confronting  physicians  and 
hospitals  as  employers  differ  in  no  way  from 
similar  problems  confronting  other  employers,  no 
effort  is  made  here  to  advise  or  suggest  forms 
for  use. 

Recent  decisions  of  the  United  States  Supreme 
Court  cast  doubt  on  the  constitutionality  of  the 
Social  Security  Act,  in  part  or  in  its  entirety.  It 
is  to  be  presumed  constitutional,  however,  until 
the  Supreme  Court  has  spoken,  and  until  that 
time  physicians  and  hospitals  affected  by  the  act 
will  do  well  to  follow  its  mandates  as  they  are 
now  written. 

Regulations  Issued  by  the  Commissioner  of  In- 
ternal Revenue. — “Art.  2.  ( a)  Every  person  sub- 
ject to  tax  under  the  act  shall,  during  the  cal- 
endar year  1936  or  any  calendar  year  thereafter, 
for  each  such  calendar  year,  keep  such  permanent 
records  as  are  necessary  to  establish : 

(1)  The  total  amount  of  remuneration  payable 
to  his  employes  in  cash  or  in  a medium  other  than 
cash,  showing  separately,  (a)  total  remuneration 
payable  with  respect  to  services  except  by  section 
907  (c),2  ( b ) total  remuneration  payable  with 
respect  to  services  performed  outside  of  the 
United  States,  (c)  total  remuneration  payable 
with  respect  to  all  other  services. 

(2)  The  amount  of  contributions  with  respect 
to  employment  during  the  calendar  year  paid  by 
him  into  any  state  unemployment  fund,  showing 
separately,  (a)  payments  made  and  not  deducted 
(or  deductible)  from  the  remuneration  of  em- 
ployes, ( b ) payments  made  and  deducted  (or  de- 
ductible) from  the  remuneration  of  employes,  (c) 
payments  made  with  respect  to  services  excepted 
by  section  907  (c). 

(3)  Such  other  information  as  will  enable  the 
commissioner  to  determine  whether  such  person 
is  subject  to  the  tax,  and,  if  subject  to  the  tax,  the 
amount  thereof. 

(5)  No  particular  method  of  accounting  or 
form  of  record  is  prescribed.  Each  person  may 
adopt  such  records  and  such  methods  of  account- 
ing as  may  best  meet  the  requirements  of  his  own 


business,  provided  that  they  clearly  and  accura- 
tely show  the  information  required  above,  and 
enable  him  to  make  a proper  return  on  the  pre- 
scribed form. 

(c)  Records  are  not  required  to  show  the  num- 
ber of  individuals  employed  on  any  day,  but  must 
show  the  total  amount  of  remuneration  actually 
paid  during  each  calendar  month  and  the  number 
of  individuals  employed  during  each  calendar 
month  or  during  each  such  lesser  period  as  the 
employer  may  elect. 

( cL ) Any  person  who  employs  individuals  during 
any  calendar  year  but  who  considers  that  he  is  not 
an  employer  subject  to  the  tax  . . . should  be  pre- 
pared to  establish  by  proper  records  (including, 
where  necessary,  records  of  the  number  of  persons 
employed  each  day)  that  he  is  not  an  employer 
subject  to  the  tax.” 

“Art.  3.  All  records  required  by  these  regula- 
tions shall  be  kept  safe  and  readily  accessible  at 
the  principal  place  of  business  of  the  person  re- 
quired to  keep  such  records,  or  at  such  other  place 
or  places  as  the  commissioner,  upon  written  ap- 
plication by  the  person  concerned,  may  approve. 
Such  records  shall  at  all  times  be  open  for  in- 
spection by  internal  revenue  officers,  and  shall  be 
preserved  for  a period  of  at  least  four  years  from 
the  due  date  of  the  tax  for  the  calendar  year  to 
which  they  relate.” 

— OSMJ  — 

Graduate  Course  in  Pediatrics  to  Be 
Given  in  Toledo 

The  Toledo  Academy  of  Medicine  has  an- 
nounced a post-graduate  course  on  “Practical 
Pediatrics”,  to  be  given  by  Dr.  A.  Graeme 
Mitchell,  professor  of  pediatrics,  University  of 
Cincinnati,  College  of  Medicine,  March  25,  26  and 
27  at  the  Academy  of  Medicine  Building. 

There  will  be  two  lectures  each  day,  one  in  the 
afternoon  and  the  other  in  the  evening.  The  sub- 
jects are: 

Can  the  Thymus  Gland  Produce  Symptoms? 

Practical  Aspects  of  Nutrition. 

What  are  the  Indications  for  Tonsillectomy? 

The  Clinician  looks  at  Nephritis. 

What  To  Do  and  What  Not  To  Do  for  Gastroen- 
teritis. 

Tuberculosis  and  the  Tuberculin  Reaction. 

A fee  of  $5  will  be  charged  for  the  entire 
series. 

— OSM  J — 

Dr.  Todd  Still  “In  the  Pink  ’ 

Dr.  J.  H.  Todd,  veteran  Wooster  physician  ob- 
served his  99th  birthday,  February  4,  by  arising 
at  7:30  to  “get  a good  start”  for  the  day.  Dr. 
Todd  is  a life  member  of  the  Wayne  County 
Medical  Society,  and  a member  of  the  State  As- 
sociation. 


X-RAYS,  HEREDITY  AND  EVOLUTION 

Interesting  Research  Projects  Involving  Use  of  Radiation  In  Speeding  Up 
Growth  of  Plants  and  Living  Creatures  Described  by  Botanist. 


THE  following  article,  written  by  Donald  C.  Peattie,  was  published  in  the  January  4,  1935, 
issue  of  the  publication  Today. 

It  not  only  describes  in  an  interesting  way  a number  of  important  research  projects,  but 
indicates  one  of  the  trends  of  modern  science  in  dealing  with  heredity,  sex-cells,  etc. 

Mr.  Peattie,  ranked  as  one  of  the  leading  botanists  and  naturalists  of  the  world,  is  a graduate 
of  the  University  of  Chicago  and  Harvard  University,  and  one  of  the  up-and-coming  scientific 
authors  of  the  day. 

Today  is  fortunate  in  having  been  privileged  to  publish  his  article  which,  it  is  felt,  will  prove 
interesting  to  readers  of  The  Journal. 

ARTIFICIAL  EVOLUTION  BY  X-RAYS 

By  Donald  C.  Peattie  (In  Today ) 


X-RAYS,  playing  on  the  sex-cells — on  the 
inviolable  sealed  orders  of  heredity — are 
changing  the  course  of  evolution.  Al- 
though something  of  a disappointment  in  cancer 
cure,  X-rays — those  captured,  concentrated  in- 
visible light-beams  from  the  cosmic  radiation — 
have  made  a revolution  in  biology,  speeding  up 
the  normal  rate  at  which  living  creatures  on  this 
planet  are  evolving  as  much  as  150  times. 

Radium,  high  temperatures  and  artificial  day- 
light are  also  being  called  in  to  the  most  promis- 
ing and  startling  new  development  in  any  of  the 
sciences  today.  Every  month  there  is  some  fresh 
news-break  in  the  new  field,  where  American 
scientists  race  against  the  Soviet  laboratories, 
and  against  all  previous  records  for  hastening 
destiny. 

As  a rule  the  regular  news  channels  are  months 
behind  on  the  latest  news,  because  scientists  don’t 
care  to  tell  what  they  are  up  to. 

But  the  new  streamlined,  high-speed  style  in 
controlled  evolution  is  no  longer  a dream.  It  is 
here. 

Dazzling  possibilities  are  opened  out  before 
man.  Nature  may  soon  be  working  for  him  as  a 
willing  slave,  just  as  electricity  is  now  his  cap- 
tured, tamed  lightning.  Men  may  eventually, 
reach  the  stage  where  they  can  alter  the  course 
of  their  own  destiny,  and  by  taking  thought  add 
to  their  stature,  or  eliminate  an  undesirable  “gene” 
as  the  scientists  call  it.  A gene  is  a heredity- 
carrying factor. 

YEARS  ago  a modest  man,  Professor  Her- 
mann J.  Muller  of  Austin,  Texas,  who  had 
been  interested  in  genetics  from  childhood, 
set  to  work  on  the  overworked  fruit  fly,  Droso- 
phila. This  is  the  creature  that,  rushing  from 
egg  to  sexual  maturity  in  two  weeks,  and  laying 


eggs  by  the  million  to  each  female,  has  forced  the 
guinea  pig  out  of  the  laboratories. 

Muller  discovered  that  when  X-rays  were  al- 
lowed to  penetrate  the  fertilized  Drosophila  eggs, 
insects  presently  resulted  that  were  so  different 
that  their  own  mothers  wouldn’t  have  known 
them.  And  they  bred  true;  they  didn’t  run  back 
to  the  normal  type.  New  species  were  being 
created. 

Freaks,  sports,  abnormalities,  evolutionary 
“jumps”  are  nothing  new  in  fruit  flies,  or  other 
animals. 

They  come  out  of  normal  matings.  But  only 
rarely.  Tens  of  thousands  of  normal  individuals 
may  have  only  one  slightly  freakish  or  new  varia- 
tion among  them.  What  caused  these  variants 
nobody  knew. 

In  fact,  it  was  the  fashion  up  to  a short  time 
ago  to  suppose  that  you  simply  could  not  escape 
your  heredity.  A man  may  leave  a will,  but  a 
lawyer  will  find  the  way  to  break  it  if  the  children 
wish. 

But  what  a man  leaves  his  son  and  daughter 
in  the  way  of  physical  heredity  is  a will  he  can- 
not alter  while  he  lives,  and  his  children  cannot 
refuse  to  accept  it,  nor  improve  it.  For  what  he 
leaves  them  is  the  sealed  orders  of  heredity  that 
are  locked  inside  the  chromosomes,  those  little 
rods  in  a faggot  at  the  nucleus  of  the  deep-buried 
sex  cells.  Environment  is  not  supposed,  by 
orthodox  Mendelians,  to  have  access  to  the 
chromosomes.  A color-blind  man  inherits  his  de- 
fect. No  art  school  can  ever  teach  him  to  tell  red 
from  green. 

❖ * ^ 

BUT  when  X-rays  began  to  do  deadly,  exciting 
things  to  chromosomes,  all  rules  were 
awash.  And  new  variations,  abnormalities 
and  freaks  cropped  up  at  once,  in  quantity.  It 
may  be  that  the  X-rays  that  are  found  in  the 
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regular  cosmic  radiation  have  been  causing  evolu- 
tion all  along.  Or  perhaps  have  not;  but  as  soon 
as  they  were  artificially  bundled  together  in  the 
laboratory,  concentrated  in  a tube,  they  made 
Drosophila  heredity  explode  and  shoot  off  fancy 
fireworks. 

Muller,  a typical  tight-mouthed  scientist,  kept 
all  his  discoveries  under  his  hat  for  eight  years. 
He  wasn’t  eager  to  run  and  tell  his  friends;  he 
was  only  afraid  the  news  would  leak  out  before 
he  was  sure  of  his  facts.  Toiling  nights  as  well 
as  days,  he  bred  flies  by  the  million,  let  loose 
every  sort  of  chemical  and  physical  force  on  them. 

He  cherished  his  freaks,  recorded  the  normali- 
ties as  painstakingly  as  the  exciting  variations. 

Then  when  he  knew  what  he  knew,  he  was 
ready  with  his  story.  Making  no  mystery  of  how 
he  accomplished  his  results,  he  invited  other 
workers  to  repeat  his  experiments.  They  did,  and 
the  answer  has  been  checked  and  double-checked. 
❖ * * 

IN  countries  all  over  the  world  Muller’s  meth- 
ods were  tried  out  on  all  sorts  of  creatures. 
The  General  Electric  Company  announces 
that  grapefruit  seeds,  exposed  to  X-rays,  make 
the  plant  leap  into  maturity,  rush  out  with 
startling  growth,  so  that  it  bears  flowers  when 
six  weeks  old. 

The  normal  citrus  grower  expects  to  wait  six 
years  for  the  first  returns. 

More  belladona  has  been  produced  in  the 
stramonium  plant  by  means  of  X-rays.  Down  in 
Missouri,  where  they  like  to  be  shown,  research 
workers  tried  Roentgen’s  famed  rays  on  barley, 
and  enormously  speeded  up  the  evolution  rate. 

In  California,  where  they  are  seldom  outdone, 
the  laboratory  lightning  has  been  let  loose  on 
tobacco-breedings. 

Soviet  scientists,  ambitious  to  work  miracles 
and  overtake  the  lead  of  the  West  in  one  stride, 
are  shooting  cosmic  rays  into  every  conceivable 
plant,  and  dabbling  with  radium,  artificial  day- 
lights and  forced  temperatures.  As  a theoretical 
bit  of  juggling,  one  wise  man  of  the  U.S.S.R.  has 
bombarded  fruit  flies  with  X-rays,  got  the  wildest 
changes  in  the  very  first  generations,  and  then  let 
loose  more  rays  on  these  and  in  the  next  genera- 
tion has  reversed  the  changes,  restoring  normality 
in  the  offspring. 

* * * 

THIS  may  prove  more  practical  than  it  looks. 
It  offers  a hope  of  undoing  mistakes. 

For  there  are  certain  to  be  mistakes. 
At  present  nobody  knows  precisely  what  will  hap- 
pen when  science  deflects  the  heredity  stream  in 
these  ways.  The  results  may  be  far  from  an  im- 
provement on  normality.  In  fact  they  are  fre- 
quently only  monstrous.  We  have  learned  to 
shoot  a new  gun,  but  we  are  still  aiming  in  the 
dark. 

The  new  science  is  in  a stage  about  like  that 


of  electricity  when  Franklin  played  with  light- 
ning. But  artificial  evolution  is  now  a fact.  And 
as  fast  as  it  comes  under  intelligent  control  it 
will  count  for  far  more  than  natural  evolution. 

— OSMJ  — 

Doctors  Schooled  in  Nazi  Beliefs 

According  to  newspaper  publicity,  doctors  in 
Germany,  many  of  whom  are  graduates  of  re- 
nowned universities  and  have  international  repu- 
tations, are  being  required  to  take  certain  grad- 
uate courses  to  acquire  the  Nazi  slant  on  con- 
ditions. It  has  been  decreed  by  the  Interior 
Ministry  that  between  Nov.  1,  1935,  and  April 
30,  1936,  the  younger  medical  group  must  take 
especial  short  courses  in  eugenics,  racial  matters 
and  Nazi  social  policies.  The  announced  purpose 
is  to  insure  a younger  generation  schooled  in 
such  subjects,  who  later  will  join  health  bureaus 
charged  with  carrying  out  the  Nazi  racial  ide- 
ology. Other  courses  in  unannounced  subjects  are 
being  conducted  for  the  physicians  in  communi- 
ties of  less  than  100,000  population,  so  arranged 
as  not  to  interfere  with  their  practice. 

It  is  averred  that  these  courses  are  intimately 
connected  with  Germany’s  rearmament  and  that 
the  doctors  are  being  instructed  as  to  their  duties 
in  event  of  war. 

A third  series  of  compulsory  courses  is  for 
those  departmental  doctors  employed  in  municipal 
offices  and  also  concerns  eugenics  and  Nazi  ideas 
of  race  purity.  This  group  pays  particular  atten- 
tion to  marital  problems — what  to  tell  couples  who 
apply  for  premarriage  examinations,  how  to  en- 
courage healthy  and  racially  sound  persons  to 
marry,  and  how  to  discourage  others. 

New  decrees  by  the  Federal  War  Ministry  re- 
quire medical  students  to  serve  one  year  in  the 
army  “because  one  cannot  become  a good  military 
doctor  without  having  himself  gone  through  the 
joys  and  suffering  of  a soldier”. — Pennsylvania 
Medical  Journal. 

— OSM  J — 

Surgeons  to  Meet  in  Louisville 

The  American  College  of  Surgeons  will  hold  a 
sectional  meeting  for  the  states  of  Ohio,  West 
Virginia,  Tennessee,  Virginia,  Missouri,  Illinois, 
Indiana  and  Kentucky,  in  Louisville,  Kentucky, 
March  19-20-21. 

Clinics  will  be  held  at  the  local  hospitals.  Spe- 
cial programs  by  leading  surgeons  and  hospital 
authorities  will  be  presented  at  the  Brown  Hotel, 
which  will  be  headquarters  for  the  session. 

Additional  information  may  be  obtained  by 
addressing  Dr.  A.  T.  McCormack,  secretary,  Ken- 
tucky State  Medical  Association,  532  West  Main 
St.,  Louisville,  Ky. 


cX"  IN  MEMORI AM  'N0 


James  Fairchild  Baldwin,  M.D.,  Columbus;  Jef- 
ferson Medical  College,  Philadelphia,  1874;  aged 
86;  member  and  former  President  of  the  Ohio 
State  Medical  Association,  Fellow  of  the  Ameri- 
can Medical  Association  and  member  of  the 
American  Association  of  Obstetricians,  Gynec- 
ologists and  Abdominal  Surgeons,  of  which  he  was 
president  in  1923;  died  January  20.  Dr.  Baldwin 
practiced  medicine  in  Columbus  for  61  years.  He 
was  one  of  the  organizers  of  the  Ohio  Medical 
University  in.  1890,  which  in  1907  united  with 
Starling  Medical  College  to  form  the  Starling- 
Ohio  Medical  College,  the  forerunner  of  the  Col- 
lege of  Medicine,  Ohio  State  University.  He  was 
professor  of  physiology  and  anatomy  at  Columbus 
Medical  College  from  1875-1882;  professor  of 
gynecology  and  also  chancellor  of  the  Ohio  Medi- 
cal University  from  1892-99.  In  1900  Dr.  Bald- 
win established  Grant  Hospital,  Columbus,  and 
was  its  chief -of-staff  at  the  time  of  his  death.  His 
presidency  of  the  Ohio  State  Medical  Association 
was  during  the  year  1919-20.  Dr.  Baldwin  con- 
tributed innumerable  articles  to  medical  publica- 
tions and  was  the  author  of  “Operative  Gynec- 
ology”, published  in  1898.  He  was  a member  of 
the  Masonic  Order  and  the  First  Congregational 
Church.  Surviving  are  his  widow,  four  daughters, 
and  two  sons,  one  of  whom  is  Dr.  Hugh  A.  Bald- 
win, Columbus. 

Arthur  H.  Buck,  M.D.,  Mansfield;  Columbus 
Medical  College,  1891;  aged  68;  died  January  31, 
following  a heart  attack.  Dr.  Buck  was  a native 
of  Morrow  County,  but  had  resided  in  Mansfield 
for  seven  years.  He  was  a member  of  the  First 
Methodist  Church.  Surviving  are  a son,  a sister 
and  a brother. 

George  McIntyre  Campbell,  M.D.,  Akron;  Uni- 
versity of  Western  Ontario  Medical  School,  Lon- 
don, Ontario,  1904;  aged  56;  member  of  the  Ohio 
State  Medical  Association  and  Fellow  of  the 
American  Medical  Association;  died  January  14. 
Dr.  Campbell  practiced  medicine  in  Akron  for  21 
years. 

Lee  Edward  Casey,  M.D.,  Minerva;  Cleveland 
University  of  Medicine  and  Surgery,  1895;  aged 
63;  died  January  27.  Dr.  Casey  was  prominent  in 
community  and  military  affairs,  having  attained 
the  rank  of  Lieutenant-Colonel  of  the  Medical 
Corps  of  the  U.  S.  Army  during  the  World  War. 
He  was  a member  of  the  Stark'  County  Reserve 
Officers’  Association.  His  widow  survives. 

Frederic  C.  Curtis,  M.D.,  Cleveland;  University 
of  Pennsylvania  School  of  Medicine,  Philadelphia, 
Pa.,  1899;  aged  64;  died  February  7,  following  a 
cerebral  hemorrhage.  Dr.  Curtis  practiced  in 
Cleveland  for  35  years.  He  was  a member  of  the 


Masonic  Order.  Surviving  are  his  widow,  a 
brother  and  a sister. 

Rockwell  B.  Hubbard,  M.D.,  Sandusky;  Eclectic 
Medical  College,  Cincinnati,  1884;  aged  80;  died 
February  10.  Dr.  Hubbard  located  in  Sandusky  in 
1896,  after  having  practiced  in  Hebron,  Indiana. 
He  is  survived  by  his  widow  and  a brother. 

Hazel  B.  Krumhar,  M.D.,  Cleveland;  Woman’s 
Medical  College,  Philadelphia,  1935;  died,  January 
22,  1936,  of  pneumonia.  Dr.  Krumhar  was  on  the 
intern  staff  at  City  Hospital,  and  was  an  intern 
member  of  the  Academy  of  Medicine  of  Cleveland. 
She  is  survived  by  her  parents  and  a sister. 

Francis  G.  Leonard,  M.D.,  Cleveland;  Ohio 
State  University  College  of  Medicine,  1910;  aged 
54;  member  of  the  Ohio  State  Medical  Association, 
Fellow  of  the  American  Medical  Association  and 
Fellow  of  the  American  College  of  Surgeons;  died 
February  5.  Dr.  Leonard  practiced  in  Cleveland 
for  24  years,  and  was  on  the  staff  at  St.  Luke’s 
Hospital.  Surviving  are  his  widow,  two  sons  and 
a daughter. 

Edward  L.  Linton,  M.D.,  Cleveland;  Baltimore 
Medical  College,  1898;  aged  64;  died  January  28. 
Dr.  Linton  practiced  in  Madison  County  for  38 
years.  He  is  survived  by  a brother  and  a step- 
brother. 

William  A.  Method,  M.D.,  Columbus;  Ohio 
Medical  University,  1906;  aged  55;  member  of  the 
Ohio  State  Medical  Association  and  the  American 
Medical  Association;  died  January  14  of  pneu- 
monia. Dr.  Method  had  practiced  in  Columbus  for 
30  years.  He  was  a member  of  St.  Paul’s  A.M.E. 
church,  and  several  colored  fraternal  organiza- 
tions. He  is  survived  by  his  widow  and  a son. 

Ulysses  G.  Murrell,  M.D.,  Wilmington;  Miami 
Medical  College,  Cincinnati,  1896;  aged  60;  died 
February  11,  following  a paralytic  stroke.  Dr. 
Murrell  was  a member  of  the  State  Senate  in 
1916-17,  and  from  1921-24  was  State  Registrar 
of  Vital  Statistics.  Dr.  Murrell  practiced  in  New 
Burlington  until  1905.  He  was  a member  of  the 
Elks  Lodge  and  the  Friends  Church.  Surviving 
are  his  widow,  two  daughters  and  a brother. 

Mark  O.  Pardee,  M.D.,  Franklin;  Cleveland 
Medical  College,  1895;  aged  68;  died  January  15. 
Dr.  Pardee  had  been  in  ill  health  for  two  years, 
but  prior  to  that  time  was  active  in  the  affairs  of 
Franklin  and  community  for  nearly  40  years. 
He  was  a member  of  the  Masonic  Lodge.  Sur- 
viving are  his  widow  and  three  daughters. 

Edmund  Shields,  M.D.,  Cincinnati;  Medical  Col- 
lege of  Ohio,  Cincinnati,  1889;  aged  72;  member 
of  the  Ohio  State  Medical  Association  and  Fellow 
of  the  American  Medical  Association;  died  De- 
cember 29,  of  a heart  ailment.  A native  of  Cler- 
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mont  County,  Dr.  Shields  had  been  in  active  prac- 
tice in  Cincinnati  for  46  years.  He  was  a member 
of  the  Masonic  Lodge.  His  widow  and  two  sons 
survive. 

Webster  S.  Smith,  M.D.,  Dayton;  Medical  Col- 
lege of  Ohio,  Cincinnati,  1880;  aged  80;  member 
of  the  Ohio  State  Medical  Association  and  Fel- 
low of  the  American  Medical  Association;  died 
January  30,  after  a short  illness.  Dr.  Smith  was 
a member  of  the  staff  of  the  Miami  Valley  Hos- 
pital for  25  years.  He  was  active  in  the  affairs 
of  the  Montgomery  County  Medical  Society,  hav- 
ing been  president  in  1902  and  had  served  many 
years  as  legislative  committeeman.  Surviving  are 
Dr.  C.  Sidney  Smith  and  another  son. 

Charles  F.  Talley,  M.D.,  Powell;  Miami  Medical 
College,  Cincinnati,  1886;  aged  72;  member  of  the 
Ohio  State  Medical  Association  and  Fellow  of  the 
American  Medical  Association;  died  February  8. 
Dr.  Talley  practiced  in  Delaware  County  for  many 
years.  In  1918  he  was  elected  as  a Republican  to 
represent  the  county  in  the  Ohio  House  of  Repre- 
sentatives, 83rd  General'  Assembly,  and  in  1920 
was  re-elected  to  serve  in  the  84th  General  As- 
sembly. A legislative  committeeman  for  the 
Delaware  County  Medical  Society  for  many  years, 
Dr.  Talley  continued  his  efforts  in  behalf  of  the 
medical  profession  and  the  cause  of  public  health 
during  his  service  in  the  Legislature.  He  was  the 
author  of  the  Talley-Chatfield  bill  which  was 
enacted  in  1921,  providing  state  supervisory  con- 
trol of  public  water  supplies  and  empowering  the 
State  Department  of  Health  to  require  improve- 
ment of  unsatisfactory  water  supplies  and  water- 
works systems.  Dr.  Talley  was  physician  at  the 
Girls’  Industrial  Home,  Delaware,  for  27  years. 
He  was  a member  of  the  Presbyterian  Church, 
Masonic  Order,  Elks,  Odd  Fellows  and  Knights  of 
Pythias.  He  is  survived  by  his  widow  and  two 
brothers. 

Henry  A.  Zinninger,  M.D.,  Hartville;  Starling 
Medical  College,  Columbus,  1892;  aged  73;  mem- 
ber of  the  Ohio  State  Medical  Association  and 
Fellow  of  the  American  Medical  Association;  died 
January  20.  Dr.  Zinninger  had  been  a practicing 
physician  for  45  years,  beginning  at  Paris,  later 
at  Lucerne,  Ind.,  and  at  Hartville  since  1918.  He 
was  a member  of  the  Masonic  Order  and  the  Can- 
ton Martin  Luther  Church.  Surviving  are  his 
widow,  two  daughters,  Dr.  George  F.  Zinninger, 
Canton,  and  two  other  brothers,  and  a sister. 

— OSMJ  — 

Detwiler  Hospital  Institute 

The  third  clinical  institute  for  the  year  1935-36 
was  held  at  the  DeEtte  Harrison  Detwiler  Mem- 
orial Hospital,  Wauseon,  February  13.  Dr.  H.  P. 
Doub,  roentgenologist  of  the  Henry  Ford  Hos- 
pital, Detroit,  Michigan,  was  the  speaker.  He 
presented  a clinic  of  interesting  cases  in  the 
morning,  and  lectured  on  “Diseases  and  Injuries 
of  the  Back  and  Injuries”,  in  the  afternoon. 


THE  MEDICAL 
BOOKSHELF 


A Textbook  of  Roentgenology.  The  Roentgen 
Ray  in  Diagnosis  and  Treatment,  by  Bede  J. 
Michael  Harrison,  M.B.,  Ch.M.,  D.M.R.E.,  F.A.C.R., 
director  of  department  of  roentgenology,  Van- 
couver General  Hospital;  roentgenologist  to  Van- 
couver Public  Health  Institute  for  Diseases  of  the 
Chest.  According  to  the  publishers,  this  book  pro- 
vides for  the  practitioner,  in  one  concise  volume 
a sufficient  basic  knowledge  of  roentgenology  to 
make  clear  just  what  are  the  possibilities  and 
advantages  of  the  use  of  X-ray  in  diagnosis  and 
in  treatment.  Buckram  binding.  888  pages,  238 
illustrations.  Price,  $10.00.  William  Wood  & 
Company,  Baltimore,  Md.,  publishers. 

Aids  to  Medicine,  by  J.  L.  Livingstone,  physi- 
cian to  King’s  College  Hospital;  assistant  physi- 
cian to  the  Hospital  for  Consumption  and  Diseases 
of  the  Chest,  Brompton,  England;  fifth  edition. 
Printed  in  England.  Designed  to  aid  students  in 
reviewing  or  practitioners  in  brushing  up.  422 
pages.  Price  $1.50.  William  Wood  & Co.,  Balti- 
more, Md.,  publishers. 

Glandular  Physiology  and  Therapy,  A sympos- 
ium prepared  under  the  auspices  of  the  Council 
on  Pharmacy  and  Chemistry  of  the  American 
Medical  Association.  Written  by  physicians  who 
have  made  outstanding  contributions  in  the 
endocrine  field,  this  book  aims  to  serve  the  prac- 
titioner as  a safe  and  informative  guide  on  prob- 
lems of  glandular  disturbance  and  in  cases  in- 
volving glandular  therapy.  Price  $2.50.  American 
Medical  Association,  535  North  Dearborn  Street, 
Chicago,  Illinois,  publishers. 

Annual  Report,  1935,  U.  S.  Public  Health  Ser- 
vice. For  sale  by  Superintendent  of  Documents, 
Washington,  D.  C.,  price  75  cents. 

You  Must  Eat  Meat,  by  Max  Ernest  Jutte,  M.D., 
formerly  lecturer  on  stomach  and  intestinal  dis- 
eases, New  York  Polyclinic  Medical  School: 
Fancies,  foibles,  and  facts  about  meat.  Price, 
$2.00.  G.  P.  Putnam’s  Sons,  New  York,  publishers. 

— oSM  J — 

Congress  of  Physical  Medicine 

The  Sixth  International  Congress  on  Physical 
Medicine  will  be  held  at  London  May  12-16,  1936. 
It  will  consist  of  sections  on  kinesitherapy,  physi- 
cal education,  hydrotherapy  and  climatotherapy, 
electrotherapy,  actinotherapy,  radiotherapy  and 
radium  therapy.  American  participants  will  sail 
from  New  York  May  2,  on  the  MV  Britannic  and 
return  May  31  on  the  SS  Transylvania.  Dr. 
Richard  Kovacs,  1100  Park  Ave.,  New  York,  is 
executive  of  the  American  Committee. 


cX*  BUCKEYE  NEWS  NOTES 


Toledo — Dr.  John  T.  Murphy  read  a paper  on 
“Cancer  of  the  Breast”  at  the  Mid  South  Post 
Graduate  Medical  Assembly  held  at  Memphis, 
Tennessee,  February  11-13. 

Columbus — Dr.  Charles  Pavey  spoke  on  “Ec- 
lampsia” at  the  February  meeting  of  the  Medi- 
cal Forum. 

Cincinnati — Officers  of  the  staff  of  Christ  Hos- 
pital for  1936  are  Dr.  G.  F.  McKim,  president; 
Dr.  D.  A.  Tucker,  Jr.,  vice-president,  and  Dr. 
C.  E.  Kiely,  secretary. 

Newark — “The  Prevention  of  Diseases  that 
are  Prevalent  Among  Young  People”,  was  the 
subject  discussed  by  Dr.  Fleek  Miller  at  a meet- 
ing of  the  Phalanx  fraternity  at  the  Y.M.C.A, 

Galion — Two  physicians  are  members  of  the 
local  board  of  education,  Dr.  Paul  A.  Murr,  pres- 
ident, and  Dr.  Clarence  Adams. 

Glouster — Dr.  E.  LeFever  has  filed  his  petition 
for  the  Republican  nomination  for  state  senator 
in  the  9th-14th  district.  Dr.  LeFever  formerly 
represented  the  district  for  several  terms  in  the 
State  Senate. 

Alliance — Staff  officers  of  City  Hospital  for 
1936  are:  Dr.  W.  G.  Siddall,  president;  Dr.  K.  E. 
Reighart,  vice-president;  Dr.  G.  0.  Thompson, 
secretary,  and  Dr.  P.  F.  King,  treasurer. 

Marion — Diseases  of  the  eye  and  their  contrib- 
uting causes  were  discussed  by  Dr.  E.  L.  Brady 
at  a recent  meeting  of  the  Pan-American  Medical 
Society.  Newly-elected  officers  are:  Dr.  J.  G. 

McNamara,  president;  Dr.  R.  T.  Morgan,  vice 
president;  Dr.  Robert  McMurray,  treasurer,  and 
Dr.  C.  L.  Pitcher,  Morrall,  secretary. 

Strasburg — Dr.  Chester  A.  Bennett  is  the  new 
health  commissioner  for  Tuscarawas  county. 

Akron — Officers  of  the  Childrens’  Hospital  staff 
for  1936  are:  Dr.  R.  F.  Drury,  chief;  Dr.  C.  C. 
Pinkerton,  vice-chief,  and  Dr.  A.  S.  McCormick, 
secretary. 

Franklin — Dr.  N.  A.  Hamilton  spoke  to  the 
Rotary  Club  on  “New  Things  in  Medicine  and 
Surgery”. 

Circleville — Dr.  Lloyd  Jonnes  has  been  ap- 
pointed supervisor  of  the  the  CCC  camps  in 
West  Virginia. 

Hamilton — “Preventive  Medicine  and  the  Value 
of  Immunization”,  was  the  subject  discussed  by 
Dr.  Mark  Millikin  at  a meeting  of  the  Parent- 
Teachers’  Association. 

Elyria — Dr.  J.  A.  Myers,  professor  of  pre- 
ventive medicine  and  public  health  in  the  Medi- 
cal School  of  the  University  of  Minnesota,  spoke 
on  “Tuberculosis”  at  a recent  public  meeting 
sponsored  by  the  Lorain  County  Medical  Society, 
the  Lorain  County  Tuberculosis  and  Health  As- 


sociation, with  the  cooperation  of  the  health  de- 
partments of  Lorain  and  Elyria,  and  Lorain 
County. 

New  Vienna — Dr.  L.  H.  Fullerton  has  been  re- 
elected president  of  the  city  council  for  1936. 

Columbus — The  River  Ridge  Riding  and  Polo 
Club  has  elected  Dr.  Wayne  Brehm  as  president. 

Youngstown — Dr.  J.  L.  Fisher  discussed  the 
“Field  of  Medicine”  in  the  vocational  series  pre- 
sented by  the  Y.  M.  C.  A. 

Marietta — Dr.  S.  A.  Cunningham  has  announced 
his  candidacy  for  the  Republican  nomination  for 
congressman  in  the  15th  Ohio  District. 

Berea — Dr.  Louis  J.  Karnosh,  Cleveland,  spoke 
on  “Organic  Background  for  Social  Crises”  at  a 
recent  meeting  in  the  Congregational  Church. 

Wilmington — “The  Circulation  of  the  Blood 
from  an  Engineering  Point  of  View”,  was  the  sub- 
ject of  an  address  made  by  Dr.  Robert  Conard  to 
the  Wilmington  College  Science  Club. 

Lewisburg — Dr.  E.  P.  Trittschuh  has  been 
elected  president  of  the  Preble  County  Board  of 
Education. 

Columbus — Dr.  Hugh  A.  Baldwin  has  been 
chosen  chief  of  staff  of  Grant  Hospital  by  the 
board  of  trustees,  succeeding  his  father,  the  late 
Dr.  James  F.  Baldwin. 

Mingo  Junction — Stockholders  of  the  Mingo  Na- 
tional Bank  have  elected  Dr.  F.  H.  Riney  as  presi- 
dent. 

Portsmouth — Dr.  Tunis  Nunemaker  addressed 
the  Parent-Teachers’  Association  on  “The  Child’s 
Mental  Health”. 

Lancaster — Announcement  has  been  made  of 
the  candidacy  of  Dr.  James  M.  Lantz  for  the 
Democratic  nomination  for  congressman  in  the 
11th  Ohio  district. 

McConnelsville — Dr.  C.  E.  Northrup  was  re- 
cently re-elected  county  health  commissioner. 

Ironton — “Magic,  Mystery  and  Medicine”,  was 
the  subject  discussed  by  Dr.  Anne  D.  Marting  at 
a recent  meeting  of  the  Rotary  Club. 

New  Philadelphia — The  executive  committee  of 
Union  Hospital  staff  consists  of  the  following: 
Dr.  D.  W.  Shumaker,  Dover,  president;  Dr. 
Charles  J.  Miller,  secretary,  Dr.  E.  C.  Davis  and 
Dr.  H.  E.  Reed,  Dover,  Dr.  B.  A.  Marquand,  Dr. 
H.  A.  Coleman  and  Dr.  E.  D.  Moore,  New  Phila- 
delphia. 

Lima — Dr.  R.  E.  Bushong,  superintendent  of 
Lima  State  Hospital  for  Criminal  Insane  spoke  on 
“Sterilization”  at  a meeting  of  the  Lima  Mental 
Hygiene  council. 

Youngstown — Dr.  Paul  J.  Fuzy  has  returned 
after  an  extended  absence  and  will  limit  his 
practice  to  proctology. 
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First  District 

(COUNCILOR:  PARKE  G.  SMITH,  M.D.,  CINCINNATI) 

CLERMONT 

Dr.  Robert  A.  Lyon,  assistant  professor  of 
pediatrics,  University  of  Cincinnati,  spoke  on 
“Recent  Advances  in  the  Treatment  of  Contagious 
Diseases”  at  a meeting  of  the  Clermont  County 
Medical  Society,  February  19,  at  the  home  of  Drs. 
Carl  and  Pearl  Minning,  Williamsburg. — J.  M. 
Coleman,  M.D.,  secretary. 

HAMILTON 

The  following  programs  were  presented  by  the 
Academy  of  Medicine  of  Cincinnati  during  Feb- 
ruary: 

February  4 — Dr.  Alton  Ochsner,  professor  of 
surgery,  Tulane  University,  New  Orleans,  La. 
“Treatment  of  Ileus  Occurring  Post-Operatively 
and  in  Association  with  Peritonitis”. 

February  11 — Joint  meeting  with  the  Cincinnati 
Dental  Society,  Dr.  John  J.  Shea,  Memphis,  Tenn. 
“Management  of  Fractures  of  the  Superior  Max- 
illa Extending  into  the  Alveolar  Process”. 

February  18 — Symposium  on  Hypertension — 
Dr.  Louis  G.  Herrmann,  “Physiological  Aspect”. 
Dr.  Clifford  Straehley,  “Medical  Aspect”.  Dr. 
Joseph  DeCourcy,  “Surgical  Treatment”.  Dr.  H. 
H.  Shook  acted  as  correlator. 

February  25 — Case  Reports — Dr.  George  Wm. 
McClure,  “Suprarenal  Virilism”.  Dr.  Robert  Biltz, 
“Staphylococcic  Meningitis  with  Abscess  Cured 
by  Intravenous  Injection  of  Gentian  Violet”.  Dr. 
Ernest  0.  Swartz,  “Vinegar  Cure”.  Dr.  Paul  W. 
Sutton,  “An  Unusual  Tumor  of  the  Thigh”.  Dr. 
Harvey  G.  McCandless,  “Management  of  a Par- 
alytic Bladder”. — Bulletin. 

Second  District 

(COUNCILOR:  D.  W.  HOGUE,  M.D.,  SPRINGFIELD) 

CHAMPAIGN 

Officers  of  the  Champaign  County  Medical  So- 
ciety for  1936  are:  President,  Dr.  L.  A.  Wood- 
burn;  president-elect,  Dr.  R.  T.  Henderson;  secre- 
tary-treasurer and  correspondent  for  The  Join~nal, 
Dr.  F.  E.  Lowry;  legislative  committeeman,  Dr. 
D.  C.  Houser;  medical  defense  committeeman,  Dr. 
N.  M.  Rhodes;  delegate,  Dr.  Houser;  alternate, 
Dr.  Frank  R.  Grogan,  all  of  Urbana. — F.  E. 
Lowry,  M.D.,  secretary. 

CLARK 

About  seventy-five  members  and  guests  at- 
tended the  annual  banquet  of  the  Clark  County 
Medical  Society  held  at  the  Hotel  Shawnee, 
Springfield,  January  16.  After  brief  remarks  by 
Dr.  R.  R.  Richison,  president  of  the  society,  Dr. 


D.  W.  Hogue,  Councilor  for  the  Second  District, 
and  Dr.  E.  M.  Huston,  Dayton,  President-elect  of 
the  Ohio  State  Medical  Association,  a very  in- 
teresting address  was  given  by  Dr.  Louis  J.  Kar- 
nosh,  Cleveland,  on  “The  Psychoses  of  Great 
Men”. 

At  the  regular  meeting  of  the  society  January 
23,  the  following  Public  Relations  Committee  was 
appointed:  Dr.  H.  0.  McKnight,  three  years;  Dr. 
W.  B.  Quinn,  two  years,  and  Dr.  H.  L.  Mendelson, 
one  year.  The  committee  was  asked  to  meet  with 
the  County  Bar  Association,  the  Probate  Court 
and  representatives  of  insurance  companies  to 
discuss  means  of  assurance  of  payment  for  medi- 
cal care  before  settlement  is  made  with  the 
beneficiary  in  insurance  and  probate  cases.  Fol- 
lowing the  business  meeting,  Dr.  Richard  Hei- 
stand  read  a paper  on  “The  Aspects  of  Childhood 
Tuberculosis”. 

Dr.  Carl  H.  Reuter,  gave  an  interesting  talk  on 
“A  Recent  Visit  to  Vienna”  at  a meeting  of  the 
society  February  13  at  the  Hotel  Bancroft, 
Springfield. 

It  was  announced  that  an  invitation  was  being 
sent  to  the  Second  Councilor  District  to  meet  at 
Springfield  on  April  15,  for  a day  of  clinical  ses- 
sions and  lectures,  followed  by  a banquet  in  the 
evening,  at  which  it  is  expected  that  Dr.  Morris 
Fishbein,  editor  of  The  Journal  of  the  American 
Medical  Association,  will  be  the  speaker. 

Announcement  was  also  made  at  the  February 
13  meeting  that  the  program  for  the  last  meeting 
of  the  month  would  consist  of  a motion  picture  on 
“Cholescytectomy  and  Thoracoplasty”.  Dr.  N.  L. 
Burrell  will  speak  at  the  first  meeting  in  March 
and  Dr.  L.  H.  Mendelson  at  the  second  meeting. 
— G.  M.  Lane,  M.D.,  secretary. 

DARKE 

“The  Management  and  Complications  of  Simple 
Fractures”,  was  discussed  by  Dr.  James  C.  Wal- 
ker, Jr.,  Dayton,  at  a meeting  of  the  Darke 
County  Medical  Society  held  at  Greenville,  Jan- 
uary 17. — W.  D.  Bishop,  M.D.,  secretary. 

MIAMI 

An  interesting  and  instructive  session  of  the 
Miami  County  Medical  Society  was  held  at  the 
Piqua  Memorial  Hospital,  February  7.  The  pro- 
gram consisted  of  two  motion  pictures,  shown  by 
the  courtesy  of  The  Mead  Johnson  Company,  on 
“Cataract  Surgery”  and  “Ptosis  Eye  Surgery”; 
a talk  on  “Medical  Collections”,  by  Mr.  J.  R. 
Jones,  Lima,  and  an  address  by  Dr.  Albert  Brown, 
head  of  the  department  of  ophthalmology,  Jewish 
Hospital,  Cincinnati,  on  “Ocular  Signs  of  Im- 
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portance  to  General  Practitioners”. — G.  A.  Wood- 
house,  M.D.,  secretary. 

MONTGOMERY 

The  following  program  was  presented  by  the 
Montgomery  County  Medical  Society  in  the  audi- 
torium of  the  Fidelity  Building,  Dayton,  Feb- 
ruary 7:  Dr.  Robert  C.  Austin— -“The  Prevention 
of  Recurrences  in  Hernia  by  Fascia  Repair  Tech- 
nique”. Dr.  R.  W.  Hochwalt — “Treatment  of 
Fractures  of  the  Neck  of  the  Femur  with  the 
Smith-Peterson  Nail”.  Dr.  W.  B.  Taggart — 
“Chronic  Lung  Infection  in  Children”.  Dr.  A.  T. 
Bowers — “Treatment  of  Strangulated  Hernia  in 
Old  Age”. 

At  a meeting  of  the  society,  February  21,  Dr. 
M.  Herbert  Barker,  a member  of  the  faculty  of 
the  Northwestern  University  Medical  School,  Chi- 
cago, read  a paper  on  “Pneumonia”. — Bulletin. 

PREBLE 

“Minor  Injuries”  was  the  subject  ably  dis- 
cussed by  Dr.  R.  L.  Johnston,  Dayton,  at  a meet- 
ing of  the  Preble  County  Medical  Society  held  at 
The  Seven  Mile  Tavern,  Eaton,  January  16. — E. 
P.  Trittschuh,  M.D.,  secretary. 

SHELBY 

The  Shelby  County  Medical  Society  held  its 
regular  monthly  meeting  at  the  Wilson  Memorial 
Hospital,  Sidney,  February  10.  Dr.  O.  O.  Le- 
Master  read  a paper  on  “Important  Things  to  Re- 


member in  Giving  a General  Anesthetic”.  The 
society  adopted  a resolution  requesting  the  In- 
dustrial Commission  to  restore  the  regular  fee- 
schedule  on  workmen’s  compensation  cases. — A. 
B.  Gudenkauf,  M.D.,  secretary. 

Third  District 

(COUNCILOR:  O P.  KLOTZ,  M.D.,  FINDLAY) 

ALLEN 

Dr.  C.  J.  Shepard,  Columbus,  professor  of 
dermatology,  Ohio  State  University,  College  of 
Medicine,  and  Dr.  R.  R.  Spencer,  United  States 
Public  Health  Service,  spoke  at  a meeting  of  the 
Academy  of  Medicine  of  Lima  and  Allen  County 
held  at  the  Lima  Memorial  Hosiptal,  January  21. 
— News  Clipping. 

HANCOCK 

“Specific  Serum  Treatment  of  Pneumonia”,  was 
the  subject  of  a paper  read  by  Dr.  Stanley  Dorst, 
University  of  Cincinnati,  College  of  Medicine,  at 
a meeting  of  the  Hancock  County  Medical  Society 
at  Findlay,  February  6. 

Announcement  was  made  that  the  Northwest- 
ern Ohio  Medical  Association  would  meet  at 
Findlay,  June  2. — R.  S.  Rilling,  M.D.,  secretary. 

HARDIN 

Probate  Judge  G.  S.  DeWitt  spoke  on  “Juvenile 
Delinquency  and  Child  Welfare”,  at  a meeting  of 


W.  H.  MILLER,  M.  D. 

328  East  State  St.  Columbus,  Ohio 
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TEN  MILKS  for 
INFANT  FEEDING 


but  KARO 

is  a 

UNIVERSAL 

MODIFIER 


Milks 

Indication 

1 

Whole  Milk 

Normal  Feeding 

2 

Skimmed  Milk 

Infection 

Vomiting 

Diarrhea 

3 

Top  Milk 

Malnutrition 

Constipation 

4 

Soft  Curd 
Milk 

Intolerance 

Indigestion 

5 

Evaporated 

Milk 

Prematurity 

Marasmus 

Eczema 

6 

Dried  Milk 

Intolerance 

Allergy 

Travelling 

7 

Acid  Milk 

Marasmus 
Diarrhea 
Celiac  Disease 

8 

Protein  Milk 

Diarrhea 
Celiac  Disease 

9 

Butter-Flour 

Mixture 

Marasmus 

10 

Goat’s  Milk 

Allergy 

A rtificial  feeding  consists 
of  cow’s  milk  modified  to  the  degree  of 
adequacy  of  breast  milk.  The  types  of 
formulae  devised  appear  different  — but 
successful  mixtures  contain  approximately 
the  same  distribution  in  protein,  carbo- 
hydrate and  fat.  Two-thirds  of  the  total 
calories  are  supplied  in  milk  and  one-third 
in  added  carbohydrate.  The  formulae  con- 
tain 10-20%  of  the  calories  in  protein, 
20-30%  in  fat  and  50-70%  in  carbo- 
hydrate. 

Most  infants  tolerate  whole  milk.  But 
those  with  irritable  gastro-intestinal 
tracts,  limited  digestive  capacities  or  al- 
lergic sensitivities,  require  milk  adapted  to 
their  low  tolerance.  As  a result,  milk  has 
been  altered  chemically  in  various  ways  to 
make  it  especially  suitable  for  each  type  of 
infant  feeding  problem.  The  adjacent  col- 
umn reveals  indications  for  various  milks. 

But  the  ten  milks  available  for  infant 
feeding  can  be  safely  modified  with  Karo. 
It  is  adapted  to  every  type  of  formula  de- 
vised. Karo  consists  of  dextrins,  maltose 
and  dextrose  (with  a small  percentage  of 
sucrose  added  for  flavor)  practically  free 
from  protein,  starch  and  minerals.  Karo 
is  a non-allergic  carbohydrate,  not  readily 
fermentable,  well  tolerated,  readily  di- 
gested, effectively  utilized  and  economical 
for  both  the  baby  and  the  budget. 

Corn  Products  Consulting-  Service  for  Physi- 
cians is  available  for  further  clinical  informa- 
tion reg-arding-  Karo.  Please  Address:  Corn 
Products  Sales  Company,  Dept  S.J.3.  1 7 Battery 
Place,  New  York  City. 

I REFERENCES:  > 

\ Kugelmass,  Clinical  Nutrition  in  Infan-  / 
/ cy  and  Childhood,  (Lippincott)  . \ 

/ Marriott,  Infant  Nutrition,  (Mosby).  \ 
) McLean  & Fales,  Scientific  Feeding  in  ( 
\ Infancy,  (Lea  & Febiger) . ( 
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the  Hardin  County  Medical  Society  at  Kenton, 
January  16. — W.  N.  Mundy,  M.D.,  secretary. 

LOGAN 

A paper  on  the  proper  administrative  treatment 
for  patients  stricken  by  carbon  monoxide  gas  was 
presented  by  Dr.  John  L.  Maurer,  West  Liberty, 
before  members  of  the  Logan  County  Medical 
Society  at  Bellefontaine,  January  18. — News 
clipping. 

Dr.  A.  J.  McCracken  spoke  on  “Vital  Statistics”, 
and  Dr.  L.  E.  Traul  discussed  “Public  Health”  at  a 
meeting  of  the  society  held  at  the  Hotel  Logan, 
Bellefontaine,  February  7. — News  clipping. 

MARION 

At  a meeting  of  the  Marion  Academy  of  Medi- 
cine January  7,  Dr.  Frank  W.  Harrah,  Columbus, 
was  the  guest  speaker. 

On  February  4,  the  Academy  was  addressed  by 
Dr.  E.  Lowenstein,  of  the  research  department  of 
the  College  of  Medicine,  Ohio  State  University, 
on  “Splenomegaly”.  Dr.  Frederick  G.  Smith, 
presented  a case  report. — C.  L.  Pitcher,  M.D., 
secretary. 

Fourth  District 

(COUNCILOR:  B.  J.  HEIN,  M.D.,  TOLEDO) 

LUCAS 

Officers  of  the  Academy  of  Medicine  of  Toledo 
and  Lucas  County  for  1936  are:  President,  Dr. 


Louis  R.  Carr;  president-elect,  Dr.  Fred  M.  Doug- 
lass; secretary  and  correspondent  for  The  Jour- 
nal, Dr.  Earl  W.  Huffier;  treasurer,  Dr.  W.  W. 
Alderdyce;  executive  secretary,  Mr.  H.  C.  Ger- 
ber, Jr. 

The  following  programs  were  presented  by  the 
Academy  during  February: 

February  7 — General  Meeting — “The  Con- 
sideration of  Embolism,  With  the  Possibility  of 
Its  Prevention”,  by  Dr.  B.  W.  Patrick;  “The 
Pathology  of  Thrombosis  and  Embolism”,  by  Dr. 
J.  B.  Rucker. 

February  14 — Section  of  Pathology,  Experi- 
mental Medicine  and  Bacteriology.  “Atelectasis”, 
by  Dr.  C.  E.  Hufford.  Discussants — Dr.  F.  M. 
Douglass,  Dr.  J.  L.  Stifel,  and  Dr.  L.  I.  Clark. 

February  21 — Medical  Section.  “The  Produc- 


CLASSIFIED  ADVERTISEMENTS 

Rates  for  advertisements  under  this  heading:  are  50  cents 
per  line,  payable  in  advance.  Minimum  charge  of  $1.00 
for  each  insertion.  Price  covers  the  cost  of  remailing 
answers.  Forms  close  16  th  of  the  month  preceding 
publication. 
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The 

Philadelphia  County  Medical  Society 

announces  a 

Post  Graduate  Institute 

to  be  held  at  the 

Bellevue-Stratford  Hotel 

•# 

in 

PHILADELPHIA 

April  20  to  24,  1936  - 

A program  of  great  interest  to  the  members  of  the  pro- 
fession particularly  those  IN  GENERAL  PRACTICE 
has  been  prepared. 

The  lecturers  have  been  selected  from  the  FOREMOST 
TEACHERS  in  this  great  medical  center. 

For  further  information  address 

POST  GRADUATE  INSTITUTE 

PHILADELPHIA  COUNTY  MEDICAL  SOCIETY 
21st  and  Spruce  Streets 
PHILADELPHIA,  PA. 
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tion  of  Codi  Liver  Oil  and  Its  Concentrates’',  by 
Dr.  Warren  K.  Allen,  special  representative  of 
The  Upjohn  Company. 

February  28 — Surgical  Section.  “Total  Abla- 
tion of  the  Thyroid”,  by  Dr.  E.  J.  McCormick. 
Discussants — Dr.  A.  A.  Applebaum,  Dr.  N.  W. 
Gillette,  Dr.  C.  J.  Czarnecki. — Bulletin. 

OTTAWA 

Dr.  Leroy  Belt,  Marblehead,  was  host  to  the 
members  of  the  Ottawa  County  Medical  Society, 
at  his  home  on  January  16.  Following  an  excel- 
lent duck  dinner,  the  society  enjoyed  an  illus- 
trated talk  by  Dr.  Ernest  P.  McCullagh,  Cleve- 
land Clinic,  on  “Modern  Therapy  of  the  Endocrine 
System”. — News  clipping. 

PUTNAM 

At  a meeting  of  the  Putnam  County  Medical 
Society  held  at  the  Hotel  Dumont,  Ottawa,  Jan- 
uary 9,  Dr.  Harold  E.  Weisenberger,  Lima,  pre- 
sented an  interesting  paper  on  “Prostatism”. 

Dr.  Alan  D.  Knisely,  Lima,  spoke  on  “Colds, 
Common  and  Uncommon”,  at  a meeting  of  the 
society  on  February  11.  A general  discussion  of 
methods  of  treatment  and  management  followed. 
— J.  R.  Echelbarger,  M.D.,  correspondent. 

SANDUSKY 

The  regular  meeting  of  the  Sandusky  County 
Medical  Society  was  held  at  Oak  Ridge  Sana- 
torium, Green  Springs,  January  30,  with  members 
of  the  Seneca  County  Medical  Society  as  guests. 
After  dinner,  through  the  courtesy  of  the  sana- 
torium, the  following  program  was  presented: 
“X-ray  Diagnosis  of  Tuberculosis”,  by  Dr.  Ralph 
Deming,  Toledo;  “Treatment  of  Tuberculosis  by 
Artificial  Pneumothorax”,  by  Dr.  Paul  K.  Holmes, 
Toledo;  “Surgery  of  the  Chest  in  Tuberculosis”, 
by  Dr.  William  Neill,  with  discussion  by  Dr.  John 
Gedert,  Clyde. — C.  F.  Culp,  M.D.,  secretary. 

WOOD 

A non-medical  program  was  presented  by  the 
Wood  County  Medical  Society,  January  16,  at  the 
Woman’s  Club,  Bowling  Green.  Dr.  Louis  R. 
Effler,  Toledo,  gave  a travel  talk  on  “The  Ruins 
of  Chichen-Itza”,  and  Rev.  H.  A.  Bushkuhl  spoke 
on  “The  Relation  of  the  Three  P’s”. — News  clip- 
ping. 

Fifth  District 

(COUNCILOR:  A.  A.  JENKINS,  M.D.,  CLEVELAND) 

ASHTABULA 

Dr.  Eugene  Freedman,  Cleveland,  spoke  on 
“X-ray  Diagnosis  of  Lesions  in  the  Gastro-in- 
testinal  Tract”,  at  a meeting  of  the  Ashtabula 
County  Medical  Society  held  at  Hotel  Ashtabula, 
January  15. — News  Clipping. 

CUYAHOGA 

The  following  programs  were  presented  before 
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TESTS  TESTS 

LABORATORY 
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Established  1904 

Approved  by  the  American  Medical  Association 
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J.  J.  COONS,  Director, 

B.  Sc.,  M.D.,  D.  Sc.,  F.A.C.P. 

II.  M.  Brundage,  M.D. 

H.  A.  Baughn,  A.B.,  M.D. 

M.  D.  Godfrey,  M.D. 

Frances  Coup,  A.B. 

Marian  Guild,  A.B. 

Alice  Gerlinger,  A.B. 

PPOMPT  SERVICE 

Immediate  Report  on  Frozen  Sections  of  all  Tumors 


March,  1936 


County  Societies’  Activities 


273 


THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL 

(ORGANIZED  1881) 

THE  PIONEER  POST-GRADUATE  MEDICAL 
INSTITUTION  IN  AMERICA 


UROLOGY 


PHYSICAL  THERAPY 


Surgical  Anatomy  Cystoscopy  and 


Urologic  Operations 
Diagnosis  and  Office 
Treatment 
Regional  Anesthesia 
Proctology 
Neurology 


Endoscopy 
Dermatology  and 
Syphilology 
Diathermy 
Pathology 
Roentgenology 


Operative  Urology  (cadaver) 


Lectures  and  demonstrations  of  medical  and 
surgical  diathermy;  galvanic,  low  tension 
and  static  currents;  electro-diagnosis;  helio- 
therapy; thermotherapy  and  artificial  light 
therapy;  massage  and  therapeutic  exercise. 
Active  clinical  work  in  the  treatment  of 
medical  and  surgical  conditions. 


For  Information  Address 

MEDICAL  EXECUTIVE  OFFICER 

345  West  50th  Street  NEW  YORK  CITY 


f 

COOK  COUNTY  GRADUATE 
SCHOOL  OF  MEDICINE 


Professional  Protection 


(In  affiliation  with  COOK  COUNTY  HOSPITAL) 

ANNOUNCES  CONTINUOUS  COURSES 

MEDICINE — Informal  Course : Personal  Courses  ; In- 
tensive Course  Two  Weeks  starting  April  13th. 
SURGERY — General  Course  One,  Two,  Three  and  Six 
Months ; Intensive  Course,  Surgical  Technique 
every  two  weeks ; Special  Courses. 
GYNECOLOGY  — Three  Months  Course ; Intensive 
Course  Two  Weeks ; Combined  Course  Four 
Weeks  Gyn.  & Obst.  starting  May  4th. 
OBSTETRICS  — Informal  Course;  Intensive  Course 
Two  Weeks;  Combined  Course  Four  Weeks 
Gyn,  & Obst.  starting  May  4th. 

FRACTURES  & TRAUMATIC  SURGERY— Informal 
Practical  Course : Intensive  Course  Ten  Days 
starting  April  13th. 

PEDIATRICS — Informal  Course  ; Personal  Courses. 
EAR,  NOSE  AND  THROAT — Informal  Course;  In- 
tensive Course  Two  Weeks  starting  April  6th. 
UROLOGY — General  Course  Two  Months ; Intensive 
Course  Two  Weeks,  Special  Courses. 
CYSTOSCOPY — Intensive  Course  every  two  weeks 
(Attendance  limited). 

General,  Intensive  and  Special  Courses  in  Tuber- 
culosis Ophthalmology,  Roentgenology,  Dermatology 
and  Syphilology  Pathology,  Neurology,  Electrocar- 
diography, Topographical  and  Surgical  Anatomy ; 
Physical  Therapy,  Gastro  Enterology,  Allergy,  Hem- 
orrhoids and  Varicose  Veins. 

TEACHING  FACULTY  — ATTENDING 
STAFF  OF  COOK  COUNTY  HOSPITAL 

Address : 


THE  DOCTOR  SAYS: 

“ What  a rare  'privilege  to  be  permitted 
to  draw  on  such  marvelous  resources  of 
legal  protection!  Your  staff  has  every- 
thing including  unexcelled  prestige 
scrupulously  lived  up  to.” 


Registrar,  427  S.  Honore  Street, 
CHICAGO,  ILLINOIS 

V — > 


OF  FORT  WAYNE,  INDIANA 
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the  Academy  of  Medicine  of  Cleveland  during 
February: 

February  7 — Clinical  and  Pathological  Section, 
St.  John’s  Hospital.  Reconstruction  of  the  Bile 
Ducts,  Dr.  Farrell  T.  Gallagher;  Post-Operative 
Intestinal  Obstruction  in  a Child  Ten  Years  of 
Age,  Dr.  J.  R.  Ripton;  An  Unusual  Case  of  Acute 
Mastoiditis,  Dr.  C.  L.  McDonald;  Unusual  Type  of 
Tachycardia  with  Electro-Cardiogram  Tracings, 
Dr.  R.  K.  Updegraff;  Bilateral  Ureteral  Trans- 
plant, Dr.  W.  J.  Manning;  Chronic  Vesicular 
Emphysema,  one  case,  Dr.  E.  J.  Stefanic;  Re- 
attachment of  Retina  Following  Electro-Coagula- 
tion, Dr.  J.  T.  Collins;  Remarks  on  Protracted 
Radiation  Therapy  with  Cine  Illustrations,  Dr. 
David  Steel. 

February  12 — Practice  of  Medicine  Section, 
Medical  Library  Auditorium.  Spontaneous  Sub- 
arachnoid Hemorrhage,  Dr.  S.  Baumoel;  A Sur- 
vey of  a Series  of  Cases  of  Lobar  Pneumonia  seen 
in  a General  Hospital,  Dr.  Frank  J.  Doran;  Ex- 
perience with  High-Voltage  X-ray  Therapy,  Dr. 
David  Steel. 

February  14 — Joint  Meeting.  Experimental 
Medicine  Section  and  Cleveland  Section  of  the 
Society  for  Experimental  Biology  and  Medicine. 
(Arranged  by  Department  of  Medicine).  The 
Effect  of  Massive  Doses  of  Liver  Extract  in  Per- 
nicious Anemia,  Dr.  F.  R.  Miller;  The  Capillary 
Supply  of  the  Myocardium  in  Normal  Rabbits  and 
in  Rabbits  with  Experimental  Cardiac  Hyper- 
trophy and  Dilatation.  (A  preliminary  report), 
Dr.  R.  A.  Shipley,  L.  J.  Zschiesche  and  Dr.  J.  T. 
Wearn;  Experimental  Hypostheneuria,  Dr.  N.  P. 
Shumway,  and  Dr.  J.  M.  Hayman,  Jr.;  Effects  of 
Certain  Foods  on  the  Motility  of  the  Stomach,  Dr. 
A.  J.  Beams  and  Dr.  W.  A.  Read;  Crystalline 
Vitamine  B 1 in  Peripheral  Neuritis,  Dr.  A.  B. 
Chinn,  and  Dr.  P.  L.  Stier;  A Rat  Test  for  Drug 
Addiction,  Eugene  J.  Stanton,  B.S. 

February  19 — Industrial  Medicine  and  Ortho- 
pedic Section.  Lutheran  Hospital.  Compound 
Comminuted  Fracture  of  the  Femur,  Dr.  S.  M. 
Adams;  Carbon  Tetrachloride  Poisoning,  Dr.  M. 
Simon,  and  Dr.  L.  J.  Endrey;  Acute  Traumatic 
Bone  Atrophy,  Dr.  Walter  G.  Stern,  (a)  Trau- 
matic Osteomyelitis,  (b)  Unusual  Finger  Frac- 
ture, Dr.  A.  Marcus. 

February  21  — Regular  Academy  Meeting. 
Water  Balance  and  Dehydration  in  the  Sick  Pa- 
tient, Dr.  Frederick  A.  Coller,  Ann  Arbor,  Mich, 
professor  of  surgery,  University  of  Michigan. 

February  26 — Obstetrical  and  Gynecological 
Section.  Herrick  Room.  Primary  Carcinoma  of 
Fallopian  Tube,  Dr.  Wm.  D.  Fullerton,  (Illus- 
trated by  lantern  slides)  ; also  an  address  by  Dr. 
Walter  Wm.  Brand,  Toledo,  Ohio. 

February  28 — Ophthalmological  and  Oto- 

Laryngological  Section.  Chamber  of  Commerce 
Club,  Terminal  Tower.  Hemangioma  of  the  Nasal 
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CANNED  FOODS  AND  THE  PUBLIC  HEALTH 


II.  Iron  and  Tin  Salts 


• The  question  is  sometimes  raised  as  to 
whether  the  metallic  salts  which  canned  foods 
may  acquire  from  contact  with  tin  containers 
are  objectionable  from  the  standpoint  of 
public  health.  We  are  glad  to  present  the 
facts  in  answer  to  this  question. 

The  modern  "sanitary  style"  can  is  manu- 
factured from  "tin  plate".  As  the  name  im- 
plies, tin  plate  is  made  by  plating  or  coating 
thin  steel  sheets  with  pure  tin.  This  tin  coat- 
ing cannot  be  made  absolutely  continuous; 
under  the  microscope,  minute  areas  can  be 
noted  in  which  the  steel  base  is  exposed. 

Foods  packed  in  plain  or  unenameled  cans 
are,  therefore,  exposed  to  iron  and  tin  sur- 
faces. In  enameled  cans,  foods  are  mainly  in 
contact  with  inert  lacquers  baked  onto  the 
tin  plate  at  high  temperatures.  However,  be- 
cause of  minute  abrasions  in  the  enamel  cov- 
ering, unavoidably  introduced  during  fabri- 
cation of  the  can,  foods  in  enameled  cans 
may  also  have  limited  contacts  with  iron  and 
tin  surfaces. 

It  is  common  knowledge  that  canned  foods 
may  acquire  small  amounts  of  these  metals 
from  contact  with  their  containers.  The  ac- 
quisition of  iron  and  tin  salts  in  this  manner 
is  an  electrochemical  phenomenon  (1)  ; and 
the  amounts  of  these  metallic  salts  thus  ac- 
quired will  depend,  among  other  factors, 
upon  the  character  of  the  food.  In  general, 
the  acid  foods  tend  to  take  up  more  of  these 


metals ; especially  when  air  is  admitted  after 
the  can  is  opened.  However,  the  quantities  of 
tin  or  iron  present  in  canned  foods,  as  a re- 
sult of  reaction  with  the  container,  are  small ; 
the  analytical  chemist  reports  these  amounts 
in  "parts  per  million". 

As  far  as  iron  is  concerned,  it  is  commonly 
accepted  that  the  amounts  of  this  element- 
recognized  as  essential  in  human  nutrition— 
which  may  be  present  in  canned  foods,  are 
innocuous. 

As  to  the  tin  salts  which  may  be  present  in 
canned  foods,  the  Department  of  Agriculture 
has  authorized  the  following  statement  as  the 
result  of  its  own  investigation : 

"Our  own  experimental  work,  involving 
the  ingestion  of  far  larger  amounts  of 
tin  than  any  previously  reported,  and 
supported  by  the  experimental  evidence 
of  other  investigators,  leads  us  to  the 
conclusion  that  tin,  in  the  amounts  ordi- 
narily found  in  canned  foods  and  in  the 
quantity  which  would  be  ingested  in  the 
ordinary  individual  diet,  is  for  all  prac- 
tical purposes,  eliminated  and  is  not 
productive  of  harmful  effects  to  the  con- 
sumer of  canned  foods."  (2) 

It  may  therefore  be  stated  that  the  amounts 
of  tin  and  iron  salts  normally  present  in 
commercially  canned  foods  are  without  sig- 
nificance as  far  as  possible  hazard  to  con- 
sumer health  is  concerned. 


AMERICAN  CAN  COMPANY 

230  Park  Avenue,  New  York  Cily 

(1)  Kohman  and  Sanborn,  Ind.  Eng.  Chem.  20,  76,  1373  (2)  “Food-Borne  Infections  and  Intoxications”,  F.W.Tan- 

(1928);  ibid,  22,  615  (1930).  ner,  Twin  City  Pub.  Co.,  Champaign,  111.  1935,  p.  90. 


This  is  the  tenth  i/i  cl  senes  monthly  at  tides , "which  u"  i. //  summarize , 

for  your  convenience,  the  conclusions  about  canned  foods  which  au- 
thorities in  nutritional  research  have  reached.  We  want  to  make  this 
series  valuable  to  you,  and  so  we  ask  your  help.  Will  you  tell  us  on  a 
post  card  addressed  to  the  American  Can  Company,  New  York,  N.  Y., 
what  phases  of  canned  foods  knowledge  are  of  greatest  interest  to  you? 
Your  suggestions  will  determine  the  subject  matter  of  future  articles. 


The  Seal  of  Acceptance  denotes  that  the 
statements  in  this . advertisement  are 
acceptable  to  the  Committee  on  Foods 
of  the  American  Medical  Association. 
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Septum,  Dr.  I.  F.  Weidlein;  Neuro-fibroma  of  the 
Orbit;  Case  report,  Dr.  M.  Paul  Motto;  Three 
Cases  of  Chronic  Mastoiditis  Presenting  Unusual 
Symptoms,  Dr.  Wm.  H.  Evans,  Youngstown;  Two 
Cases  of  Acute  Mastoiditis  without  Active  Otitis 
Media,  Dr.  R.  J.  Frackelton;  Motion  Picture 
Demonstration  of  Eye  Operation,  Dr.  C.  L.  Mc- 
Donald.— Bulletin. 

LORAIN 

Dr.  J.  A.  Myers,  professor  of  preventive  medi- 
cine, University  of  Minnesota  Medical  School, 
spoke  on  “The  Diagnosis  and  Treatment  of 
Tuberculosis”,  at  a meeting  of  the  Lorain  County 
Medical  Society  held  at  Hotel  Lorain,  Lorain. 
February  11. 

At  the  next  meeting  of  the  society  to  be  held 
at  Hotel  Newell,  Elyria,  March  10,  the  feature  of 
the  program  will  be  a four-reel  moving  picture 
film  “Traumatic  Surgery  of  the  Extremities”.  In 
this  film  the  camera  follows  the  case  from  its 
arrival  in  the  accident  room,  through  the 
emergency  and  preparatory  treatment,  to  a typi- 
cal repair  of  the  injured  structures.  Throughout 
the  film  emphasis  is  laid  upon  actual  technic  as 
employed  in  every-day  practice. — L.  H.  Trufant, 
M.D.,  secretary. 

TRUMBULL 

Officers  of  the  Trumbull  County  Medical  So- 
ciety for  1936  are:  President,  Dr.  Roger  H.  Mc- 
Caughtry;  vice-president,  Dr.  Henry  T.  Stiles; 
secretary,  Dr.  A.  H.  Seiple;  legislative  committee- 
man, Dr.  R.  D.  Herlinger;  delegate,  Dr.  Herlinger; 
alternate,  Dr.  J.  D.  Knox,  all  of  Warren. — A.  H. 
Seiple,  M.D.,  secretary. 

Sixth  District 

(COUNCILOR : W.  M.  SKIPP,  M.D.,  YOUNGSTOWN) 

MAHONING 

Dr.  Elliott  P.  Joslin,  professor  of  medicine, 
Harvard  University,  addressed  the  Mahoning 
County  Medical  Society,  February  25,  on  the  sub- 
ject of  “Diabetes”. — J.  Allan  Altdoerffer,  M.D., 
secretary. 

PORTAGE 

The  Portage  County  Medical  Society  met  at  the 
home  of  Dr.  I.  M.  Huffman,  Ravenna,  February  6. 
The  guest  speaker  was  Dr.  Charles  M.  Clark, 
Akron,  who  discussed  “Infections  of  the  Nose  and 
Throat  as  Related  to  Diseases  of  the  Lower 
Respiratory  Tract”.  Dr.  S.  U.  Sivon,  Ravenna, 
showed  motion  pictures  demonstrating  methods  of 
administering  anesthesias. 

At  a business  meeting  of  the  society,  February 
10,  at  Ravenna  Hospital,  a fee  schedule  providing 
minimum  charges  for  medical  care  of  the  indigent 
was  adopted  for  presentation  to  the  county  com- 
missioners. Dr.  Wm.  M.  Skipp,  Youngstown, 
Councilor  for  the  Sixth  District,  attended  the 


WHY  C/y\AP  SUPPORTS 
ARE  SCIENTIFICALLY  DESIGNED 


THE  Camp  designing  staff— with  a combined  expe- 
rience of  many  years  in  the  surgical  support  field— is 
constantly  endeavoring  to  render  in  Camp  garments  the 
objectives  of  various  groups  of  specialists  consulted,  as 
well  as  professional  suggestions  relayed  by  Camp  nurses 
detailing  all  over  the  world  and  by  Camp  dealers. 

' From  the  eastern  seaboard  three  years  ago  and  a little 
later  from  the  West  and  Midwest  came  this  suggestion 
from  obstetricians:  the  desirability  of  a diagonal  pull, 
in  addition  to  the  straight  around  attachments,  in  a gar- 
ment designed  to  support  the  abdominal  walls  without 
disturbing  the  relationship  of  the  fetus  to  the  pelvis.  To 
effect  this  abdominal  support,  and  at  the  same  time  to 
provide  proper  back  support,  was  a task  involving  con- 
siderable difficulties.  However,  approximately  twelve 
months  later— after  numerous  conferences,  many  ad- 
justments and  trial  by  various  pregnant  patients— a new 
series  of  prenatal  supports  was  completed,  prenatal  sup- 
ports with  a diagonal  pull,  proved  by  X-ray  to  support 
properly  the  abdominal  walls  without  constriction  at 
any  point. 

A comparable  situation  arose  with  a number  of  dif- 
ferent internists.  The  desirability  of  a garment  to  fit 
snugly— without  discomfort—  over  thin,  protruding  hip 
bones  and  yet  to  hold  the  abdominal  organs  as  high  as 
possible,  was  obvious  from  requests  by  physicians  who 
had  prescribed  and  found  wanting  in  these  respects 
many  visceroptosis  garments.  To  provide  such  a gar- 
ment involved  the  manufacture  of  a specially  made 
material  pliable  enough  to  fit  like  a hood  over  the 
crest  of  the  ilium  and  sufficiently  firm  to  support  the 
abdominal  organs.  Only  after  two  years  of  collaboration 
and  painstaking  investigation  was  there  ready  for  dis- 
tribution a series  of  such  garments. 

Thus  is  the  designing  room  at  the  Camp  factory  a 
veritable  melting  pot  of  professional  desires  and  design 
possibilities.  This  is  why  Camp  supports  are  scientifi- 
cally designed. 


S.  H.  CAMP  & COMPANY,  JACKSON,  MICH. 

Manufacturers 

Chicago  New  York  Windsor,  Canada  London,  England 


PROFESSIONAL  SUPPORT 


Accepted  by  the  Council  on  Physical  Therapy 
of  the  American  Medical  Association 
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When  a Liquid  Vasoconstrictor 

is  Indicated  . . . . 


Prescribe  a 
Truly  Economical 
Vasoconstrictor 


Your  patients  will  appreciate  the  very  moderate 
prescription  price  of  Benzedrine  Solution — one 
of  the  least  expensive  of  liquid  vasoconstrictors. 

But  the  physician  realizes  that  true  economy 
is  measured  in  terms  of  something  more  than 
price  alone.  . . . And  Giordano  has  shown  that 
“Benzedrine  in  a 1%  oil  solution  . . . gave  a 
shrinkage  which  lasted  approximately  18% 
longer  than  that  following  applications  of  a 1% 
oil  solution  of  ephedrine.” — (Penna.  State  Med. 
Oct.,  1935.) 

Scarano  previously  reported  (Med.  Record , Dec. 
5,  1934),  “The  secondary  reactions  following 
the  use  of  Benzedrine  were  less  severe  and  less 
frequent  than  those  observed  with  ephedrine.” 


BENZEDRINE- 

SOLUTION 

AN  ECONOMICAL  VASOCONSTRICTOR 

For  shrinking  the  nasal  mucosa  in  head 
colds,  sinusitis,  and  liay  fever.  Issued  in 
1 ounce  bottles  for  prescription  dispens- 
ing, and  in  16  ounce  bottles  for  office, 
clinic  and  hospital  use. 


* Benzyl  methyl  carbinamine  1%  in  liquid 
petrolatum  with  of  1%  oil  of  lavender. 


SMITH,  KUNE  & FRENCH  LABORATORIES,  PHILADELPHIA,  PA. 


ESTABLISHED  1 841 
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meeting,  and  helped  materially  with  suggestions. 
— E.  J.  Widdecombe,  M.D.,  secretary. 

RICHLAND 

Construction  of  hospitals  for  the  exclusive 
treatment  of  arthritis  was  advocated  by  Dr.  Rus- 
sell L.  Haden,  Cleveland,  at  a meeting  of  the 
Richland  County  Medical  Society  held  at  the  Gen- 
eral Hospital,  Mansfield,  January  30. — News  clip- 
ping. 

‘ Officers  of  the  society  for  1936  are:  President, 
Dr.  D.  A.  Weir;  vice-president,  Dr.  Hugh  C.  Web- 
ster; secretary-treasurer,  Dr.  Frank  H.  Maxwell; 
delegate,  Dr.  John  S.  Hattery;  alternate,  Dr.  B.  E. 
Shreffler,  all  of  Mansfield. — Frank  H.  Maxwell, 
M.D.,  secretary. 


STARK 

An  all-day  session  of  the  Stark  County  Medical 
Society  was  held  at  Canton,  February  5.  Following 
a clinic  at  Aultman  Hospital  conducted  by  the 
speakers  at  the  evening  meeting,  luncheon  was 
served  at  the  Canton  Club.  The  evening  program, 
held  at  the  Elks  Club,  consisted  of  an  address  by 
Dr.  Louis  Feid,  Jr.,  Cincinnati,  on  “Uterine  Bleed- 
ing”, with  discussion  by  Dr.  J.  P.  DeWitt,  Canton, 
and  a paper  on  “Rectal  Bleeding”,  by  Dr.  C.  R. 
Deeds,  Cincinnati,  discussed  by  Dr.  George  N. 
Wenger,  Massillon. 

Officers  of  the  society  for  1936  are:  President, 
Dr.  Rw  L.  Rutledge,  Alliance;  vice-president,  Dr. 
R.  D.  Schirack,  Canton;  secretary-treasurer,  Dr. 
t H.  W.  Beck,  Canton;  delegates,  Dr.  J.  P.  DeWitt, 

: and  Dr.  L.  E.  Leavenworth,  Canton;  alternates, 
Dr.  L.  L.  Frick,  North  Canton,  and  Dr.  D.  D. 
Shontz,  Massillon.— H.  W.  Beck,  M.D.,  secretary. 

SUMMIT 

$ 

Approximately  one  hundred  physicians  from 
Akron  and  surrounding  cities  attended  a meeting 
of  the  Summit  County  Medical  Society  held  at 
Akron,  February  4.  Following  reports  from  the 
medical  relations  and  medical  economics  commit- 
tees, a very  interesting  address  was  made  by  Dr. 
F.  A.  Coller,  professor  of  surgery,  University  of 
Michigan,  on  “Water  Balance  in  Surgical  Pa- 
tients”, and  discussed  by  Drs.  W.  A.  Hoyt,  H.  V. 
Sharp,  J.  D.  Smith,  F.  A.  Smith,  C.  R.  Steinke, 
M.  M.  Miller,  J.  P.  Sauvageot,  and  C.  C.  Pinker- 
ton of  Akron,  and  Dr.  G.  G.  Nelson,  Youngstown. 
— A.  S.  McCormick,  M.D.,  secretary. 

WAYNE 

At  the  regular  monthly  meeting  of  the  Wayne 
County  Medical  Society  held  at  Wooster,  January 
24,  Dr.  A.  J.  Hartzler  spoke  on  “Ovarian  Dis- 
function”, and  Dr.  R.  N.  Wright,  discussed  “Trau- 
matic Injury  to  Kidney”.  Dr.  Wm.  M.  Skipp, 
Youngstown,  Councilor  for  the  Sixth  District,  and 
Dr.  K.  H.  Harrington,  Akron,  secretary  of  the 
Union  Medical  Association,  attended  the  meeting. 


The  Wendt- Bristol 
Company 

Two  complete  ethical  stores  in 
Columbus 

51  E.  State  St.  721  No.  High  St. 

for  the  convenience  of  the  Physicians  and 
Surgeons — and  the  many  people  they  serve 

Two  Prescription  Departments 

maintained  in  a high  class  manner  with 
eight  registered  Pharmacists 
Other  Complete  Departments 
OFFICE  EQUIPMENT 

PHYSIO  THERAPY  APPARATUS 
HOSPITAL  SUPPLIES 

HEALTH  FOODS 

C^S 

W-B  Pharmaceutical  Supplies 
JOBBING  STOCKS  ALL  LEADING 
MANUFACTURERS 

Antitoxins  and  Vaccines  in  Special 
Refrigeration  Plants 

<*"♦0 

Prompt  Service  on  Phone  Order  a 


Behind 


Mercurochrome 

(dibrom-oxymercuri-fluorescein-sodium) 

JP*  is  a background  of 


Precise  manufacturing  methods  in- 
suring uniformity 


Controlled  laboratory  investigation 


Chemical  and  biological  control  of 
each  lot  produced 

Extensive  clinical  application 


Thirteen  years’  acceptance  by  the 
Council  of  Pharmacy  and  Chem- 
istry of  the  American  Medical 
Association 


A booklet  summarizing  the  impor- 
tant reports  on  Mercurochrome  and 
describing  its  various  uses  will  be 
sent  to  physicians  on  request. 


Hynson,  Westcott  & Dunning,  Inc. 

BALTIMORE,  MARYLAND 


March,  1936 
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This  is  the  “ DRF Unit,  a combination  of  the 
Model  “D  ' with  an  x-ray  table  for  radiographic 
and  fluoroscopic  diagnosis.  Here  the  tube  head 
has  been  shifted  along  the  floor  rails  to  the  foot 
of  the  table,  for  vertical  fluoroscopy. 


X-Ray  Unit 


GENERAL  ff  ELECTRIC 
X-RAY  CORPORATION 


The  Model  “D”  Unit,  mobile  type,  can  be  used  in  any  part  of 
the  office  or  building.  This  view  shows  how  the  office  exami- 
nation couch  may  be  utilized  for  radiography  with  the  unit. 


• In  the  final  analysis,  an  x-ray  unit  must  be 
judged  by  the  quality  of  results  obtained,  for  the 
simple  reason  that  diagnosis  is  based  on  what  it 
enables  you  to  visualize  in  the  radiograph  or  the 
fluoroscopic  screen. 

The  Model  “D”  Unit  has  become  widely  popu- 
lar in  office  practice  because  it  offers  a practical 
range  of  diagnostic  service,  in  the  most  compact 
form,  with  the  utmost  flexibility  of  application, 
simplicity  of  operation,  and  consistent  perform- 
ance. All  this  in  addition  to  complete  safety  against 
high  voltage  shock,  and  a resulting  quality  of  work 
in  which  hundreds  of  Model  “D”  users  take  justi- 
fiable pride. 

Not  until  you  have  thoroughly  investigated  the 
possibilities  of  this  apparatus  can  you  really  ap- 
preciate its  value  in  routine  office  practice.  Address 
Dept.  A53,  for  full  details,  including  the  nominal 
price  and  convenient  terms  of  payment  which 
place  it  within  your  means. 


“ 


FOR  A PRACTICAL  RANGE 
OF  X-RAY  DIAGNOSIS 
IN  OFFICE  PRACTICE 


Physicians  Acclaim  Qual- 
ity of  Work  Produced 
with  G-E  Model  "D”  Oil- 
Immersed  Shock  Proof 


2012  JACKSON  BLVD. 


CHICAGO,  ILLINOIS 
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It  was  decided  to  hold  the  February  Sixth  Dis- 
trict meeting  in  Wooster. — R.  C.  Paul,  M.D.,  sec- 
retary. 

Seventh  District 

(COUNCILOR:  C.  W.  KIRKLAND,  M.D.,  BELLAIRE) 

BELMONT 

“The  Significance  of  Anal  and  Rectal  Pain”, 
was  the  topic  presented  by  Dr.  C.  J.  Holley, 
Wheeling,  W.  Va.,  at  a meeting  of  the  Belmont 
County  Medical  Society  held  at  Bellaire,  Febru- 
ary 6. — C.  W.  Kirkland,  M.D.,  secretary. 

COLUMBIANA 

The  Columbiana  County  Medical  Society  met  at 
the  Legion  Hall,  Lisbon,  February  11.  After  dis- 
cussing a minimum  fee  schedule  for  the  medical 
care  of  the  county  indigent,  the  following  pro- 
gram was  presented:  “Are  Mercy  Killings 

Justified”,  by  Dr.  G.  E.  Byers,  Salem;  “Constipa- 
tion, the  Bugaboo  of  General  Practice”,  by  Dr.  C. 
W.  DeWalt,  Columbiana;  “Injection  Treatment  of 
Varicosities”,  by  Dr.  P.  C.  Hartford,  East  Pales- 
tine.— P.  H.  Beaver,  M.D.,  secretary. 

COSHOCTON 

A paper  on  treatment  of  injuries  of  the  abdo- 
men was  read  by  Dr.  A.  P.  Magness,  Coshocton, 
and  the  treatment  of  pneumonia  in  children  by  the 
use  of  quinine,  discussed  by  Dr.  J.  T.  Martin, 
Warsaw,  at  a meeting  of  the  Coshocton  County 
Medical  Society  held  at  the  Nurses’  Home, 
Coshocton,  January  29. — J.  D.  Lower,  M.D.,  secre- 
tary. 

TUSCARAWAS 

A luncheon  meeting  of  the  Tuscarawas  County 
Medical  Society  was  held  at  the  Union  Hospital, 
New  Philadelphia,  January  9.  The  proposed 
county  tuberculosis  sanatorium  was  discussed  by 
Dr.  J.  W.  Calhoun,  Uhrichsville.  Dr.  R.  J.  Foster, 
New  Philadelphia,  Dr.  D.  W.  Shumaker  and  Dr. 
K.  E.  Shaweker,  Dover,  presented  case  reports. — 
News  clipping. 

The  following  officers  have  been  elected  for  1936 : 
President,  Dr.  Roy  D.  Hildebrand,  Newcomers- 
town;  vice-president,  Dr.  M.  W.  Everhard,  New 
Philadelphia;  secretary-treasurer,  Dr.  Jos.  Blick- 
ensderfer,  New  Philadelphia;  legislative  commit- 
teeman, Dr.  J.  A.  McCollam,  Uhrichsville;  medical 
defense  committeeman,  Dr.  E.  D.  Moore,  New 
Philadelphia;  delegate,  Dr.  R.  J.  Foster,  New 
Philadelphia;  alternate,  Dr.  D.  H.  Downey,  Dover. 
— Jos.  Blickensderfer,  M.D.,  secretary. 

Eighth  District 

(COUNCILOR:  E.  R.  BRUSH,  ZANESVILLE) 

GUERNSEY 

Dr.  Howard  Arnett,  Lore  City,  read  an  interest- 
ing paper  on  “Typhoid  Fever”,  at  a meeting  of 
the  Guernsey  County  Medical  Society  at  Cam- 
bridge, February  6. — News  clipping. 


Blue 

vs. 

Green  Smoke 

A CLAIM  that  one  cigarette  is  better 
because  its  smoke  is  green  while 
that  from  all  others  is  blue —would 
carry  no  weight  unless  it  could  be 
proved  the  green  smoke  is  better,  for 
the  smoker  than  blue  smoke. 

In  the  same  light  should  be  viewed 
claims  of  differences  in  manufacture. 
Philip  Morris  are  made  different— hut 
only  Philip  Morris  have  been  scientif- 
ically proved,  because  of  that  differ- 
ence, to  be  less  irritating  than  other 
cigarettes.* 

Proc.Soc.  Exp.  Biol,  and  Med.,  1934,32, 241-245 ★ 
Laryngoscope  1935  XLV,  149-154 ★ 

N.  Y.  State  Jour.  Med.  1935,  35— No.  11,590+ 


In  Philip  Morris  cigarettes,  only  diethylene 
glycol  is  used  as  the  hygroscopic  agent. 
To  any  Doctor  who  wishes  to  test  the 
cigarettes  for  himself,  the  Philip  Morris 
Company  will  gladly  mail  a sufficient 
sample  on  request  below. ★★ 


For  exclusive  use  of  practising  physicians 

PHILIP  MORRIS  & CO.  LTD.  INC. 
119  FIFTH  AVENUE  NEW  YORK 

Absolutely  without  charge  or  obligation  of  any 
kind,  please  mail  to  me 
★ Reprint  of  papers  from 

N.  Y.  State  Jour.  Med.  1935,  35—  [“l 
No.  11,590;  Laryngoscope  1935  XLV,  ' — ' 
149-154.  Proc.  Soc.  Exp.  Biol,  and 
Med.,  1934,  32,  241-245. 

★ ★ For  my  personal  use,  two  packages  of  [” 
Philip  Morris  Cigarettes,  English  Blend.  1 — 1 
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MENINGOCOCCUS 

ANTITOXIN 

DEVELOPED  IN  THE  RESEARCH  LABORATORIES  OF  PARKE,  DAVIS  & COMPANY 


“Meningococcus  Antitoxin  has  reduced  by  approxi- 
mately 50  per  cent  the  deaths  from  meningococcic 
meningitis  at  Cook  County  Hospital.” 

Journal  of  the  American  Medical  Association, 

Volume  104,  page  980,  March  23,  1933. 


A HE  introduction  of  Meningococcus  Antitoxin  is  a 
significant  contribution  to  the  therapy  of  contagious 
diseases.  Extensive  biological  and  clinical  research  has 
led  to  the  development  of  this  true  antitoxin,  mark- 
edly effective  in  lowering  the  mortality  in 
meningococcic  meningitis. 

Accepted  for  inclusion  in  New  and  Nonofficial 
Remedies  by  the  Council  on  Pharmacy  and 
Chemistry  of  the  American  Medical  Association. 
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LICKING 

Dr.  R.  A.  Ramsey,  Columbus,  read  a paper  en- 
titled “Practical  Considerations  in  Thyroid  Dis- 
ease”, at  a meeting  of  the  Licking  County  Medical 
Society  held  at  Newark,  January  28. — News  clip- 
ping. 

MORGAN 

The  Morgan  County  Medical  Society  met  at 
Marietta,  January  21.  Dr.  Louis  Mark,  Columbus, 
spoke  on  the  diagnosis  of  lung  diseases  and  the 
application  of  surgery  to  lung  treatment. — News 
clipping. 

MUSKINGUM 

At  a meeting  of  the  Muskingum  County  Acad- 
emy of  Medicine  held  at  Zanesville,  February  5, 
Dr.  Hugh  G.  Beatty  presented  a paper  on  “Cleft 
Palate  and  Hare  Lip”,  illustrated  by  lantern 
slides. — Beatrice  T.  Hagen,  M.D.,  secretary. 

WASHINGTON 

“Psychiatry,  Adapted  to  the  General  Prac- 
titioner”, was  the  subject  of  an  address  by  Dr. 
George  T.  Harding,  Columbus,  at  a meeting  of 
the  Washington  County  Medical  Society  held  at 
Marietta,  January  8. — News  clipping. 

Ninth  District 

(COUNCILOR:  I.  P.  SEILER,  M.D.,  PIKETON) 

GALLIA 

Meeting  in  the  Library  of  Holzer  Hospital, 
Gallipolis,  January  23,  members  of  the  Gallia 
County  Medical  Society  were  addressed  by  Dr. 
Leo  C.  Bean  on  “Use  of  X-ray  and  Electrocardio- 
graph in  Diagnosis  of  Heart  Disease”. — News 
clipping. 

HOCKING 

Dr.  C.  T.  Grattidge,  Laurelville,  discussed 
“Pneumonia”  at  a meeting  of  the  Hocking  County 
Medical  Society  held  at  Logan,  January  9. — News 
clipping. 

JACKSON 

“The  Diagnosis  and  Treatment  of  Skull  Frac- 
tures”, was  discussed  by  Dr.  Walter  L.  Evans,  at 
a meeting  of  the  Jackson  County  Medical  Society, 
January  14,  at  the  home  of  Dr.  A.  G.  Ray,  Jack- 
son.  Dr.  Evans,  son  of  Dr.  and  Mrs.  W.  R.  Evans, 
Jackson,  formerly  resident  surgeon  at  Lawrence 
Hospital,  Bronxville,  New  York,  will  establish  a 
practice  in  Chillicothe. — News  clipping. 

SCIOTO 

The  Hempstead  Academy  of  Medicine  met  at 
Portsmouth,  February  10.  Dr.  Charles  J.  Shepard, 
Columbus,  spoke  on  “Diseases  of  the  Skin”. — W. 
M.  Singleton,  M.D.,  secretary. 

VINTON 

Officers  of  the  Vinton  County  Medical  Society 
for  1936  are:  President,  0.  S.  Cox;  vice-president, 
Dr.  B.  F.  Willis;  secretary-treasurer  and  corre- 


FOOD-DRINK  ADDS 

AVAILABLE  IRON 

TO  THE  DIET! 

• 

ALSO  RICHLY  PROVIDES  CALCIUM, 
PHOSPHORUS  AND  VITAMIN  D 

Cocomalt,  the  delicious  chocolate  flavor  food- 
drink,  is  a rich  source  of  available  Iron.  An 
ounce  of  Cocomalt  (which  is  the  amount  used  to 
make  one  cup  or  glass)  supplies  5 milligrams  of 
Iron  in  easily  assimilated  form. 

Thus  three  cups  or  glasses  of  Cocomalt  a day 
supply  15  milligrams  — which  is  the  amount  of 
Iron  recognized  as  the  normal  daily  requirement. 

Used  as  a delicious  food-drink,  Cocomalt  pro- 
vides a simple,  palatable  means  of  furnishing  Iron 
to  growing  children,  convalescents,  expectant  and 
nursing  mothers. 

. . . and  for  bones  and  teeth 

In  addition  to  Iron,  Cocomalt  is  rich  in  Vitamin 
D — containing  at  least  81  U.S.P.  units  per  ounce. 
Cocomalt  is  fortified  with  Vitamin  D under 
license  granted  by  the  Wisconsin  Alumni  Re- 
search Foundation. 

Cocomalt  also  has  a rich  Calcium  and  Phos- 
phorus content.  Each  cup  or  glass  of  this  tempt- 
ing food-drink  provides  .32  gram  of  Calcium  and 
.28  gram  of  Phosphorus.  Thus  Cocomalt  supplies 
in  good  biological  ratio  three  food  essentials  re- 
quired for  proper  growth  and  development  of 
bones  and  teeth:  Calcium,  Phosphorus  and  Vita- 
min D. 

Easily  digested — quickly  assimilated 

Not  the  least  of  Cocomalt’s  many  virtues  as  a 
food-drink  is  its  palatability.  It  is  so  refreshing, 
so  delicious,  it  appeals  even  to  the  very  sick.  And 
though  it  provides  exceptionally  high  nutritional 
fortification,  it  is  easily  digested,  quickly  assimi 
lated,  imposes  no  digestive  strain. 

Recommended  by  you  and  taken  regularly. 
Cocomalt  will  no  doubt  prove  of  great  value  to 
many  of  your  patients. 

FREE  TO  DOCTORS 

We  will  be  glad  to  send 
a professional  sample 
of  Cocomalt  to  any 
doctor  requesting  it. 

Simply  mail  this  cou- 
pon with  your  name 
and  address. 

Cocomalt  is  the  registered  trade-mark  of  the  R.  B.  Davis  Co. 
Hoboken,  New  Jersey. 


R.  B.  Davis  Co.,  Dept.  35  C,  Hoboken,  N.  J. 

Please  send  me  a trial-size  can  of  Cocomalt 
without  charge. 

Dr 
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restlessness  and  irritability 


Sollmann  (A  Manual  of  Pharmacology,  4th  Ed.  Saunders,  p.  774), 
discussing  the  therapeutic  uses  of  dialkyl  barbiturates,  says  they  have 
"a  wide  variety  of  applications:  To  secure  sleep,  to  dull  worry  and  ap- 
prehension and  to  calm  nervousness  and  obtain  tranquillity  and  rest  in 
conditions  ranging  from  'overwrought  nerves’  through  drug  addictions, 
hyperthyroidism,  mania,  chorea,  and  epilepsy ; . . . they  allay  the  apprehen- 
sion and  greatly  reduce  the  risk  of  operation.” 

Ipral  Sodium  (sodium  ethylisopropylbarbiturate  Squibb)  is  a dialkyl 
barbiturate  which  is  rapidly  and  readily  absorbed.  It  produces  a sleep 
closely  resembling  the  normal  and  usually  free  from  deleterious  after- 
effects. The  therapeutic  dose  of  Ipral  Sodium  is  small  and  since  excretion 
(by  the  kidneys)  is  prompt,  undesirable  cumulative  effects  may  be 
avoided  by  proper  regulation  of  the  dosage. 

Ipral  Sodium  is  supplied  in  % gr.  tablets  as  a sedative,  2 gr.  tablets 
for  use  as  a sedative  and  hypnotic,  and  in  4 gr.  tablets  for  pre-anes- 
thetic medication. 


Tablets  Ipral  Amidopyrine  (2  gr.  Ipral,  2.33  gr.  Amidopyrine 
Squibb)  provide  both  an  analgesic  and  a sedative  effect. 

Both  of  these  Ipral  Products  may  be  obtained  in  vials  of  10  and  bot- 
tles of  100  and  1000  tablets.  For  descriptive  literature  address  the  Pro- 
fessional Service  Department,  745  Fifth  Avenue,  New  York. 


E R: Sqjjibb  & Sons,  New YbRK 

MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858. 


284 


The  Ohio  State  Medical  Journal 


Vol.  32— No.  3 


pondent  for  The  Journal,  Dr.  H.  D.  Chamberlain, 
all  of  McArthur. — H.  D.  Chamberlain,  M.D.,  sec- 
retary. 

Tenth  District 

(COUNCILOR:  C.  C.  SHERBURNE,  M.D.,  COLUMBUS) 

DELAWARE 

Dr.  E.  Harlan  Wilson,  Columbus,  spoke  at  a 
meeting  of  the  Delaware  County  Medical  Society, 
January  21,  at  Delaware. — News  clipping. 

FRANKLIN 

The  Columbus  Academy  of  Medicine  presented 
the  following  programs  during  February: 

February  3 — “Treatment  of  Injuries  of  the 
Scalp”,  Dr.  William  Morrison.  Discussion,  Dr. 
H.  E.  LeFever,  Dr.  V.  A.  Dodd.  Case  presentation 
with  lantern  slides. 

February  10 — “Splenectomy  in  the  Treatment 
of  Blood  Diseases”,  Dr.  George  M.  Curtis.  Discus- 
sion, Dr.  Bruce  K.  Wiseman. 

February  17 — “Cleft  Palate”,  Dr.  Hugh  G. 
Beatty. 

February  24 — General  Practitioners’  Section — 
“Recent  Advances  in  Endocrinology  of  Use  to 
General  Practitioners”,  Dr.  George  W.  Thorn, 
associate  professor  physiology,  College  of  Medi- 
cine, Ohio  State  University.  Report  of  Illustra- 
tive Case. — Bulletin. 

MORROW 

At  a meeting  of  the  Morrow  County  Medical 
Society,  January  14,  at  Mt.  Gilead,  Dr.  E.  J. 
Stedem,  Columbus,  spoke  on  “The  Disorders  of 
Menstruation”. 

Dr.  W.  H.  Miller,  Columbus,  read  a paper  on 
“AT-ray”  at  a meeting  of  the  society,  February  11, 
at  Mt.  Gilead. — T.  Caris,  M.D.,  secretary. 

UNION 

Officers  of  the  Union  County  Medical  Society 
for  1936  are:  President,  Dr.  P.  D.  Longbrake, 

Marysville;  vice-president,  Dr.  K.  H.  Martin, 
Magnetic  Springs;  secretary-treasurer  and  corre- 
spondent for  The  Journal,  Dr.  H.  E.  Strieker, 
Marysville;  legislative  committeeman,  Dr.  F.  C. 
Callaway,  Marysville;  medical  defense  committee- 
man, Dr.  H.  C.  Duke,  Richwood;  delegate,  Dr.  J. 
Dean  Boylan,  Milford  Center;  alternate,  Dr. 
Callaway. — H.  E.  Strieker,  M.D.,  secretary. 

— OSMJ  — 

Northeast  Ohio  Health  Meeting 

At  a conference  of  northeastern  Ohio  public 
health  officers  held  at  Cleveland,  January  31,  Dr. 
R.  W.  DeCrow,  chief  of  the  Bureau  of  Health  Or- 
ganization, State  Department  of  Health,  discussed 
the  Social  Security  Bill  and  its  probable  effect 
upon  the  financing  of  health  service  in  counties 
and  municipalities.  Dr.  H.  L.  Knapp,  Cleveland 
health  director,  was  elected  president  of  the  or- 
ganization. 


Trademark  " I [ Trademark 

Registered  I ® W I I Registered 

Binder  and  Abdominal  Supporter 


Gives  perfect  up- 
lift. Is  worn  with 
comfort  and  sat- 
isfaction. Made 
of  Cotton,  Linen 
or  Silk.  Washable 
as  u n d e r w ear. 
Three  distinct 
types,  many  vari- 
ations of  each. 


The  Picture  Shows  “Type  N” 

Storm  belts  adaptable  to  all  conditions, 
Ptosis,  Hernia,  Pregnancy,  Obesity,  Sacro- 
iliac Relaxations,  High  and  Low  Opera- 
tions, etc. 

Ask  for  Literature 

Katherine  L.  Storm,  M.D. 

Originator,  Owner  and  Maker 
1701  Diamond  St.  Philadelphia 


LABORATORY  APPARATUS 

Coors  Porcelain  Pyrex  Glassware 

R.  & B.  Calibrated  Ware 
Chemical  Thermometers 
Hydrometers  Sphygmomanometers 


J.  T.  Baker  & Co.’s  C.  P.  Chemicals 

Stains  and  Reagents 
Standard  Solutions 


BIOLOGICALS 

Serums  Bacterins  Media 

Antitoxins  Vaccines  Pollens 


We  are  completely  equipped,  and  solicit 
your  inquiry  for  these  lines  as  well  as  for 
Pharmaceuticals,  Chemicals  and  Supplies, 
Surgical  Instruments  and  Dressings. 


The  Rupp  & Bowman  Co. 

319  Superior  St.  Toledo,  Ohio 
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ffeadLdy,  assimilable  fat 

— an  essential  in 
FEEDING  THE  PREMATURE 


IN  a recent  study  of  fat  metabolism  in  infants,  Holt,  Tidwell  and  Kirk* 
report  that  olive  oil  showed  the  highest  percent  retention  (95.1%)  of 
all  fats  studied  but  one,  olein  (97.5%).  These  authors  found  the  fat 
of  SIMILAC  (which  is  20%  olive  oil)  showed  a better  percent  retention 
(92.6%)  than  butter  fat  (88.9%) — and  as  high  a retention  as  breast  milk 
fat  (92.4%). 

To  quote  these  authors — “the  differences  in  fat  retention  on  these  various 
fats  as  shown  on  normal  infants  are  not  great;  for  the  normal  infant  it  is 
probably  immaterial  whether  he  absorbs  85%  or  95%  of  his  fat  intake.  It 
seemed  possible,  however,  that  in  subjects  who  have  difficulty  in  fat  assimi- 
lation, such  as  premature  infants,  the  observed  small  differences  might 
become  large  differences.  A few  observations  made  on  premature  infants 
and  twins  have  borne  this  out — .” 

The  observations  referred  to  covered  only  three  prematures  fed  on  differ- 
ent fats,  but  showed  an  average  of  78.4%  retention  for  olive  oil  as  com- 
pared to  only  52.5%  retention  for  butter  fat. 

*11011,  Tidwell  and  Kirk,  Studies  on  Fat  Metabol- 
ism in  Infants — Acta  Pediatrica.  Vol.  XVI,  1933. 

SIMILAC 

has  given  noticeably  good  results  in 
feeding  the  premature  infant.  One 
of  the  reasons  lies,  as  here  pointed 
out,  in  the  composition  of  its  fat. 

Another  reason  is  its  consistently 
zero  curd  tension.  The  finer  the 
curd  the  greater  the  surface  area. 

The  greater  the  surface  area  the 
more  exposed  are  the  fats,  carbohy- 
drates, proteins  and  salts  to  the  di- 
gestive enzymes.  Result  . . . the 
food  substances  are  more  quickly 
and  readily  utilized. 

SIMILAC  is  made  from  fresh  skim 
milk  (casein  modified)  with  added 
lactose,  salts,  milk  fat,  and  vege- 
table and  cod  liver  oils. 


The  fact  that  SIMILAC  is  well  assimilated  by  the  immature 
digestive  tract  of  the  premature  indicates  how  entirely  suit- 
able it  is  for  all  those  infants  who  are  deprived  of  breast  milk. 


M & R DIETETIC  LABORATORIES,  Inc.,  Columbus,  Ohio 
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How  Cars  Go  Out  of  Control  Analyzed 

There  is  a type  of  automobile  accident  in  which 
the  explanation  commonly  offered  is  that  “the  car 
went  out  of  control”.  In  many  cases,  however, 
according  to  Henderson,1  subsequent  examination 
demonstrates  that  the  steering  gear,  motor  and 
brakes  were  in  good  order. 

It  is  hence  really  the  motorist  who  “goes  out  of 
control”  and  the  explanation  for  his  action  lies 
in  an  instinctive  reflex,  which  submerges  the  con- 
ditioned reflex  built  up  by  driving  a car. 

The  reflex  concerned  is  the  “self-righting  re- 
flex”, which  is  excited  by  any  sudden  disturbance 
of  equilibrium.  It  is  a complex  reaction  in  which 
the  head,  body,  arms  and  legs  are  all  involved. 
When  it  occurs  in  the  driver  of  a car,  the  impulse 
that  dominates  him  is  to  steady  himself  in  his 
seat.  He  grasps  the  wheel  with  his  whole 
strength.  His  arms  stiffen,  and  he  is  as  likely  to 
steer  off  the  road  as  along  it.  Simultaneously, 
and  as  part  of  the  same  nervous  and  muscular 
complex,  he  performs  another  act  so  instinctive 
that  in  most  cases  he  is  entirely  unconscious  of  it. 
His  legs  are  forcibly  extended  and  his  feet  are 
pressed  down  hard.  It  is  the  muscular  act  that 
Sherrington,  who  discovered  it  in  the  dog,  named 
the  “extensor  thrust”.  It  is  thus  obvious  that  in 
drivers  it  will  result  in  sudden  hard  pressure  on 
the  accelerator  pedal. — Jour.  A.M.A.,  Feb.  1,  1936. 


Service 
Exclusively 
Ethical 

Constant  research,  and  over 
Fifty  Years  experience  in 
manufacturing  pharmaceuti- 
cals for  physicians  is  the  basis 
of  our  honored  reputation. 

We  are  proud  and  appreciative 
of  the  confidence  reposed 


in  us. 


Write  for  our  complete  catalog. 

The  Columbus  PfiarmacalCo. 

330  OAK  ST. , COLUMBUS,  OHIO, 


THE  ANNUAL  POSTGRADUATE  COURSE 
of  the 

INDIANA  UNIVERSITY  SCHOOL  OF 
MEDICINE 
and 

THE  INDIANA  STATE  MEDICAL 
ASSOCIATION 
will  be  presented  at 

THE  INDIANA  UNIVERSITY  SCHOOL  OF 
MEDICINE  IN  INDIANAPOLIS 


APRIL  6-11,  1936 


The  Indiana  State  Medical  Association  will  be  in  complete 
charge  of  the  programs  on  April  8th  and  9th,  which  days 
will  be  devoted  to  discussions  of  Cardiovascular,  Renal,  and 
Neoplastic  Diseases. 

The  program  will  include  many  speakers  of  national 
prominence. 

Forenoons  will  be  devoted  to  clinics.  Afternoons  will  he 
given  to  didactic  work,  with  special  emphasis  placed  upon 
clinical  demonstrations  and  discussions. 

No  Registration  Fee 

All  graduate  physicians  in  good  standing  are  invited  to 
attend. 

Complete  program  with  schedule  of  speakers  will  be  pub- 
lished in  the  April  issue. 

COME  TO  INDIANAPOLIS — APRIL  6-11,  1936 


HYCLORITE 


Accepted  by  the  Council  on  Pharmacy  and 
Chemistry  of  the  American  Medical 
Association  ( N.N.R .) 


ANTISEPTIC 

An  aid  for  the  prevention  of  ringworm 
infection 
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infected  cases  wherever  an  anti- 
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DECONGESTIVE  — 
SOOTHING 


Nose  stopped  up — Congestion  relieved  after  appli- 

Eyes  brimming  over  cation  of  vaso-  constrictor 


NEO-SYNEPHRIN 

HYDROCHLORIDE 


(levo-meta-methylaminoethanolphenol  hydrochloride) 


In  relieving  the  symptom  of  nasal  congestion,  the  valuable  vaso-con- 
strictor,  Neo-Synephrin  Hydrochloride,  offers  these  advantages: 

Active  on  repeated  application 

More  sustained  action  than  epinephrine 

Less  toxic  in  therapeutic  doses  than  epinephrine  or  ephedrine 
No  sting  at  point  of  application 

The  absence  of  irritation  and  sting,  low  toxicity,  little  nervousness 
or  palpitation,  combined  with  prompt  and  prolonged  effect  are  some 
of  the  reasons  for  the  clinical  success  of  Neo-Synephrin. 


Supplied  in  these  convenient  dosage  forms: 


SOLUTION  EMULSION 

i/4%  and  1%  1/4% 

ONE-OUNCE  BOTTLES  ONE-OUNCE  BOTTLES 


JELLY 

Vi% — I N COLLAPSIBLE  TUBES 
with  nasal  applicator 


FREDERICK  STEARNS  & COMPANY 


DETROIT  NEW  YORK  KANSAS  CITY  SAN  FRANCISCO 
WINDSOR,  CANADA  SYDNEY,  AUSTRALIA 
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Welfare  Institutional  Building  Program 
is  Recommended 

A building  expansion  program  to  relieve  badly 
overcrowded  conditions  in  Ohio’s  22  state  in- 
stitutions is  being  urged  by  State  Welfare 
Director  Margaret  Allman. 

Stating  the  population  of  these  institutions  on 
December  31,  1935,  was  nearly  3,000  more  than 
the  normal  capacity  of  33,524,  a condition  which 
is  expensive  to  the  state  and  renders  impossible 
adequate  treatment  for  all  inmates,  Mrs.  Allman’s 
recommendations  include  full  development  of  the 
State  Institution  for  the  Feeble-Minded  at  Apple 
Creek  to  permit  care  of  1,400  persons  on  the 
waiting  list  and  relieve  overcrowding  in  other 
institutions.  It  was  estimated  that  this  develop- 
ment would  cost  $2,000,000. 

Construction  of  a hospital,  costing  between 
$2,000,000  and  $3,000,000,  for  the  insane  in 
Northern  Ohio  to  care  for  500  surplus  patients  in 
Cuyahoga  County  also  was  advocated. 

The  following  table  shows  the  population  of 
the  22  state  institutions  on  December  31,  1935,  as 
compared  with  the  normal  capacity: 


Name  of  Normal 

Institution  Population  Capacity 

Athens  State  Hospital 1621  1648 

Cleveland  State  Hospital 2693  2500 

Columbus  State  Hospital 2879  2200 

Dayton  State  Hospital 1647  1338 

Lima  State  Hospital 1111  1019 

Longview  State  Hospital 2394  1742 

Massillon  State  Hospital 3019  ' 1985 

Toledo  State  Hospital 2548  1908 

Ohio  Hospital  for  Epileptics 2131  1982 

Institute  for  Feeble-Minded.  Columbus....  2093  2100 

Institute  for  Feeble-Minded,  Orient 2498  2295 

Institute  for  Feeble-Minded,  Apple  Creek  . 435  460 

Ohio  State  Sanatorium 216  235 

Ohio  Soldiers’  & Sailors’  Home 841  1055 

Madison  Home  for  Civil  War  Widows 

and  World  War  Mothers 31  38 

Boys’  Industrial  School 910  1081 

Girls’  Industrial  School 432  450 

Ohio  Penitentiary  3927  4256 

London  Prison  Farm 1477  2000 

Ohio  State  Reformatory 3007  2850 

Ohio  Reformatory  for  Women 251  262 

Bureau  of  Juvenile  Research 95  120 


Totals  36,256  33,524 


OSMJ 

Columbus — Dr.  George  P.  Sims,  director  of  the 
department  of  X-ray  therapy  and  radium  in  Mt. 
Carmel  Hospital,  is  the  new  chairman  of  the  gen- 
eral staff  of  the  hospital.  Other  officers  are  Dr. 
C.  C.  Sherburne,  vice-chairman  and  Dr.  W.  W. 
Hicks,  secretary. 

Cleveland — A proposed  plan  of  the  Cuyahoga 
County  commissioners  to  use  the  Ohio  Institute  of 
Oxygen  Therapy  as  a sanitarium  for  county  men- 
tal patients  is  being  protested  by  residents  of 
Euclid,  the  suburb  in  which  the  sanitarium  is 
located. 

Cincinnati— Dr.  M.  A.  Blankenhorn  delivered 
the  sixth  annual  Latham  memorial  lecture  at 
Huntington,  W.  Va.,  recently,  on  “Art  and 
Science  of  Diagnosis”. 

Youngstown — Dr.  S.  H.  Sedwitz  addressed  the 
Mercer  County,  (Pa.)  Medical  Society  on  “Recent 
Advances  in  Peripheral  Circulatory  Diseases”. 
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UPPER  ABDOMINAL  DISTRESS* 

By  COLIN  R.  CLARK,  M.D.,  F.A.C.P.,  Youngstown,  Ohio 


IT  IS  my  thought  to  consider  together  with  you 
the  large  number  of  patients  whom  we  all 
see  in  our  offices  who  complain  of  some  sort 
of  distress  in  the  upper  abdomen,  rather  com- 
monly called  “indigestion”,  but  described  by  a 
wide  variety  of  terms  and  phrases.  “It’s  my 
stomach,  Doctor” — is  the  usual  beginning  of  the 
story;  and  the  complaints  are  of  pain  or  painful 
distress,  a burning  or  gnawing  sensation,  or  of 
nausea  or  “gas”,  and  other  disagreeable  sensa- 
tions. These  complaints  are  referred  to  the 
epigastrium,  or  more  diffusely  through  the  upper 
abdomen,  lower  thorax,  or  substernal — usually 
anteriorly,  but  often  described  as  “going  through 
to  my  back”,  or  “up  into  my  throat”,  and  as 
“pressing  on  my  heart”.  “Gas”  seems  to  mean  a 
sense  of  distension  or  of  pressure;  and  often  real 
distension  requiring  clothing  to  be  loosened.  This 
is  commonly  associated  with  eructations  of  air,  or 
of  sour  fluid,  or  both — and  relief  usually  follows 
the  eructation.  Pyrosis — called  “heart  bum” — 
is  a frequent  part  of  the  story. 

The  relation  of  the)  symptoms  to  meals  varies 
with  the  patient.  Sometimes  we  are  told  of  the 
distress  coming  on  during,  or  soon  after,  meals. 
Sometimes  there  is  food  relief,  with  recurrence  of 
the  discomfort  later  on;  and  often  there  is  no 
definite  relation  to  meals.  The  patient  often  be- 
lieves there  is  relation  to  items  of  food  included 
in  the  meals;  that  such  foods  “disagree”  with  him. 
There  are  many  other  unusual  complaints,  as  a 


*Read  before  the  Sixth  District  Medical  Society,  at  its 
meeting  in  Youngstown,  November  19,  1935. 
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“heart  burn  headache”,  feeling  of  dizziness  or 
drowsiness,  disturbance  of  vision  or  of  burning 
sensation  of  the  eyes — all  attributed  to  indiges- 
tion. 

What  isi  this  thing  called  “indigestion”?  Is  it 
really  a disturbance  of  the  chemical  processes  of 
digestion?  It  is  believed  not.  It  seems  to  be 
rather  a disturbance  of  the  motor  function  of  the 
stomach;  and  chiefly  of  the  nature  of  spasm,  or 
irregular  contraction  of  the  muscle  fibers  of  the 
region  of  the  pylorus,  and  also  of  the  cardia,  due 
to  disturbed  innervation. 

The  patient  has  had  such  distress  for  some  time, 
and  has  tried  home  remedies,  and  followed  the 
advice  of  well-meaning  friends  as  to  medicines. 
He  may  even  have  had  treatments  by  irregulars, 
including  spinal  adjustments  and  various  bone 
manipulations  and  joint  stretchings.  He  has  prob- 
ably done  considerable  experimenting  with  what 
he  is  pleased  to  call  “dieting”.  This  means  cut- 
ting out  from  his  meals  one  item  after  another, 
as  he  feels  each  disagrees  with  him,  until  he  is 
either  not  getting  enough  total  nourishment,  or 
not  enough  variety.  He  is  losing  weight,  and  is 
frightened  by  this  loss.  Now  he  comes  to  us  for 
relief.  Let’s  keep  that  clearly  in  mind.  It  is  for 
relief  he  comes.  We  are  apt  to  become  so  in- 
terested in  the  problem,  and  our  desire  to  reach  a 
correct  answer,  that  we  are  in  danger  of  thinking 
an  answer  is  more  important  than  relief.  The 
patient  wants  relief  and  cure — but  he  also  wishes 
to  avoid  troublesome,  unpleasant,  and  expensive 
investigations,  unless  such  procedures  are  really 
necessary.  To  that  extent  he  is  unfair.  But  this 
is  our  problem — to  understand  as  fully  as  possible 
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the  individual,  as  well  as  his  complaints;  to  get  a 
careful,  complete  history;  and  to  carry  out  a 
thorough  general  physical  examination,  and  only 
then  to  determine  if  more  complete  study  by 
laboratory  and  X-ray  methods  is  immediately  re- 
quired. It  is  easier  to  ask  for  gastric  analysis, 
and  for  X-ray,  G.  I.  series  and  cholecystogram, 
in  all  such  patients;  but  the  large  proportion  of 
negative  reports  one  receives,  seems  to  prove  such 
a course  not  necessary.  Many  may  be  diagnosed 
and  successfully  treated  more  simply. 

Now  we  have  to  get  a more  complete  history, 
after  the  first  brief  recital  of  complaints.  We  are 
going  to  try  to  get  a history  that  will  tell  us  as 
much  as  possible  about  his  discomforts  and  com- 
plaints; and  that  will  also  tell  us  as  much  as  pos- 
sible about  the  person,  the  individual  as  a whole, 
who  presents  this  problem.  Let  him  tell  his  story 
in  his  own  way  if  possible.  Sometimes  the  story  is 
long  and  discoursive.  He  may  have  a slip  of  paper 
to  which  he  refers,  so  as  to  be  sure  that  he  does 
not  forget  some  item  of  complaint  or  detail  of 
distress.  That  slip  of  paper  tells  us  that  we  are 
dealing  with  a highly  nervous  person — filled  with 
fear  and  apprehension  that  he  is  trying  not  to 
show.  Or,  on  the  other  extreme,  the  patient  may 
be  very  brief  and  laconic;  and  needs  to  be  stimu- 
lated by  tactful  questions.  As  we  question  him, 
we  ask  ourselves — “Why  is  he  so  brief? — is  he  de- 
pressed?— or  hopeless? — does  he  resent  being 
here,  and  being  questioned?”  This  last  usually 
means  that  friends  and  family  have  rather 
crowded  him  for  the  consultation;  and  his  co- 
operation is  only  to  be  won  by  tact  and  real  in- 
terest. A clear  cut  statement  of  symptoms,  and 
intelligent,  accurate  replies  to  questions,  are  cer- 
tainly not  the  rule  with  this  group  of  patients — 
and  when  met,  there  is  usually  real  pathology  to 
be  found.  The  patient  who  wanders  in  his  com- 
plaints, and  includes  irrelevant  details  as  a sort 
of  embroidery  of  his  tale,  is  more  apt  to  be  of 
the  “nervous  indigestion”  group — the  subject  of  a 
gastric  neurosis.  Of  course  there  are  many  ques- 
tions to  ask,  to  complete  the  history.  Duration — 
mode  of  onset — very  first  symptoms  noticed,  and 
when — and  any  circumstances  associated  with  the 
early  symptoms. 

Look  out  for  real  organic  trouble  in  those 
patients  who  give  a fairly  definite  history  of  re- 
cent onset — say  within  six  months.  Recent  onset 
of  the  present  attack  should  always  elicit  the 
query  as  to  previous  similar  experiences.  If  there 
have  been  such,  with  marked  or  moderate  period- 
icity, we  think  of  peptic  ulcer,  even  if  the  present 
story  is  not  characteristic — and  roentgen  study  is 
wisely  advised.  If  there  have  been  no  such  prev- 
ious attacks,  we  query  further  as  to  any  sig- 
nificant occurrences  affecting  the  patient  at,  or 
preceding,  such  onset.  This  may  bring  out  a story 
of  illness  or  death  in  the  family,  with  strain  of 
nursing  or  shock  of  bereavement;  or  of  business 


reverses,  loss  of  employment,  or  some  other  such 
upsetting  circumstances.  This  makes  us  think  of 
“nervous  indigestion”  as  the  probable  diagnosis. 
If  there  have  been  neither  similar  attacks  prev- 
iously, nor  occurrences  that  might  explain  the  on- 
set, the  suspicion  of  malignancy  should  be  aroused 
— and  this  suspicion  once  aroused,  should  never  go 
unanswered.  This  is  true,  even  if  the  symptoms 
sound  very  moderate,  or  even  trivial.  They  were 
troublesome  enough  to  bring  the  patient  for  re- 
lief. X-ray  examination  of  the  esophagus, 
stomach,  and  duodenum  can  always  be  secured  in 
some  way  if  insisted  on — and  we  would  all  agree 
that  to  detect  one  early  gastric  carcinoma  is 
worth  a lot  of  effort  on  our  part. 

Very  often  we  get  the  reply  in  answer  to  our 
query  as  to  duration,  “Oh,  for  a long  time,  off  and 
on”,  or  “I’ve  always  had  a weak  stomach”,  or 
“Mother  says  I had  a bad  stomach  as  a child”. 
We  ask  what  “off  and  on”  means,  and  find  that 
with  all  this  group,  the  discomforts  of  the  upper 
abdomen,  brought  now  to  us  for  relief,  have  oc- 
curred or  recurred  irregularly  for  several  years. 
These  folks  get  along  comfortably  when  free  from 
external  annoyances.  They  are  altogether  free  of 
any  such  symptoms  when  on  vacation,  and  in  gen- 
eral when  life  is  pleasant.  But  the  symptoms  all 
recur,  under  stress  and  strain,  over-work,  and 
especially  worry,  and  various  upsets  in  the  family 
life — neuro-  or  psychogenic. 

When  the  onset  is  dated,  as  “When  Jimmy  was 
a baby”,  or  “When  I was  carrying  Jane” — or,  in 
other  words,  in  some  relation  to  a pregnancy,  we 
consider  cholecystitis  as  an  underlying  cause  of 
the  present  complaints. 

In  all  this  history  taking  we  have  been  trying 
to  understand  the  person — the  individual — his 
mental  and  nervous  makeup,  and  the  extent  of 
fear  and  apprehension  with  which  he  views  his 
own  condition.  We  remember  that  all  these  com- 
plaints are  referred  to  the  region  formerly  known 
as  the  “hypochondrium — and  that  the  words 
“hypochondriac”  and  “hypochondriasis”  have 
their  origin  in  the  mental  and  nervous  reactions 
of  persons  suffering  from  just  such  complaints  as 
we  are  considering.  Think  of  the  patient  as  a 
whole.  So  much  detailed  information  about  in- 
dividual organs  has  been  obtained,  and  is  avail- 
able by  highly  specialized  tests,  that  these  have 
become  centers  of  medical  interest. 

Now,  having  completed  our  history  taking,  and 
continuing  our  effort  to  understand  the  whole  per- 
sonal problem,  let’s  make  a careful  and  reasonably 
complete  physical  examination.  We  may  have 
quite  determined  in  our  own  minds  that  this  prob- 
lem is  almost  certainly  a neurosis — a functional 
thing,  and  unlikely  to  have  any  organic  base.  But 
every  such  patient  is  entitled  to  a careful 
thorough  examination;  and  a careful  physical  ex- 
amination is  part  of  treatment  with  the  neurotic 
patient. 
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The  active  or  inactive,  equal  or  unequal  pupils, 
the  condition  of  nose,  ears,  mouth,  teeth,  tonsils 
and  pharynx  are  ascertained.  Chronic  infection 
about  the  root  of  a nonvital  tooth,  or  in  the 
depths  of  a tonsil,  can  be  responsible  for  many 
curious  symptoms;  but  don’t  let’s  sacrifice  every 
suspicious  tooth  or  tonsil  as  the  first  effort  to 
secure  relief;  later  on,  perhaps,  when  findings 
may  point  to  some  obscure  focal  infection  as  a 
causative  factor.  The  thyroid  deserves  observa- 
tion. An  unsuspected  hyperthyroidism  with  its 
nervous  disturbances  may  be  a background  for 
these  upper  abdominal  symptoms.  Heart  and 
lungs  should  have  careful  scrutiny.  Sometimes 
anorexia  and  some  gastro-intestinal  discomforts 
are  the  first  symptoms  of  an  early  pulmonary 
tuberculosis.  Tachycardia,  associated  with  mild 
hyperthyroidism,  should  not  be  overlooked  as  part 
of  the  evidence  of  general  nervous  disturbance. 
Chronic  myocardial  or  valvular  disease,  with  even 
slight  failure  of  compensation,  may  register  its 
early  symptoms  in  connection  with  the  stomach. 

Naturally,  it  is  in  our  examination  of  the  ab- 
domen that  the  patient  is  most  concerned;  and  it 
is  surprising  how  little  of  positive  findings  one 
commonly  recognizes  in  this  group  of  patients.  Is 
the  subcostal  angle  acute  or  obtuse?  One  very 
seldom  finds  peptic  ulcer  in  the  patient  with  an 
obtuse  angle — nor  gall  bladder  disease  in  the  per- 
son whose  subcostal  angle  is  acute. 

Tenderness  under  the  right  costal  margin  with- 
in the  semilunar  line,  on  fairly  deep  pressure  up- 
ward and  backward  suggests  cholecystitis.  It 
may  be  less  than  tenderness,  but  that  this  pressure 
inhibits  inspiration,  while  similar  pressure  on  the 
left  side  does  not  affect  breathing  at  all. 

I am  very  skeptical  of  gastroptosis  or  general 
enteroptosis  being  responsible  for  painful  dis- 
comforts, except  in  the  presence  of  atony  and 
marked  gastric  retention,  or  other  complications. 

Tenderness  at  McBurney’s  point,  in  the  absence 
of  increased  muscle  tension  over  the  region,  sel- 
dom represents  chronic  appendicitis,  but  it  is 
possible.  Carnett’s  test  is  useful  in  differentiating 
tenderness  within  the  abdominal  cavity  from  ten- 
derness due  to  neuro-  or  fibromyositis  in  the  ab- 
dominal wall.  This  test  consists  of  having  the 
recumbent  patient  raise  his  heels  from  the  table, 
keeping  his  legs  straight,  thereby  stiffening  the 
abdominal  muscles.  If  the  tenderness  persists,  it 
is  reasonable  proof  that  the  cause  of  the  tender- 
ness is  in  the  abdominal  wall  rather  than  in  any 
structure  within  the  peritoneal  cavity. 

Not  much  of  chronic  upper  abdominal  distress 
is  due  to  conditions  in  the  pelvis.  Reflex  dis- 
turbances from  prostate  and  rectum,  ovaries, 
tubes,  and  from  the  uterus  itself  occur,  but  not 
frequently.  However,  digital  rectal  examination 
should  be  carried  out,  as  well  as  a careful  pelvic 
examination  in  all  women  patients.  This  may 
bring  out  illuminating  additional  complaints  that 


were  not  mentioned  before,  and  even  denied  on 
questioning.  For  instance,  the  dragging  sensation 
due  to  a lacerated  and  relaxed  perineum  and 
moderate  prolapse,  may  be  responsible  for  the 
anorexia  and  epigastric  distress  complained  of. 
And  this  is  true  of  other  pelvic  or  rectal  path- 
ology. 

A complete  blood  count  and  chemical  and  mi- 
croscopic urine  examination  are,  of  course,  part 
of  such  general  survey.  The  finding  of  a marked 
anemia,  either  secondary  or  of  the  primary  sort, 
may  clear  up  the  fog,  and  point  the  way  to  proper 
treatment.  In  the  same  way,  the  finding  of 
glycosuria  or  pyuria  may  be  very  illuminating, 
and  direct  the  further  study  and  treatment. 

Now  we  take  stock.  From  our  study  of  the 
patient  so  far,  we  have  tentatively  placed  him  in 
one  of  two  main  groups:  First,  as  probably  hav- 
ing some  definite  organic  pathology  and  requiring 
further,  more  specialized,  examination.  In  this 
group  the  complete  diagnosis  carries  with  it  the 
requirements  of  treatment,  medical  or  surgical. 
Second,  as  showing  no  evidence  of  organic  path- 
ology, and  probably  suffering  from  “nervous  in- 
digestion” or  neurosis — at  any  rate,  that  it  is 
safe  to  delay  further,  more  elaborate  examination, 
while  we  try  the  effect  of  treatment. 

With  this  second  group,  then,  what  is  our 
course?  I think  first,  strong  reassurance.  The 
first  step  of  reassurance  is  to  convince  the  patient 
of  our  own  fully  sympathetic  understanding  of 
his  complaints  and  symptoms,  and  recognition  of 
them  as  real  and  important;  and  our  belief  that 
with  his  cooperation  we  can  jointly  achieve  a real 
recovery  for  him.  We  might  say  “We  have  made 
a fully  complete  and  careful  general  physical  ex- 
amination, including  blood  and  urine  studies,  and 
are  much  pleased  at  the  absence  of  any  abnormal 
findings”.  Go  on  to  explain  that  we  believe  more 
elaborate  A-ray  and  laboratory  studies  would  be 
confirmatory;  but  might  throw  additional  light, 
and  may  be  requested  later  on.  That  leaves  a 
door  open. 

Then  as  to  advice.  First,  a rather  elementary 
talk  on  the  principles  of  diet,  entirely  simple  and 
without  specific  instructions.  Tell  him  that  his 
diet  order  is  comprised  of  three  chapters,  which 
he  must  learn  and  follow:  Chapter  one,  plenty; 
Chapter  two,  widely  varied;  Chapter  three, 
simply  prepared.  That  is  all  there  is  as  a diet 
order  but  go  on  with  further  explanation.  Plenty 
— because  there  must  be  ample  fuel  to  keep  up 
steam — body  energy — not  only  to  keep  on  going, 
but  additional  energy  to  get  well  with.  Widely 
varied — to  be  sure  of  including  the  vitamins  and 
minerals  so  urgently  required,  as  well  as  the 
building  materials  and  fuels.  You  can  use  the 
fingers  of  one  hand  to  check  the  necessary  classes 
of  food  that  must  be  included  every  day — meat, 
vegetables  both  raw  and  cooked,  fruit  and  fruit 
juices,  dairy  products — milk,  cream,  butter,  and 


308 


The  Ohio  State  Medical  Journal 


Vol.  32— No.  4 


cheese, — and  eggs.  These  being  met,  he  may  add 
the  starches,  sweets,  and  fats,  as  fuel.  Simply 
prepared  means  avoiding  highly  seasoned,  rich, 
or  greasy  foods,  and  probably  concentrated 
sweets,  such  as  syrups  and  rich  preserves.  I am 
inclined  to  bracket  tea,  coffee,  tobacco,  and 
alcohol;  and  restrict  all  four  sharply  for  awhile. 
But  we  want  to  get  away  from  much  thought  of 
diet.  It  is  probably  wise  for  the  patient  to  omit 
the  items  of  food  that  he  believes  upset  him — but 
try  them  out)  once  in  a while,  to  be  really  sure 
they  do  disagree.  We  are  trying  to  get  him  away 
from  fear  of  any  simple  foods. 

In  my  opinion,  there  are  two  most  useful  drugs 
— belladonna,  and  phenobarbital.  The  doses  re- 
quired are  small  or  moderate,  never  large;  and 
given  quite  independent  of  meal  time,  three  or 
four  times  a day.  Of  course  there  are  other  drugs 
that  may  be  useful,  but  by  and  large,  drugs  are 
not  an  important  part  of  treatment  of  these  pa- 
tients. We  try  to  get  away  from  laxatives  as 
much  as  possible,  and  yet  encourage  a reasonable 
regular  bowel  movement.  The  simple  salt  and  soda 
enema  seems  to  me  much  to  be  preferred  to  the 
regular  use  of  laxatives.  Don’t  forget  how  pleas- 
antly senna  leaves  act — so  flexible  in  dosage,  if  a 
laxative  regularly  seems  required. 

Rest — mental  and  emotional,  as  well  as  physi- 
cal, should  hold  a fundamental  place  in  treatment. 
It  is  often  difficult  to  achieve,  difficult  to  convince 
the  patient  that  he  cake  the  time  for  physical 
rest,  and  that  mental  and  emotional  rest  can  be 
obtained.  We  can  usually  help  to  plan  methods  to 
unload  duties  and  responsibilities  for  a short 
period — sometimes  a week  away  from  home,  or  in 
hospital,  is  worth  while. 

Next,  I think,  is  the  effort  to  get  over  to  the 
patient  a real  explanation  of  how  the  impact  of 
external  circumstances  on  his  personality  can  and 
does  produce  these  symptoms;  and  how  fear  and 
apprehension  consolidate  and  increase  them.  We 
are  not  psychoanalysts,  psychiatrists,  or  even 
psychologists.  It  is  hard  enough  to  think  out 
these  problems  for  ourselves.  To  the  patient,  the 
explanation  can  be  rather  simple  and  dogmatic. 
Just  as  fright,  fear,  anger,  and  disgust,  may  and 
do  cause  acute  gastro-intestinal  upsets  familiar 
to  all  of  us;  so  worry  and  apprehension,  fear, 
anger,  grief,  disappointment,  and  all  other  causes 
of  nervous  tension  may  and  do  cause  similar  up- 
sets that  are  chronic  in  the  sense  of  being  of  long 
duration.  To  treat  these  patients  successfully  we 
must  strive  to  uncover  all  such  causes,  and  to  ex- 
plain their  relation  to  the  symptoms  brought  to 
us.  It  is  not  necessary  at  first  to  question  too 
closely  the  details  of  the  troublesome  background. 
First,  secure  the  patient’s  admission  of  some  such 
trouble,  worry,  or  fear,  and  let  it  go  at  that. 
Later  the  patient  may  want  the  relief  of  talking 
out  his  worries.  Let  him  tell  it  fully,  in  his  own 
way,  for  the  beneficial  relief  of  it;  and  then  we 


are  in  a good  position  for  further  explanation  of 
the  mechanism  by  which  these  troubles  are 
causing  these  symptoms.  Sometimes,  not  often, 
we  can  help  by  advice.  Sometimes  the  situation 
seems  to  him  less  dark  when  talked  out  freely. 
All  of  these  means  a sort  of  unconscious  re-edu- 
cation as  protection  against  useless  worry  and 
strain,  and  as  defense  against  the  unavoidable 
shocks  and  stresses  of  ordinary  life. 

Through  all  of  this  we  are  trying  to  give  en- 
couragement and  reassurance  to  the  harassed 
patient.  Don’t  ever  let  the  word  “imaginary” 
enter  into  the  discussion.  He  probably  has  been 
told  by  family,  friends,  and  even  by  physicians 
that  his  troubles  are  imaginary,  and  he  always 
resents  it.  His  troubles  are  real  to  him.  And  do 
not  ever  tell  him  to  “forget  it”.  That  has  also 
been  said  in  the  same  connection.  He  knows  he 
can  not  make  himself  “forget  it”,  when  he  be- 
lieves that  he  has  some  obscure  and  baffling  con- 
dition that  we  are  not  able  to  discover.  He  can 
only  “forget  it”  after  this  belief  has  been  can- 
celled by  full  and  satisfactory  diagnosis  and  ex- 
planation. 

The  fear  of  cancer  is  probably  one  of  the  great- 
est and  most  common  fears  held  by  patients  of 
this  “nervous  indigestion”  group — yet  it  is  seldom 
mentioned.  It  should  be  mentioned  rather  casually, 
in  our  summary  to  the  patient.  We  assure  him  of 
the  complete  absence  of  any  evidence  of  organic 
disease  such  as  ulcer,  tumor,  cancer,  abscess,  or 
disturbing  inflammation  of  any  sort,  and  pass  on 
to  further  reassuring  talk.  He  will  get  it,  and 
later  on,  he  may  tell  us  how  relieved  he  was  to 
have  us  dismiss  cancer  so  definitely. 

All  of  this  is  not  easy,  nor  at  all  always  suc- 
cessful. Some  of  these  nervous  patients  seem  to 
demand  confirmation  of  their  fears,  rather  than 
cancellation  of  them.  There  is  certainly  a group 
whose  symptoms  are  a defense  mechanism,  by 
which  they  escape  some  burdens,  or  acquire  some 
benefits  in  the  family  life.  They  are  rebellious  to 
treatment.  Then  there  is  the  group  where  the 
gastric  neurosis  is  part  of  a more  generalized 
neurosis  or  neuro-psychosis.  They  are  beyond  the 
scope  of  this  brief  discussion. 

What  becomes  of  all  these  persons  whom  we 
think  of  as  belonging  to  the  “nervous  indigestion” 
group?  Some,  maybe  very  many,  snap  out  of  it  on 
relief  of  the  external  pressure,  or  the  achievement 
of  better  personal  adjustment  to  the  troublesome 
factors.  That  adjustment  takes  various  forms  of 
personal  philosophy — maybe  often  a sort  of 
fatalistic  acceptance.  When  one  stops  fighting 
environment,  one  becomes  moulded  more  readily. 
Some,  many,  go  on,  through!  the  disturbances  of 
the  vagus  and  of  the  sympathetic  nervous  systems 
and  of  the  endocrine  glands  and  their  hormones, 
into  that  large  group  of  hypertensive  individuals, 
for  whom  sympathectomies  and  suprarenal  de- 
nervations, and  such  radical  treatments  and 
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operations  are  being  worked  out  now  in  many 
clinics.  We  are  too  dumb  yet  to  reach  the  troubles 
of  this  group  through  the  forebrain,  where  much 
of  the  trouble  has  its  origin. 

Some  go  on  under  the  classification  of  “nervous 
indigestion”  for  a long  time,  until  some  one  of  us 
is  careful  enough  to  detect  signs  of  real  organic 
pathology,  and  treat  that  condition  wisely.  The 
diagnosis  of  “nervous  indigestion”  is  useful.  It 
covers  a large  number  of  our  patients  correctly, 
and  leads  to  wise  and  relieving  treatment,  but  it 
should  always  be  thought  of  as  followed  by  a 
question  mark,  and  should  be  frequently  re- 
viewed. 

The  effort  has  been  made  to  confine  this  dis- 


cussion to  ambulant  or  office  patients,  not  dis- 
abled. To  consider  if  we  may  recognize  the  func- 
tional and  nervous  cases  safely,  without  subject- 
ing all  such  to  elaborate  complete  examinations; 
and  at  the  same  time  not  harmfully  overlook  those 
patients  who  really  present  the  early  or  moderate 
symptoms  of  serious  organic  disease. 

Let  me  refer  you  to  the  splendid  volume  by 
Dr.  Walter  C.  Alvarez,  under  the  title  of  “Nerv- 
ous Indigestion”.  Reading  this  again  while  pre- 
paring this  paper  has  left  me  completely  over- 
whelmed by  my  termerity  in  tackling  even  the 
fringe  of  this  subject.  But  if  I can  stimulate  you 
to  read  and  reread  Alvarez,  I am  well  pleased. 

415  Bryson  Street. 


THE  PREVENTION  OF  CANCER  OF  THE  CERVIX* 

By  PALMER  FINDLEY,  M.D.,  Omaha,  Nebraska 


CHARLES  D.  MEIGS  of  Philadelphia,  that 
irrconcilable  protagonist,  opposed  the  in- 
troduction of  anesthesia  into  the  practice  of 
obstetrics  and  rejected  the  theory  of  contagion  of 
childbed  fever.  Simpson’s  advocacy  of  chloroform 
anesthesia  in  childbirth  was  to  him  “a  sudden, 
.violent  and  over-bearing  event”  and  the  theory  of 
contagion  of  childbed  fever  was  “a  vile,  de- 
moralizing superstitution”.  But  when  confronted 
with  the  cancer  problem,  Meigs  was  completely 
baffled  and  acknowledged  defeat. 

In  his  treatise  on  “Woman  and  Her  Diseases,” 
Meigs  wrote:  “It  is  enough  to  make  a physician’s 
heart  sink  within  him  to  make  the  diagnostic  of 
cancer  uteri,  for  such  a diagnostic  is  ipso  facto  a 
prognostic  of  death;  and  when  the  physician  has 
made  it,  and  is  brought  to  the  point  of  giving 
true  expression  to  his  opinion,  he  might  be  sup- 
posed to  be  as  painfully  situated  as  the  judge  on 
the  bench,  when  he  puts  on  his  black  cap  before 
the  final  announcement  of  the  judgment  unto 
death”  ....  “I  am  of  the  opinion,”  said  he, 
“that  everybody  holds  on  the  subject  of  this  ter- 
rible evil,  viz.,  that  it  is  one  of  the  approbria 
medicorum,  and  that  it  cannot  be  cured.”  Meigs, 
the  scholarly  man  of  fine  culture  and  scientific 
attainments,  was  for  once  in  complete  accord  with 
the  prevailing  sentiment  of  his  time. 

Such  was  the  fatalistic  attitude  of  the  medical 
profession  toward  cancer  to  the  middle  of  the  pre- 
ceding century  and  among  the  laity  the  impres- 
sion is  still  prevalent  that  cancer  is  incurable. 
Happily,  we  have  arrived  at  the  stage  where  we 

*Read  before  the  Ninth  General  Session,  Ohio  State 
Medical  Association,  at  the  89th  Annual  Meeting,  Cincin- 
nati, October  2-4,  1935. 
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can  say  that  cancer  of  the  uterus  is  curable, 
though  the  percentage  of  curability  is  far  from 
encouraging.  While  we  do  not  admit  defeat,  as 
did  Meigs,  we  must  acknowledge  that  with  all  the 
remedial  agencies  at  our  command  our  results  are 
frankly  disappointing.  A curability  of  25  per  cent 
of  all  cancers  of  the  cervix,  of  50  per  cent  of  the 
early  cases  and  of  7 to  10  per  cent  of  the  ad- 
vanced cases  is  not  satisfying. 

Cancer  is  known  to  have  plagued  the  human 
race  for  six  thousand  years,  yet  today,  with  all 
the  research  that  has  been  expended  in  the  past 
half  century,  we  are  yet  in  the  dark  as  to  the 
essential  causes  of  cancer.  We  do  know  some- 
thing of  the  contributing  factors  and  this  knowl- 
edge is  carrying  us  far  in  the  prevention  of  the 
disease,  but  the  primary  cause  is  as  elusive  as  in 
the  dawn  of  history. 

When  Wertheim’s  radical  operation  was  intro- 
duced, the  profession  accepted  and  practiced  it 
with  enthusiasm  for  a decade  or  more.  But  the 
primary  mortality  was  appallingly  great  in  the 
hands  of  the  average  operator  and  the  high  per- 
centage of  recurrences  dampened  the  ardor  of  the 
surgeon  till,  today,  it  is  in  favor  with  only  a 
limited  group  who  have  become  expert  in  the 
technic  of  the  operation. 

The  introduction  of  irradiation  therapy  (X-rays 
and  radium)  gave  a new  impetus  to  the  treat- 
ment of  cancer  of  the  cervix.  The  results  have 
been  such  as  to  justify  the  assertion  that  pelvic 
irradiation  is  the  remedy  par  excellence  in  the 
management  of  cancer  of  the  cervix,  but  we  have 
learned  that  it  has  its  limitations  and  it  would 
seem  that  little  more  can  be  expected  from  it. 
The  results  have  been  obtained  with  a very  low 
primary  mortality  and  with  as  high  a percentage 
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of  curability  as  was  ever  attained  by  the  radical 
operation.  Radiologists  are  continually  striving 
to  improve  their  technic  but  they  are  conscious  of 
their  limitations  and  freely  admit  that  the  desired 
remedy  for  cancer  of  the  cervix  has  not  been 
found — we  are  curing  only  one  case  in  four. 

For  want  of  an  efficient  remedy  we  turn  to  early 
recognition  and  to  prevention  and  it  is  here  that 
we  find  much  encouragement.  The  time  to  cure 
cancer  is  before  it  is  a cancer.  This  is  but  another 
way  of  saying  that  our  efforts  should  be  directed 
to  the  elimination  of  so-called  pre-cancerous 
lesions  if  we  are  to  check  the  appalling  ravages 
of  the  disease.  I am  persuaded  that  we  can  pre- 
vent not  less  than  75  per  cent  of  all  cancers  of  the 
cervix  by  the  timely  treatment  of  lesions  of  the 
cervix  which  are  believed  to  be  the  forerunners  of 
cancer. 

I am  well  aware  that  there  are  those  who  object 
to  the  term  “pre-cancer”,  who  hold  to  the  dictum 
that  a given  lesion  is  a cancer  or  it  is  not  a can- 
cer, but  from  the  standpoint  of  a gynecologist,  I 
am  convinced  that  cancer  never  arises  from  a 
normal  cervix,  that  the  removal  of  certain  lesions 
of  the  cervix  which  have  long  been  recognized  as 
the  precursors  of  cancer  will  afford  reasonable 
assurance  that  there  will  be  no  future  malignant 
developments.  Call  them  what  you  will,  the 
clinical  significance  of  these  lesions  is  undeniable; 
they  respond  to  proper  treatment  and  the  results 
are  most  gratifying  from  the  standpoint  of  cancer 
prevention.  Because  I am  far  from  satisfied  with 
the  results  of  surgery  and/or  irradiation  therapy 
in  the  treatment  of  cancer  of  the  cervix,  I have 
for  many  years  stressed  the  need  of  doing  away 
with  all  possible  predisposing  factors. 

The  precancerous  lesion  of  the  cervix  is  an 
erosion  which  may  be  defined  as  a glandular  and 
epithelial  hyperplasia  of  inflammatory  origin. 
Lacerations  are  commonly  associated  with  chronic, 
irritating  inflammation  of  the  cervix  and  as  such 
may  lead  to  malignant  changes.  Lacerations,  how- 
ever extensive,  unassociated  with  an  inflam- 
matory reaction,  are  not  provocative  of  cancer. 
Why,  then,  do  we  advocate  early  repair  of  the 
cervix?  The  answer  is  that  wounds  of  the  cervix 
supply  a nidus  for  infection  and  become  fruitful 
sources  for  the  development  of  erosions  which  in 
turn  constitute  a threat  of  malignancy. 

Restoration  of  the  cervix  to  anatomic  integrity 
before  irritation  has  had  time  to  exert  its  baneful 
influence  is  a worth  while  desideratum.  The  need 
is  for  a more  sympathetic  consideration  of  this 
dictum  on  the  part  of  the  general  profession.  To 
advise  our  patient  to  await  repair  of  a lacerated 
cervix  until  the  childbearing  period  has  passed  is 
bad  advice.  Women,  like  mice,  differ  in  their 
suceptibility  to  cancer  and  to  await  the  end  of  the 
childbearing  period  before  resorting  to  repair  is 
an  unwarranted  risk  which  no  doctor  should  ad- 
vise his  patient  to  assume. 


I do  not  recall  that  I have  ever  seen  a cancer  of 
the  cervix  following  early  or  late  upon  a cervical 
repair.  The  late  William  Graves  of  Boston 
analyzed  the  hospital  records  of  4815  cervical  re- 
pairs, including  the  operations  of  trachelorrhaphy, 
amputation  and  cauterization.  Only  seven  cases 
subsequently  developed  cancer  and  in  three  of  the 
seven  the  pathologist  had  overlooked  a cancer  in 
the  tissue  removed  by  trachlorrhaphy.  This  re- 
port, coming  from  a reliable  source,  speaks  for  the 
efficiency  of  prophylactic  measures. 

We  occasionally  see  cancer  of  the  cervix  in 
nulliparae  and  even  in  virgins.  In  such  cases  it  is 
assumed  that  the  cancer  was  preceded  by  a 
chronic,  non-traumatic  cervicitis.  Emphasis 
should  be  placed  upon  the  chronicity  of  the  in- 
flammatory lesion  because  it  cannot  be  maintained 
that  an  acute  inflammatory  reaction  which 
rapidly  disappears  is  precancerous.  It  is  the  per- 
sistence of  the  lesion,  with  its  resulting  irritating 
discharges,  that  eventually  leads  to  malignant 
changes. 

Malignant  proliferation  of  these  inflammatory 
lesions  of  the  cervix  is  provoked  by  bacterial  or 
chemical  factors  penetrating  the  subepithelial  tis- 
sues of  the  cervix.  There  they  create  a rapid 
proliferation  of  the  young  cells  of  the  intermediate 
layer  and  cancer  follows. 

Fortunately  precancerous  lesions  of  the  cervix 
are  easily  recognized  and  can  be  eliminated  with 
little  difficulty.  Since  they  are  not  accompanied 
by  pain,  and  often  by  no  discharge,  their  detection 
can  only  be  assured  by  making  routine  periodic 
examinations.  Not  only  do  the  precancerous 
lesions  often  exist  without  symptoms  but  the 
onset  of  malignant  changes  in  these  lesions  is  not 
heralded  by  subjective  signs.  There  are  no  symp- 
toms in  the  early  stage  of  malignancy. 

Pathologists  find  it  difficult  to  agree  upon  the 
histologic  changes  that  constitute  the  transition 
from  the  inflammatory  to  the  malignant,  but  in 
general  it  may  be  said  that  when  the  epithelial 
cells  become  irregularly  enlarged,  their  outline 
obscured,  the  nuclei  hyperchromatic,  and  when 
added  to  these  characteristic  cell  changes  in 
structure  the  atypical,  hyperchromatic  cells  are 
seen  to  invade  the  deeper  structures  or  fill  the 
enlarged  gland  aveoli — we  may  say  malignancy 
is  definitely  established.  There  are  occasional 
borderline  cases  which  confound  the  most  expert 
clinicians  and  pathologists  but  to  counsel  watchful 
waiting  in  the  presence  of  such  a picture  is  to 
invite  disaster.  The  only  safe  procedure  is  to 
assume  that  we  are  dealing  with  early  malig- 
nancy and  act  accordingly. 

Does  not  all  this  suggest  that  the  key  to  the 
situation,  as  aptly  expressed  by  Jeff  Miller,  rests 
with  the  clinicians  rather  than  the  scientists, 
and  more  patricularly  with  the  family  doctor  who 
usually  sees  the  patient  first?  If  he  fails  to 
evaluate  these  precancerous  lesions  and  is  un- 


April,  1936 


Cancer  of  the  Cervix 


311 


mindful  of  their  significance  there  is  little  hope  of 
early  recognition,  without  which  there  can  be 
little  advance  in  our  crusade  against  cancer.  “The 
crux  of  the  problem  lies  in  two  things,  prevention 
and  early  detection”,  writes  Jeff  Miller,  “and  both 
of  the  roads  lead  straight  back  to  the  medical 
profession.” 

In  preaching  the  gospel  of  cancer  prevention, 
let  us  not  be  deterred  by  the  criticism  that  we  are 
frightening  the  women  of  our  land  and  playing 
into  the  hands  of  the  psychiatrist.  Better  that  she 
visit  her  doctor  after  a bad  night  than  sin  away 
her  day  of  grace  in  ignorance  of  her  impending 
danger. 

Not  more  than  one  case  in  ten  is  in  the  early 
stage  of  the  disease  when  first  seen  by  the  doctor. 
This  is  a damning  indictment,  not  so  much  of  the 
medical  profession  as  of  the  laity.  For  a score  of 
years  the  American  Society  for  the  Control  of 
Cancer  has  pursued  a campaign  of  education,  or- 
ganized medicine  has  contributed  its  quota,  our 
newspapers  and  magazines  have  given  generously 
of  their  space  and  yet  I doubt  if  the  percentage 
of  so-called  operable  cases  has  been  materially  in- 
creased in  the  past  score  of  years.  Perhaps  we 
have  stressed  too  much  the  early  symptoms  of 
cancer  rather  than  its  prevention.  The  early 
recognition  of  cancer  requires  technical  skill  and 
experience  but  it  is  not  too  much  to  expect  of  all 
practitioners  of  medicine  that  they  be  capable  of 
recognizing  a suspicious  lesion,  of  performing  a 
biopsy  and  of  leaving  the  final  decision  to  a com- 
petent pathologist. 

The  Schiller  iodine  test  is  a valuable  aid  to  the 
early  recognition  of  cancer  of  the  cervix.  The 
suspicious  area  is  painted  with  Lugol’s  solution 
and  inspected  under  good  illumination,  preferably 
through  a colposcope.  The  normal  epithelial  cells 
take  on  a deep  mahogany  brown  stain,  due  to  the 
presence  of  glycogen  contained  in  the  epithelium. 
Any  unstained  areas  awaken  the  suspicion  of 
malignancy  and  call  for  a biopsy.  All  that  the 
Schiller  test  accomplishes  is  to  bring  out  in  bold 
relief  the  isolated  areas  of  pathologically  altered 
epithelium,  though  not  necessarily  of  a malignant 
nature.  The  final  decision  rests  with  the  path- 
ologists. Leukoplakia  has  long  been  recognized 
as  a precancerous  lesion  but  was  thought  to  be 
rare  in  the  cervix.  By  the  aid  of  the  colposcope 
combined  with  the  Schiller  test  minute  areas  of 
leukoplakia,  magnified  four  to  ten  times,  are  often 
revealed  by  their  stainless  character.  From  such 
suspicious  areas  tissue  should  be  removed  for 
microscopic  examination.  Hinselman  and  v. 
Franque  believed  that  leukoplakia  invariably  re- 
sulted in  malignant  changes  but  subsequent  ob- 
servations tend  to  the  belief  that  leukoplakia 
should  rather  be  regarded  as  a potential  malig- 
nancy. 

The  amount  of  tissue  removed  is  usually  small 
and  it  sometimes  happens  that  the  biopsy  fails 


to  include  early  malignant  changes.  In  such  an 
event  the  pathologist  gets  the  blame  when  in 
reality  the  clinician  was  remiss.  Negative  find- 
ings in  the  tissue  removed  “simply  means  that  no 
carcinoma  has  been  found  in  the  tissue  examined 
and  nothing  more”  (Stout).  While  the  usual 
biopsy  will  suffice  for  most  cases  the  suggestion 
of  Charles  C.  Norris  is  worthy  of  consideration. 
Norris  says  that  a high  trachelorrhaphy  with 
serial  sections  made  of  the  cervix  would  obviate 
all  chance  of  error  and  would  have  the  double 
advantage  of  affording  better  results  from  pelvic 
irradiation  in  event  cancer  is  found.  Furthermore 
the  removal  of  the  cervix  would  be  the  best  pos- 
sible prophylactic  measure  where  cancer  does  not 
exist  and  the  surest  means  of  relieving  distress- 
ing symptoms. 

We  are  forced  to  the  conclusion  that  the  early 
recognition  of  cancer  in  the  cervix  is  no  task  for 
the  inexperienced  practitioner;  no  less  so  than 
the  proper  treatment  of  the  malady.  Team  work 
of  the  highest  order  of  efficiency  is  demanded  and 
this  implies  cooperation  of  the  patient  in  seeking 
the  advice  of  her  family  physician  at  the  onset  of 
suspicious  symptoms,  or  better  still  engaging  his 
services  for  periodic  examinations  throughout  the 
cancer  bearing  age;  it  implies  cooperation  be- 
tween an  expert  clinician  and  a pathologist. 
Without  such  team  work  there  can  be  no  consider- 
able improvement  in  our  cancer  results  and  we 
will  go  on  with  our  deplorable  record  of  failing 
to  permanently  cure  75  per  cent  of  cancers  of  the 
cervix. 

Norris  tells  us  that  in  the  country  at  large  the 
ultimate  death  rate  from  cancer  of  the  cervix  is 
probably  90  per  cent.  When  we  read  the  reports 
from  cancer  clinics  and  are  told  that  “five  year 
cures”  are  obtained  in  22  to  25  per  cent  of  all 
cases  we  must  remember  that  such  results  are 
only  obtained  by  men  of  the  highest  skill,  who 
are  equipped  with  the  most  modern  and  efficient 
armamentarium.  Unfortunately,  such  services 
are  not  available  to  the  vast  majority  of  the 
sufferers  from  this  dread  disease. 

1615  Howard  Street. 

— oSMj  — 

Toledo — The  scientific  program  of  the  January 
28  meeting  of  the  Lenawaee  County  Medical  So- 
ciety, Adrian,  Michigan,  was  presented  by  Drs.  F. 
C.  Clifford,  H.  G.  Pamment  and  A.  P.  R.  James, 
Toledo.  Dr.  Pamment  spoke  on  “Contagious  Dis- 
ease”, and  Dr.  Clifford  and  Dr.  James  discussed 
“The  Diagnosis  and  Treatment  of  Syphilitic 
Aortitis”. 

Cleveland — The  third  annual  address  of  the 
Clarence  Martin  Jackson  Lectureship  of  Phi  Beta 
Pi  Medical  Fraternity  was  given  by  Dr.  Russell 
L.  Haden,  Cleveland  Clinic,  in  the  Medical  Science 
Amphitheater  at  the  University  of  Minnesota 
February  5.  Dr.  Haden’s  subject  was  “The  Hu- 
man Red  Blood  Cell”. 


NASAL  MANIFESTATIONS  OF  ALLERGY  IN  INFANCY 

AND  CHILDHOOD* 

By  KARL  D.  FIGLEY,  M.D.,  Toledo,  Ohio 


ALLERGIC  rhinitis  may  be  either  seasonal 
or  perennial  in  occurrence.  The  seasonal 
cases  are  almost  exclusively  due  to  pollen 
hypersensitiveness  and  occur  during  the  Spring, 
Summer  and  early  Autumn.  During  March,  April 
and  May,  symptoms  are  caused  by  pollens  of  our 
common  shade  trees,  especially  the  maples  and 
poplars.  In  June  and  July,  the  various  grasses 
are  responsible,  while  in  August  and  September, 
the  ragweeds  are  almost  the  sole  offenders. 

Many  children  are  sensitive  to  a combination  of 
two  or  even  all  three  of  these  various  groups  of 
pollens,  so  that  their  symptoms  persist  from  early 
Spring  until  late  Fall,  with  short  remissions 
corresponding  to  the  brief  intervals  between  pol- 
len seasons.  In  children,  pollen  hypersensitiveness 
takes  the  form  of  an  almost  constant  or  fre- 
quently recurring  “cold”,  with  watery  or  mucoid 
nasal  discharge  and  intermittent  nasal  blockage. 
The  persistent  sneezing  and  streaming  eyes  and 
nose  that  one  pictures  in  the  adult  hayfever  suf- 
ferer are  not  common  in  children.  However,  nose- 
rubbing and  picking  are  frequent,  due  to  the 
itching,  and  mouth  breathing  from  the  nasal  ob- 
struction. Often  the  typical  “adenoid”  picture  is 
reproduced  which  cannot  be  benefited  by  any 
operation,  unless  the  pollen  etiology  is  realized. 
At  this  point  let  me  emphasize  that  pollen  sen- 
sitivity is  frequently  established  in  infancy.  For 
long  I have  been  under  the  impression  that  sen- 
sitivity to  inhalants  rarely  manifests  itself  before 
the  age  of  four  or  five,  but  of  late,  I have  seen  a 
number  of  children  in  whom  pollen  sensitivity  was 
pronounced  by  their  second  year. 

If  one  remembers  that  the  respiratory  mucous- 
membrane  as  a whole  is  subject  to  hypersensitive- 
ness to  pollens  and  other  allergens,  the  allergic 
nature  of  the  cases  under  discussion  will  be  more 
readily  recognized.  Seldom  are  symptoms  limited 
to  the  nasal  mucosa  alone.  These  children  almost 
certainly  at  times  have  a harassing  cough  from 
laryngeal  and  tracheal  involvement,  which  is  mis- 
taken for  spasmodic  croup. 

In  addition,  wheezy  breathing  may  be  detected, 
due  to  allergic  swelling  of  the  bronchial  mucosa. 
Of  course  the  difficulty  in  recognizing  the  allergic 
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nature  of  respiratory  tract  involvement  in  child- 
hood lies  in  the  differentiation  between  allergic  re- 
actions and  true  bacterial  infections  of  the 
mucosa,  of  which  more  will  be  said  later.  Suffice 
it  to  say  that  infectious  colds  are  not  so  prone  to 
occur  in  the  summer,  they  run  a self-limited 
course  of  one  to>  two  weeks,  and  as  a rule  are 
followed  by  a period  of  immunity  lasting  several 
months.  Consequently,  when  confronted  with  a 
child  the  subject  of  frequently  recurring,  so- 
called  “summer  colds”,  especially  if  there  be  a 
history  of  paroxysmal  cough  and  wheezing,  the 
physician  should  at  once  be  suspicious  of  pollen 
sensitivity. 

The  symptoms  of  perennial  allergic  rhinitis  are 
similar  in  every  respect  to  those  of  the  seasonal 
type,  except  that  they  occur  at  any  time  through- 
out the  year.  Here  again,  one  is  confronted  with 
the  infant  or  older  child,  the  subject  of  constant 
so-called  “colds”  or  “bronchitis”.  These  are  the 
sniffly,  wet-nosed  youngsters,  many  of  whom,  are 
undersized  and  undernourished,  with  typical 
adenoid  appearance,  in  spite  of  one  or  more  opera- 
tions for  the  removal  of  tonsils  and  adenoids.  In 
infancy,  the  causative  allergen  is  almost  certain  to 
be  due  to  food  sensitivity,  usually  one  or  two  of 
the  cereal-milk-egg  combination.  As  the  child 
grows  older  the  natural  tendency  is  for  spon- 
taneous desensitization  to  foods,  while  inhalant 
sensitivity  gains  a foothold.  Occasionally  food 
sensitivity,  persists  until  puberty,  and  combined 
with  inhalant  sensitivity,  complicates  the  problem. 

The  majority  of  children  from  the  ages  of  four 
on  up,  that  I see  with  perennial  allergic  rhinitis, 
are  pollen  sensitive.  This  of  course  accounts  for 
their  Spring,  Summer  or  Fall  symptoms.  In  ad- 
dition, they  are  sensitized  to  one  or  more  ad- 
ditional inhalant  allergens,  the  most  common 
being  house-dust.  The  discussion  of  house-dust 
sensitivity  alone  could  easily  consume  my  allotted 
time.  The  chief  source  of  this  dust  is  cotton- 
stuffed  articles  of  bedding  and  upholstery,  being 
encountered  in  homes,  schools,  theatres  and  auto- 
mobiles. Dust  cases  are  prone  to  manifest  symp- 
toms during  the  winter  months,  when  doors  and 
windows  are  kept  closed,  with  often  exacerbations 
during  Spring  and  Fall  house-cleaning.  Besides 
pollens  and  dusts,  there  are  a host  of  other  in- 
halant allergens  which  afflict  children,  notably  the 
danders  of  cats,  dogs,  horses  and  rabbits.  In  my 
experience,  sensitivity  to  the  dander  of  fowls  is 
rare,  but  the  dust  from  old  feather  pillows  con- 
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tains  an  allergen  identical  with  that  found  in 
house  dusts. 

CASE  REPORTS 

The  following  case  illustrates  .rather  nicely  the 
course  of  perennial  allergic  rhinitis: 

R.  N.  was  first  seen  at  the  age  of  23  months. 
Since  about  eight  months  of  age,  nasal  obstruction 
had  been  present  almost  day  and  night,  accom- 
panied by  profuse  watery  discharge.  There  was 
no  cough  or  wheezing;  much  itching  accompanied 
the  coryza.  Adenoids  had  been  removed  at  13 
months  with  no  relief  of  the  nasal  obstruction. 
Skin  tests  gave  large  reactions  to  egg  and  kapok. 
It  was  then  learned  that  the  child  had  slept  on  a 
kapok  mattress  since  birth.  It  was  also  learned 
that  he  was  made  very  ill  by  egg  on  two  or  three 
occasions  at  one  year  of  age,  and  had  only  had  egg 
in  custard  since.  By  replacing  the  kapok  mat- 
tress with  a cotton  one  and  avoiding  all  trace  of 
egg  in  the  diet,  the  nasal  symptoms  soon  cleared 
up.  At  the  age  of  four,  the  child  was  again  seen 
with  a recurrence  of  the  nasal  symptoms,  but  with 
the  history  that  they  were  definitely  worse  in 
early  spring,  summer  and  fall.  He  was  now  found 
to  be  sensitized  to  pollens  of  the  cottonwood  tree, 
summer  grasses  and  fall  ragweeds.  He  also  re- 
acted to  cottonseed  which  was  traced  to  his  new 
cotton  mattress.  This  source  of  trouble  was  over- 
come by  covering  the  mattress  with  dust-proof 
material.  Since  the  age  of  four  he  has  had  two 
sharp  attacks  of  allergic  coryza  from  cottonseed 
contact, — one  from  a pillow  fight  using  cotton 
pillows  and  the  other  from  a new  base-ball  mitt 
stuffed  with  cheap  cotton.  In  1930,  pollen  de- 
sensitization was  commenced  and  has  been  kept 
up  faithfully  by  the  continuous  method  of 
monthly  injections.  This  boy  has  had  no  pollen 
hayfever  for  the  past  two  seasons,  his  skin  tests 
to  pollens  are  negative,  and  the  treatments  will  be 
discontinued  this  fall. 

Allergic  manifestations  are  frequently  multiple 
especially  as  seen  in  infancy  and  childhood.  In 
the  seasonal  pollen  cases  of  allergic  rhinitis, 
asthma  occurs  as  a complication  or  rather  as  part 
of  the  respiratory  mucosal  hypersensitiveness,  in 
from  40  to  60  per  cent  of  cases. 

Also  the  usual  history  is  that  these  children  had 
eczema  in  infancy.  In  the  perennial  cases,  other 
manifestations  of  allergy  frequently  accompany 
the  nasal  symptoms,  notably  asthma,  chronic 
eczema  and  urticaria.  There  is  one  particular 
manifestation  frequently  encountered,  to  which  I 
wish  to  call  attention,  since  it  has  been  somewhat 
neglected  in  the  various  contributions  on  child- 
hood allergy.  This  manifestation  concerns  the 
child’s  behavior  and  has  been  referred  to  as  an 
allergic  intoxication.  Certain  of  these  allergic 
youngsters,  when  saturated  with  their  offending 
allergens,  be  they  foods  or  inhalants,  evidence  the 
most  remarkable  change  in  disposition.  They  act 
as  if  possessed  of  devils, — nervous,  irritable,  quar- 
relsome and  at  times  so  intractable  as  to  become 
problem  children  at  home  and  in  school.  Parents 
are  driven  frantic  by  their  inability  to  cope  with 
the  child’s  behavior,  and  the  physician  is  in  for  a 
bad  time  of  it,  until  the  offending  allergens  are 
discovered  and  avoided.  Then  comes  a miraculous 


change.  The  child  quickly  regains  his  normal  self 
and  peace  is  restored. 

There  are  varying  degrees  of  nervous  irrita- 
bility due  to  allergic  intoxication  ranging  from 
the  whiny  do-nothing  child  to  one  that  is  highly 
excitable.  The  boy  whose  case  was  cited  above 
was  such  a problem  child  during  his  early  yeaxs; 
now  he  is  a most  likeable  youngster.  Another  boy, 
aged  six,  was  recently  seen  because  of  so-called, 
continuous  “colds”.  He  upset  everything  in  my 
office,  and  the  parents  alternately  pleaded  and 
spanked  him  during  the  first  few  visits.  This  boy 
also  had  from  one  to  twelve  episodes  at  night  dur- 
ing which  he  would  bump  his  head  vigorously 
against  the  bedstead,  at!  the  same  time  violently 
rubbing  his  nose.  Since  chocolate  was  removed 
from  his  diet,  his  nasal  and  nervous  symptoms 
have  entirely  ceased,  and  his  disposition  is  perfect. 

A word  must  be  said  regarding  the  complication 
of  allergic  rhinitis  by  superimposed  infection.  It 
is  inevitable  that  sooner  or  later,  bacterial  infec- 
tion will  gain  a foothold  on  the  swollen,  edematous, 
allergic  mucosa.  Contagious  infections  of  low 
virulence  may  clear  up.  In  too  many  instances,  a 
chronic  bacterial  sinusitis  results,  which  may  pave 
the  way  for  a chronic,  infectious  bronchitis.  For 
the  acute  infections,  no  more  radical  surgery  is 
required  than  antral  lavage.  For  chronic  sinusitis, 
antral  windows  may  be  indicated. 

But  above  all,  the  basic  underlying  allergic  dis- 
turbance must  be  corrected,  for  not  until  then  can 
the  infected  tissues  properly  drain. 

The  diagnosis  of  allergic  rhinitis  concerns  its 
differentiation  from  infectious  rhinitis.  I can  do 
no  better  than  to  refer  to  the  tabulation  (shown 
on  the  next  page)  in  a paper1  by  Cohen  and 
Rudolph  on  this  subject: 

The  treatment  of  allergic  rhinitis  can  be 
summed  up  in  three  words:  Elimination,  avoid- 
ance, desensitization.  In  the  case  of  sensitivity  to 
foods,  their  careful  elimination  from  the  diet  is 
necessary.  One  must  make  certain  that  the  sub- 
stitute diet  is  well  balanced  and  that  it  contains 
ample  vitamins  and  minerals.  Oral  desensitiza- 
tion to  the  offending  foods  can  eventually  be 
brought  about  by  the  excellent  method2  recently 
described  by  Kesten  et  al.  Sources  of  inhalant 
allergens  such  as  cats,  dogs,  horses,  pillows,  mat- 
tresses can  be  overcome  by  avoidance  of  contact 
or,  in  the  case  of  bedding,  by  providing  dust  proof 
covers.  Where  unavoidable  inhalant  allergens  are 
concerned,  such  as  pollens  or  dusts,  desensitiza- 
tion by  injections  of  the  specific  allergens  is  in 
order.  Permit  me  to  state  emphatically  that 
permanent  immunity  to  inhalants,  including  pol- 
lens, can  be  attained  if  the  treatments  are  faith- 
fully kept  up  over  a period  of  several  years.  As  a 
rule,  children  require  and  can  tolerate  stronger 
doses  of  pollen  extracts  than  many  adults.  The 
continuous  or  perennial  treatment  as  advocated 
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by3  Brown  and4,5  myself  is  leading  to  permanent 
immunization  in  many  cases. 

The  successful  treatment  of  allergic  rhinitis 
consists  of  first  suspecting  the  allergic  nature  of 
the  condition  and  then  having  the  case  adequately 
studied  from  the  allergic  standpoint.  Any  con- 


dition that  affects  from  3 to  5 per  cent  of  all  chil- 
dren deserves  careful  consideration  and  so  this 
paper  is  essentially  a plea  for  the  earliest  possible 
recognition  and  the  diligent  treatment  of  the 
allergic  infant  or  older  child. 

316  Michigan  Street. 


history 


Allergic 


1.  Attacks  usually  recurrent. 

2.  Often  mild  symptoms  between  attacks. 

3.  Definite  relation  to  heredity. 

4.  Not  contagious. 

5.  Not  related  to  exposure  to  another  case. 

6.  Constitutional  symptoms  slight. 

7.  Foods  and  inhaled  substances  often  traced 

as  causes. 

8.  Itching  common. 

9.  Wheezing  common. 

10.  Other  allergic  conditions  present  or  in  past 
history. 


1. 

2. 

3. 

4. 

5. 

6. 
7. 


9. 

10. 


Infectious 

Attacks  usually  single. 

Usually  clears  up  completely. 

No  relation  to  heredity. 

Contagious. 

Definite  relation  to  exposure  to  another  case. 
Constitutional  symptoms  more  marked. 

No  relation  to  foods  or  inhaled  substances  as 
cause. 

No  itching. 

No  wheezing. 

Usually  no  other  allergic  condition  present 
or  in  past  history. 


Allergic 

1.  Visible  mucous  membranes,  pale,  glistening, 

edematous. 

2.  Thin  watery  mucoid  nasal  discharge,  mucoid 

sputum. 

3.  Smear  shows  eosinophils  10  per  cent  or  more. 

4.  Other  signs  of  allergy  often  present. 

5.  Sinus  involvement  of  hyperplastic  type. 

6.  Wheezing  breath  sounds. 

7.  Roentgenogram  shows  bronchial  markings 

increased. 

8.  Allergic  skin  reactions  usually  positive. 


Infectious 

1.  Visible  mucous  membranes,  hyperemic, 

red. 

2.  Mucopurulent  or  purulent  nasal  discharge 

and  sputum. 

3.  Smear  shows  polymorphonuclear  neutrophils 

as  predominant  cells;  eosinophile  few  or 
absent. 

4.  No  other  signs  of  allergy. 

5.  Sinus  involvement  of  purulent  type. 

6.  No  wheezing  breath  sounds. 

7.  Bronchial  markings  not  increased  in 

roentgenogram. 

8.  Allergic  skin  reactions  usually  negative. 
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WHAT  IS  SOCIAL  OBJECTIVE  OF  THE  YOUNG 
PHYSICIAN  ? 

In  his  discussion  Nathan  B.  Van  Etten,  New  York 
(Journal  A.M.A.,  March  7,  1936),  advises  that  while  employ- 
ing all  the  progressive  results  of  scientific  research,  one 
should  not  forget  the  sound  lessons  of  the  past  and  try  to 
encourage  highly  educated  young  physicians  to  take  the 
places  of  leadership  in  community  life  for  which  they  are 
potentially  qualified.  The  young  physician’s  social  objective 
may  not  point  higher  than  making  an  honest  living,  but  if 
this  aspiration  is  based  on  respect  for  a high  quality  of 
service  the  health  of  the  people  will  be  in  safe  hands.  The 
development  of  this  objective  lies  in  the  hands  of  those  who 
are  privileged  to  carry  on  the  teaching  of  advanced  students : 
1.  They  must  educate  themselves  by  active  membership  in 
medical  organizations.  2.  They  must  select  fewer  medical 
students  with  severer  scrutiny  of  character  qualifications. 

3.  They  must  carry  on  intensive  teaching  of  clinical  medi- 
cine. 4.  They  must  promote  inspirational  preceptorial  con- 
tacts between  teacher  and  pupil.  5.  They  must  try  to  de- 
velop medical  citizens  whose  education  will  entitle  them  to 
leadership  in  their  communities.  It  is  the  author’s  belief 
that  raising  the  level  of  the  practical  education  of  all  young 
physicians  and  attempting  to  impress  them  with  their  civic 
responsibility  will  strengthen  their  ability  to  handle  all  their 
social  and  economic  problems. 


CONTRIBUTORY  CAUSES  OF  CORONARY  THROMBOSIS 
Cadis  Phipps,  Boston  (Journal  A.M.A.,  March  7,  1936), 
px’esents  figures  from  which  he  believes  it  seems  possible  to 
foretell  attacks  of  coronary  thrombosis  in  the  majority  of 
instances.  There  is  not  only  the  obvious  group  of  patients 
suffering  from  angina  pectoris  or  having  had  a px’evious 
occlusion  of  the  coronary  artery,  comprising  about  40  per 
cent  of  the  total  number  of  cases,  but  also  other  signs  and 
symptoms,  such  as  paroxysmal  nocturnal  dyspnea,  which 
are  almost  pathognomonic,  especially  if  in  combination,  and 
he  believes  that  his  estimate  of  only  17  per  cent  of  the  cases 
giving  no  history  of  suggestive  signs  or  symptoms  is  modest. 
It  is  the  precipitating  causes,  however,  which  he  wishes  to 
stress,  although  he  realizes  that  there  are  probably  many 
omissions,  such  as  thyroid  dyscrasia  or  sensitivity  to  tobacco, 
which  perhaps  should  be  considered.  The  possible  untoward 
effect  of  digitalis  needs  no  comment : his  observations  are, 
in  a way,  merely  statistical  corroboration  of  work  previously 
done  by  Gilbert  and  Fenn  and  others.  Recently  there  was 
an  excellent  discussion  by  Master  on  the  value  of  a low 
calory  diet  in  coronary  thrombosis.  The  author  has  ap- 
approached  this  in  a different  manner,  namely,  by  frequent 
small  feedings  (even  during  the  night  and  early  morning 
hours),  in  patients  suffering  from  anginal  attacks.  To  his 
mind,  the  most  important  consideration  is  the  infrequency  of 
physical  stress  (occurring  in  only  40  per  cent  of  the  cases) 
as  a precipitating  cause  and,  conversely,  the  greater  number 
of  attacks  occurring  during  rest. 


CLINICAL  APPLICATION  OF  THE  ANATOMY  AND  PHYSIOLOGY 

OF  THE  HYPOTHALAMUS* * 

By  A.  R.  YONDER AHE,  M.D.,  Cincinnati,  Ohio 


ANATOMY 

THE  hypothalamus  may  be  described  as  that 
portion  of  the  brain  which  lies  ventral  to 
the  dorsal  thalamus  and  dorsal  to  the  sella 
turcica  with  its  pituitary  body.  Anteriorly,  the 
lamina  terminalis  of  the  hypothalamus  marks  the 
end  of  the  primitive  neural  tube  and  separates  it 
from  the  medial  longitudinal  fissure.  Posteriorly, 
the  hypothalamus  becomes  continuous  with  the 
structures  of  the  mid-brain.  The  structures  of 
the  hypothalamus  surround  the  cavity  of  the  third 
ventricle.  The  hypothalamus  may  be  divided  into 
three  parts:  (1)  the  pars  optica  hypothalami 

consisting  of  the  optic  chiasm  and  the  lamina 
terminalis,  (2)  the  subthalamus  consisting  of  the 
corpus  subthalamicum  or  Body  of  Luys,  and  (3) 
the  pars  mammillaris  hypothalami  consisting  of 
the  mammillary  bodies,  tuber  cinereum,  infundi- 
bulum and  neurohypophysis  or  posterior  lobe  of 
the  pituitary  body.  The  structures  assigned  to 
the  pars  mammillaris  are  those  primarily  con- 
cerned here. 

The  nuclear  groups  of  the  tuber  cinereum  per- 
tinent to  the  present  discussion,  have  been  classi- 
fied by  Malone1  as  follows:  (1)  nucleus  tubero- 

mammillaris;  (2)  nucleus  paraventricularis 
hypothalami;  (3)  nucleus  supraopticus;  (4) 
nucleus  tuberis  lateralis;  (5)  substantia  reti- 
cularis hypothalami;  (6)  substantia  grisea  of  the 
third  ventricle,  pars  superior  and  pars  inferior. 
In  the  substantia  grisea,  condensations  of  cells 
occur,  which,  in  lower  animals  especially,  are  con- 
sistently present  and  recognizable.  Comparative 
anatomists  have  named  these  condensations  and 
have  thereby  increased  the  number  of  possible 
nuclear  groups.  While  classification  such  as  this 
permits  an  extremely  accurate  localization  cf  ex- 
perimental lesions  in  lower  forms,  it  is  not  ap- 
plicable to  our  present  purpose  both  because  the 
demonstration  of  these  condensations  of  cells  in 
the  human  brain  has  not  been  satisfactorily  ac- 
complished, and,  because  cur  present  pathologic 
experience  has  not  yielded  lesions  minute  enough 
to  require  a finer  analysis  than  that  proposed  by 
Malone. 

In  addition,  it  appears  probable  that  many  of 
these  cells  react  to  chemical  stimuli  including  pro- 
ducts of  metabolism,  internal  secretions  and 
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drugs,  and  probably  even  to  secretion  from  the 
pituitary  gland  passing  upward  in  the  interstices 
of  the  infundibulum  direct  to  the  neurone  cell 
bodies.2  Indeed,  it  is  not  impossible  that  internal 
secretions  may  be  produced  by  some  of  these 
cells,  thus  Chu3  in  the  opposum  found  cells  in  the 
paraventricular  nucleus  containing  vacuoles; 
similar  cells  are  found  in  other  animals.  In  the 
dog,  Basir4  noticed  a glandlike  arrangement  of 
the  epenydma  of  the  third  ventricle  immediately 
over  the  paraventricular  nucleus.  These  con- 
siderations make  it  especially  desirable  to  work 
with  a classification  based  on  cytologic  character- 
istics rather  than  spatial  relationships. 

One  of  the  most  striking  discoveries  in  recent 
years  is  the  demonstration  of  a portal  circulation 
between  the  pituitary  body  and  the  tuber  ciner- 
eum.4 The  pituitary  body  and  the  adjacent  por- 
tion of  the  hypothalamus  receive  a systemic  blood 
supply  from  small  arterial  branches  of  the  circle 
of  Willis.  In  the  pituitary  body  sinusoids  are 
formed  from  whence  minute  portal  veins  carry 
blood  to  the  hypothalamus;  the  hypothalamus  re- 
ceives, accordingly,  systemic  arterial  blood  as 
well  as  blood  drained  from  the  pituitary  blood 
sinuses  among  the  glandular  cells. 

This  area  of  the  brain  receives  olfactory,  audi- 
tory, vestibular  and  striatal  impulses  as  well  as 
impulses  from  the  cerebral  cortex.  While  the 
pathways  discharging  from  this  area  are  not 
finally  demonstrated,  well  substantiated  evidence 
indicates  that  a pathway  dominating  the  sympa- 
thetic centers  of  the  brain  stem  and  spinal  cord 
proceeds  from  the  posterior  portion  of  the 
hypothalamus,  and  another  pathway  dominating 
the  parasympathetic  centers  in  the  brain  stem 
and  spinal  cord  proceeds  from  the  anterior  por- 
tion of  the  hypothalamus.  A well  defined  tract 
descends  from  the  paraventricular  nucleus  and 
supraoptic  nucleus  of  the  hypothalamus  to  the 
posterior  lobe  of  the  pituitary  body. 

CLINICAL  CONSIDERATIONS 

A point  of  interest  in  the  clinical  study  of  the 
hypothalamus  is  the  differentiation  between  symp- 
toms and  signs  ascribed  to  dysfunction  of  the 
pituitary  body  and  symptoms  and  signs  traceable 
to  pathologic  involvement  cf  the  hypothalamus. 
Our  knowledge  of  this  differentiation  has  steadily 
grown.  In  earlier  days,  the  much  more  obvious 
pathologic  alterations  of  the  pituitary  body  were 
first  recognized,  and  there  was  a tendency  to 
ascribe  the  greater  number  of  metabolic  and 
vegetative  disturbances  to  disturbed  function  of 
this  gland.  However,  as  pathologic  studies  con- 
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tinued  and  as  experimental  knowledge  accumu- 
lated it  was  seen  that  the  overlying  portion  of  the 
brain  entered  into  many  of  these  pictures.  In 
1892  Dercum5  described  the  syndrome  of  adiposis 
dolorosa;  in  1900  Burr6  found  a pituitary  tumor 
in  a typical  example  of  this  disease,  while  Cush- 
ing7 in  1912  described  a case  which  at  autopsy 
showed  no  obvious  pituitary  lesion.  Many  vege- 
tative disturbances  accordingly,  associated  with 
pituitary  tumors  appeared  to  be  traceable  to 
pressure  on  the  tuber  cinereum  from  the  growing 
mass. 

CASE  REPORT 

Case  No.  1.  Epidemic  meningitis,  absence  of 
usual  clinical  manifestations  of  pituitary  tumor, 
large  pituitary  adenoma  found  at  autopsy. 

The  patient,  a colored  man,  age  33,  entered  the 
Contagious  Hospital,  acutely  ill.  Examinations 
indicated  that  he  was  suffering  from  epidemic 
meningitis.  Death  followed.  At  autopsy  the  pres- 
ence of  meningitis  was  verified.  In  addition  there 
was  found  a large  tumor  of  the  pituitary  body 
presenting  two  distinct  lobes,  filling  the  inter- 
peduncular space  and  extending  anteriorly  as  far 
as  the  optic  chiasm.  There  was  pronounced 
erosion  of  the  underlying  sella  turcica  but  there 
was  no  gross  evidence  of  pressure  effects  upon 
the  optic  chiasm  or  the  floor  of  the  third  ven- 
tricle. 

Comment:  A painstaking  history  of  this  case 
in  which  specific  inquiry  was  made  into  all  the 
usual  symptoms  associated  with  pituitary  involve- 
ment indicates  no  remarkable  complaints  aside 
from  attacks  of  headache  two  to  three  times  a 
week,  and  a tendency  to  nocturia.  The  physical 
examination  of  this  man  showed  no  unusual  vege- 
tative changes.  Photographs  showed  no  evidence 
of  acromegaly,  adiposity  or  other  signs  often  at- 
tributed to  pituitary  disease.  This  case  suggests 
that  the  pituitary  body  alone  without  involvement 
by  pressure  or  otherwise  of  the  overlying  vegeta- 
tive centers  canj  be  implicated  in  a severe  path- 
ologic process  without  striking  clinical  symptom- 
atology. It  also  calls  attention  to  the  desirability 
of  investigating  those  portions  of  the  nervous 
system  which  are  contiguous  to  the  pituitary  body 
and  associated  with  it  not  only  by  gross  anatomic 
relations  but  also  by  means  of  fiber  pathways  and 
a portal  circulation. 

Cases  presenting  various  types  of  vegetative 
changes  in  the  presence  of  lesions  implicating  the 
hypothalamus  may  be  conveniently  grouped  ac- 
cording to  the  type  of  pathologic  involvement  pre- 
sented, into  those  traceable  to  (a)  mechanical  in- 
jury, (b)  vascular  disease,  (c)  toxic  changes,  (d) 
infections,  (e)  tumors,  and  (f)  anomalies,  includ- 
ing hydrocephalus. 

MECHANICAL  INJURY 

There  have  been  observed  as  sequelae  of  cere- 
bral injury  following  concussion  and  skull  frac- 
ture various  vegetative  disturbances,  such  as 
diabetes  insipidus,  adiposity,  emaciation,  dis- 


turbances of  sugar  metabolism,  and  disturbances 
of  sleep. 

Case  No.  2.  Subarachnoid  hemorrhage  at  base 
of  brain,  glycosuria. 

The  patient,  a colored  woman,  age  39,  was  ad- 
mitted to  the  Cincinnati  General  Hospital  in  a 
state  of  unconsciousness  following  a head  injury. 
There  was  general  muscular  twitching.  The  deep 
reflexes  were  exaggerated.  The  urine  examination 
revealed  evidence  of  sugar.  The  patient  died  ten 
minutes  after  admission.  The  history  indicated  a 
person  in  excellent  health  with  no  complaints  in- 
dicative of  diabetes.  A diagnosis  of  cerebral 
hemorrhage,  probably  traumatic,  was  made. 

At  autopsy  an  extensive  subarachnoid  hemor- 
rhage was  found  implicating  all  the  structures  at 
the  base  of  the  brain,  including  the  tuber  ciner- 
eum. Gross  and  histologic  examination  of  the 
pituitary  gland  showed  no  abnormalities. 

Comment:  This  case  presents  evidence  of  the 
occurrence  of  a disturbance  of  sugar  metabolism 
(glycosuria)  in  association  with  probable  trau- 
matic hemorrhage,  implicating  the  tuber  cinereum. 

VASCULAR  DISEASE 

As  noted  previously  the  hypothalamus  has  an 
unusually  rich  blood  supply.  Sharply  localized 
vascular  lesions  seldom  occur.  Pressure  upon  the 
area,  however,  from  the  effects  of  hemorrhage, 
thrombosis,  or  embolism  frequently  produces 
vegetative  signs. 

Case  No.  3.  Essential  hypertension,  hemor- 
rhage into  pons  with  pressure  effects  on  third 
ventricle,  glycosuria. 

The  patient,  a white  female,  37  years  old,  was 
examined  in  the  Out-Patient  Dispensary  of  the 
General  Hospital  where  a diagnosis  of  essential 
hypertension  was  made.  Several  urinalyses  per- 
formed at  this  time  showed  no  evidence  of 
glycosuria.  Subsequently  the  patient  entered  the 
hospital  in  a state  of  coma.  The  spinal  fluid  at 
this  time  was  bloody.  The  urine  showed  an  ex- 
cessive amount  of  sugar. 

At  autopsy  there  was  noted  an  extensive 
hemorrhage  involving  practically  the  whole  sub- 
stance of  the  pons,  extending  upward  into  the 
interpeduncular  space  and  compressing  the  third 
ventricle. 

Comment:  This  case  presents  evidence  of  a dis- 
turbance of  the  sugar  regulating  mechanism  most 
probably  from  pressure  upon  the  sugar  metabolic 
centers  in  the  third  ventricle  or  from  an  inter- 
ruption of  the  descending  pathways  from  this 
area  in  the  pons. 

TOXIC  CHANGES 

The  role  of  toxins  acting  upon  the  cells  of  the 
hypothalamus  present  the  usual  difficulties  in  in- 
vestigation that  are  presented  by  toxic  factors 
elsewhere  in  the  nervous  system.  Morgan8  de- 
veloped a method  by  means  of  which  accurate  cell 
counts  can  be  made  of  various  nuclear  groups  in 
this  area  and  the  role  of  destructive  toxic  in- 
fluences can  be  estimated.  In  addition,  of  course, 
are  noted  the  histologic  changes  characteristic  of 
various  types  of  neurone  cell  disease.  Using  this 
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method  Morgan8  alone,  and  with  Gregory,9 
studied  the  changes  in  the  hypothalamic  nuclei 
in  epileptiform  convulsive  states.  There  was  a 
significant  loss  of  cells  in  the  substantia  grisea, 
the  nucleus  tuberis  lateralis  and  nucleus  tuber- 
omammillaris.  In  addition  there  was  evidence  of 
active  degenerative  changes  in  a large  number  of 
the  remaining  cells. 

Assuming  that  the  epileptic  convulsion  in- 
volves a vasoconstriction  of  the  basilar  artery, 
(Rosett,  J.)10  it  is  not  improbable  that  an  altera- 
tion of  the  known  vasomotor  dominance  of  these 
areas  may  be  in  part  responsible  for  the  attack. 
The  pathologic  changes  in  the  substantia  grisea 
occur  most  strikingly  in  cases  in  which  there  is 
associated  mental  deterioration.  Using  a method 
similar  to  the  above,  the  cell  groups  of  the 
hypothalamus  were  investigated  in  fifteen  cases 
of  diabetes  mellitus.11  There  was  a constant  loss 
of  cells  in  nucleus  paraventricularis  in  all  cases 
ranging  from  30  per  cent  to  65  per  cent.  In  ad- 
dition, seven  cases  showed  cell  loss  in  the  sub- 
stantia grisea  of  the  hypothalamus  and  nucleus 
tuberis  lateralis.  In  these  later  cases  there  were 
evidences  of  psychosis.  Recently,  Morgan  and 
Gregory,12  in  a series  of  thirty-two  psychotic 
brains  of  various  types  having  in  common  the 
clinical  factor  of  mental  deterioration,  presented 
evidence  of  loss  of  cells  of  a significant  amount 
in  the  substantia  grisea. 

INFECTIONS 

Infections  involving  the  hypothalamus  occur 
with  considerable  frequency  both  as  a result  of 
localized  encephalitis  in  this  area  and  in  associa- 
tion with  a more  generalized  encephalitis. 
Lhermitte13  describes  cases  of  polyuria,  poly- 
dipsia, adiposity  and  other  metabolic  disturbances 
associated  with  syphilitic  basal  meningitis.  In  an 
excellent  review  of  three  cases  of  diabetes  in- 
sipidus Biggart14  describes  a case  presenting  en- 
cephalitis, most  intense  in  the  anterior  part  of  the 
hypothalamus  with  complete  destruction  of  the 
nucleus  supraopticus  and  of  the  nuclei  tuberis. 
Jelliffe  and  White,15  also  discuss  the  role  of  vege- 
tative disturbances  associated  with  pathologic 
changes  in  this  area  secondary  to  encephalitis. 

Case  No.  4.  Panopthalmitis,  optic  neuritis, 
diabetes  insipidus,  localized  encephalitis  in  tuber 
cinereum. 

The  patient,  a white  male,  age  20,  presented 
himself  for  examination  complaining  of  markedly 
increased  thirst,  passage  of  an  excessive  amount 
of  urine  and  a feeling  of  general  weakness.  Seven 
years  before  he  had  been  shot  accidentally  in  the 
right  eye.  The  clinical  examination  confirmed  the 
presence  of  a pronounced  diabetes  insipidus  with 
an  intake  of  approximately  eight  liters  of  water 
a day.  The  urine  was  normal  except  for  a low 
specific  gravity.  The  fasting  blood  sugar  was  70 
mg.  per  100  c.c.  of  blood.  There  was  a slight  ten- 
dency to  obesity.  Hair  growth  was  normal.  There 
was  perhaps  some  atrophy  of  the  left  testicle. 
X-ray  examination  revealed  the  presence  of  num- 


erous bird  shot  in  the  orbit  of  the  right  eye. 
There  was  a normal  sella  turcica.  Coincident  with 
the  development  of  diabetes  insipidus  the  patient 
noticed  discomfort  in  the  right  eye  and  in  the 
course  of  approximately  two  months  evidence  of 
inflammation  became  markedly  apparent.  An  in- 
jection of  milk  was  given.  The  temperature  fol- 
lowing this  injection  ranged  between  105  to  106 
degrees  for  72  hours  instead  of  the  usual  rise  and 
fall  in  the  course  of  six  hours  when  foreign  pro- 
tein is  injected.  The  inflammed  eye  was  enu- 
cleated by  Dr.  Donald  Lyle.  Following  the  opera- 
tion the  patient  developed  cardiac  failure  and  died 
ten  hours  later.  No  autopsy  was  secured.  The 
enucleated  eye  on  histological  examination  showed 
evidence  of  a chronic  inflammation  with  a super- 
imposed acute  inflammation. 

Comment:  This  case  presents  the  clinical  pic- 
ture of  polyuria,  polydypsia  and  a disturbance  of 
temperature  regulation,  with  some  adiposity.  It 
appears  most  probable  that  in  this  case  a spread 
of  the  infection  occurred  along  the  course  of  the 
optic  nerve  to  the  chiasm,  and  from  thence  to  the 
contiguous  tissue  of  the  tuber  cinereum. 

NEOPLASMS 

Of  all  pathologic  factors  implicating  the  hypo- 
thalamus, brain  tumors  have  been  most  fruitful 
in  directing  attention  to  the  functional  relation- 
ship of  this  area  of  the  brain.  As  noted  previously, 
tumors  of  the  hypophysis  appear  to  produce 
clinical  symptoms  only  partly  from  derangement 
of  the  gland  itself,  and  partly  from  increasing 
pressure  upon  the  overlying  tuber  cinereum. 
Hypophyseal  tumors  also  may  exert  effects  on  the 
brain  by  interference  with  the  portal  veins  from 
the  pituitary  draining  into  this  area  and  possibly 
even  from  blocking  pituitary  secretion  in  its 
course  to  these  nuclei.  Other  tumors  grow  in  the 
substance  of  this  area  of  the  brain  or  encroach 
upon  it  from  above  as  in  ependymoma  of  the  third 
ventricle.  In  addition,  tumors  which  block  the 
aqueduct  of  Sylvius  and  produce  an  internal 
hydrocephalus  with  dilatation  and  resultant  pres- 
sure changes  in  the  cell  groups  bordering  on  the 
walls  of  the  third  ventricle,  are  also  capable  of 
producing  clinical  symptoms  and  signs  which  have 
been  mistaken  for  those  produced  by  pituitary 
tumor.  Rhein16  reports  such  a case  in  which 
the  causative  factor  was  a tumor  of  the  cere- 
bellum obstructing  the  aqueduct  of  Sylvius. 

Case  No.  5.  Diabetes  insipidus,  narcolepsy, 
vegetative  changes.  Ependymoma  of  third  ven- 
tricle. 

The  patient,  age  40,  of  mixed  colored  and  white 
blood,  complained  of  headaches  and  visual  dis- 
turbances increasing  in  severity  during  the  prev- 
ious year.  Frequent  and  profuse  urination  de- 
veloped. At  times  he  would  fall  asleep  during  the 
day,  on  one  occasion,  while  leaning  against  a pole. 
There  was  a gradual  increase  of  pigmentation  of 
the  skin.  Diminution  of  memory  and  sexual  im- 
potence occurred.  The  hair  rapidly  turned  gray 
and  then  fell  out. 

The  physical  examination  confirmed  the  above 
subjective  complaints.  There  were  bilateral 
choked  discs.  Reflexes  and  sensation  were  within 
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normal  limits;  there  was,  however,  some  in- 
coordination in  the  arms  and  a positive  Romberg 
sign  was  present. 

A tumor,  which  was  not  removed  at  operation, 
was  found  on  postmortem  examination.  The 
tumor  was  an  ependymoma  filling  the  entire 
cavity  of  the  third  ventricle  and  obstructing  the 
aqueduct  of  Sylvius  producing  an  associated  in- 
ternal hydrocephalus. 

Comment:  This  case  presents  a clinical  picture 
of  diabetes  insipidus,  narcolepsy,  pigment  changes 
in  skin,  changes  in  hair  follicles,  and  impotence, 
associated  with  pressure  destruction  of  large  por- 
tions of  the  floor  and  walls  of  the  third  ventricle. 

ANOMALIES,  INCLUDING  HYDROCEPHALUS 

Internal  hydrocephalus  from  any  cause  gen- 
erally implicates  the  third  ventricle  causing  vary- 
ing degree  of  dilatation  with  stretching  of  the 
ventricular  wall,  edema,  and  subsequent  atrophy 
of  the  underlying  cell  groups.  Convulsions, 
marked  emaciation,  somnolence,  lethargy  and 
various  trophic  disorders  may  occur. 

Developmental  anomalies  of  the  third  ventricle 
occur  only  infrequently.  In  a series  of  several 
thousand  gross  brain  examinations  the  only  type 
of  anomaly  grossly  observed  was  that  of  an 
anomalous  commissure  bridging  the  third  ven- 
tricle between  the  two  paraventricular  nuclei. 
Characteristic  of  these  cases,  of  which  eight  were 
collected,  was  a tendency  to  present  developmental 
problems  elsewhere  in  the  body. 

SUMMARY  OF  CLINICAL  MANIFESTATIONS  INDICAT- 
ING FUNCTIONAL  CHARACTERISTICS  OF 
THE  HYPOTHALAMUS 

(Signs  and  symptoms  which  occurred  in  the 
foregoing  case  reports  are  printed  in  italics.) 

I.  Metabolism. 

1.  Water  metabolism  illustrated  by  diabetes 
insipidus  syndrome. 

2.  Carbohydrate  metabolism  illustrated  by 
diabetes  mellitus  syndrome. 

3.  Fat  metabolism  illustrated  by  a tendency 
to  obesity  or  emaciation. 

4.  Protein  metabolism.17 

5.  Mineral  metabolism,  e.g.  in  maintenance 
of  isotonic  state  of  blood.18 

II.  Temperature  Regulation. 

1.  Abnormalities  of  temperature  mainte- 
nance. 

III.  Sleep  Mechanism. 

A recent  study  suggests  an  area  more  ex- 
tensive than  the  hypothalamus  as  being 
implicated  in  cases  of  lethargy  and  pro- 
longed sleep.  Roe19  includes  the  dorso- 
medial  nucleus  and  the  centrum  medianum 
of  the  thalmus  proper  in  addition  to  the 
infundibular  region  and  paraventricular 
grey  matter  of  the  hypothalamus  as  essen- 
tially related  to  this  function. 

IV.  Central  domination  of  the  sympathetic  nerv- 
ous system. 

Convincing  evidence  has  been  presented  to 
indicate  that  the  hypothalamus  represents 
a superior  center  dominating  the  two 
sympathetic  systems  and  so  influencing  the 


thoracic  and  abdominal  viscera,  blood  ves- 
sels, internal  secreting  and  other  glands 
throughout  the  body. 

1.  Cerebral  center  for  the  parasympathetic 
(craniosacral)  system.20,  21,  22 

2.  Cerebral  center  for  the  sympathetic 
(thorocolumbar)  nervous  system.23, 24, 

25,  26 


CONCLUSIONS  AND  SUMMARY 

Accumulating  clinical  and  pathologic  data  in- 
dicates that  the  pituitary  body  cannot  be  con- 
sidered apart  from  the  contiguous  portion  of  the 
central  nervous  system,  i.e.  hypothalamus.  All 
cases  suggesting  the  traditional  symptomatology 
of  pituitary  disease,  therefore,  require  investiga- 
tion into  possible  central  neurologic  mechanisms 
involved  in  the  production  of  these  phenomena. 
The  central  domination  of  the  metabolic  function, 
temperature  regulation,  sleep,  and  of  the  sym- 
pathetic and  parasympathetic  systems  suggests 
that  the  complete  understanding  of  metabolic 
disease  as  presented  to  the  internist  requires  in- 
clusion of  a consideration  of  these  central  visceral 
centers. 

The  various  trophic  disturbances  of  the  skin 
presented  to  the  dermatologist,  the  trophic  dis- 
turbance of  bones  presented  to  the  orthopedist, 
similarly  require  understanding  of  this  area  for 
the  adequate  explanation  of  many  of  the  cases. 
For  the  pharmacologist,  it  appears  most  probable 
that  hidden  away  in  this  central  area  of  the  brain, 
difficult  of  access  by  surgery,  are  cellular  centers 
capable  of  highly  selective  and  specific  responses 
to  drugs.  The  area  if  of  special  interest  to  the 
psychiatrist.  If  the  psychiatrist  insists  on  an 
organic  foundation  for  psychoses  here  is  the  area 
where  biochemistry  and  neurology  meet  to  offer 
a basis  for  a physical  foundation  for  behavior;  if 
the  psychiatrist  finds  the  answer  to  his  problems 
in  purely  conscious  mechanism  here  is  the 
necessary  anatomic  substratum  for  his  theories; 
if  he  does  not  wish  to  commit  himself  to  either 
extreme,  the  anatomic  and  physiologic  data  here 
presented  permit  him  to  interpret  his  findings 
with  a suitably  balanced  attitude. 
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FUNCTIONAL  HEART  DISORDERS* 

By  FRANKLIN  JUKES,  M.D.,  Akron,  Ohio 


IN  the  general  practice  of  medicine  a large 
percentage  of  patients  seek  medical  advice 
presenting  symptoms  which  prove  to  be  of 
functional  origin.  It  is  frequently  difficult  to  de- 
cide whether  these  symptoms  are  due  to  disturbed 
physiology  or  are  the  result  of  organic  disease. 
We  encounter  many  patients  with  heart  symptoms 
which  are  difficult  to  evaluate.  In  reviewing  the 
last  300  patients  with  an  entrance  complaint  of 
“heart  trouble”  seen  at  the  Akron  Clinic,  it  was 
found  that  114  or  38  per  cent  proved  to  have  no 
organic  heart  lesion  as  the  basis  for  their  symp- 
toms and  complaints.  Without  attempting  to 
analyze  in  detail  this  group  of  cases,  I wish  to 
review  some  of  the  problems  in  diagnosis  that 
such  patients  present  and  to  outline  certain 
criteria  in  the  differentiation  between  organic  and 
functional  disorders  of  the  heart. 

The  symptoms  presented  by  this  group  of 
patients  include  one  or  more  of  the  following: 
Shortness  of  breath,  palpitation,  weakness,  pre- 
cordial pain,  heart  consciousness  and  swelling  of 
the  ankles.  Careful  questioning  of  the  patient  and 
analysis  of  the  history  will  often  furnish  valuable 
clues  relative  to  the  functional  or  organic  origin 
of  these  symptoms.  While  taking  the  history  one 
gets  a definite  impression  as  to  the  personality 
type  of  the  patient.  Symptoms  of  disturbed 
physiology  are  more  probable  in  a nervous  woman 

*Read  before  the  Medical  Section,  Ohio  State  Medical 
Association,  at  the  89th  Annual  Meeting,  Cincinnati, 
October  2-4,  1935. 

For  information  relative  to  the  author  see  Who’s  Who 
in  This  Issue. 


of  thirty,  while  heart  symptoms  in  a man  of  55 
merit  very  close  scrutiny. 

SUBJECTIVE  SYMPTOMS 

The  complaint  of  “shortness  of  breath”  may  not 
be  a true  dyspnea  on  exertion  but  a peculiar  sen- 
sation of  inability  to  take  in  a sufficiently  deep 
breath.  These  patients  exhibit  a sighing  type  of 
respiration.  This  desire  to  breathe  deeply  may  be 
accompanied  by  a sensation  of  pressure  or  lump 
in  the  throat.  However,  the  vital  capacity  is 
found  to  be  undiminished.  Observation  of  the 
chest  under  the  fluoroscope  during  respiration  re- 
veals normal  expansion  and  adequate  descent  of 
the  diaphragm.  The  complaint  is  apparently  based 
on  a sensation  of  neurogenic  origin. 

Most  of  those  patients  who  complain  of  “pain 
in  the  heart”  do  not  have  pain  of  cardiac  origin 
or  true  angina.  When  asked  to  demonstrate  the 
location  of  their  pain  they  place  a hand  below 
the  left  breast  where  the  heart  is  popularly  sup- 
posed to  reside.  Their  pain  is  not  brought  on  by 
exertion  and  relieved  by  rest.  It  may  come  and 
go  at  any  time  and  is  usually  of  a transitory 
nature,  lasting  for  only  a few  seconds.  Pain  of 
this  type  is  sometimes  difficult  to  classify  and  may 
be  associated  with  intercostal  neuralgia  or  some 
gastrointestinal  disturbance. 

Heart  consciousness  is  a variable  symptom 
which  at  times  may  be  present  to  an  extreme  and 
distressing  degree.  When  we  consider  the  heart 
as  a large  muscular  organ  actively  pulsating 
within  the  chest,  it  is  remarkable  that  in  the 
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normal  state  we  are  not  conscious  of  its  beating 
and  the  throbbing  of  the  great  vessels.  However, 
being  present  in  early  life,  this  sensation  has  not 
risen  above  the  threshold  of  consciousness,  except 
when  exaggerated  by  unusual  exertion  or  excite- 
ment. In  those  individuals  with  an  unstable 
nervous  system  or  with  disturbed  cardiovascular 
physiology,  heart  consciousness  may  become  a 
very  troublesome  symptom.  When  patients  be- 
come aware  of  this  sensation  their  attention  is 
more  forcibly  directed  to  their  heart  and  the  sen- 
sation becomes  exaggerated  by  fear  of  heart  dis- 
ease, thus  increasing  their  nervous  state  until  a 
vicious  cycle  develops.  This  may  lead  to  attacks 
of  fainting,  prostration  and  fear  of  impending 
death.  In  extreme  cases  these  unfortunate  pa- 
tients suffer  more  distress  than  many  cases  of 
advanced  organic  heart  disease;  and  they  “die 
many  deaths”. 

Swelling  of  the  ankles  and  feet  is  a complaint 
that  is  sometimes  difficult  to  evaluate.  Moderately 
obese  women  will  often  have  definite  swelling  to- 
wards the  end  of  the  day  if  they  are  on  their  feet. 
This  may  be  quite  pronounced  if  associated  with 
varicose  veins.  However,  this  is  not  a true  tissue 
edema  that  pits  on  pressure  but  is  due  to  venous 
congestion  and  lymphedema.  If  associated  with 
organic  heart  disease,  edema  usually  occurs  in 
those  later  stages  when  other  signs  and  physical 
findings  are  sufficiently  definite  to  leave  no  doubt 
as  to  the  diagnosis. 

FUNCTIONAL  MURMURS 

In  physical  examination  of  the  patient,  one  of 
the  most  common  stumbling  blocks  in  diagnosis  is 
the  finding  of  a heart  murmur.  A considerable 
degree  of  uncertainty  may  exist  in  the  inter- 
pretation of  these  murmurs,  whether  they  indicate 
the  presence  of  heart  disease  or  are  merely  ac- 
cidental. The  physician  who  makes  a painstaking 
and  methodical  examination  of  the  heart,  in  the 
sitting  and  reclining  positions,  before  and  after 
exercise,  hears  abnormal  heart  sounds  more  fre- 
quently than  those  who  make  a less  thorough  ex- 
amination. There  frequently  exists  a wide  dif- 
ference of  opinion  as  to  the  significance  of  the 
murmurs  heard  and  the  patient  is  given  conflict- 
ing opinions. 

The  frequency  with  which  functional  murmurs 
occur  is  variously  estimated  by  different  ob- 
servers. I have  tabulated  my  findings  in  100  con- 
secutive cardiac  examinations,  selecting  only 
those  patients  without  organic  cardiovascular  dis- 
ease or  other  disturbances  which  might  con- 
ceivably affect  the  cardiovascular  system.  The 
patients  chosen  were  all  under  forty-five  years  of 
age,  for  beyond  this  limit  an  unrecognized  degree 
of  arteriosclerosis  may  be  present  and  thus  in- 
validate the  findings. 

In  this  small  series  of  100  cases,  twenty-two 
were  found  to  have  an  audible  cardiac  murmur. 


Of  these  twenty-two,  thirteen  were  females  and 
nine  were  males.  In  all  cases  the  murmur  was 
systolic  in  time.  In  eight  the  murmur  was  heard 
only  in  the  pulmonary  area,  in  five  only  at  the 
apex,  and  in  the  remaining  nine  the  murmur  was 
audible  both  in  the  pulmonary  area  and  at  the 
apex  of  the  heart. 

In  reviewing  the  literature  where  larger  series 
of  cases  are  reported,  it  is  noted  that  some  ob- 
servers record  a much  higher  percentage  of 
functional  heart  murmurs  than  is  observed  by 
others.  This  may  be  explained  by  variation  in 
opinion  as  to  whether  or  not  a slightly  altered, 
impure,  or  slurred  heart  sound  shall  be  inter- 
preted as  a murmur. 

The  following  is  a brief  summary  of  the  main 
characteristics  of  functional  heart  murmurs: 

(1)  They  are  common  in  normal  individuals, 
occurring  in  perhaps  20  per  cent  of  people. 

(2)  There  is  usually  an  absence  of  a history 
of  cardiac  damage  or  of  typical  subjective 
symptoms. 

(3)  The  murmurs  are  always  systolic  in  time. 

(4)  They  are  heard  almost  exclusively  in  the 
pulmonary  area  and  cardiac  apex. 

(5)  They  are  soft,  blowing,  and  of  low  pitch. 

(6)  Their  intensity  is  greatly  influenced  by 
the  position  of  the  patient  and  the  phases 
of  respiration,  being  loudest  in  the  re- 
cumbent position  and  in  full  expiration. 

(7)  There  is  a normal  heart  outline  without 
enlargement. 

CARDIAC  ARRHYTHMIAS 

Irregularities  in  rhythm  of  the  heart  beat  pre- 
sent another  problem.  Fluctuations  in  rate  and 
rhythm,  often  varying  with  respiration,  occur  to 
a certain  degree  in  every  normal  individual.  This 
sinus  arrhythmia  is  most  marked  in  children  and 
may  be  present  to  a startling  degree,  requiring 
careful  auscultation  to  differentiate  it  from 
auricular  fibrillation.  The  next  irregularity  in 
degree  of  frequency  is  premature  beats,  some- 
times termed  “extrasystoles”  or  “dropped  beats”. 
Their  presence  indicates  an  irritable  heart  but  not 
necessarily  a diseased  heart.  They  may  make  the 
patient  extremely  uncomfortable,  producing  a 
subjective  sensation  of  jumping  or  sudden  stop- 
ping of  the  heart,  with  dizziness  and  faintness. 
Other  patients  are  seen  with  veritable  showers  of 
these  premature  beats  and  are  totally  unaware  of 
their  presence.  With  the  presence  of  premature 
beats  is  the  only  abnormal  finding  in  cardio- 
vascular examination,  they  may  be  considered  of 
functional  origin.  Other  disturbances  in  rhythm 
are  occasionally  encountered  in  the  absence  of 
evidence  of  organic  heart  disease.  Frequently 
seen  are  attacks  of  paroxysmal  tachycardia  when 
the  heart  will  suddenly  start  to  beat  at  a rate  of 
about  180  per  minute  and  may  just  as  suddenly 
return  to  normal  within  a few  minutes  or  a few 
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hours.  We  have  encountered  several  cases  of  re- 
curring attacks  of  paroxysmal  auricular  fibril- 
lation in  young  individuals  with  apparently  nor- 
mal hearts. 

NEURO-CIRCULATORY  ASTHENIA 
The  normal  individual,  if  subjected  to  sudden 
and  unusual  exertion  or  excitement,  experiences 
shortness  of  breath,  faintness,  palpitation,  weak- 
ness, and  perhaps  substernal  oppression.  These 
symptoms  subside  promptly  with  rest  and  are 
considered  to  be  a normal  physiologic  response  to 
effort — “the  effort  syndrome”.  In  some  individuals 
this  train  of  symptoms  occurs  during  their  normal 
daily  routine  of  activity  and  may  fail  to  subside 
with  rest.  In  such  a case  organic  heart  disease 
must  be  suspected.  However,  in  a certain  pro- 
portion of  these  patients,  careful  study  fails  to 
reveal  evidence  of  cardiac  damage.  To  this  dis- 
turbance the  term  “neuro-circulatory  asthenia” 
has  been  applied.  These  patients  come  to  the  doc- 
tor fully  convinced  that  they  have  heart  disease. 
Many  have  been  told  by  a physician  that  they 
have  a weak  heart.  They  do  indeed  have  all  the 
symptoms  of  heart  disease  and  may,  in  addition, 
have  such  objective  findings  as  a heart  murmur, 
a rapid  pulse  that  does  not  subside  with  rest,  a 
cardiac  irregularity,  and  some  elevation  of  blood 
pressure.  They  do,  however,  in  addition,  exhibit 
a marked  disturbance  of  the  nervous  system  in 
general,  together  with  evidence  of  autonomic  im- 
balance. Such  symptoms  as  flushing,  tremor, 
sweating,  nervousneess,  anxiety,  and  sleeplessness 
may  be  present  even  to  the  point  where  hyper- 
thyroidism is  suspected.  In  some  instances  ex- 
tensive clinical  studies  including  electrocardio- 
grams, Z-ray  examination  of  the  heart,  and  basal 
metabolism  tests  are  required  before  definite 
judgment  is  passed. 

Perhaps  the  most  difficult  diagnostic  problems 
are  those  patients  who  have  a relatively  slight 
organic  lesion  such  as  a mild  mitral  stenosis,  on 
which  is  superimposed  a marked  cardiac  neurosis 
which  may  greatly  exaggerate  the  symptoms. 
Such  a patient  may  go  through  life  stamped  as  a 
cardiac  invalid. 

„ TREATMENT 

The  treatment  of  functional  disturbances  of  the 
heart  is  too  often  neglected.  There  rests  with  the 
physician  the  ability  to  offer  more  potential  harm 
or  good  to  this  group  of  patients  than  to  those 
with  an  organic  lesion.  While  a cure  is  impossible 
with  the  latter  group,  the  former,  although  ex- 
periencing just  as  much  discomfort,  suffering  and 
disability,  may  be  returned  to  comfortable  and 
useful  lives. 

The  first  step  in  treatment  is  an  adequate  ex- 
amination. Seme  of  these  patients  come  to  you 
convinced  that  they  have  heart  disease.  Even 
though  you  may  be  sure  in  your  own  mind  that 
such  is  not  the  case,  a complete  and  careful  physi- 


cal examination  must  be  done  to  give  the  weight 
of  reassurance  to  your  words.  Reassurance  plays 
such  an  important  part  that,  in  an  advanced 
cardiac  neurosis,  I always  take  an  Z-ray  picture 
of  the  heart  and  an  electrocardiogram  so  that  I 
can  show  the  patient  tangible  proof  of  my  state- 
ments. Detailed  explanation  of  the  role  played  by 
the  nervous  system  in  the  regulation  of  the  rate, 
force  and  rhythm  of  the  heart-beat,  should  be 
stressed.  The  importance  of  psychotherapy  can- 
not be  over-emphasized,  since  we  are  frequently 
dealing  with  impressionable  individuals  of  psycho- 
neurotic and  imaginative  tendencies. 

The  treatment  of  the  patient  is  paramount  to 
the  treatment  of  his  symptoms.  He  must  be 
taught  regular  habits  of  living.  His  general 
habits  are  reviewed  and  the  consumption  of 
tobacco,  caffein  and  alcohol  are  curtailed,  since 
these  drugs  may  be  productive  of  cardiac  ir- 
ritability. While  such  drugs  may  be  consumed  in 
average  quantities  by  the  average  individual  with- 
out evidence  of  disturbed  physiology,  it  must  be 
remembered  that  all  degrees  of  hypersensative- 
ness  are  possible,  especially  in  an  unstable  type 
of  patient. 

Specific  treatment  is  therefore  directed  at  the 
nervous  system  and  the  cardiac  irritability.  It 
may  be  desirable  as  a preliminary  to  put  the 
patient  on  a combined  rest  and  exercise  schedule 
such  as  ten  hours  in  bed  at  night,  a two  hour  rest 
period  in  mid-afternoon  with  short  daily  walks. 
The  exercise  routine  may  be  increased  gradually 
to  longer  walks  and  made  to  include  calisthenics, 
golf,  etc.  Later,  the  patient  must  be  taught  to  live 
within  the  capacity  of  his  nervous  system.  Of  the 
available  drugs  I have  found  phenobarbital  to  be 
the  most  desirable,  giving  one  quarter  to  one  half 
grain  four  times  daily.  Of  the  functional  ar- 
rhythmias, the  premature  beats  or  extrasystoles 
most  frequently  call  for  treatment.  Here  again 
phenobarbital  is  a most  serviceable  drug.  Regu- 
lation of  the  gastro-intestinal  tract  and  inhibition 
of  tobacco  are  important  in  their  control.  Certain 
intractable  cases  call  for  other  forms  of  therapy. 
Many  of  these  cases  respond  to  quinidine  sulphate 
in  three  grain  doses,  three  times  daily. 

In  conclusion,  let  me  urge  a careful  and  critical 
analysis  of  the  patient’s  symptoms  and  com- 
plaints. A careless  word  may  send  the  patient 
away  with  a confirmed  cardiac  neurosis  that  may 
handicap  him  the  rest  of  his  life. 

SUMMARY 

(1)  In  a group  of  300  patients  with  an  entrance 
complaint  of  “heart  trouble”  it  was  found  that 
114,  or  38  per  cent,  had  no  organic  heart  lesion 
as  the  basis  for  their  symptoms  and  complaints. 

(2)  The  symptoms  presented  included  short- 
ness of  breath,  palpitation,  weakness,  precordial 
pain,  heart  consciousness  and  swelling  of  the 
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ankles.  Physical  findings  included  heart  murmurs 
and  cardiac  arrhythmias. 

(3)  These  symptoms  are  distinguished  from 
similar  symptoms  of  organic  origin. 

(4)  General  principles  of  treatment  are  dis- 
cussed. 

DISCUSSION 

John  P.  Anderson,  M.D.,  Cleveland,  Ohio: — I 
was  rather  skeptical  about  Dr.  Jukes’  figures  re- 
garding the  high  percentage  (38  per  cent)  of 
functional  heart  disease  in  his  series  of  cases 
until  I reviewed  a similar  series  of  my  own.  In 
my  own  series  the  proportion  of  functional  con- 
ditions exceeded  40  per  cent. 

One  cannot  emphasize  too  strongly  the  im- 
portance of  distinguishing  between  the  neuralgic 
submammary  pain  of  functional  heart  disturb- 
ances and  angina.  One  should  also  keep  in  mind 
that  the  former  may  be  quite  severe  and  may 
radiate  down  the  left  arm  just  as  angina  does. 
It  does  not,  however,  depend  on  exertion  or  ex- 
citement nor  is  it  promptly  relieved  by  rest  as  is 
angina. 

The  figure  of  22  per  cent  for  functional  heart 
murmurs  seems  high  at  first  thought.  In  my  own 
series  only  11  per  cent  displayed  this  sign  after 
all  cases  of  organic  disease  were  discarded.  In 
examining  classes  of  nurses  I find  about  two  in- 
stances of  functional  heart  murmurs  in  each 
group  of  ten  nurses.  Later  in  these  same  patients 
examinations  do  not  always  reveal  the  murmurs. 
It  is  well  known,  of  course,  that  functional  heart 
murmurs  heard  in  children  and  young  adults  fre- 
quently disappear  in  adult  life. 

Some  of  these  murmurs  are  probably  due  to 
enlarged  mediastinal  glands  which  distort  the 
great  vessels  temporarily.  I observe  one  such  in- 
stance last  winter  as  a sequela  of  a severe  cold. 
The  patient  had  a loud,  rough,  systolic  murmur 
at  the  base  of  the  heart  which  gradually  reduced 
in  intensity  until,  at  the  end  of  eight  months,  it 
was  no  longer  audible.  In  other  instances  such  a 
murmur  may  not  disappear  for  several  years 
while  in  still  other  cases  it  may  remain  perma- 
nently. 

Except  in  hyperthyroidism  I think  that  func- 
tional systolic  murmurs  are  rare  at  the  apex.  If 
they  are  present  they  usually  occur  along  with  the 
tachycardia  of  neurocirculatory  asthenia.  Other- 
wise I should  hesitate  to  call  these  murmurs 
functional. 

Extrasystoles,  I agree,  are  sometimes  neuro- 
genic in  origin  but  far  oftener  they  are  evidence 
of  focal  myocarditis  or  myocardial  degeneration. 
This  is  particularly  true  of  those  that  are  exag- 
gerated by  effort  and  I never  like  to  ascribe  them 
to  neurogenic  factors  until  every  other  cause  has 
been  ruled  out  by  a general  examination. 

Neurocirculatory  asthenia  is  now  recognized  as 
a definite  symptom  complex  which  has  been  much 
better  understood  in  recent  years.  It  is  altogether 
likely  that  it  represents  an  endocrine  imbalance 
involving  either  the  adrenal  glands  or  the  pitui- 
tary body. 

— OSM  J — 

Cambridge — Officers  of  the  Swan  Hospital  staff 
for  1936  are  Dr.  Geo.  F.  Swan,  president;  Dr.  A. 
G.  Ringer,  vice-president,  and  Dr.  C.  C.  Headley, 
secretary. 

Medina — Dr.  John  T.  Jones,  Cleveland,  has  been 
appointed  Medina  County  health  commissioner. 


THINGS  THAT  WE 
SOMETIMES 
FORGET 

TUBERCULOSIS  can  be  prevented  and  most 
early  cases  can  be  cured. 

The  earlier  that  cases  are  diagnosed  and 
properly  cared  for  the  greater  chance  there  is 
for  prevention  and  cure. 

The  overburdened  physician  is  sometimes  negli- 
gent in  having  the  sputum  repeatedly  examined 
and  our  State  Health  Department’s  reports  should 
be  of  more  help.  The  doctor  sending  sputum  to  a 
laboratory  should  know: 

1.  Presence  or  absence  of  acid  fast  bacilli. 

2.  Presence  or  absence  of  pus. 

3.  Presence  or  absence  of  elastic  tissue  fibers. 

4.  Presence  of  dust  cells. 

If  dust  cells  are  present,  part  of  the  sputum 
comes  from  the  lungs. 

If  elastic  tissue  fibers  are  present,  some  part  of 
the  lung  is  breaking  down. 

If  pus  cells  are  present,  there  is  infection  either 
in  the  upper  or  lower  air  passages  and  should  be 
diagnosed. 

If  there  is  much  mucous  without  pus  cells,  then 
the  condition  can  be  controlled  by  a prescription 
calcium  chloride  100/  aqua  pura  500/  teaspoonful 
in.  water  three  times  daily. 

If  the  sputum  is  positive,  then  you  probably 
have  pulmonary  tuberculosis  and  the  patient  is  a 
source  of  infection.  A most  careful  study  of  the 
lungs  is  demanded — A-ray,  blood  and  physical  ex- 
amination. The  best  line  of  treatment  should  be 
instituted,  and  above  all,  children  separated  from 
the  infected  individual.  All  members  of  the  fam- 
ily should  be  examined  for  tuberculosis. 

Too  often  the  diagnosis  is  made  and  nothing 
done.  A useless  drug  is  prescribed  to  ease  the 
mind  of  the  patient  and  infection  left  to  Spread  to 
others.  Such  practice  should  be  condemned.  The 
responsibility  of  stamping  out  tuberculosis  should 
be  assumed  by  the  medical  profession.  The  first 
step  is  to  find  and  stop  the  spread  of  positive 
sputum. — By:  Kennon  Dunham,  M.D.,  Cincin- 

nati, Ohio. 

— OSMJ  — 

Lorain — Officers  of  the  St.  Joseph’s  Hospital 
staff  for  1936  are  Dr.  Charles  Meek,  president; 
Dr.  C.  H.  Frederick,  vice-president,  and  Dr.  I.  L. 
Levin,  secretary. 

East  Liverpool — Dr.  Clyde  R.  Larkins  was  re- 
elected president  of  the  board  of  trustees  of  City 
Hospital.  Dr.  John  A.  Fraser  and  Dr.  Samuel 
Rich  were  named  to  represent  physicians  on  the 
board. 

Marion — Dr.  Carl  W.  Sawyer  addressed  the  city 
emergency  school  psychology  classes  on  “Mental 
Disorders”. 


MATERNAL  AND  FETAL  MORTALITIES* 


By  SCOTT  C.  RUNNELS,  M.D.,  F.A.C.S.,  Cleveland,  Ohio 

* 


THE  ideal  of  obstetrics  is  to  so  manage  the 
pregnant  woman  that  she  has  no  variations 
from  the  normal  during  her  pregnancy, 
that  she  delivers  without  mishap,  that  the  mother 
is  subsequently  unharmed  by  the  experience,  and 
that  the  child  is  as  nearly  perfect  as  its  in- 
heritance warrants.  In  practice  results  fall  short 
of  this  ideal.  To  what  extent  performance  does 
not  equal  desire,  and  the  reasons  for  the  lack  of 
attainment  of  the  ideal  are  questions  which  have 
not  received  satisfactory  answer.  It  is  our  pur- 
pose to  delineate  some  of  the  shortcomings  of 
obstetrical  accomplishment  and  attempt  some 
evaluation  of  these  failures. 

The  poor  results  in  both  mother  and  child  can 
be  divided  into  (a)  Those  cases  in  which  there  is 
aberration  from  the  normal  with  ultimate  re- 
covery, with  or  without  permanent  damage;  and 
(b)  Those  cases  in  which  death  results. 

The  study  of  obstetrical  morbidity  has  been 
almost  unattempted.  Except  for  a few  studies 
such  as  those  of  Bill,  DeLee  and  Williams  in  this 
country,  and  the  work  now  under  way  by  the 
English  Health  Ministry  very  little  work  has  been 
done.  Even  the  criteria  of  what  constitutes  ma- 
ternal morbidity  is  as  yet  undetermined.  Sepsis 
is  usually  thought  of  as  the  primary  cause,  and 
the  development  of  temperature  during  the 
puerperium  as  the  indication  of  its  presence.  But 
such  temperature  may  be  due  to  other  causes  than 
puerperal  infection,  and  a low  grade  infection 
with  possible  serious  consequences  may  be 
present  without  temperature.  The  standard 
usually  accepted,  however,  is  that  suggested  at 
the  Congress  of  Strassburg  in  1923.  “Excluding 
the  temperature  within  the  twenty-four  hours 
following  delivery  every  temperature  exceeding 
38  C (100. 4F)  on  one  occasion  and  persisting  for 
more  than  twelve  hours,  should  be  considered 
pathological  during  the  puerperium.”  This  defi- 
nition does  not  state,  but  it  is  supposed  that 
mouth  temperature  is  referred  to.  But  even  if 
that  criteria  were  to  be  universally  accepted,  it 
would  be  but  one  item,  the  infective,  in  the  sum 
of  maternal  morbidity. 

The  toxemias  that  recover,  many  of  them  with 
demonstrable  damage  to  kidney  or  liver,  the  car- 
diacs left  with  additional  impairment  of  function, 
the  endocrine  disorders  of  which  we  now  recognize 
chiefly  the  thyroid,  and  the  occasional  psychoses 
left  as  a more  or  less  permanent  residuum  spell 
only  one  side  of  the  subject,  which  might  be 

*Read  before  the  Section  on  Obstetrics  and  Gynecology, 
Ohio  State  Medical  Association,  at  the  89th  Annual  Meeting, 
Cincinnati,  October  2-4,  1935. 

For  information  relative  to  the  author,  see  Who’s  Who 
in  This  Issue. 


termed  the  medical.  On  the  other  side,  which  we 
can  consider  surgical,  are  the  great  number  of 
women  who  are  left  with  lacerated  cervices,  re- 
laxed perineii,  misplaced  pelvic  organs  or  dias- 
tasis recti,  to  enumerate  only  the  most  common 
sequelae.  We  all  know  that  such  end  results  have 
been  too  frequent.  We  believe  that  modern  ob- 
stetrics is  leaving  fewer  derelicts  of  this  de- 
scription on  the  sea  of  motherhood.  But  to  what 
extent  this  belief  can  be  expressed  in  figures  I 
have  found  no  basis  on  which  to  make  an 
estimate.  The  whole  subject  of  the  amount  of 
maternal  morbidity,  both  that  from  which  there 
is  complete  recovery  and  that  leaving  sequelae,  is 
therefore,  virgin  territory  for  investigation.  We 
mention  it  only  to  pass  it  by. 

MATERNAL  DEATHS 

This  brings  us  to  the  part  of  our  classification 
with  which  we  wish  to  particularly  concern  our- 
selves (b)  the  maternal  cases  that  result  in  death. 
Since  in  the  greater  part  of  the  United  States 
all  deaths  have  been  reported  with  their  cause  it 
would  seem  that  the  results  could  be  readily 
visualized;  unfortunately  it  is  not  quite  so  simple. 

The  study  of  fifteen  typical  states  by  the  United 
States  Children’s  Bureau  gives  a figure  of  6.27 
maternal  deaths  per  1000  live  births.  This  figure 
has  changed  relatively  little  in  the  past  thirty 
years.  It  was  eight  per  1000  live  births  in  1901 
and  again  in  1920.  Since  that  time  I give  the 
annual  figures  of  the  United  States  Bureau  of  the 
Census,  which  shows  a curve  ranging  for  the 
most  part  between  6.5  and  7.0  deaths  per  1000 
live  births,  but  in  the  last  four  years  there  has 
been  a very  encouraging  drop.  It  is  hoped  that 
this  tendency  will  continue.  (Plate  I).  While 
we  are  presenting  census  figures  it  might  be  well 
to  compare  the  maternal  mortality  with  the  gen- 
eral death  rate;  roughly  the  curves  are  com- 
parable. The  curve  for  the  birth  rate  also  has 
been  included.  The  drop  in  the  past  thirteen  years 
from  24.2  to  16.6  is  a decrease  of  more  than  31.4 
per  cent. 

Recently  there  has  been  an  accession  of  interest 
in  the  subject  of  maternal  mortality.  In  Novem- 
ber of  1933  the  Public  Health  Relations  Commit- 
tee of  the  New  York  Academy  of  Medicine,  with 
the  assistance  of  the  Commonwealth  Fund,  pub- 
lished a study  of  Maternal  Mortality  in  New  York 
City  for  the  years  1930,  1931  and  1932.  This  re- 
port received  a good  deal  of  adverse  publicity  in 
some  of  its  controvertial  phases.  The  natural 
antagonism  of  the  profession  to  this  presentation 
has  obscured  the  fact  that  there  was  a great  mass 
of  valuable  material  included  in  the  report.  In 
New  York  City  the  birth  rate  and  general  mor- 
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tality  curves  could  be  almost  superimposed  on 
the  curves  for  the  United  States  as  a whole,  but 
there  is  a very  different  picture  in  the  maternal 
mortality  curve.  (Plate  II). 

In  October  of  1934  the  Committee  on  Maternal 
Welfare  of  the  Philadelphia  County  Medical  So- 
ciety published  a study  of  Maternal  Mortality  in 
Philadelphia  for  the  years  of  1931  and  1932. 
This  is  an  even  more  valuable  contribution  in- 
cluding much  new  material  on  the  subject.  How- 
ever, since  it  did  not  receive  publicity,  it  is  not  so 
generally  known  as  the  New  York  report.  While 
the  Philadelphia  birth  rate  adheres  closely  to  the 
curves  already  presented  the  maternal  mortality 
rates  show  considerable  variance.  The  drop  in  the 
maternal  mortality  rate  during  the  period  of  the 
study  is  significant. 

In  the  spring  of  1932  a group  which  became  the 
Cleveland  Hospital  Obstetric  Society  began  the 
study  of  hospital  conditions  in  Cleveland  ob- 
stetrics. We,  therefore,  have  another  source  of 
information  that  recently  has  been  carefully  col- 
lected for  comparison.  Here  again,  the  birth  rate 
is  similar  but  the  maternal  mortality  varies. 

Summarizing  these  studies  it  is  apparent  that 
the  maternal  mortality  rate  varies  markedly  in 
different  localities,  that  it  has  only  a slight  re- 
lation to  the  general  death  rate  and  none  at  all  to 
the  birth  rate.  The  general  death  rate  has  more 
or  less  similarity  in  different  localities,  the  same 
causes  apparently  affecting  each.  In  the  instances 


studied  the  birth  rate  curve  in  the  different  cities 
is  very  similar. 

The  variation  in  the  maternal  mortality  rate 
to  a certain  extent  may  be  due  to  different  criteria 
of  classification  as  is  evidenced  by  the  fact  that 
the  three  authorities,  Philadelphia  City,  Pennsyl- 
vania State  and  the  United  States  Census  Bureau 
arrived  at  figures  showing  a considerable  dis- 
parity in  the  study  of  the  same  Philadelphia 
death  reports.  There  are  many  points  where  an 
honest  difference  might  develop  as  to  how  a cer- 
tain death  should  be  classified.  The  death  of  a 
woman  after  delivery  in  which  there  had  been  an 
inflammatory  process  in  the  chest  is  a case  in 
point.  The  process  might  have  been  a puerperal 
infection  that  localized  in  the  lung,  or  it  might 
have  been  an  unassociated  pneumonia  that  pos- 
sibly induced  the  labor.  In  the  first  instance  the 
labor  and  its  subsequent  infection  were  un- 
doubtedly the  cause  of  death.  In  the  second  in- 
stance the  risk  of  the  pneumonic  process  may  have 
been  rendered  greater  by  the  pregnancy,  but  with- 
out the  pneumonia  the  pregnancy  would  probably 
have  terminated  without  incident,  so  that  the 
pneumonia  should  be  considered  the  cause  of 
death.  To  the  classifying  officer  the  situation  be- 
comes difficult,  and  the  case  might  be  variously 
classified  because  of  lack  of  full  information. 
Instances  multiply  and  are  not  all  as  simple  as 
in  the  case  given. 

According  to  the  definition  of  the  “International 
Causes  of  Death”  which  is  the  authority  for 
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health  officers,  a puerperal  death  is  any  death  in 
a woman  who  is  pregnant,  or  who  has  recently 
been  delivered.  Automobile  accidents,  acute  ap- 
pendicitis, tuberculosis  all  could  be,  but  should  not 
be,  classified  under  this  standard  as  puerperal 
deaths  if  the  pregnancy  of  the  woman  happened 
to  be  disclosed  in  the  death  report.  On  the  other 
hand,  as  Bolt  has  so  adequately  pointed  out, 
criminal  abortions  classify  as  homicides,  while 
self-induced  and  spontaneous  abortions  classify  as 
puerperal  if  it  can  not  be  proved  that  they  were 
criminal.  Classifications,  therefore,  are  to  a 
greater  or  less  extent  the  expression  of  the 
classifier  as  well  as  a picture  of  the  facts  classi- 
fied. 

Aside  from  these  honest  difficulties  for  the 
classifying  officer  there  is  the  all  too  frequent 
practice  of  slightly  falsifying  a death  return  by 
the  individual  making  the  report.  The  Phila- 
delphia committee  estimates  that  if  all  deaths  of 
women  from  fifteen  to  forty-five  were  studied  that 
there  would  be  an  increase  in  the  puerperal  death 
rate  of  from  15  to  44  per  cent,  depending  upon 
the  locality.  Bolt,  in  his  study  of  Cleveland  for 
1931,  developed  from  criminal  abortions  and  from 
improper  returns  an  additional  thirty-three  cases, 
to  add  to  the  reported  figure  of  one  hundred  and 
eighteen  puerperal  deaths,  an  increase  of  28  per 
cent.  However,  check  counts  have  been  made  in 
Cleveland  of  sample  weeks  twice  during  1934 
without  developing  any  additional  cases  due  to  im- 
proper returns.  These  observations  stress  the 
importance  of  the  source  of  statistical  material. 
Therefore,  it  is  patent  that  it  is  only  upon  such 
careful  studies  by  obstetricians  who  have  the 
facts  available  as  did  those  of  New  York,  Phila- 
delphia and  Cleveland  that  reliable  conclusions 
can  be  based.  The  whole  subject  of  classification 


of  causes  of  death  needs  further  study,  a greater 
coordination,  and  a more  widespead  understand- 
ing. 

Undoubtedly  the  United  States  statistics  are 
from  year  to  year  more  closely  approaching  the 
actual  reasons  for  death.  In  fact,  it  is  quite  pos- 
sible that  one  important  cause  for  the  lack  of  fall 
in  the  maternal  death  rate  is  that  this  official 
figure  is  constantly  absorbing  more  and  more  of 
the  cases  previously  erroneously  reported.  This 
fact  makes  comparisons  between  different  locali- 
ties and  different  countries  very  fallacious  because 
the  accuracy  of  the  reports  are  not  comparable. 

ACTUAL  CAUSES  OF  DEATH 
This  brings  us  to  the  consideration  of  the  actual 
causes  of  maternal  deaths.  During  1930,  1931, 
1932  and  1933  the  Census  Bureau  classified  54,805 
deaths  in  the  registration  area  as  being  puerperal. 
These  were  divided  according  to  the  classification 
of  the  “International  Causes  of  Death”  into  eleven 
classifications. 

TABLE  1. 

ALL  PUERPERAL  DEATHS  OCCURRING  IN  THE 
UNITED  STATES  REGISTRATION  AREA 
During  1930-31-32-33 

Cases  % 


Septicemia  11,933  21.8 

Albuminuria  and  Convulsions....  11,795  21.5 

Septic  Abortion  8,073  14.4 

Other  Accidents  of  Childbirth..  7,079  12.9 

Hemorrhage  5,681  10.3 

Non-Septic  Abortion 2,670  4.8 

Embolus  and  Sudden  Death 2,550  4.7 

Ectopic  Gestation 2,355  4.4 

Other  Toxemias  2,046  3.8 

Accidents  of  Pregnancy 429  0.8 

Other  Causes  194  0.3 


Total 54,805  99.7 
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In  New  York  City  the  Committee  of  the 
Academy  attributes  2041  deaths  to  puerperal 
causes  in  the  three  years  1930,  1931  and  1932. 

TABLE  2. 

ALL  PUERPERAL  DEATHS  OCCURRING  IN 
NEW  YORK  CITY 

During-  1930,  1931  and  1932 


Cases 

% 

Puerperal  septicemia 

...  510 

25.0 

Extra  Puerperal  Causes 

...  344 

16.9 

Septic  Abortion  

...  262 

12.8 

Albuminuria  and  Eclampsia 

...  231 

11.3 

Hemorrhage  

...  197 

9.7 

Accidents  of  Labor 

...  171 

8.4 

Ectopic  Gestation  

...  120 

5.9 

Abortion  Non-Septic 

95 

4.7 

Phlegmasia  Alba  Dolens  and 
Embolus  

...  89 

4.4 

Pernicious  Vomiting  

...  14 

0.7 

Accidents  of  Puerperium 

8 

0.4 

Total  

...  2041 

100.2 

The  Maternal  Welfare  Committee  of  Phila- 
delphia reports  717  puerperal  deaths  for  the  two 
years  1931  and  1932. 

TABLE  3. 


ALL  PUERPERAL  DEATHS  OCCURRING  IN 
PHILADELPHIA 

During  1931  and  1932 


Cases 

% 

Septic  Abortion  

..  162 

22.6 

Septicemia  

..  119 

16.6 

Albuminuria  and  Convulsions.. 

..  85 

11.9 

Accidents  of  Labor 

..  79 

11.0 

Non-Obstetrical  

..  78 

10.9 

Hemorrhage  

..  62 

8.7 

Phlegmasia  Alba  Dolens  and 
Sudden  Death  

..  44 

6.1 

Ectopic  Gestation  

..  33 

4.6 

Abortion  Non-Septic 

..  26 

3.6 

Vomiting  of  Pregnancy 

..  24 

3.3 

Accidents  of  puerperium 

8 

0.7 

Total 

..  717 

100.0 

The  Cleveland  Hospital  Obstetric  Society  class- 
ified the  554  puerperal  deaths  of  Cleveland  that 
occurred  in  six  years — 1930,  1931,  1932,  1933, 
1934  and  1935  according  to  a different  scheme. 
This  classification  was  adopted  for  the  purpose  of 
more  closely  determining  the  etiology  of  the 
death  in  its  relation  to  the  pregnant  state  of  the 
mother. 


TABLE  4. 

ALL  PUERPERAL  DEATHS  OCCURRING  IN  CLEVELAND 
During  1930,  1931,  1932,  1933  and  1934 

Cases  % 


Abortion  118  25.2 

Post  Partum  Infection 80  17.1 

Late  Toxemia  52  11.9 

Ectopic  Pregnancy 37  7.9 

Hemorrhage  32  6.8 

Septic  Embolus  25  5.3 

Early  Toxemia  22  4.7 

Cardiac  ... 18  3.8 

Ante  Partum  Pneumonia 18  3.8 

Shock  14  3.0 

Post  Partum  Pneumonia 13  2.8 

Non-Septic  Embolus  12  2.5 

Anaesthetic  6 1.3 

Ileus  5 1.1 

Psychoses 3 .6 

Other  Causes  14  3.0 


Total  469  100.0 


Comparing  the  causes  of  death  reported  by 
these  four  agencies,  we  find  abortion  as  the  main 
cause  of  puerperal  death  in  two  cities,  while  in 
New  York  and  the  United  States  as  a whole 
sepsis  leads.  (Plate  III).  Toxemia  is  evidently 
under  better  control  in  the  cities  studied  than  in 
the  country  as  a whole,  as  is  hemorrhage  also. 
Extra  puerperal  causes  which  include  such  head- 
ings as  antepartum  pneumonia,  cardiac  and 
psychoses  run  over  15  per  cent  in  New  York,  but 
is  entirely  classified  out  by  the  Census  Bureau. 
Accidents  of  labor  and  hemorrhage  are  both 
higher  in  the  United  States  as  a whole  than  in  the 
cities  studied,  Cleveland  being  low  in  both.  How- 
ever, Cleveland  is  high  in  ectopic  deaths  and  in 
pernicious  vomiting.  Embolus  is  a more  frequent 
cause  of  death  than  has  been  commonly  recog- 
nized. In  Cleveland  including  both  septic  and 
non-septic  emboli  14.6  per  cent  i,f  women  who  die 
subsequent  to  the  sixth  month  die  of  embolus — 
one  death  in  seven.  The  “other  cause”  heading 
in  Cleveland  is  high  because  it  includes  cases  that 
the  others  classified  as  “extra  puerperal”. 

It  is  very  evident  that  there  are  included  in  the 
puerperal  death  rate  many  cases  in  which  the 
death  was  not  obstetrical.  A woman  dying  from  an 
abortion,  an  ectopic  pregnancy,  a toxemia  of  the 
first  trimester,  or  an  accident  or  illness  of  an 
intercurrent  nature  does  not  die  as  a result  of 
obstetrical  causes.  The  inclusion  of  these  cases 
in  the  puerperal  death  rate  has  done  a serious 
injury  to  the  record  of  obstetrics.  However,  the 
puerperal  death  rate  is  just  what  it  says  it  is,  the 
number  of  deaths  of  pregnant  women  for  each 
1000  live  babies  born.  It  is  the  cost  expressed  in 
maternal  lives  of  each  live  baby.  But  the  puer- 
peral death  rate  is  not  an  accurate  gauge  of  the 
quality  of  obstetrics.  To  obtain  that  we  need 
another  rate,  the  delivery  death  rate,  which  is  the 
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number  of  women  dying  per  1000  births  (both 
live  and  still)  after  the  age  of  viability  of  the 
fetus. 


TABLE  5. 

RELATION  OF  DELIVERY  DEATHS  TO  TOTAL 
PUERPERAL  DEATHS 


• 

New  York 
City 

Philadelphia 

Cleveland 

1 

% 

% 

% 

Abortion  Deaths 

17.5 

26.2 

25.2 

Ectopic  Deaths  

5.9 

4.6 

7.9 

Early  Toxemia  Deaths 

.7 

3.3 

4.7 

Extra  Puerperal  Deaths.... 

16.9 

10.9 

8.2 

Delivery  Deaths  

59.0 

55.0 

54.0 

Deducting  the  non-obstetrical  cases  from  the 
puerperal  death  rate  we  arrive  at  a fairly  con- 
stant figure  in  the  three  cities  that  have  carefully 
classified  the  available  deaths.  It  would  there- 
fore appear  that  somewhere  between  one-half  to 
three-fifths  of  the  published  puerperal  death  rate 
can  be  considered  a just  charge  upon  obsetrics. 

Both  the  New  York  and  Philadelphia  Commit- 
tees attempted  to  classify  the  reported  deaths  in 
each  city  as  to  the  question  of  preventability  and 
to  assign  the  responsibility  of  the  preventable 
deaths  to  physicians  or  to  the  patient.  A com- 
pilation of  their  findings  shows  a very  marked 
disagreement. 


20%  15%  10% 
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TABLE  6. 

COMPARISON  OF  CLASSIFICATIONS  OF  PRE- 
VENTABILITY  OF  MATERNAL  DEATHS 


analyzed  the  554i  puerperal  deaths  that  have  oc- 
curred in  Cleveland  in  the  last  six  years. 

TABLE  7. 


PERCENTAGES  AS  REPORTED  BY  NEW  YORK  AND 
PHILADELPHIA  COMMITTEES 


CLEVELAND  BIRTHS  AND  PUERPERAL  DEATHS 
January  1,  1930  to  January  1,  1936 


Non- 

Preventable, 
Ascribed  to 

Deaths 

Preventable 

Physician  Patient 

N.  Y.  2041 

34.2% 

40.2% 

25.6% 

Phila.  717 

43.2 

32.1 

24.7 

Abortions 
N.  Y.  357 

24.1 

19.2 

56.6 

Phila.  188 

27.6 

11.2 

61.2 

Ectopics 
N.  Y.  120 

25.8 

60.8 

13.3 

Phila.  33 

33.3 

48.5 

18.2 

Hemorrhage 
N.  Y.  197 

23.9 

58.5 

17.6 

Phila.  62 

53.2 

33.9 

12.9 

Sepsis 
N.  Y.  510 

24.9 

61.2 

13.9 

Phila.  119 

16.8 

81.5 

1.7 

Albumu.  & Eclampsia 
N.  Y.  231 

27.3 

21.2 

51.5 

Phila.  85 

43.5 

21.3 

35.2 

Vomiting 
N.  Y.  14 

42.9 

14.3 

42.8 

Phila.  24 

79.2 

0 

20.8 

Embolus 
N.  Y.  89 

91.0 

5.6 

2.4 

Phila.  44 

72.7 

22.8 

4.5 

Accidents  of  Labor 
N.  Y.  171 

12.9 

78.4 

8.7 

Phila.  79 

46.8 

46.8 

6.4 

Accidents  of  Puer- 

perium 
N.  Y.  8 

100.0 

Phila.  5 

100.0 

N on-Obstetrical 
N.  Y.  344 

66.0 

17.5 

16.5 

Phila.  78 

82.2 

10.2 

7.6 

Total  2758 

36.6 

38.0 

25.4 

It  will  be  noted  that  there  are  only  two  points 
at  which  the  committees  agree,  the  responsibility 
of  the  physician  for  toxemia  being  about  21  per 
cent  and  the  total  non-preventability  of  accidents 
of  the  puerperium.  The  Cleveland  Hospital  Ob- 
stetric Society  has  not  been  able  to  agree  upon 
criteria  by  which  such  a classification  can  be  de- 
termined. Certain  cases  obviously  fall  into  one  of 
the  three  headings,  while  other  cases  are  very 
difficult  to  justly  evaluate.  More  study  will  have 
to  be  given  to  the  subject. 

The  Cleveland  Hospital  Obstetric  Society  has 


Births  in  Hospitals  Members  of  the 

Cleveland  Hospital  Obstetric  So-  % 

ciety  57,402  60.2 

Births  in  Other  Institutions 2,768  2.9 

Births  at  Home 35,184  36.9 


Total  Births 95,354  100.0 


Per  M 

Total  Maternal  deaths  during 

Pregnancy  

554 

5.81 

% 

Deaths  in  Hospitals 

493 

89.0 

Cases  supposedly  normal  on  enter- 
ing Hospital  

Cases  with  known  Pathology  on 

75 

% 

entering  Hospital  

418 

84.7 

Deaths  before  6th  month  (non- 

obstetrical)  

Obstetrical  deaths  from  causes 

190 

other  than  infection.... 

176 

Obstetrical  deaths  due  to  infection.. 

127 

493 

Deaths  due  to  infection  proved  not 

to  be  of  Hospital  origin 

Deaths  from  infection  that  might 

56 

have  originated  in  Hospital 

71 

127 

Delivered  at  Home  Died  in  Hospital 
Deaths  where  pregnancy  was  not 

37 

related  to  death 

11 

Deaths  where  pregnancy  and  labor 

were  not  primary 

Deaths  where  pregnancy  and  labor 

47 

were  primary  but  where  there 
were  contributing  factors 

37 

It  will  be  noted  that  89  per  cent  of  the  deaths 
occurred  in  the  larger  hospitals  while  only  60  per 
cent  of  the  births  occurred  in  the  same  institu- 
tions. On  the  face  of  the  figures  it  would  look 
as  though  home  deliveries  were  safer.  However, 
the  fact  that  of  the  cases  dying  in  the  hospitals 
84.7  per  cent  were  known  to  be  pathological  on 
entrance,  explains  the  figures.  Time  and  time  again 
in  studying  the  individual  cases  the  fact  is 
brought  out  that  delivery  was  attempted  at  home, 
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and  then  the  case  taken  to  the  hospital.  Very 
often  the  doctor  insisted  on  a case  of  expected 
difficulty  going  into  the  hospital  when  the  plan 
had  been  for  a home  delivery.  So  that  it  is  ap- 
parent that  the  hospital  is  the  repository  of  all 
the  severe  cases,  and  the  home  is  left  with  the 
cases  that  rarely  develop  trouble. 

Of  hospital  deaths,  only  25  per  cent  were  ob- 
stetrical deaths  due  to  infection,  and  of  these 
deaths  from  infection  over  44  per  cent  were 
proved  to  have  originated  prior  to  entrance 
into  the  hospital.  There  were  71  deaths  from  in- 
fection in  which  it  was  not  known  that  the  in- 
fection was  present  on  entrance  into  the  hospital. 
This  71  includes  all  possible  infections,  13  post 
partum  pneumonias,  resulting  possibly  from  the 
anesthesia,  possibly  from  other  cause,  14  sudden 
deaths  from  embolus,  several  days  post  partum, 
19  cases  of  peritonitis  following  section,  as  well 
as  cases  in  which  it  is  very  possible  that  the 
woman  carried  the  infection  into  the  hospital 
herself,  although  that  can.  not  be  proved  in  any 
case  in  this  group.  There  are  left  an  indefinite, 
but  small  number  of  cases  in  which  there  was  a 
definite  break  in  hospital  technique. 

The  fact  that  cases  delivered  at  home  may  die 
in  the  hospital  often  escapes  notice,  37  such  cases 
occurred  in  the  493  hospital  deaths.  The  further 
fact  is  not  generally  recognized,  that  there  are  a 
considerable  number  of  cases  that  are  necessarily 
charged  to  the  puerperal  death  list,  in  which  other 
factors  than  the  pregnancy  were  responsible  for 
the  death,  to  a greater  or  less  extent.  Eleven 
deaths  are  included  in  which  pregnancy  had  noth- 
ing to  do  with  the  death.  Eighty-four  cases  died 
in  the  hospital  in  which  other  conditions  than 
pregnancy  were  at  least  contributory. 

While  perhaps  not  germain  to  the  subject,  it 
may  be  worth  including  the  figures  of  the  Phila- 
delphia Committee  showing  that  from  1921  to 
1933  hospital  deliveries  have  increased  from  31 
to  74  per  cent  in  Philadelphia,  while  home  de- 
liveries and  midwife  deliveries  have  diminished 
accordingly.  The  Cleveland  figures,  on  per- 
centage of  hospital  deliveries,  only  extend  for 
six  years,  but  show  that  the  deliveries  in  hospitals 
members  of  the  Hospital  Obstetric  Society  have 
increased  from  55.2  per  cent  in  1930  to  69.6  per 
cent  in  1935. 

FETAL  MORTALITY 

This  brings  us  to  the  consideration  of  the  child. 
The  great  majority  of  babies’  illnesses  come  under 
the  jurisdiction  of  pediatrics.  But  there  is  a con- 
siderable group  of  fetal  morbidity  that  has  not 
received  adequate  recognition  and  that  is  the  dis- 
tinct concern  of  obstetrics.  Birth  injuries,  par- 
ticularly intracranial  hemorrhage,  are  probably 
more  frequent  than  supposed.  Sharpe  reports  that 
10  per  cent  of  new  born  contained  blood  in  the 
spinal  fluid  in  400  consecutive  births  examined. 


“Edgar  A.  Doll”  (as  quoted  by  Brand)  “estimates 
that  there  are  1,250,000  mentally  deficient  in  the 
United  States,  of  which  at  least  125,000  are  due 
to  birth  injury.  The  White  House  Conference  re- 
ported 1,000,000  children  with  defective  speech, 
1,000,000  with  damaged  hearts,  3,000,000  with  de- 
fective hearing,  300,000  crippled.”  How  much  of 
this  army  of  defectives  is  the  result  of  birth  in- 
jury, there  is  at  present  no  basis  for  determina- 
tion, but  certainly  obstetric  causes  are  no  small 
factor.  Brand  further  states  “if  our  present  day 
obstetric  knowledge  could  be  universally  and 
skillfully  applied  it  would  be  a conservative 
estimate  that  50  per  cent  of  these  birth  injuries 
are  preventable.”  Here  is  a large  and  untouched 
field  for  study.  However,  there  is  one  phase  of 
the  subject  that  can  be  definitely  delineated.  The 
Census  Bureau  gives  us  the  deaths  of  children 
who  cannot  survive,  but  who  were  born  alive. 

TABLE  8. 

NEO  NATAL  DEATHS 

U.  S.  Registration  Area 
1931-32-33 


Rate  per  year 
per  100,000 
Population 

Congenital  Malformations 

Congenital  Hydrocephalus 

..  4,823 

1.3 

Spina  Bifida  and  Meningocele.. 

..  4,075 

1.1 

Congenital  Malformations  of 
Heart 

..  19,375 

5.3 

Others  under  this  title 

..  9,305 

2.6 

37,578 

10.3 

Diseases  of  early  infancy 

Congenital  Debility 

..  12,329 

3.4 

Premature  Birth 

.100,571 

27.6 

Injury  at  Birth 

..  29,404 

8.0 

Other  diseases  peculiar  to 
Early  Infancy 

..  15,040 

4.0 

157,344 

43.1 

Total  Neo  Natal  deaths 

.194,922 

53.4 

Average  per  year — 64,974 

The  next  step  is  the  consideration  of  the  children 
born  dead.  In  many  instances  it  is  merely  a mat- 
ter of  gradation  between  a fetus  so  injured  that 
it  does  not  live,  one  that  lives  a short  time,  and 
one  that  recovers  but  lives  a damaged  life.  How- 
ever, statisticians  have  not  yet  been  interested  in 
the  cause  of  stillbirths.  What  relative  importance 
birth  injury,  prolonged  birth,  syphilis  or  improper 
development  have  as  a cause  of  stillbirth  is  not 
at  present  known.  Suffice  it  to  say  that  of  all 
births  in  the  United  States  over  6V2  per  cent  do 
not  live. 
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TABLE  9. 

U.  S.  REGISTRATION  AREA 

1933 


% of  total 

Total  Births  

..  2,141,781 

Births 

Live  births  

. 2,064,942 

Still  Births  

76,837 

3.587 

Neo  Natal  Deaths... 

63,562 

2.965 

6.552 

SUMMARY 

This  review  of  recent  work  in  the  compilation 
of  maternal  mortality  and  stillbirth  statistics 
emphasizes  the  several  phases  of  the  subject  that 
are  as  yet  inadequately  studied.  Three  problems 
present  upon  which  so  little  has  been  done  that 
the  subject  is  practically  untouched : 

(1)  The  establishment  of  what  constitutes  ma- 
ternal morbidity  and  the  determination  of 
its  extent; 

(2)  The  study  of  the  causes  of  stillbirth; 

(3)  The  determining  of  the  extent  of  birth  in- 
juries. 

Further,  the  work  of  analysis  of  maternal 
deaths  has  only  begun,  a much  greater  definition 
of  the  subject  is  necessary.  A more  widespread 
understanding  of  the  problem  must  be  arrived  at. 
It  has  been  proved  many  times  that  the  first  step 
in  the  solution  of  a medical  problem  is  to  com- 
prehend its  integral  parts.  Certainly  a prere- 
quisite to  improvement  in  obstetrics  is  a general 
realization  of  the  number  of  obstetrical  failures, 
and  an  analysis  of  their  causes.  There  is  much 
research  that  remains  to  be  done. 
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discussion 

Walter  W.  Brand,  M.D.,  Toledo:  It  requires  a 
great  deal  of  time  and  moral  courage  for  a group 
of  men  specializing  in  one  of  the  divisions  of 
medicine,  to  analyze  and  make  public  the  results 
of  an  investigation  into  their  own  specialty — 
obstetrics.  Much  has  been  written  and  published 
of  our  obstetrical  shortcomings  and  the  nation  as 
a whole  has  been  condemned  by  foreign  and 
domestic  critics,  medical  and  lay,  for  its  high 
maternal  mortality  rate. 

It  is  needless  for  me  to  say  that  many  ob- 
stetricians were  disturbed  and  irritated  by  this 
criticism  based  on  half  truths.  A small  group  of 
Cleveland  Hospital  obstetricians  conceived  the 
plan  of  analyzing  the  work  of  their  hospitals. 
The  statistical  facts  uncovered  were  so  interest- 
ing and  instructive  that  the  movement  begun  in 
Cleveland  and  known  as  the  Cleveland  plan  be- 
came the  nucleus  of  The  Hospital  Obstetric  So- 
ciety of  Ohio. 

The  admirable  and  comprehensive  analysis  of 


maternal  mortality  we  have  been  privileged  to 
hear  this  morning  is  the  work  of  the  committee 
on  continuous  audit  of  The  Hospital  Obstetric 
Society  of  Ohio  of  which  Dr.  Runnels  is  chairman. 
While  only  Cleveland  figures  are  quoted  from 
Ohio,  it  is  only  the  matter  of  a short  time  until 
state  wide  figures  will  be  available  for  com- 
parison. All  six  districts  of  The  Hospital  Ob- 
stetric Society  of  Ohio  reports  findings  com- 
parable to  those  of  Cleveland. 

Approximately  25  per  cent  of  all  maternal 
deaths  are  caused  by  abortions  prior  to  viability. 
These  cases  should  not  be  classified  as  maternal 
mortality,  nor  should  deaths  from  cardiac  and 
pulmonary  disease,  appendicitis  nor  trauma  even 
after  viability  be  so  classified — as  pregnancy  is  a 
complication  or  vice  versa.  It  is  also  interesting 
to  note  that  of  the  maternal  deaths)  in  hospitals 
85  per  cent  had  known  pathology  upon  entrance, 
corroborating  the  society’s  findings  that  the  hos- 
pital is  the  receiving  station  for  complicated  or 
rather  pathological  labor. 

The  committee  on  continuous  audit  is  demon- 
strating the  necessity  for  revision  of  the  method 
of  classification  of  deaths  from  puerperal  causes, 
to  insure  greater  accuracy  when  comparisons  are 
made  with  other  nations.  In  our  effort  to  reduce 
the  mortality  and  morbidity  rates  to  the  lowest 
possible  minimum,  there  has  been  approved  by  the 
society,  rules  and  standards  for  organization  of 
medical,  administrative  and  nursing  staffs  for 
Ohio  hospitals  and  the  physical  set  up  of  the 
obstetric  division.  These  standards  were  ap- 
proved and  adopted  by  the  Ohio  Hospital  Associa- 
tion at  their  annual  meeting  in  April,  1935,  and 
in  an  elaborated  form,  namely,  Manual  of  Ma- 
ternity Care  by  Dr.  Buerki,  was  approved  by  the 
American  Hospital  Association  in  convention  at 
St.  Louis. 

In  the  past,  advances  in  obstetric  practice  have 
been  the  result  of  individual  effort.  The  ones  re- 
sponsible had  to  overcome  the  prejudice  to  ad- 
vances by  the  smug  attitude  of  their  colleagues 
who  lacked  imagination  and  the  ability  to  visual- 
ize the  ultimate  objective,  as  portrayed  in  the 
lives  of  Chamberlain  and  the  forceps,  Smellie,  who 
described  their  use,  Morton  and  Long  in  anes- 
thesia. The  place  of  chloroform  in  obstetrics  by 
Simpson  and  his  persecution  and  trial  by  church 
dignitaries.  The  isolation  of  Pasteur  and  Koch. 
The  opposition  to  Lister’s  theories  of  asepsis.  The 
insults  and  opposition  to  our  Holmes  and  the  per- 
secution of  Semmelweis,  terminating,  with  his 
sensitive  nature,  in  insanity. 

We,  as  obstetricians,  can  in  this  modern  day 
only  attain  our  objective  in  reducing  to  the  lowest 
possible  minimum,  maternal  and  foetal  mortality 
and  morbidity,  by  a united  front  rather  than  by 
individual  effort.  Maternity  with  its  tragedies  is 
so  common,  and  so  complacently  accepted  by 
society,  because  of  its  lack  of  the  spectacular  that 
a movement  for  the  improvement  of  obstetrics 
must  be  participated  in  by  all  physicians,  nurses 
and  hospitals  and  their  enthusiasm  and  practical 
idealism  be  imparted  to  Ohio’s  potential  mothers 
in  such  a practical  way  that  they  will  seek  the 
most  proficient  ante-  intra-and  post-partum  care. 
We  bespeak  the  whole  hearted  and  enthusiastic 
support  of  Ohio’s  obstetricians  and  physicians 
practicing  obstetrics  in  the  program  of  The  Hos- 
pital Obstetric  Society  to  lower  the  maternal  and 
foetal  mortality  and  morbidity  rate. 

With  your  cooperation  we  can  make  available 
to  the  child  bearing  woman  every  safeguard  in 
her  travail. 


THE  RELATIONSHIP  OF  EYE  DEFECTS  TO  SCHOOL  FAILURES* 

By  GEORGE  L.  KING,  JR.,  M.D.,  and  DOROTHEA  KEPLINGER,  M.A.,  Alliance,  Ohio 


THE  subject  chosen  for  this  discussion  can- 
not be  said  to  have  the  virtue  of  newness, 
but  can  be  said  to  re-introduce  a subject 
which  is  always  with  us  and  to  which  all  of  us  pay 
too  little  attention.  Not  a week  passes  in  the 
practice  of  any  busy  ophthalmologist  but  that  he 
is  confronted  with  the  parents  of  a school  child 
who  want  to  know  why  their  heir  failed  to  make 
the  desired  progress  in  school.  There  is  a great 
temptation  for  us  to  say,  “Oh,  yes,  your  child’s 
work  will  be  much  improved  by  the  use  of 
glasses.”  This  is  very  simple  and  very  satisfying 
at  the  moment,  but  is  it  true?  In  this  study  we 
hope  to  cast  some  light  on  the  subject. 

HISTORY 

As  long  ago  as  1897  Norris  and  Oliver1  in  their 
system  of  ophthalmology  propounded  the  startling 
proposition  that  all  school  children  should  have 
their  eyes  examined  before  entering  school.  They 
stated  that  “When  parents  come  to  understand 
that  the  vision  of  their  children  may  be  defective, 
and  in  consequence  their  school  life  fraught  with 
danger  to  the  eyes  and  their  educational  process 
retarded,  there  will  be  less  negligence  in  this 
direction”.  Almost  forty  years  have  elapsed  since 
that  time,  yet  in  most  communities  we  are  still 
far  from  achieving  that  ideal. 

A review  of  the  literature  will  show  that  the 
original  studies  of  Norris  and  Oliver  on  the  in- 
crease of  myopia  among  school  children  have  been 
carefully  followed  up  and  many  hundreds  of 
thousands  of  school  children  have  had  visual  tests 
made,  until,  at  the  present  time  a myopic  child 
rarely  remains  long  in  school  before  either 
teacher  or  nurse  detects  his  defect  and  sends  him 
on  his  way  for  glasses.  Myopia,  however,  is  still 
on  the  increase  among  school  children  and  it  still 
claims  the  major  attention  of  school  physicians. 

Yet  Norris  and  Oliver  themselves  showed  in 
their  original  work  that  hyperopia  and  hyperopic 
astigmatism  made  up  74.04  per  cent  of  the  eye 
cases  examined,  including  all  grades,  and  a much 
higher  percentage  of  the  children  in  the  lower 
grades. 

More  recent  figures  bear  out  this  contention. 
Kempf,  Jarman  and  Collins2  in  their  study  of 
Washington  school  children  show  that  of  1860 
eamined  with  a cycloplegic,  88  per  cent  showed 
either  hyperopia  or  hyperopic  astigmatism. 
Jones,  Hemphill,  and  Pinkney3  show  in  their 
Texas  study  that  64  per  cent  of  673  children  ex- 
amined showed  hyperopia,  61  per  cent  had  hyper- 

*Read before  the  Eye,  Ear,  Nose  and  Throat  Section, 
Ohio  State  Medical  Association,  at  the  89th  Annual  Meeting, 
Cincinnati,  October  2-4,  1935. 

For  information  relative  to  the  author,  see  Who’s  Who 
in  This  Issue. 


opic  astigmatism,  that  more  than  50  per  cent  had 
both  of  these  conditions.  Yet  it  is  known  to  all 
of  us  that  even  high  degrees  of  hyperopia  may  be 
so  overcome  as  to  permit  the  child  to  read  nor- 
mally on  the  distant  chart.  In  support  of  this  is 
the  work  of  Doctor  Margaret  Hogarth4,  who 
showed  that  with  careful  attention  86  per  cent 
of  800  unselected  children  had  normal  vision,  and 
it  has  been  stated  by  good  authority  that  at  least 
four  diopters  of  hyperopia  are  required  to  be 
present  before  the  vision  of  a young  child  is  ap- 
preciably affected. 

Where  the  eyes  of  school  children  are  examined 
at  all,  they  are  examined  for  visual  acuity  only 
and  various  large  studies  show  that  few  cases  of 
low  vision  are  encountered.  The  Washington 
group  referred  to  above  showed  68  per  cent  of  the 
children  reading  20/20  or  better  and  another  22 
per  cent  reading  20/30,  thus  90  per  cent  of  the 
total  had  approximately  normal  vision. 

THE  PROBLEM 

Failure  to  make  the  grade  among  public  school 
pupils  is  one  of  the  greatest  causes  of  financial 
outlay  and  as  such  is  attracting  the  attention  of 
educators  everywhere.  Not  only  do  these  failures 
result  in  large  expenditures  of  money  but  they  tax 
the  resources  of  the  teacher,  they  overcrowd  the 
lower  grades,  and  worst  of  all  they  hamper  and 
delay  the  good  student.  In  Alliance  in  the  IB 
class  of  September,  1933,  36  per  cent  of  the  en- 
tering pupils  have  failed  up  to  the  present  time. 
This  group  of  children  will  be  referred  to  later. 
All  of  the  original  failures  occurred  in  reading 
and  educators  are  pondering  whether  to  attribute 
these  failures  to  the  methods  used  in  reading,  to 
the  mental  deficiencies  of  the  children,  or  to  some 
as  yet  unrevealed  physical  defect  which  made  it 
impossible  for  the  child  to  put  forth  his  best 
efforts. 

If  there  are  but  few  myopes  in  the  general 
school  population  at  this  age  why  are  there  so 
many  school  failures?  What  part  do  the  eyes 
play  in  the  failures  which  occur  in  this  large 
group  of  children  with  practically  normal  vision. 
These  problems  first  presented  themselves  to  one 
of  us  when  some  explanation  was  sought  for  the 
frequency  of  failures  among  students  of  high 
school  age.  A cursory  study  soon  revealed  that 
these  children  in  many  cases  failed  because  of 
poor  foundation  work  in  the  grades,  especially  in 
reading  and  its  allied  subjects. 

THE  PLAN  OF  STUDY 

A study  was  then  begun  of  3B  failures,  because 
these  children  should  have  mastered  the  art  of 
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reading.  The  detailed  plan  of  study  was  outlined 
as  follows : 

1.  To  contact  the  parents  of  every  failure 
child  and  attempt  to  enlist  their  cooperation  in 
remedying  the  failure  if  possible. 

2.  A complete  and  thorough  physical  examina- 
tion by  the  school  physician. 

3.  A complete  eye,  ear,  nose,  and  throat  ex- 
amination, with  refraction  under  atropine  sul- 
phate in  every  case. 

4.  A careful  clinical  psychometric  examination 
(Binet,  Stanford  modification,  Arthur  Perform- 
ance, Scale  I)  to  separate  the  mental  defective 
failures  from  the  others. 

5.  The  study  of  a control  group  of  normal 
children  in  the  same  grade  and  age  and  from  a 
corresponding  social  level,  but  children  who  were 
doing  better  than  average  work  in  school. 

In  order  to  classify  the  refractive  errors  re- 
vealed in  this  study  we  have  adopted  an  arbitrary 
rating  by  using  as  the  amount  of  defect  the  num- 
bers of  diopters  of  defect  present  in  the  meridian 
of  greatest  ametropia,  i.e.,  the  amount  of  spheri- 
cal error,  plus  the  astigmatic  error.  Since  each 
child  was  being  considered  as  a unit  rather  than 
the  eye  as  a unit  we  have  averaged  the  defect  of 
the  two  eyes,  although  most  studies  have  listed 
each  eye  separately.  The  amount  of  correction 
accepted  under  atropine  cycloplegic  has  been  used 
as  the  amount  of  defect.  For  the  sake  of  com- 
parison three  groups  have  been  separated.  Group 
I,  less  than  1 diopter;  Group  II,  2.50  diopters, 
and  Group  III,  above  2.50  diopters. 

The  3B  failures  and  a corresponding  passing 
group  were  examined  according  to  this  plan  and 
the  results  were  unconvincing  as  the  following 
tables  will  show: 

TABLE  I 

REFRACTIVE  ERRORS  IN  3b  CHILDREN 


Failure 

Group 

Cases 

Percent 

Error 

GROUP  I 
less  than  1.  D 

8 

36.3 

.63 

GROUP  II 
1.  to  2.50  D 

10 

45.4 

1.51 

GROUP  III 
more  than  2.50 

4 

D 

18.1 

4.5 

TOTALS 

22 

99.8 

1.91 

TABLE  II 

REFRACTIVE  ERRORS  IN  3B  CHILDREN 
Passing  Group 

Cases 

Percent 

Error 

GROUP  I 
less  than  1.  D 

5 

26.3 

.62 

GROUP  II 
1.  to  2.50  D 

11 

57.8 

1.47 

GROUP  III 
more  than  2.50 

3 

D 

15.7 

4.43 

TOTALS 

19 

99.8 

1.71 

The  conviction  here  arose  that  either  the  eyes 
played  little  part  in  failures  because  of  the 
similarity  of  results  in  the  two  groups,  or  else  the 
eye  cases  began  to  lag  before  the  completion  of 
reading  training  and  a look  into  the  primary 
grades  showed  that  here  occurred  the  greatest 
percentage  of  failures. 

Levey5  states  as  a result  of  his  study  in  the 
schools  of  Syracuse  that  the  “greatest  factors  in- 
fluencing scholarship  among  pupils  are  the  in- 
telligence of  the  pupil  and  his  desire  to  work 
rather  than  the  fact  that  he  has  poor  vision.  The 
records  indicate  that  if  the  pupil  is  willing  and 
anxious  to  learn  and  has  the  ability  to  retain 
knowledge,  even  though  his  vision  be  poor,  his 
scholarship  is  of  the  average  or  better.”  We  have 
seen  many  cases  which  illustrate  this  point.  How 
long,  however,  will  a child  remain  willing  and 
anxious  to  learn  with  a high  hyperopic  or  astig- 
matic defect? 

In  1934  we  began  the  study  of  the  September, 
1933,  entering  class  of  primary  pupils  in  the 
Alliance  public  schools  and  since  that  time  have 
tried  to  study  every  failure  child  of  the  original 
entering  group,  together  with  the  children  in  IB 
at  that  time  as  a result  of  previous  failures.  We 
have  been  able  to  completely  examine  72  of  these. 
The  others  were  omitted  because  of  lack  of  co- 
operation on  the  part  of  the  parents,  refusals  to 
permit  use  of  atropine,  etc.  The  average  age  of 
the  group  at  the  time  of  examination  was  8.66. 
Not  a single  myopic  child  was  found  among  the 
entire  group  of  children,  unless  one  considers  two 
cases  of  mixed  astigmatism  as  a form  of  myopia 
as  is  done  by  some  writers. 

The  children  were  divided  according  to  the 
amount  of  error  present  into  three  groups,  as 
shown  in  the  following  table: 


TABLE  III 

REFRACTIVE  ERRORS  OF  lB  CHILDREN 
Failure  Group 


Cases 

Percent 

Error 

GROUP  I 
less  than  1.  D 

10 

13.9 

.648 

GROUP  II 
1.  to  2.50  D 

44 

61.1 

1.713 

GROUP  III 
more  than  2.50 

18 

D 

25.0 

3.27 

TOTALS 

72 

100. 

1.87 

This  reveals 

a very  high 

percentage 

of  high 

hyperopia  as  compared  with  the  figures  given  by 
various  authors  for  groups  of  school  children  of 
similar  age.  Jones,  Hemphill,  and  Pinkney  re- 
ported that  57  per  cent  of  1162  children  had  sig- 
nificant refractive  errors,  considering  more  than 
1 diopter  of  hyperopia,  1/3  diopter  or  more  of 
astigmatism  as  significant. 

The  above  table  shows  that  86.1  per  cent  of  the 
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groups  had  more  than  1 diopter  in  the  meridian 
of  greatest  defect. 

A further  comparison  of  the  failure  group  with 
a control  group  will  be  seen  in  the  following  figure 
illustrating  graphically  the  refractive  error 
present  in  the  meridian  of  greatest  defect,  right 
eye  only. 


Washington  Study 
IB  Failure  children 


Part  of  this  dissimilarity,  especially  in  the 
lower  brackets,  may  be  accounted  for,  perhaps, 
through  the  difference  in  action  of  atropine  and 
homatropine,  but  this  cannot  explain  the  in- 
cidence of  high  amounts  of  defect. 

Only  two  of  this  series  of  children  were  wear- 
ing glasses  at  the  time  of  their  school  failures. 
The  eye  symptoms  common  to  hyperopia  are  too 
well  known  to  you  for  me  to  need  to  repeat  them, 
but  for  the  benefit  of  our  own  study  we  have  felt 
that  school  failure  should  be  added  to  the  symp- 
toms of  hyperopia  and  have  fit  with  glasses  all 
children  having  more  than  1 diopter  of  hyperopia. 

We  have  considered  separately  the  amount  of 
astigmatism  present  in  these  children  and  find 
that  25.3  per  cent  of  them  show  hyperopic  astig- 
matism of  more  than  .50  diopter.  An  additional 
two  cases  showed  mixed  astigmatism  with  the 
hyperopic  predominating,  making  total  astigmia 
of  27.9  per  cent  of  the  total  number  of  cases. 

Since  “in  persons  who  are  engaged  in  close  ap- 
plication of  the  eyes”  according  to  Posey  and 
Spiller7  “astigmia  of  .25  diopter  or  even  .12 
diopter  may  produce  asthenopia”,  we  have  given 
glasses  to  all  children  having  .50  diopter  of 
astigmia. 

It  was  our  original  intention  to  examine  an 
equal  number  of  high  grade  pupils,  but  we  found 
this  impossible  because  we  took  only  children 
having  an  average  grade  of  90  or  better,  and  very 
few  of  them  exist.  A number  of  parents  refused 
examination  and  we  have  completed  only  12  cases, 
as  follows: 


TABLE  IV 

refractive  errors  in  1b  children 
High  Average  Group 


Cases  Percent  Error 

GROUP  I 
less  than  1.  D 

3 

25.  .686 

GROUP  II 
1.  to  2.50  D 

8 

66.66  1.73 

GROUP  III 
more  than  2.50 

D 

1 

8.33  4.37 

a 

TOTALS 

12 

100.  1.68 

TABLE  V 

REFRACTIVE 

ERRORS  COMPARED  lB 

FAILED 

Percent 

PASSED 

Percent 

GROUP  I 
less  than  1.  D 

15.7 

25. 

GROUP  II 
1.  to  2.50  D 

59.6 

66.6 

GROUP  III 
more  than  2.50 

D 

24.7 

8.3 

While  the  numbers  are  too  limited  for  analytical 
comparison  it  is  evident  that  in  the  highest 
bracket  there  is  a significant  difference  in  per 
cent.  We  hope  to  gather  further  control  cases 
and  elaborate  on  this  at  some  later  date. 

Out  of  these  72  children  61  have  so  far  been 
completely  examined  from  a psychometric  point 
of  view,  and  these  61  were  selected  at  random. 
The  following  table  shows  their  mental  rating: 


TABLE  VI 


Mental  Rate 

Cases 

Percent 
of  Group 

Below  80  subnormal 

21 

34.42 

81-90  low  normal 

15 

24.59 

91-100  normal 

16 

26.22 

100  and  above 

9 

14.75 

Totals 

61 

99.98 

A study  of  this  material  will  show  that  at  least 
40  per  cent  (normals  and  high  normals)  should 
never  have  failed  and  that  probably  65  per  cent 
should  not  have  failed  since  even  low  normals 
should  be  able  to  learn  to  read.  But  let  us  con- 
sider the  eye  defects  in  the  upper  25  normals  or 
above  normals. 

Six  have  more  than  2.50  diopters  of  hyperopia 
Sixteen  have  from  1 to  2.50  diopters  of  hyper- 
opia 

Three  have  less  than  1 diopter  of  hyperopia 
It  seems  logical  for  us  to  assume  that  six  of 
these  children  are  positive  eye  failures,  and  that 
many  more  are  very  likely  eye  failures.  To  say 
that  many  children  pass  with  more  than  2.50 
diopters  of  hyperopia  is  to  beg  the  question  and 
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leaves  out  the  nervous  reaction  of  the  individual 
child. 

The  fifteen  children  in  the  next  mental  group- 
ing, the  low  normals,  are  even  more  interesting 
to  us. 

Three  have  more  than  2.50  diopters  of  hyper- 
opia 

Eleven  have  more  than  1 and  less  than  2.50 
diopters 

One  has  less  than  1 diopter 

Thus  we  can  see  that  all  but  one  of  a group  of 
border-line  children  have  at  least  a significant 
refractive  error  that  may  have  helped  to  push 
him  over  the  line  to  failure. 

We  have  remaining,  then,  21  subnormal  chil- 
dren. What  of  these  unfortunates? 

Nine  have  more  than  2.50  diopters  of  hyperopia 

Nine  have  from  1 to  2.50  diopters 

Three  have  less  than  1 diopter 

Who  among  us  can  estimate  the  influence  of 
these  eye  defects  on  children  apparently  already 
poorly  fitted  to  meet  the  problems  of  school  and  of 
life?  Perhaps  we  can  do  no  better  than  to  quote 
Newmayer6  “The  amount  of  stunted  progress,  of 
inefficiency,  resulting  from  failure  to  have  visual 
defects  corrected  is  incalculable.” 

CONCLUSIONS 

In  conclusion  this  study  has  lead  to  the  follow- 
ing convictions: 

1.  While  no  great  difference  is  found  in  fre- 
quency of  hyperopia  among  failure  children  and 
general  school  population  there  is  evidence  that 
hyperopia  is  present  in  higher  amounts  in  the 
failure  group. 

2.  A definite  and  large  percentage  of  failure 
children  have  intelligence  ratings  of  a high  order 
and  a large  percentage  of  this  group  have  high 
amounts  of  high  hyperopia,  correction  of  which 
should  improve  immeasurably  their  school  work. 

3.  Low  normals  and  subnormal  children  have 
even  a higher  per  cent  of  defects  and  it  seems 
reasonable  to  assume  that  these  children  need 
every  possible  help  in  order  to  make  any  progress 
what  so  ever. 

4.  We  are  convinced  that  every  failing  child 
should  have  a complete  physical  examination  in- 
cluding refraction  under  cycloplegic  before  being 
returned  to  the  educational  system. 

5.  We  believe  that  a proper  approach  to  the 
failure  problem  can  be  achieved  only  by  close  co- 
operation between  physicians  and  educators.  By 
this  co-operation  only  can  the  appalling  record  of 
failures  be  improved  upon  to  the  benefit  of  the 
child  and  of  society  in  general. 

537  E.  Market  Street. 
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DISCUSSION 

S.  H.  Monson,  M.D.,  Cleveland,  Ohio:  As  Dr. 
King  has  said,  the  large  percentage  of  failures  in 
our  school  systems  has  aroused  considerable  dis- 
cussion among  educators,  in  the  last  few  years. 
Most  of  the  failures  in  the  lower  grades  are  due 
to  reading  difficulties  and  visual  defects  have  been 
assumed,  in  most  cases  to  be  the  basic  cause. 

That  this  is  not  true  is  shown  by  the  fact  that  a 
great  many  children  with  reading  difficulties  show 
practically  no  error  of  refraction,  when  carefully 
examined  under  mydriasis.  Many  others  who  had 
a hyperopia  of  from  1 to  2 diopters  and  for  whom 
glasses  were  prescribed  showed  no  improvement 
in  reading  after  the  glasses  had  been  worn  for  a 
considerable  length  of  time.  Paul  Fendrick  in  a 
careful  study  on  visual  characteristics  of  poor 
readers,  stated  that  there  were  no  significant  dif- 
ferences in  the  frequency  of  existing  refractive 
corrections  between  the  control  and  the  experi- 
mental groups  and  that  lateral  imbalances  either 
at  distant  or  near  fixation  were  of  no  significance. 
Whether  the  educational  methods  are  not  in  a 
large  measure  to  blame  is  being  given  serious 
consideration  today,  and  the  question  is  being 
asked,  if  any  one  system  of  reading  should  be 
taught  to  all  children. 

That  visual  defects  do  play  an  important  part 
in  failure  to  do  normal  work  in  school,  there  is  no 
doubt.  In  a survey  of  pupils  in  the  Cleveland 
sight  saving  classes  it  was  found  that  while  40.3 
per  cent  of  the  first  semester  enrollment  was  re- 
tarded, these  pupils  made  96.1  per  cent  of  the 
possible  semester  promotions  the  next  term. 

Dr.  King  in  his  study  of  failure  in  the  3B  group 
children  showed  a hyperopic  error  in  84.3  per  cent 
while  Kempf,  Jarman  and  Collins  had  a percentage 
of  hyperopia  of  88  in  their  group  which  included 
normal  children  as  well  as  failures. 

We  have  examined  the  eyes  of  a great  many 
children,  whose  inability  to  do  normal  school  work 
was  blamed  upon  the  eyes,  although  these  children 
had  normal  distant  vision  and  no  symptoms  of 
eye  strain.  Under  mydriasis  most  of  these  cases 
showed  a varying  degree  of  hyperopia  with  slight 
astigmatism.  When  more  than  two  diopters  of 
hyperopia  was  found,  glasses  were  prescribed.  On 
checking  these  cases  the  following  year  very  few 
were  found  to  be  wearing  their  glasses  and  there 
had  been  no  marked  improvement  in  scholarship. 

How  much  hyperopia  a child  may  have  before 
vision  is  appreciably  affected  and  eye  strain  re- 
sult, cannot  be  stated  in  general  terms.  Much  de- 
pends upon  the  child’s  physical  condition,  nervous 
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temperament  and  various  other  factors.  The 
statement  that  intelligence  of  the  pupil  and  his 
desire  to  work  are  greater  factors  than  vision  in 
influencing  scholarship  has  I believe  been  shown 
to  be  true  in  a great  many  instances. 

Our  routine  procedure  in  the  Cleveland  public 
schools  is  to  refract  all  cases  of  squint  in  the 
kindergarden  and  first  grade  under  mydriatic.  All 
other  children  in  the  first  grade  are  tested  with 
the  illiterate  E chart  and  those  cases  with  definite 
visual  defects  or  symptoms  of  eye  strain  are  re- 
ferred for  refraction  under  mydriatic.  All  chil- 
dren are  again  given  a test  for  visual  acuity  in 
the  third  and  fifth  grade. 

The  teachers  are  instructed  to  refer  to  the  doc- 
tor for  further  examination,  children  whose  work 
is  not  up  to  normal  standards  or  who  show  any 
symptoms  of  eye  strain.  That  children  should  be 
tested  upon  admission  to  school  and  glasses  pre- 
scribed if  visual  acuity  is  below  normal  or  there 
are  definite  symptoms  of  eye  strain  is  not  to  be 
questioned.  But,  to  put  glasses  on  a child  who  has 
normal  vision  and  no  subjective  symptoms,  be- 
cause he  does  not  make  the  grade  in  school  and 
refraction  under  mydriatic  shows  some  hyperopia 
and  a small  amount  of  astigmatism,  is  a measure 
to  which  I am  not  willing  to  subscribe. 


DISCUSSION 

Dr.  King,  (closing  remarks) — I appreciate  very 
much  the  discussion  of  Dr.  Monson.  It  is  a just 
criticism  of  the  study  that  muscle  balance  was 
not  included,  and  we  are  now  in  process  of  doing 
complete  muscle  studies  on  these  children. 

The  prevalence  of  reading  difficulties  in  the 
schools  has  seemed  to  justify  this  study  as  one  of 
the  steps  toward  solving  the  problem.  There  can 
be  no  doubt  that  there  are  other  causes  of  failure 
of  equal  or  greater  importance  than  refractive 
errors,  but  that  fact  should  not  blind  us  as  to 
possible  eye  failures. 

If  educators  are  forced  to  shift  for  themselves 
and  attempt  to  solve  the  failure  problem  without 
medical  aid,  not  only  will  failure  result  but  ir- 
regular practitioners  of  various  types  will  force 
psuedo-scientific  opinions  upon  them  to  the  detri- 
ment of  all  concerned,  and  especially  to  the 
humiliation  of  the  medical  profession. 

This  preliminary  report,  again  let  me  say,  deals 
with  only  one  phase  of  this  study  upon  which 
later  reports  will  be  based.  The  rather  limited 
number  of  cases  are  so  limited  because  of  the 
great  detail  in  which  they  have  been  studied. 

The  school  progress  of  these  refracted  children 
is  being  followed  with  a great  deal  of  interest. 


THE  STATUS  OF  SERUMS  AND  VACCINES  IN  GENERAL  PRACTICE 

By  W.  G.  WORKMAN,  M.D.,  Washington,  D.  C. 


SINCE  obviously  there  is  not  time  to  discuss 
all  of  the  numerous  serums  and  vaccines  on 
the  market  today,  and  since  it  would  seem 
that  the  status  of  the  more  firmly  established 
biological  products  should  be  emphasized,  so  far 
as  the  general  practitioner  is  concerned,  this  dis- 
cussion will  be  confined  largely  to  products  of 
generally  accepted  fundamental  value.  I should 
like  to  say  that  the  views  expressed  in  this  paper 
are  to  be  regarded  as  my  own  and  may  not  agree 
fully  with  those  of  my  colleagues  at  the  National 
Institute  of  Health. 

Developments  in  the  field  of  biological  products 
are  quite  rapid,  but  it  is  not  always  true  that 
change  represents  progress  and  it  usually  takes 
considerable  time  and  study  to  make  a critical 
evaluation  of  a new  development. 

The  basis  upon  which  the  status  of  a biological 
product  should  be  determined  is,  first,  the  results 
which  can  be  demonstrated  by  animal  experimen- 
tation and,  second,  the  information  gained  from 
carefully  evaluated  clinical  application.  Generally, 
it  is  true  that  those  products  which  have  with- 
stood the  test  of  time  and  experience  are  those 
whose  value  has  been  demonstrated,  both  in  the 
laboratory  and  by  clinical  studies.  Diphtheria 
antitoxin  and  tetanus  antitoxin  are  notable  ex- 
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amples  of  products  which  meet  both  of  these 
criteria. 

DIPHTHERIA  ANTITOXIN  AND  TOXOID 
There  is  no  reasonable  doubt  today  that  the 
therapeutic  efficacy  of  diphtheria  antitoxin  is  re- 
lated directly  to  the  titre  of  the  product,  as  de- 
termined by  animal  experimentation,  and  that  ex- 
cellent clinical  results  follow  the  injection  of  a 
sufficiently  large  dose  of  antitoxin  early  in  the 
course  of  the  disease.  In  the  field  of  diphtheria 
prophylaxis  a remarkable  development  has  taken 
place  in  recent  years.  Toxin-antitoxin  mixture 
and  plain  toxoid  were  developed  first  and  both 
served  quite  well  in  prophylaxis,  but  they  have 
been  replaced  largely  by  refined  alum  precipitated 
toxoid.  The  best  method  of  diphtheria  prophy- 
laxis now  available  is  the  administration  of 
alum  precipitated  toxoid  to  all  susceptible  chil- 
dren preferably  at  from  six  months  to  one  year 
of  age.  In  the  last  year,  for  which  information 
is  available  (1933),  nearly  five  thousand  (4,936) 
deaths  from  diphtheria  were  reported  in  the 
registration  area  of  the  United  States  and  until 
this  figure  is  reduced  still  further  the  campaign 
against  diphtheria  should  not  be  relaxed. 

TETANUS  ANTITOXIN  AND  TOXOID 
Tetanus  antitoxin  is  being  used  more  and  more 
widely  in  the  prophylaxis  of  tetanus  following 
injuries.  It  must  be  an  uncomfortable  feeling  for 
a physician  to  observe  the  development  of  symp- 
toms of  tetanus  in  a patient,  whose  injury  he 
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had  previously  treated  without  the  prophylactic 
administration  of  antitoxin.  One  should  always 
think  of  the  possibility  of  tetanus  following  in- 
jury as  it  sometimes  does  even  after  wounds  of 
an  apparently  trifling  character.  It  also  must  not 
be  forgotten  that  the  antitoxin  is  eliminated  in 
about  twelve  days  and  that  the  injection  should 
be  repeated  if  there  is  persistent  infection  or  if  a 
secondary  operation  is  necessary. 

A tetanus  toxoid  recently  has  been  developed 
and  placed  on  the  market.  Apparently  it  is  an 
effective  product.  Although  its  use  probably  is 
not  indicated  in  the  general  population  it  has  dis- 
tinct promise  of  usefulness  in  selected  groups  of 
individuals  exposed  to  more  than  the  usual  risk 
of  tetanus,  as  steel  mill  workers  and  miners.  It 
would  seem  to  be  especially  valuable  in  military 
practice. 

ANTISTREPTOCOCCIC  SERUMS 

In  the  past  there  has  been  considerable  dif- 
ference of  opinion  regarding  the  advisability  of 
using  antistreptococcic  serums  and  antitoxins, 
particularly  in  the  treatment  of  scarlet  fever  and 
of  erysipelas.  This  was  due  presumably  to  the 
comparatively  low  potency  of  many  products  and 
to  serun^  reactions  following  the  administration 
of  rather  large  volumes  of  horse  serum.  Products 
of  much  higher  potency  are  now  being  produced 
and  it  would  appear  that  much  better  therapeutic 
results  may  be  expected  both  in  regard  to  the 
specific  effect  and  to  less  severe  serum  reactions. 

CONVALESCENT  SERUM 

There  has  been  considerable  development  re- 
cently in  the  use  of  human  convalescent  serums 
particularly  in  the  prevention  and  treatment  of 
poliomyelitis,  measles  and  scarlet  fever,  at  least 
two  cities  having  established  serum  centers  for 
the  distribution  of  convalescent  serums.  It  has 
been  reported  also  that  it  has  been  made  man- 
datory to  the  state  health  department  of  one  state 
to  distribute  poliomyelitis  convalescent  serum. 
Although  in  my  opinion  the  use  of  poliomyelitis 
convalescent  serum  is  probably  of  little  or  no 
value  in  treatment,  it  is  rather  interesting  that  it 
has  led  the  way  in  the  development  of  the  use  of 
convalescent  serums. 

Measles  convalescent  serum  undoubtedly  has  a 
definite  field  of  usefulness  in  prophylaxis  and  it 
should  be  given  with  the  intention  of  securing  a 
modified  attack  of  measles  so  that  the  patient  will 
become  actively  immune.  Apparently  there  is 
good  evidence  that  scarlet  fever  convalescent 
serum  is  of  value  both  in  prophylaxis  and  in 
treatment. 

TYPHOID  VACCINE 

The  generally  accepted  status  of  typhoid  vac- 
cine as  a highly  satisfactory  prophylactic  agent 
is  due  largely,  I believe,  to  the  experience  of  the 
army  and  navy  with  typhoid  immunization  in  the 
few  years  preceding  and  during  the  World  War. 


Statistics  are  quoted  frequently  as  to  the  greatly 
lowered  incidence  of  typhoid  fever  in  the  World 
War  as  compared  with  the  Spanish  American 
War,  but  it  must  not  be  forgotten  that  other 
sanitary  conditions,  which  may  have  been  im- 
portant factors  also  were  in  effect  during  the 
World  War.  In  civil  practice  we  continue  to  be 
confronted  by  a considerable  number  of  failures 
of  typhoid  vaccine  occurring  under  conditions  in 
which  it  had  been  hoped  that  protection  would 
have  been  afforded. 

Several  lines  of  experimental  work  have  been 
carried  on  in  recent  years  indicating  that  it  may 
be  possible  to  prepare  a more  effectively  im- 
munizing antigen  against  typhoid  fever  but  ap- 
parently none  of  these  has  convinced  our  military 
authorities,  whose  opinion  we  regard  so  highly, 
particularly  in  relation  to  typhoid  vaccine,  that 
a change  should  be  made  from  the  Rawlings 
strain,  which  has  been  used  so  extensively. 

RABIES  VACCINE 

Rabies  vaccine  always  should  be  given  follow- 
ing dog  bite  unless  there  is  reasonable  evidence 
that  the  animal  was  not  in  the  transmissible  stage 
of  rabies  at  the  time  of  biting.  However,  the 
vaccine  is  not  effective  in  all  cases  and  an  oc- 
casional case  of  rabies  develops  even  when  the 
vaccine  is  used  under  the  most  favorable  con- 
ditions. Reduction  of  the  incidence  of  rabies  in 
those  actually  exposed  to  approximately  1 per 
cent  is  about  all  that  past  experience  enables  one 
to  expect.  Much  more  infrequent  than  failure  of 
treatment  is  the  occasional  case  of  postvaccinal 
or  treatment  paralysis.  Of  course,  neither  fear 
of  failure  of  treatment  or  of  paralytic  complica- 
tion is  ever  a contraindication  to  Pasteur  treat- 
ment in  one  known  to  be  actually  or  possibly  ex- 
posed to  rabies. 

Inquiry  is  made  frequently  as  to  the  advisa- 
bility of  the  immunization  of  dogs  by  rabies  vac- 
cine treatment.  The  evidence  of  the  efficacy  of 
the  single  dose  immunization,  which  has  been  used 
extensively  in  this  country,  is  rather  inconclusive. 
More  effective  vaccines  are  said  to  be  on  the 
market  now  but  even  if  a highly  effective  vaccine 
were  available  it  would  seem  that  other  proper 
control  measures,  such  as  the  disposal  of  the  stray 
dog,  licensing,  leashing  and  quarantine  regula- 
tions, should  constitute  the  principal  measures  in 
the  control  of  rabies. 

POLIOMYELITIS  VACCINE 

In  regard  to  the  recently  developed  vaccines 
against  poliomyelitis  it  has  been  reported  that  a 
definite  serological  immunity  is  produced  both  in 
monkeys  and  in  children,  as  indicated  by  serum- 
virus  neutralization  tests,  but  there  is  still  the 
question  as  to  whether  nerve  cell  or  nerve  tissue 
immunity  also  results.  The  efficacy  and  the  safety 
of  these  products  will  be  shown  only  by  clinical 
experience.  It  is  most  earnestly  to  be  hoped  that 


April,  1936 


Serums  and  Vaccines 


337 


careful  clinical  studies  will  be  made  upon  an  ex- 
tensive scale  and  under  well  controlled  con- 
ditions so  that  reasonably  certain  conclusions  may 
be  drawn  regarding  the  efficacy  and  safety  of  the 
products  before  they  are  fully  accepted  and  placed 
in  general  use. 

PERTUSSIS  VACCINE 

The  pertussis  vaccines  formerly  used  gave  very 
little  convincing  evidence  of  their  efficacy  in 
either  prophylaxis  or  treatment.  Recently  a per- 
tussis vaccine  has  been  made  available,  prepared 
by  the  method  of  Dr.  L.  W.  Sauer,  which  has 
promise  of  being  a valuable  agent  in  the  preven- 
tion of  whooping-cough.  This  vaccine  is  prepared 
from  recently  isolated  hemolytic  strains  of  the 
pertussis  organism  grown  on  Bordet  medium  en- 
riched with  human  blood  and  killed  by  the  ad- 
dition of  phenol  in  a concentration  of  0.5  of  1 
per  cent.  It  is  probable  that  the  efficacy  of  this 
preparation  is  due  in  part  to  the  greatly  in- 
creased dosage,  but  it  is  said  also  that  the  phase 
I type  of  the  organism  has  a higher  antigenic 
value.  Sauer  has  reported  that  of  344  children 
who  received  the  vaccine  and  were  later  definitely 
exposed  to  infection,  93  per  cent  did  not  contract 
whooping-cough.  In  susceptible  children  only 
about  one  out  of  four  are  considered  likely  to 
escape  the  disease  after  definite  exposure.  The 
mortality  from  whooping-cough  is  nearly  as  high 
as  that  from  diphtheria  and  is  higher  than  that 
from  either  measles  or  scarlet  fever  and  it  is  to 
be  hoped  that  the  new  vaccine  will  prove  to  be  an 
effective  prophylactic  against  whooping-cough. 

SMALLPOX  VACCINE 

Smallpox  vaccine  undoubtedly  has  influenced 
the  natural  history  of  human  disease  more  than 
any  other  single  biological  product.  Smallpox 
vaccination  certainly  is  responsible  for  the  prac- 
tical elimination  of  a disease  which  was  one  of 
the  most  dreaded  afflictions  of  mankind  a few  cen- 
turies ago.  For  25  years  or  longer  our  smallpox 
vaccine  has  consisted  of  glycerinated  pulp  pre- 
pared from  the  skin  of  the  calf  and  in  this  time 
millions  of  doses  have  been  distributed  and  used 
in  the  United  States.  The  calf  vaccine  has  been 
a highly  effective  product  and  during  our  tre- 
mendous experience  with  it  comparatively  few 
cases  of  undesirable  complications  have  followed 
vaccination,  those  being  principally  tetanus,  post- 
vaccinal encephalitis  and  septic  complications. 
Fortunately  we  have  preventive  measures  for 
each  of  these — tetanus  by  not  applying  a dressing 
at  the  site  of  inoculation,  encephalitis  by  doing 
the  primary  vaccination  in  the  very  young  and 
septic  complications  by  reasonable  cleanliness  and 
care  of  the  site  of  vaccination.  Smallpox  vaccine 
virus  cultured  on  the  chorio-allantoic  membrane 
of  the  chicken  egg  is  a recent  development  which 
is  now  being  distributed  commercially.  We  have 
had  insufficient  experience  with  the  newer  pro- 


duct to  determine  whether  it  is  as  effective  an 
agent  under  commercial  conditions  as  the  calf 
virus  or  has  any  decided  advantage  over  it. 

DISCUSSION 

Leo  F.  Ey,  Columbus:  The  subject  of  serums 
and  vaccines  is  of  paramount  interest  to  general 
practitioners  and  it  is  of  particular  benefit  to 
those  engaged  in  the  control  of  public  health  in- 
fections. Dr.  Workman  has  presented  us  with 
some  valuable  data  on  the  newer  developments  of 
biologies  as  they  are  applicable  to  human  medi- 
cine. 

Concerning  diphtheria,  alum  precipitated  toxoid 
is  undoubtedly  superior  to  toxin-antitoxin.  Dr. 
Harrison  of  the  U.  S.  Public  Health  Service  found 
that  the  poorest  results  from  toxoid  were  better 
than  the  best  results  from  toxin-antitoxin  mix- 
ture. It  seems  to  be  the  consensus  of  opinion 
wherever  toxoid  is  used  that  a general  average  of 
over  90  per  cent  of  children  is  immunized  against 
the  disease.  As  Dr.  Workman  pointed  out,  until 
the  death  rate  for  diphtheria  is  reduced  further, 
campaigns  recommending  this  prophylactic  as  a 
weapon  against  diphtheria  are  fully  justified. 

Vaccines  for  undulant  fever  and  serums  for 
tularemia  are  available  for  use,  although  a 
specific  treatment  cannot  be  claimed.  Dr.  Simp- 
son was  one  of  the  first  to  utilize  vaccine  therapy 
in  undulant  fever,  with  a product  which  he  pre- 
pared, and  reports  received  by  him  indicated  its 
efficacy  in  many  cases.  From  other  sources  we 
know  that  similar  vaccines  have  been  used  ad- 
vantageously. For  a number  of  years  Dr.  Foshay 
of  Cincinnati  furnished  a serum  which  he  pre- 
pared in  his  laboratory  for  experimental  treat- 
ment in  cases  of  tularemia.  For  about  the  last 
two  years,  during  and  following  the  hunting  sea- 
son, Dr.  Foshay’s  serum  was  administered  to 
several  hundred  patients,  and  physicians’  reports 
have  indicated  uniformly  good  results. 

It  may  not  be  generally  known  but  for  a num- 
ber of  years  Ohio  has  been  a veritable  hotbed  for 
rabies,  the  disease  in  animals  being  epidemic  over 
long  periods,  and  without  a doubt  Pasteur  treat- 
ment has  saved  the  lives  of  many.  Dr.  Workman 
referred  to  an  occasional  case  of  rabies  which  de- 
velops in  a person  even  though  anti-rabic  vaccine 
treatment  was  employed.  Unfortunately  a few 
cases  of  this  type  have  occurred  in  Ohio  during 
the  past  few  years. 

In  studying  the  source  of  this  disease  in  ani- 
mals, we  find  that  many  cases  originate  in  small 
towns  and  rural  districts  where  frequently  cows 
are  infected.  Consequently  we  are  asked  to  give 
advice  concerning  treatment  when  individuals 
drank  milk  from  a rabid  cow.  This  advice  is 
usually  requested  after  a cow  shows  suspicious 
symptoms  or  when  subsequently  it  is  found  the 
animal  was  afflicted  with  rabies.  Many  persons 
so  involved  have  taken  anti-rabic  treatment,  and 
so  far  as  is  known  none  ever  developed  rabies.  On 
the  other  hand,  we  know  of  many  other  non-im- 
munized  persons  who  drank  milk  from  rabid 
cows,  and  they  experienced  no  ill  effects.  From 
another  standpoint  there  is  more  danger  of  con- 
tracting the  disease  from  a rabid  cow  through 
saliva  which  may  accidently  be  passed  to  the  udder 
or  other  parts  of  the  body  by  which  cuts 
abrasions  or  scratches  on  the  milker’s  hands  may 
become  infected. 

Dr.  Workman  also  referred  to  immunizing  dogs 
with  rabies  vaccine  in  districts  wThere  the  disease 
is  prevalent,  but  as  the  vaccination  is  not  ab- 
solutely reliable,  it  gives  the  owner  a false  sense 
of  security.  Our  laboratory  has  found  that  sev- 
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eral  vaccinated  dogs  developed  rabies  and  Negri 
bodies  were  found  in  them.  Rather  than  depend 
upon  this  form  of  vaccination  as  the  only  means 
to  control  the  infection  in  animals,  we  attach 
greater  significance  to  the  other  procedures  recom- 
mended by  Dr.  Workman  to  combat  the  disease. 

Typhoid  vaccine  as  a prophylactic  has  made  it 
possible  for  Armies  as  well  as  the  civilian  popu- 
lation to  remain  practically  free  from  typhoid 
fever.  This  vaccine  h^s  been  subjected  to  several 
changes  since  it  was  first  adopted  by  the  military 
medical  authorities  many  years  ago.  Originally  it 
was  prepared  as  plain  typhoid  vaccine.  It  was 
not,  however,  until  after  the  World  War  that  the 
Army  and  Navy  Medical  Departments,  on  the 
basis  of  their  studies  and  investigations,  discon- 
tinued using  the  paratyphoid  strains  (A  and  B). 
From  the  Navy  Medical  records  it  was  ascer- 
tained that  the  incidence  rate  of  paratyphoid 
fever  was  practically  identical  with  that  of  the 
Army.  (The  Navy  took  the  initiative  in  the 
elimination  of  the  paratyphoid  strains).  It  was 
inferred,  therefore,  that  some  cross  immunity 
against  paratyphoid  was  obtained  by  use  of  plain 
typhoid  vaccine. 

In  view  of  this  observation,  by  the  Army,  it 
was  decided  to  remove  the  para  fractions  and 
increase  the  number  of  typhoid  organisms  per  c.c. 
Accordingly  this  change  was  made  by  the  Ohio 
Department  of  Health  Laboratory,  and  the  vac- 


cine as  now  prepared  and  distributed  contains 
two  billion  organisms  per  c.c.  In  a very  recent 
order  issued  by  the  Medical  Department  of  the 
Army  it  was  recommended  to  modify  the  dosage 
from  V2  c.c.  for  the  first  injection,  to  *4  c.c.,  and 
from  1 c.c.  for  the  second  and  third  injections  to 
V2  c.c.  for  each.  At  this  time,  however,  we  have 
not  deemed  it  advisable  to  announce  such  a re- 
duction in  dosage. 

Dr.  Workman,  closing  remarks:  In  regard 

to  the  question  mentioned  by  Mr.  Ey  of  the  ad- 
visability of  the  Pasteur  treatment  for  individuals 
using  milk  from  a rabid  cow,  I have  gone  care- 
fully through  the  literature  and  have  found  no 
instance  of  rabies  from  that  source.  The  risk  is 
evidently  negligible  and  I would  not  advise  treat- 
ment in  such  a case. 

The  question  is  raised  as  to  the  distinction  be- 
tween the  incubation  period  and  the  transmissible 
period  of  rabies.  The  incubation  period  in  the 
dog  is  usually  from  twenty  to  sixty  days,  but 
the  animal  can  transmit  the  disease  during  only 
approximately  the  last  ten  days  of  the  incubation 
period. 

In  reply  to  the  question  as  to  why  more  re- 
search work  is  not  done  on  the  production  of  a 
better  cold  vaccine  it  would  seem  that  more  exact 
knowledge  as  to  the  etiology  of  the  common  cold 
would  be  necessary  before  much  improvement 
could  be  expected. 


CARCINOMA  OF  THE  BRONCHUS ; SUGGESTIONS  IN  DIAGNOSIS 

By  CHESTER  P.  SWETT,  M.D.,  Sugar  Grove,  Ohio 


PULMONARY  cancer  is  increasing.  Necropsy 
records  show  an  absolute  increase  in  the 
past  fifteen  years.  Formerly,  it  was  diag- 
nosed only  at  autopsy.  Now  it  is  being  recog- 
nized frequently  during  life,  but  most  cases  are 
discovered  only  in  the  late  stage. 

A perusal  of  textbooks  on  medicine,  surgery, 
and  physical  diagnosis  published  ten  years  ago 
shows  that  in  all  of  them  carcinoma  of  the  bron- 
chus or  lung  cancer  was  classed  as  a rare  disease. 
In  most  books,  only  a paragraph  or  two  was  de- 
voted to  the  subject  and  a diagnosis  during  life 
was  not  ordinarily  expected.  There  were  few 
references  to  cancer  of  the  bronchus  as  such. 
Since  the  article  by  McCrae,  Funk  and  Jackson1 
in  1927,  there  has  been  a more  concerted  effort  to 
class  carcinoma  of  the  bronchus  separately.  Facts 
are  proving  that  lung  cancer  arises  in  the 
bronchial  mucous  membrane  in  nine  cases  out  of 
ten.  Since  this  type  presents  signs  and  symptoms 
of  a distinct  clinical  entity,  a diagnostic  review  of 
the  subject  should  be  of  value.  Thoracic  surgeons 
have  taken  up  the  study  and  treatment  of  the  dis- 
ease with  enthusiasm.  Since  most  cases  reach 
them  in  the  inoperable  stage,  they  very  properly 
demand  that  the  family  doctor  and  the  internist 
develop  a higher  index  of  suspicion  for  cancer  of 
the  lung.  This  is  written  primarily  for  the  gen- 
eral practitioner;  the  internist  is  better  qualified 
to  diagnose  the  disease  or  at  least  to  suspect  it. 

For  information  relative  to  the  author,  see  Who’s  Who 
in  This  Issue. 


The  diagnosis  of  primary  bronchogenic  car- 
cinoma is  difficult  in  its  early  stages,  but  pro- 
ficiency and  alertness  at  this  stage  of  the  tumor  is 
essential  if  successful  treatment  is  to  be  carried 
out.  This  condition  has  been  diagnostically 
neglected  compared  to  cancer  in  most  of  the  other 
organs.  This  is  principally  due  to  the  paucity  of 
suggestive  symptoms  and  to  the  inaccessibility  of 
the  site  of  origin,  to  inspection.  The  fate  of  the 
patient  with  early  bronchial  cancer  lies  in  the 
hands  of  the  first  physician  whom  he  consults. 
Carcinoma  of  the  bronchus  is  five  times  as  com- 
mon in  men  as  in  women;  it  occurs  like  cancer 
elsewhere  principally  in  those  past  middle  age. 
Influenza  may  possibly  be  a predisposing  factor. 
Trauma  to  the  chest  is  cited  as  a possible  cause. 
Lichty  et  al.2  believe  that  it  is  increasing  prim- 
arily because  of  the  increase  of  cancer  generally. 
An  important  point  in  the  history  is  that  the 
patient  often  has  enjoyed  good  health  all  his  life 
until  the  present  illness. 

Let  us  assume  that  the  early  case  presents 
himself  to  his  family  doctor  for  diagnosis  and 
treatment.  He  is  a man,  aged  52,  with  a negative 
family  history  and  a personal  history  of  good 
health  until  three  months  ago  when  he  developed 
a cough  which  he  termed  a cold.  He  didn’t  feel 
ill  however,  and  continued  to  work.  Two  months 
after  this,  his  friends  began  to  tell  him  that  his 
color  was  poor  and  that  he  looked  thin.  He 
weighed  himself  and  found  that  he  had  lost  ten 
pounds.  His  appetite  was  unchanged  but  he  be- 
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gan  to  be  a little  short  of  breath  on  exertion.  His 
cough  had  continued  but  was  not  severe;  at  this 
time  he  noticed  a few  streaks  of  blood  in  his 
sputum.  These  things  alarmed  him  so  he  consulted 
his  doctor.  The  latter  examined  him  and  found 
signs  suggestive  of  a small  pleural  effusion  at  the 
base  of  the  left  lung.  The  temperature  was  nor- 
mal. The  patient  was  sallow  and  looked  some- 
what thin.  No  cynosis  was  present.  The  doctor 
had  his  sputum  examined  and  gave  him  some 
cough  medicine.  The  sputum  was  negative  for 
tubercle  bacilli  and  the  cough  did  not  improve. 
The  doctor  suspected  pulmonary  tuberculosis  so 
had  a roentgenogram  of  the  chest  taken.  The  in- 
terpretation was  that  a pleural  effusion  was 
present  at  the  left  base.  The  doctor  told  him  the 
facts,  that  pulmonary  tuberculosis  was  suspected 
and  sent  him  to  a sanatorium.  The  sanatorium 
doctor  immediately  suspected  cancer  from  the  his- 
tory and  age  of  the  patient.  His  painstaking 
physical  examination  lead  him  to  diagnose  the 
presence  of  chronic  atelectasis  of  the  left  lower 
lobe  with  probably  a small  effusion.  Bronchial 
occlusion  due  to  carcinoma  was  suspected  as  being 
the  cause  of  the  atelectasis.  The  roentgenogram 
confirmed  the  diagnosis  and  also  showed  an  opaque 
shadow  above  the  hilus  which  suggested  a tumor. 
There  were  no  shadows  indicative  of  pulmonary 
tuberculosis.  The  sputum  was  repeatedly  negative 
and  the  Mantoux  tuberculin  test  was  negative 
with  0.5  mlgm.  of  Old  Tuberculin.  200  c.c.  of 
fluid  were  aspirated  from  the  left  pleural  cavity, 
and  400  c.c.  of  air  were  injected.  The  fluid  was 
sterile  and  no  tubercle  bacilli  were  found;  no  can- 
cer cells  were  seen.  Two  aspirations  were  done 
subsequently.  A total  of  900  c.c.  of  fluid  were  re- 
moved. The  blood  count  showed  a moderate  sec- 
ondary anemia;  the  differential  count  did  not  sug- 
gest tuberculosis.  The  patient  had  a moderate 
fever  daily  and  had  lost  strength;  the  cough  was 
still  present.  A diagnosis  of  carcinoma  of  the 
bronchus  was  made  after  ten  days’  observation 
and  the  patient  was  referred  back  to  his  doctor 
with  advice  about  further  treatment. 

This  is  a fairly  typical  case  and  is  the  brief 
history  of  one  who  came  under  my  care  at  a sana- 
torium during  the  past  year.  The  facts  of  signifi- 
cance were  his  age,  his  good  health  prior  to  the 
onset,  the  negative  sputum  and  the  excessive  loss 
of  weight.  When  first  seen,  his  temperature  was 
normal.  Later  with  extension,  fever  occurred 
which  at  first  suggests  tuberculosis.  The  family 
doctor  was  naturally  guided  by  the  X-ray  report 
which  was  erroneous. 

In  the  scientific  approach  to  the  suspected  case 
there  are  11  steps  available,  modified  from  Carl- 
son and  Ballon,3  which  will  nearly  always  lead 
up  to  a diagnosis.  They  are  as  follows: 

1.  History:  This  should  be  careful  and  pre- 
cise. Sufficient  time  should  be  taken  to  insure 
accuracy. 

2.  A careful  physical  examination  bearing  in 
mind  that  the  cancer  is  not  often  discovered  per 
se,  but  rather  suspected  by  the  changes  it  pro- 
duces. Atelectasis  and  pleural  effusion  together 
are  often  misleading.  Displacement  of  the  media- 
stinum and  contents  is  of  great  significance. 

3.  Sputum  examinations:  This  is  chiefly  of  im- 
portance in  excluding  tuberculosis. 

4.  Mantoux  tuberculin  test:  This  is  also  val- 

uable if  negative,  in  eliminating  tuberculosis. 


5.  Roentgenologic  study:  This  requires  careful 
interpretation.  The  roentgenologist  should  know 
the  entire  case  history  and  the  results  of  other 
examinations  before  he  renders  a decision. 

6.  Fluoroscopic  examination:  Repeated  ex- 

aminations are  desirable. 

7.  Thoracentesis  in  selected  cases  with  study  of 
the  fluid  if  any. 

8.  Diagnostic  pneumothorax. 

9.  Bronchography  with  lipiodol  in  selected 
cases. 

10.  Bronchoscopy  and  biopsy. 

11.  Exploratory  thoracotomy. 

Even  so,  the  diagonsis  is  not  so  formidable  as 
it  would  appear  at  first.  Most  of  the  cases  are 
diagnosed  as  pulmonary  tuberculosis  or  pleural 
effusion.  By  diagnosis  here  is  meant  early  diag- 
nosis as  in  the  late  stage  the  symptoms  are  so 
unmistakable  as  to  be  readily  interpreted.  The 
age  of  the  patient  is  more  in  the  cancer  zone  than 
the  tuberculosis  age.  The  patient  is  usually  a 
man.  The  history  of  good  health  until  only  a few 
months  prior  to  the  onset  is  not  typical  of  tuber- 
culosis. It  is  true  that  people  past  middle  age  are 
found  definitely  tuberculous.  But  a careful  his- 
tory will  usually  reveal  that  such  patients  have 
really  had  tuberculosis  for  a number  of  years  un- 
known to  them.  Such  items  as  a pleurisy  in 
adolescence,  or  a diagnosis  of  weak  lungs  or  a 
nervous  breakdown  in  early  life  point  to  an  old 
tuberculous  infection  which  has  become  reac- 
tivated. A physician  doing  work  in  tuberculosis 
exclusively,  is  at  times  strongly  suspicious  of 
bronchial  cancer  when  taking  the  history. 

Symptoms:  Cough,  expectoration,  dyspnea, 

pain  and  loss  of  weight  are  the  most  important. 
Cough  is  usually  an  early  symptom  and  is  the 
most  constant  complaint.  It  is  at  first  non-pro- 
ductive; later,  some  sputum  occurs  but  it  is  not 
profuse  or  purulent  except  uncommonly  in  ad- 
vanced cases  with  abscess  or  gangrene.  Hemopty- 
sis occurs  frequently,  most  often  in  the  form  of 
streaked  sputum  or  of  a few  cubic  centimeters  of 
blood.  This  is  also  misleading  as  tuberculosis  is 
always  suspected.  It  can  occur  at  any  stage. 

Dyspnea  is  often  a pressure  symptom  and  there- 
fore occurs  more  often  late  than  early.  It  may 
also  occur  as  the  result  of  a large  pleural  effusion. 
It  is  paroxysmal  or  constant  with  progression.  It 
may  only  be  noticed  after  exertion.  There  may  be 
a variable  amount  of  cyanosis.  Dyspnea  has  not 
been  a prominent  symptom  in  the  cases  I have 
seen.  This  has  been  true  even  in  the  presence  of 
atelectasis. 

Pain  is  said  to  occur  frequently  but  it  is  more 
often  present  in  the  advanced  cases.  It  is  nearly 
always  present  in  lung  cancer  not  arising  in  the 
bronchus.  In  the  latter,  which  arises  close  to  the 
pleura,  pain  begins  early  and  is  exceedingly 
severe.  It  may  be  due  to  pressure.  It  is  of  several 
types — constant,  boring,  neuralgic,  pleuritic,  or 
stabbing. 

The  loss  of  weight  is  progressive  and  no  cause 
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is  at  first  apparent.  It  may  be  manifested  by  an 
unexplainable  weakness,  before  the  patient  is 
aware  that  he  is  thinner. 

It  is  my  belief  that  there  is  not  sufficient  em- 
phasis laid  on  the  value  of  the  physical  examina- 
tion. Certainly  if  the  findings  are  correctly  in- 
terpreted they  are  of  inestimable  value.  In  the 
early  stages,  physical  signs  of  the  tumor  itself 
can  rarely  be  elicited  because  of  its  small  size  and 
its  location  deep  in  the  lung.  The  patient  usually 
presents  some  evidence  of  loss  of  weight  on  in- 
spection. Later,  the  chest  may  show  a retraction 
of  the  affected  side  and  a lag  in  expansion.  Ten- 
derness of  the  affected  hemithorax  occurs  late. 

It  is  well  to  bear  in  mind  that  primary  car- 
cinoma of  the  bronchus  is  rarely  if  ever  visible 
or  palpable  on  the  surface  of  the  chest.  There  is 
no  change  in  the  percussion  note  early.  Later 
there  is  either  localized  impairment  or  the  dull- 
ness which  accompanies  an  effusion  or  atelectasis. 
The  breath  sounds  on  the  affected  side  vary  ac- 
cording to  the  complication  which  exists.  Partial 
or  complete  bronchial  obstruction,  atelectasis,  and 
consolidation  are  most  frequent.  Dry  mucous 
musical  rales  may  be  found  early  and  are  nearly 
always  unilateral.  The  presence  of  the  new 
growth  irritates  the  mucosa  enough  to  cause  an 
increased  secretion.  These  signs  occur  so  fre- 
quently in  simple  subacute  bronchitis  that  the 
physician  cannot  be  expected  to  investigate  them 
exhaustively.  However,  his  suspicions  should  be 
aroused  if  the  bronchitis  does  not  run  its  course 
in  four  weeks. 

Cancer  should  be  considered  in  any  obscure 
chest  condition  in  a man  of  cancer  age.  The 
presence  of  a pleural  effusion  in  a man  past  mid- 
dle age  is  significant.  An  effusion  due  to  tuber- 
culosis is  relatively  uncommon  past  the  age  of  45. 
Probably  50  per  cent  of  bronchial  cancer  shows  a 
small  effusion  at  least.  With  direct  involvement 
of  the  pleura  it  reforms  rapidly  and  persistently. 
The  presence  of  a chronic  atelectasis  is  so  com- 
mon in  cancer  due  to  an  occlusion  of  a bronchus 
that  in  the  absence  of  any  other  obvious  cause  a 
diagnosis  of  cancer  is  justified  until  disproved. 
Even  the  appearance  of  the  patient  leads  an  alert 
clinician  to  suspect  cancer.  Fever  is  not  common 
in  the  early  stages;  it  occurs  with  complications, 
and  late  in  the  disease.  The  pulse  rate  usually 
varies  with  the  fever.  It  is  more  stable  than  in 
tuberculosis. 

The  cancer  usually  springs  from  the  bronchial 
mucous  membrane  of  the  primary  bronchi.  Before 
it  has  become  very  large  it  is  likely  to  occlude  a 
bronchus.  This  causes  a permanent  atelectasis. 
The  latter  condition  is  insidious  in  onset  unlike 
the  symptoms  of  acute  massive  collapse.  The  pa- 
tient can  be  quite  comfortable  with  a partial  or 
complete  atelectasis  of  one  lung.  Dyspnea  is 
usually  mild  or  moderate.  Atelectasis  can  exist 


before  the  cancer  has  advanced  to  the  inoperable 
stage.  The  physics  of  the  thorax  are  of  course 
based  on  the  balance  of  pressure  in  the  two 
pleural  cavities  and  the  elasticity  of  the  lungs. 
The  mediastinum  and  contents  are  shifted  to  the 
right  or  left  of  the  normal  as  occasion  demands, 
to  compensate  for  differences  in  pressure.  The 
location  of  the  apex  beat  is  a reliable  sign  to  de- 
termine a shifting  of  the  mediastinum.  Atelec- 
tasis causes  the  heart  to  be  drawn  toward  the 
affected  side.  The  position  of  the  apex  beat  is  one 
of  the  most  important  physical  signs  to  determine 
in  every  examination  of  the  chest. 

If  atelectasis  exists  and  also  a small  amount  of 
fluid  it  is  difficult  to  decide  if  there  is  still  some 
fluid  remaining  after  aspiration.  To  clear  up  the 
difficulty  a diagnostic  pneumothorax  on  the  af- 
fected side  is  of  distinct  benefit.  Fluoroscopic  and 
roentgen  study  after  this  will  often  clear  up  the 
diagnosis.  The  injection  of  400-500  cc.  of  air  will 
suffice. 

The  sputum  and  Mantoux  tests  of  course  should 
be  done  the  latter  after  the  sputum  in  order  to 
avoid  severe  reactions.  A positive  tuberculin  has 
no  significance  but  a negative  test  is  decidedly 
against  active  tuberculosis.  It  is  surprising  how 
often  the  Mantoux  is  negative  in  adults  with  no 
clinical  tuberculosis.  The  sputum  is  whitish  and 
frothy  in  the  early  stage  of  cancer  and  small  in 
amount.  In  tuberculosis  it  is  green,  or  grey  in 
color,  increased  in  amount  and  the  morning  cough 
is  complained  of. 

Roentgen  and  fluoroscopic  examinations  are  al- 
ways of  value  in  the  diagnosis  of  thoracic  disease. 
For  obvious  reasons  they  cannot  always  be  carried 
out.  These  steps  should  be  insisted  upon  in  cases 
of  pleural  effusion  over  the  age  of  40.  X-ray  ex- 
amination after  thoracentesis  may  show  the  out- 
line of  the  tumor  or  normal  markings  in  the  upper 
half  of  the  lungs.  A few  notes  on  the  inter- 
pretation of  the  roentgenogram  may  be  of  help. 
If  several  pictures  are  taken,  both  antero-pos- 
terior  and  postero-anterior,  with  an  oblique  and  a 
lateral  are  helpful.  If  a dense  shadow  is  present 
on  one  side  an  over-exposed  film  sometimes  will 
yield  more  visibility.  Displacement  of  the  heart  and 
mediastinum  should  always  be  noted.  In  the  diag- 
nosis of  fluid,  the  obliteration  of  the  costo-phrenic 
angle  is  almost  pathognomonic.  In  a case  of  a 
dense  shadow  in  the  one  lung,  the  absence  of 
shadows  indicative  of  tuberculosis  in  the  contra- 
lateral lung  speaks  against  tuberculosis  as  the 
cause  of  the  disability.  The  presence  of  an  atelec- 
tasis as  well  as  a small  pleural  effusion  may  be 
suspected  if  there  is  a shadow  of  maximum  den- 
sity over  one  or  more  lobes  with  obliteration  of  the 
costophrenic  angle.  Displacement  of  the  medias- 
tinum toward  the  affected  side  with  the  above 
findings  is  against  the  diagnosis  of  a massive 
effusion. 
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Aspiration  of  fluid  is  essential  to  prove  its 
presence.  When  a diagnostic  thoracentesis  reveals 
non-purulent  fluid  the  etiologic  diagnosis  is  apt 
to  come  to  a standstill.  The  majority  of  effusions 
are  tuberculous  it  is  true.  With  other  symptoms 
such  as  cough,  expectoration  and  hemoptysis, 
tuberculosis  is  likely  to  be  assumed  to  be  the 
cause  without  further  proof.  Hemorrhagic  fluid  is 
by  no  means  always  present  in  cancer.  It  is,  when 
the  pleura  is  directly  involved  but  most  of  the 
tumors  originate  deep  in  the  lung.  By  the  time 
the  pleura  is  involved  and  hemorrhagic  fluid  is 
obtained,  it  is  no  longer  an  early  case.  The  effus- 
ion may  at  times  be  a transudate  due  to  massive 
collapse  with  high  negative  pressure;  it  may  also 
be  a toxic  phenomenon.  I have  had  two  cases  in 
the  past  year  both  having  effusions;  neither  was 
hemorrhagic. 

The  first  four  diagnostic  steps  can  be  carried 
out  by  the  family  doctor  without  any  special 
equipment.  The  seventh  step  is  also  easy.  Some 
doctors  can  carry  out  the  fifth  and  sixth  steps 
themselves.  If  not,  the  patient  can  be  sent  to  a 
hospital.  The  doctor  then  has  the  results  of  the 
seven  steps  which  are  enough  in  most  of  the  cases 
to  exclude  pulmonary  tuberculosis.  With  this  dis- 
ease eliminated  the  remainder  of  the  differential 
diagnosis  is  much  easier.  Other  diseases  to  be 
ruled  out  are: — bronchiectasis,  bronchial  asthma, 
lung  abscess,  Hodgkin’s  disease,  aortic  aneurism, 
mediastinal  tumor,  the  mycoses  and  interlobar 
empyema. 

Bronchiectasis  gives  a history  of  cough  and 
expectoration  for  years.  The  sputum  is  typical, 
and  has  a foul  odor;  the  fingers  are  clubbed  and 
the  patient  is  well  nourished.  Bronchial  asthma 
also  gives  a long  history  of  disability;  the  history 
of  the  attacks  and  the  physical  examination  are 
sufficient.  Lung  abscess  can  be  differentiated  by 
the  history,  the  septic  fever,  and  profuse  purulent 
sputum.  The  X-ray  may  be  essential  to  diagnosis. 
Hodgkin’s  disease  occurs  in  younger  patients; 
there  is  usually  superficial  adenopathy  and  pres- 
sure symptoms  if  the  mediastinal  glands  are  in- 
volved. Aortic  aneurism  is  not  so  often  confused 
with  bronchial  cancer  as  with  a mediastinal 
tumor.  Fluoroscopy  offers  the  best  means  of  dif- 
ferentiation; expansile  pulsation  is  pathognomonic 
of  aneurism.  Mediastinal  tumor  causes  severe 
dyspnea  and  other  pressure  symptoms  early. 
X-ray  examination  will  clear  up  the  diagnosis. 
Pulmonary  mycosis  is  uncommon ; it  is  con- 
fused with  tuberculosis  and  can  be  differen- 
tiated best  by  roentgen  study  and  special  sputum 
examinations.  Interlobar  empyema  is  apt  to  fol- 
low pneumonia.  Physical  examination  shows  ob- 
scure pathology  over  the  affected  side;  chills  and 
fever  are  common.  Expert  roentgen  ray  study  is 
essential. 

Diagnostic  pneumothorax  had  best  be  done  by 
one  familiar  with  the  technique.  Bronchography 


is  not  so  difficult  but  is  best  done  by  one  with  some 
experience.  It  is  useless  if  a massive  atelectasis 
is  present  as  the  latter  being  of  maximum  density 
renders  the  lipiodol  invisible.  Bronchoscopy  and 
biopsy  must  be  done  by  a physician  trained  in  that 
work.  It  is  an  exceedingly  valuable  procedure  in 
diagnosis.  It  can  be  used  without  hesitation  after 
tuberculosis  and  aneurism  have  been  ruled  out  of 
the  picture.  The  diagnosis  of  bronchial  cancer 
can  only  be  made  unquestionably  by  the  broncho- 
scope. At  times  the  X-ray  will  show  the  outline 
of  a tumor  mass. 

In  the  early  stages,  the  history  with  a 
careful  notation  of  the  symptoms  and  a careful 
physical  examination,  inferences  are  drawn  from 
findings  which  can  be  produced  by  cancer.  A cor- 
rect correlation  of  these  facts  frequently  leads  one 
to  suspect  cancer.  If  bronchial  obstruction  is 
recognized  the  various  causes  must  be  considered 
and  sought  for.  Exploratory  thoracotomy  of 
course  lies  in  the  domain  of  surgery.  It  is  justi- 
fied in  some  cases  in  the  hands  of  a thoracic  sur- 
geon. These  procedures  are  mentioned  in  this  dis- 
cussion to  round  out  the  diagnostic  armamen- 
tarium. Blood  studies  are  of  minor  importance 
in  this  disease.  In  some  cases  they  are  of  value 
in  a negative  sense.  In  cancer  and  in  most  of  the 
diseases  resembling  it  there  is  a secondary  anemia. 
In  Hodgkin’s  disease  the  leucocyte  count  may  be 
of  value. 

If  carcinoma  is  suspected,  the  family  doctor 
should  immediately  refer  the  case  to  a qualified 
internist  or  a thoracic  surgeon.  No  procrastina- 
tion must  be  permitted.  If  any  progress  is  to  be 
made  the  general  practitioner  must  do  his  share. 

SUMMARY 

1.  Early  diagnosis  of  primary  bronchial  cancer 
is  urged,  in  order  that  proper  treatment  can  be 
applied. 

2.  The  etiology  is  unknown.  Predisposing  fac- 
tors may  be  trauma  or  influenza.  It  is  increasing 
as  cancer  is  increasing  generally. 

3.  For  a diagnosis  eleven  steps  are  tabulated  as 
charting  a rational  course  of  procedure. 

4.  The  common  symptoms  are  cough,  expectora- 
tion, dyspnea,  pain  and  loss  of  weight. 

5.  A careful  physical  examination  is  em- 
phasized. 

6.  Frequent  complications  are  pleural  effusion 
and  bronchial  obstruction  with  atelectasis. 

7.  The  differential  diagnosis  is  discussed. 

8.  The  physician  is  urged  to  refer  any  sus- 
pected case  to  a qualified  internist  or  thoracic 
surgeon. 
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ARE  MERCY  KILLINGS  JUSTIFIED? 

By  GUY  E.  BYERS,  M.D.,  Salem,  Ohio 


c<tnUT  me  out  of  my  misery,  Doctor.  You’d 

\i-J'  do  as  much  for  a dog,  wouldn’t  you?” 
This  age  old  plea  for  long  suffering  invalids 
has  found  new  interest  in  recent  publications. 
Everywhere  we  hear  it  discussed,  and  on  all  sides 
views  are  expressed  whether  the  doctor — that  is, 
a member  of  the  medical  profession— ever  has  the 
right  to  withhold  aid  and  sustenance  from  a 
stricken  person.  There  are  many  who  sincerely 
believe  that  in  a case  where  a man  is  stricken 
with  an  incurable  disease  and  is  in  excruciating 
agony  as  the  result  of  that  disease,  a doctor  is 
justified  in  purposely  giving  an  overdose  of  some 
sedative  which  will  end  for  all  time  the  care  and 
suffering  of  that  stricken  person.  Others  on  the 
other  hand  are  as  sincere  in  their  belief  that  no 
man,  even  though  he  have  the  benefits  of  a medi- 
cal education  and  the  blessing  of  medical  wisdom 
should  be  permitted  the  power  to  decide  when  life 
should  end. 

Needless  to  say  those  most  concerned  are  the 
least  informed  as  to  the  possibilities  for  use  and 
abuse  that  the  idea  may  have. 

For  many  centuries  we  have  discussed  the  right 
to  die  and  under  that  the  justification  of  taking 
life  one’s  self  by  suicide.  Society  looks  upon 
suicide  as  a sin,  because  it  violates  one  of  the 
Commandments,  “Thou  shalt  not  kill”,  and  if  un- 
successful, the  law  interferes  and  a charge  of 
murder  ensues.  Furthermore,  it  is  the  act  of  a 
coward,  regardless  of  the  courage  needed  to 
transact  the  deed,  without  courage  to  face  a 
financial,  moral  or  social  crisis.  Courage  is  far 
more  important  in  this  world  than  comfort.  In 
spite  of  torture,  distress,  and  constant  pain  with 
physical  disability,  we  have  many  instances  of 
courage  and  accomplishment.  I refer  to  Sir 
Walter  Scott,  Alexander  Pope,  Steinmetz,  and 
Roger  Babson.  Dr.  Trudeau  was  pushed  out  into 
the  world  to  die,  no  sympathy  to  be  found.  Had 
he  been  a victim  of  mercy  killing  because  of  being 
hopelessly  incurable,  think  of  the  world’s  loss. 
Into  the  Adirondacks  he  went,  a thoroughbred 
with  the  courage  to  live,  and  revealed  to  the  world 
that  tuberculosis  can  be  cured.  He  did  not  whine 
and  say,  “What  is  the  use?”  A cynic  once  watched 
with  Benjamin  Franklin  a balloon  ascension  and 
said,  “What  use  is  it?”  Franklin  turned  and  re- 
plied, “What  use  is  a new  born  baby?”  What  we 
need  are  thoroughbreds,  people  of  Spartan  spirit. 
Stock  men  will  tell  you  that  a thoroughbred  never 
whines.  A thoroughbred  dog  may  suffer  pain  but 
no  sound  escapes.  When  a stable  burns,  it  is  said 
that  it  is  not  the  best  horses  that  scream  when 
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they  are  burning;  it  is  the  worst.  The  human 
thoroughbred  never  complains  either. 

Last  August  an  aged  writer  and  lecturer,  suf- 
fering from  cancer  and  in  anguish,  Charlotte 
Perkins  Gilman,  was  found  dead  in  her  Pasadena 
home  with  a note  beside  her  body  stating  “Justi- 
fiable Suicide”.  She  was  considered  by  Carrie 
Chapman  Catt,  the  suffragist,  as  one  of  the  twelve 
most  capable  women.  In  a recent  issue  of  Forum, 
an  article  written  by  Mrs.  Gilman  was  released, 
with  the  arguments  justifying  her  suicide  by 
chloroform.  She  cited  the  instance  of  the  old  coun- 
try doctor  found  with  a gun  by  his  side  and  a note 
saying,  “No  damned  cancer  is  going  to  get  me”. 
There  is  the  old  story,  too,  of  the  captive  among 
cannibals  who  observed  his  companions  disposed 
of  in  horrible  fashion.  When  his  turn  came  he 
announced  to  them  that  he  knew  of  an  herb  at  a 
great  distance  which  when  rubbed  on  the  body 
made  it  impervious  to  any  weapon.  They  led  him 
to  it,  and  he  selected  a rare  plant  and  returned. 
Rubbing  some  on  his  neck,  he  laid  his  head  across 
a log  and  asked  them  to  strike  with  great 
strength.  The  axe  fell  and  did  its  work.  Was  this 
ingenious  suicide  justifiable? 

Records  tell  us  about  a practice  in  Ayshire  in 
Scotland  in  the  early  fifteenth  century,  where  one 
aged  and  hopelessly  invalided  with  suffering 
would  ask  for  the  Millen  bridle.  The  technic  of 
causing  such  death  is  not  described.  In  the  late 
nineteenth  century  we  have  the  story  of  a custom 
in  Brittany  in  which  such  an  aged  suffering  in- 
valid could  ask  for  the  Holy  Stone.  It  was  kept  by 
one  of  the  churchmen  in  a secluded  recess  of  one 
of  the  cathedrals.  When  brought  to  the  room,  all 
the  friends  and  relatives  would  have  assembled 
and  the  oldest  living  person  held  the  stone.  It 
was  a large  spherical  object.  In  an  instance 
recorded,  a man  of  eighty-five,  suffering  and  bed- 
ridden for  ten  years,  asked  for  it  and  was  served 
by  an  old  woman.  She  took  the  stone  upon  her 
head  after  performing  last  rites  and  other  cere- 
monies and  placed  it  upon  his  forehead.  With  what 
force  is  not  mentioned,  but  he  said,  “God  be 
thanked”,  and  drew  his  last  breath. 

Nearly  every  community  today  has  some  physi- 
cian who  could  cite  one  or  more  instances  where 
he  failed  to  observe  usual  care  when  a new  born 
child  lacked  a bony  skull  or  appeared  hopelessly 
deformed.  He  might  tell  you  also  of  the  occasion 
when  a long-suffering  victim  of  cancer  received  a 
bit  too  large  dose  of  a narcotic  and  death  came 
peacefully,  and  he  had  no  prick  of  conscience  for 
the  error.  Was  he  a “mercy  killer?”  Had  he 
violated  his  oath?  Was  he  not  a murderer  and  a 
sinner? 
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About  ten  years  ago  one  of  England’s  greatest 
surgeons,  Lord  Moynihan,  endorsed  any  effort  that 
would  legalize  the  relief  from  suffering  of  undis- 
putably  incurables.  In  1931,  Dr.  Millard  addressed 
the  British  Medical  Society  as  president,  entirely 
upon  that  question,  and  shortly  after  the  volun- 
tary Euthanasia  Legalization  Society  came  into 
being.  Only  a few  months  ago,  Lord  Moynihan 
became  president  of  that  society  and  he  has 
drafted  a bill  that  he  intends  to  present  to  the 
next  Parliament.  Close  upon  this  announcement, 
the  over-zealous  reporters  of  the  Press  grasped 
it  as  sensational  and  flashed  it  over  the  world. 
The  Daily  Mail  reported  the  story  of  an  old  prac- 
titioner of  London  who  confessed  to  five  such 
merciful  killings — one  of  a child  born  without  a 
cranium  and  four  incurables  suffering  from  can- 
cer. In  this  country  several  doctors  were  inter- 
viewed and  confessed  likewise.  One  kind  old  re- 
spected doctor  of  Bridgeport,  Connecticut,  Dr. 
Warriner,  told  how  more  than  forty  years  ago  he 
was  called  to  attend  a man  whose  face  was  blown 
away  in  a hunting  accident,  and  he  gave  a larger 
dose  of  narcotic  than  was  usual,  and  death  came 
peacefully.  He  unfortunately  gave  names,  and 
living  daughters  resented  the  statement  to  con- 
siderable embarrassment  of  Dr.  Warriner.  In  a 
telephone  conversation,  one  reporter  elicited  from 
a doctor  in  Virginia  that  he  also  had  officiated  in 
such  merciful  release  of  a living  soul  and  when  it 
appeared  in  the  paper  the  following  day,  the 
physician’s  wife  called  the  paper  and  demanded  a 
retraction,  that  the  statement  was  untrue.  The 
physician  again  contacted  denied  on  the  grounds 
of  not  understanding  the  question  he  had  so  care- 
lessly answered. 

Sir  Arbuthnot  Lane,  another  great  surgeon  of 
England,  Arthur  Conan  Doyle,  George  Bernard 
Shaw,  and  many  of  our  prominent  medical  men  in 
America,  approve  of  euthanasia  and  as  many 
more  disapprove.  Sir  Arbuthnot  Lane  states  that 
“We  do  not  let  our  pet  animals  to  suffer,  so  why 
allow  our  loved  ones”. 

In  1916  a young  man  of  sixteen  years  enlisted 
in  the  British  Army  and  served  four  years.  He 
married  in  1920  but  lost  his  wife,  invalided  at 
birth  of  the  first  child,  with  tuberculosis.  He  had 
no  work,  lost  his  furniture  and  tried  to  live  and 
maintain  his  little  daughter  that  he  loved  dearly. 
She  contracted  measles  and  then  pneumonia  and 
suffered  terribly,  grew  worse  and  the  attending 
physician  told  the  father  that  she  could  not  live 
through  the  night.  Being  up  many  days  and 
nights  without  sleep  the  distracted  father  could 
not  bear  to  see  his  loved  one  suffer  and  took  her 
from  her  bed  and  placed  her  in  a tub  of  cold 
water,  then  gave  himself  up  at  the  police  station. 
He  was  tried  for  murder  before  a jury,  but  Judge 
Brandon  charged  that  he  was  blameworthy,  be- 
cause in  his  anguish  he  took  upon  himself  to  do 


what  he  would  have  done  to  a suffering  animal. 
The  jury  acquitted  him. 

So  far  the  issue  places  all  operation  of 
euthanasia  upon  the  physicians  and  the  medical 
profession  and  applies  only  to  the  undisputed  in- 
curables in  suffering.  It  has  legal,  moral  and 
ethical,  and  religious  angles  that  offer  much  dis- 
cussion. The  medical  profession  unanimously 
agrees  that  it  is  humane  but  absolve  themselves 
from  all  connection  with  its  execution.  Legally  it 
has  no  basis  so  far  for  discussion;  neither  has  it 
any  reputable  religious  advocates.  The  moral  and 
ethical  questions  are  so  numerous  that  it  will  be 
impossible  to  reach  decisions. 

The  voluntary  Euthanasia  Legalization  Society 
plan  is  that  one  declared  hopelessly  incurable  in 
suffering  can  make  all  worldly  arrangements  and 
declare  a desire  for  a merciful  departure.  When 
all  relatives  and  two  physicians  decide  and  sign 
the  document,  it  is  presented  to  a medical  referee 
who  must  visit  the  invalid  and  each  relative  and 
friend  to  ascertain  that  there  is  no  individual  in- 
terest in  the  euthanasia  and  everything  is 
properly  arranged.  Then  twelve  other  judges, 
presumably  physicians,  must  reach  an  unanimous 
opinion  of  its  justification.  If  such,  the  time, 
place  and  manner  must  be  decided.  Obviously, 
only  the  wealthy  could  afford  the  expense  of  such 
procedure  or  the  patient  would  die  a natural 
course  before  twelve  physicians  could  finally 
agree. 

The  moral  issue,  disregarding  the  ethics  of  a 
physician  to  be  an  instrument  to  such  practice, 
and  disregarding  all  other  types  of  cases  which 
we  might  feel  justified  in  giving  a merciful  ending 
of  life,  the  imbecile,  idiot,  maniac,  condemned 
criminal, — pertains  solely  to  the  hopelessly  suf- 
fering incurable.  Who  can  decide  when  one  is 
hopelessly  incurable?  We  can  alleviate  by  nar- 
cotics, the  suffering  for  a time.  Think  of  the 
error  had  we  condemned  a child  of  ten  only  a few 
years  ago  with  diabetes,  when  almost  overnight 
Dr.  Best  gave  us  his  relief  by  the  discovery  of 
insulin.  Or  the  mother  with  pernicious  anemia 
pronounced  incurable,  but  a few  years  ago,  and 
now  to  the  discovery  of  the  use  of  liver  extract  by 
Dr.  Minot,  prolongs  her  usefulness  for  many 
years.  Who  knows  with  the  progress  of  medical 
science,  that  some  morning  we  will  read  in  the 
paper  of  the  discovery  in  some  isolated  research 
laboratory  a cure  for  cancer.  Would  not  the 
physician  or  the  legal  referee  be  unable  to  forgive 
themselves  had  they  sentenced  to  merciful  death 
a loved  one? 

For  one  thing  the  medical  profession  does  not 
as  a whole  recommend  that  such  powers  be 
granted  its  members.  Where  here  and  there,  out- 
standing members  of  the  profession  do  express 
the  belief  that  the  idea  is  commendable,  yet  it 
must  be  understood  that  these  are  their  own  in- 
dividual opinions. 
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Certainly  the  rank  and  file  of  the  medical  pro- 
fession are  under  no  illusion  that  they  wear  a 
halo  or  that  wings  are  sprouting  just  beneath  the 
scapulae.  They  are  not  under  the  illusion  that 
they  have  God-like  powers  of  judgment,  or  such 
virtues  should  be  ascribed  to  them.  The  honest 
modern  doctor  is  very  frank  to  admit  that  he  is 
human,  he  is  fallible,  that  he  has  sympathies  that 
under  stress  against  his  better  judgment,  can  be 
swayed.  He  is  loath  to  accept  the  responsibility  of 
snuffing  out  the  fire  of  life  which  he  knows  not 
all  medical  science  can  rekindle. 

Furthermore,  he  knows  more  harm  than  good 
would  come  from  the  delegation  to  the  medical 
profession  either  as  individuals  or  as  committees, 
the  power  in  question.  He  knows  these  things 
because  of  certain  experiences  he  and  every  other 
doctor  encounters.  For  instance,  his  good  friend 
John  Smith  does  not  like  to  serve  on  juries  so 
drops  in  at  frequent  intervals  for  a letter  from 
the  “Doc”  specifying  certain  diseases  he  is  sup- 
posed to  have  and  he  assumes,  to  escape  the 
docket. 

Then  there  are  the  friends  and  patients  who 
carry  accident  and  health  insurance  policies  upon 
which  they  pay  premiums  and  that  they  regard 
as  permissible  objects  of  pilferage.  It  does  not 
matter  to  them  if  the  doctor  states  that  in  per- 
juring himself,  they  have  been  ill  three  weeks  and 
confined  to  bed,  when  in  fact,  they  most  likely 
were  not  confined  and  were  indisposed  at  most  for 
but  a day  or  two.  The  doctor  is  their  friend  and 
family  physician,  he  won’t  object  to  signing  a 
little  paper! 

How  many  people  are  in  the  asylums  for  in- 
sane because  of  a carelessly  filled-in  doctor  cer- 
tificate? There  is  a trace  of  truth  in  having 
someone  “railroaded”  into  the  insane  asylum. 
What  is  more  important,  the  possession  of  wealth 
keeps  many  out  of  such  an  institution  that  should 
be  in  it.  A wealthy  man  who  is  murderously  in- 
sane may  by  a doctor’s  certificate  be  kept  out  as 
a harmless  eccentric. 

The  abuses  and  uses  of  certificates  may  lead  to 
no  end  of  trouble  for  the  greed  of  fees,  and  this 
new  project  of  euthanasia  offers  new  fields  with 
more  serious  results. 

Not  all  persons  suffering  from  incurable  dis- 
ease want  to  die.  Life  is  a mystery.  We  are 
created  and  we  depart.  It  is  not  just  birth,  breath, 
and  death.  We  need  not  be  removed  from  this 
earth  because  our  period  of  usefulness  has  passed. 
Even  in  suffering,  many  cling  tenaciously  to  the 
hope  that  some  relief  will  come  and  they  will  get 
better.  Do  you  remember  the  fable  in  Aesop  of 
the  suffering  old  invalid  man  who,  on  a bitter 
cold  night  went  into  the  forest  for  fuel  and  as  he 
broke  the  ice  covered  twigs  said  “Oh!  if  Death 
would  only  come”.  Whereupon  the  spectre  of 
Death  appeared  before  him  and  asked  what  he 
desired.  The  old  man  looked  at  him  and  said, 


“Oh,  I just  wanted  you  to  help  carry  these  twigs 
into  my  house”.  Given  the  chance  they  would 
spurn  it. 

Suppose  euthanasia  be  legalized,  whether  by  a 
lethal  cup,  by  a cyanid  gas,  or  an  over-dose  of 
narcotic.  Would  the  euthanasor  administer  it  or 
place  it  in  easy  reach  of  the  victim?  The  invalid 
has  confidence  to  end,  but  would  he,  if  he  know 
that  the  physician  would  at  some  time  administer 
a lethal  dose? 

If  such  legalization  devolved  upon  the  physi- 
cian, soon  the  practice  of  medicine  would  become 
a rodeo  for  undertakers.  Every  physician  has 
taken  a solemn  vow  and  dedicated  his  life  to  pre- 
vent what  disease  he  can  and  failing  in  this,  to 
cure  what  he  can  and,  alleviate  the  suffering  of 
those  he  cannot  cure.  If  alleviation  of  suffering 
must  mean  the  merciful  relief  of  suffering  in- 
curables by  a lethal  cup,  let  it  be  done  by  the 
individual  as  his  conscience  dictates,  not  by  legal 
protetcion. 

Before  we  delve  into  the  problem  of  the  de- 
struction of  the  useless,  socially  unfit,  and  suffer- 
ing incurables,  let  us  first  stop  the  legalized  de- 
struction of  the  socially  fit,  the  mentally  superior 
and  physically  perfect  population  by  useless  war 
to  avenge  economic  difficulties,  or  capital  punish- 
ment to  avenge  a social  error. 

134  South  Broadway. 


The  Scientific  Exhibit  to  be  held  in 
connection  with  the  90th  Annual 
Meeting  of  the  State  Association  in 
Cleveland,  October  7,  8 and  9,  1936, 
is  open  to  any  member  who  has  some- 
thing worth-while  to  offer. 

Tear  out  the  blue  application  for 
space  published  in  the  March  issue  of 
The  Journal  and  mail  it  to  Dr.  Rus- 
sell L.  Haden,  2020  East  93rd  Street, 
Cleveland,  now,  so  that  preliminary 
arrangements  can  be  completed  by 
him  and  his  committee. 


According  to  a recent  report  of  the  U.  S.  Civil 
Service  Commission,  211,078  employes  have  been 
added  to  the  federal  payroll  in  the  last  two  years. 
Their  number  advanced  from  604,711  in  January, 
1934,  to  815,789  in  December,  1935 — an  increase 
of  nearly  35  per  cent.  The  December  figure  em- 
braced 657,885  men  and  157,904  women.  Those 
in  Washington  numbered  111,692  and  outside 
Washington,  704,097. 

— OSM  J — 

Zanesville — Dr.  M.  E.  Fulk  was  seriously  in- 
jured in  an  automobile  accident  near  Stovertown 
recently,  caused  by  skidding  into  a truck  on  a 
slippery  road. 


A CASE  RECORD  PRESENTING  CLINICAL  PROBLEMS 

A CHILD  WITH  A SEPTIC  TEMPERATURE,  PROGRESSIVE  ANEMIA,  ENLARGED  SPLEEN, 

AND  DEATH 

Presented  by 

HARRY  L.  REINHART,  M.D.,  and  S.  A.  HATFIELD,  M.D. 


CASE  HISTORY  . 

A FIVE  year  old  white  boy  was  brought  to 
the  hospital,  with  a history  of  chills,  fever 
and  profuse  sweating.  The  onset  occurred 
some  six  weeks  previous  to  admission,  with  pain 
in  his  right  leg  and  groin  and  fever.  The  sub- 
sequent course  has  been  characterized  by  irregular 
“attacks  of  fever,  chills  and  sweats”.  Between  the 
attacks  he  is  weak  but  without  other  complaints. 
The  attacks  occur  with  no  regularity.  During  the 
past  three  weeks  he  has  had  a dry  persistent 
cough.  About  two  weeks  previous  to  admission 
he  was  delirious  during  an  attack. 

He  had  measles  at  three  years  of  age,  but 
otherwise -his  health  has  been  excellent;  he  is  the 
youngest  of  four  children,  who  are  apparently 
healthy.  (History  from  father.) 

Physical  Examination:  A well  developed  and 
nourished  white  child  lying  quietly  in  bed,  with- 
out manifest  pain,  breathing  rapidly  (40/min.), 
and  coughing  occasionally.  The  skin  is  pale  and 
there  is  no  cyanosis;  there  are  no  petechiae  of 
the  skin  and  the  nail  beds  are  clear.  The  cervical 
lymph  nodes  are  palpable.  There  is  also  a gen- 
eralized lymphadenopathy.  Expansion  of  the 
chest  is  diminished.  There  is  dullness,  diminished 
breath  sounds  and  decreased  vocal  fremitus  of 
the  right  lung,  posteriorly.  There  are  no  rales. 
The  left  border  of  the  heart  is  just  outside  the 
nipple  line.  There  is  no  thrill  and  the  rhythm  is 
regular.  There  is  a rough  grating  systolic  mur- 
mur at  the  apex,  which  increases  in  intensity  in 
the  second  and  third  left  interspaces;  it  is  louder 
over  the  pulmonic  than  the  aortic  area.  The  mur- 
mur is  not  transmitted  to  the  neck  or  axilla. 
There  is  no  diastolic  murmur.  Consultant  was  in- 
clined “to  believe  the  case  was  one  of  congenital 
pulmonary  stenosis”.  The  liver  is  slightly  below 
the  costal  margin;  the  spleen  is  not  palpable. 

Progress:  During  the  two  months  in  the  hos- 
pital the  chills,  fever,  sweating  and  cough  per- 
sisted. There  were  symptomatic  remissions  but 
no  afebrile  periods,  the  septic  temperature  per- 
sisting. The  spleen  gradually  enlarged  until  it 
reached  the  level  of  the  umbilicus.  X-ray  of  lung 
revealed  a “diffuse  infiltration  suggestive  of 
broncho-pneumonia”  which  later  subsided  or  was 
hidden  by  an  “increased  density  at  the  right  base 
suggestive  of  fluid”. 

Laboratory  Investigation:  Repeated  blood 

counts  revealed  a progressively  increasing  anemia, 
the  R.B.C.  dropping  from  4,250,000  to  2,050,000 
and  the  hemoglobin  from  55  per  cent  to  38  per 
cent  (Dare).  The  leucocytes  averaged  14,000  with 
80  per  cent  polys.  Tests  for  typhoid  fever  and 
undulant  fever  were  negative;  there  were  no 
malarial  parasites  in  the  blood.  The  urine  was 
practically  negative,  throughout  the  course  of  the 
disease.  Repeated  blood  cultures  gave  no  growth. 
CASE  DISCUSSION 

Dr.  S.  A.  Hatfield:  A review  of  the  history  of 
this  patient  would  indicate  that  we  are  dealing 

From  the  Starling-Loving  Hospital,  Ohio  State  Univer- 
sity, Columbus,  Ohio. 

For  information  relative  to  the  author,  see  Who’s  Who  in 
This  Issue. 


with  an  acute  process,  which  from  the  time  of  the 
presenting  symptoms  until  the  death  of  the  pa- 
tient, covered  a period  of  three  and  one-half 
months.  The  presenting  symptoms  of  chills,  fever 
and  profuse  sweating  had  been  present  from  the 
onset  of  the  process,  although  irregular  at  the 
beginning.  Weakness,  a non-productive  cough, 
and  progressive  weight  loss  were  other  outstand- 
ing symptoms  prior  to  hospitalization.  The  in- 
itial symptom  of  pain  in  right  leg  and  groin  is 
apparently  of  little  diagnostic  importance,  since 
no  reference  is  made  to  this  in  the  subsequent 
story. 

The  past  history  is  of  slight  importance  so  far 
as  diagnosis  is  concerned.  A check  of  the  daily 
temperature,  pulse  and  respiratory  curves  is  par- 
ticularly valuable  as  an  aid  to  differential  diag- 
nosis in  this  patient.  It  is  noted  that  the  tem- 
perature is  markedly  irregular,  varying  from 
normal  to  104  and  105  in  each  24  hour  period,  par- 
ticularly during  the  last  two  weeks  of  his  illness. 
With  the  temperature  fluctuation  there  is  an  as- 
sociated fluctuation  of  the  pulse  and  respiration. 
A graph  of  this  type  would  suggest  a septic  pro- 
cess such  as  we  see  in  septicemia,  pyelonephritis, 
acute  miliary  tuberculosis,  etc. 

An  analysis  of  the  physical  findings  with  ref- 
erence to  the  various  systems  presents  the  fol- 
lowing: 

(1)  Central  nervous  system:  Nothing  of  im- 
portance except  delirium  associated  at  times  with 
the  hyperpyrexia. 

(2)  Respiratory:  An  associated  non-produc- 

tive persistent  cough,  diminution  of  expansion, 
decreased  resonance  and  fremitus,  diminished 
breath  sounds  and  no  rales  over  the  right  lung  in 
the  mid  axillary  and  posterior  regions.  X-ray 
findings  suggestive  first  of  bronchopneumonia  and 
later  of  fluid  at  right  base. 

(3)  Cardio-vascular:  A systolic  murmur,  sug- 
gestive of  a pulmonary  stenosis  is  constantly 
present;  the  notation  that  this  murmur  is  systolic 
in  time  and  not  “to  and  fro”  and  that  there  is  no 
accompanying  palpable  thrill  would  be  against  a 
fibrinous  pericarditis. 

(4)  Gastro-intestinal  system — liver  and  spleen: 
There  is  nothing  of  importance,  except  a progres- 
sively enlarging  spleen,  which  is  finally  palpable 
and  a moderately  enlarged  liver. 

(5)  Urological:  Negative  to  physical  findings 
and  nothing  of  importance  in  urinary  findings. 

(6)  Skin:  Negative  for  petechiae. 
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(7)  Lymphatics:  Generalized  lymphadeno- 

pathy. 

(8)  Blood  findings:  Progressive  drop  in  red 

cells  and  hemoglobin  to  2,050,000  and  38  per  cent 
respectively.  A constant  moderate  leucocytosis 
with  an  associated  rise  in  neutrophiles.  Agglu- 
tination for  typhoid  and  undulant  negative.  Blood 
cultures  are  persistently  negative. 

DIFFERENTIAL  DIAGNOSIS 

1.  Acute  miliary  tuberculosis:  Findings  are 

compatible  except  for  the  absence  of  any  symp- 
toms one  might  anticipate  with  an  involvement  of 
meninges  or  peritoneum. 

2.  Osteomyelitis  could  be  ruled  out  by  the  ab- 
sence of  localizing  symptoms,  X-ray  findings  and 
leucocyte  count. 

3.  Acute  pyelonephritis  could  be  ruled  out  by 
absence  of  localizing  symptoms  or  laboratory 
findings  referable  to  this  tract. 

4.  Malaria:  No  history  of  exposure,  persistent 
leucocytosis,  and  no  parasites;  chills  and  tem- 
perature peaks  are  irregular. 

5.  Leukemias:  Blood  findings  are  not  com- 
patible. 

6.  Subacute  bacterial  endocarditis : A per- 

sistent right  sided  systolic  murmur,  suggestive  of 
a congenital  lesion — irregular  septic  tempera- 
ture— progressive  anemia — moderate  leucocytosis 
— splenomegaly,  dominating  the  course  of  the 
process,  would  all  be  suggestive,  although  there 
is  no  notation  of  petechial  manifestations. 

Congenital  heart  lesions  are  not  infrequently 
the  site  of  a focus  constantly  feeding  the  organ- 
ism into  the  blood  stream.  With  the  data  at  hand, 
I would  first  favor  a diagnosis  of  subacute  bac- 
terial endocarditis  with  an  associated  terminal 
septic  pneumonia. 

ANATOMICAL  DIAGNOSIS  (From  Necropsy) 

Dr.  H.  L.  Reinhart: 

1.  Patient  interventricular  septum — congenital. 

2.  Endocardial  vegetations  of  right  ventricle 
around  patent  interventricular  septum,  and  ex- 
tending to  tricuspid  and  pulmonary  valves. 

3.  Subacute  bacterial  endocarditis. 

4.  Multiple  old  and  recent  infarcts  of  lungs, 
bilateral. 

5.  Acute  sero-fibrinous  pleuritis,  bilateral. 

6.  Splenomegaly,  septic  type. 

7.  Generalized  septic  lymphadenitis. 

8.  Marked  anemia,  secondary  type  due  to 
sepsis. 

9.  Ghon  tubercle,  right  lung. 

The  patent  interventricular  system  gave  rise  to 
no  manifest  clinical  symptoms,  the  anatomical  de- 
fect being  very  small.  The  defect  measured  3 
m.m.  in  diameter  at  the  right  ventricular  opening, 
while  resistance  to  a 1 m.m.  probe  was  encoun- 
tered at  the  left  ventricular  orifice.  The  margins 


of  the  defect  were  fibrous  in  character,  and  the 
vegetations  were  confined  to  the  right  ventricular 
surface.  The  defect  was  in  the  muscular  portion, 
slightly  below  the  membraneous  septum.  There 
were  no  other  developmental  defect  of  the  heart 
or  large  vessels.  The  significance  of  this  defect 
was  in  the  provision  of  a fertile  soil  for  the 
growth  of  streptococcus  viridans,  a focus  of 
lowered  resistance,  being  a practical  pre-requisite 
in  the  development  of  subacute  bacterial  endo- 
carditis. 

The  absence  of  the  usual  clinical  manifestation 
of  embolic  phenomena,  that  is,  petechiae  of  the 
skin  and  ‘‘splinter  hemorrhages”  of  the  nails, 
Osier  nodes,  and  blood  in  the  urine  suggesting  an 
acute  glomerular  nephritis  is  explained  anatomi- 
cally by  the  absence  of  vegetations  on  the  en- 
docardium of  the  left  side  of  the  heart.  The 
atypical  character  and  low  grade  persistent 
course  of  the  “bronchopneumonia”  was  the  clinical 
manifestation  of  repeated  showers  of  emboli 
from  the  vegetations  on  the  endocardium  of  the 
right  side  of  the  heart,  into  the  pulmonary  cir- 
culation and  the  formation  of  multiple  small  pul- 
monary infarctions  without  suppuration. 

The  persistently  negative  blood  cultures  reflect 
the  low  virulence  of  the  bacteria,  the  anatomical 
filter  provided  by  the  capillaries  of  the  lungs  and 
the  efficiency  of  humoral  agents  in  the  systemic 
circulation.  The  low  virulence  of  streptococcus 
viridans  is  further  reflected  by  the  development 
of  the  primary  focus  on  an  area  previously  dam- 
aged by  disease  or  a congenital  deficiency;  an  area 
which  is  practically  neither  in  the  open  blood 
stream,  where  the  humoral  resistance  is  high, 
(since  the  bacteria  are  usually  covered  by  fibrin- 
ous and  platelet  clots),  nor  in  the  tissues  where 
cellular  reaction  might  be  effective.  Furthermore, 
the  lack  of  tissue  destruction  at  the  site  of  the  en- 
docardial vegetations  and  the  non-suppurative 
character  of  the  infarcts  are  other  manifestations 
of  low  virulence  of  bacteria  as  well  the  ease  with 
which  the  body  may  handle  this  organism  when  it 
is  more  openly  accessible. 

The  usual  termination  of  this  disease  is  brought 
about  by  the  accumulative  action  of  repeated  and 
persistent  damage  to  many  systems.  In  this  case 
progressive  pulmonary  damage,  anemia,  and  gen- 
eral sepsis  dominate  the  terminal  picture. 

— OSMJ  — 

Dover — Dr.  and  Mrs.  R.  S.  Gage  celebrated 
their  52nd  wedding  anniversary  on  February  6. 

Toledo — Dr.  B.  G.  Shaffer  has  been  appointed 
to  the  Board  of  Trustees,  University  of  Toledo. 

Toledo — Dr.  Bernhard  Steinberg  presented  a 
paper  on  “Peritonitis  and  Peritoneal  Protection”, 
before  the  surgical  staffs  of  Billings  Hospital, 
University  of  Chicago,  and  Michael  Reese  Hos- 
pital, Chicago,  January  14-15. 


THE  PRESENT  OHIO  BOARD  OF  MEDICAL  REGISTRATION  AND  LICENSURE 

By  Herbert  M.  Platter,  M.D.,  Columbus,  Ohio 


HEATED  controversies  between  rival  schools 
of  medicine  resulted  in  the  repeal  of  the 
Medical  Practice  Act  of  1824,  which  gave 
to  the  State  Medical  Society  and  component 
societies  the  right  to  supervise  and  regulate 
medical  practice. 

From  1833  until  1868  there  was  no  law  regulat- 
ing the  practice  of  medicine  in  Ohio. 

From  October  1,  1868,  to  February  27,  1896, 
one  might  practice  medicine  legally  upon  sub- 
mission of  any  one  of  the  following  credentials : 
First — A certificate  from  a state  or  county 
medical  society. 

Second — A diploma  from  a school  of  medicine 
either  in  the  United  States  or  a foreign  country. 

Third — From  1880  to  1885,  a diploma  from  a 
medical  school  issued  after  attendance  at  two  full 
courses  of  at  least  12  weeks  each,  and  from  1885 
to  1896  a diploma  of  graduation  from  a reputable 
school  of  medicine. 

During  the  entire  period  from  1868  to  1896  the 
continuous  practice  of  medicine  over  a period  of 
10  years  entitled  a person  to  practice  medicine  in 
Ohio. 

Many  times  the  State  Medical  Association  en- 
dorsed the  passage  of  an  act  to  regulate  practice 
by  the  state  and  on  February  27,  1896,  the  present 
Medical  Practice  Act  became  effective. 

By  its  provisions  the  Governor  was  authorized 
to  appoint  a board  of  seven  members,  representa- 
tive of  the  schools  of  medicine  in  Ohio  at  that 
time.  No  school  of  medicine  was  permitted  to 
hold  a majority  membership  on  the  board.  As 
first  created  it  was  composed  of  three  regulars, 
two  homeopaths,  one  eclectic  and  one  physico- 
medical  practitioner.  Within  a year  the  member- 
ship was  changed  to  three  regulars,  two  homeo- 
paths and  two  eclectics,  as  it  stands  today. 

The  act  required  all  physicians  in  Ohio  to  sub- 
mit their  credentials  and  receive  certificates  to 
practice  upon  payment  of  a fee  of  five  dollars. 

The  following  credentials  were  deemed  suffi- 
cient: A diploma  from  a school  recognized  by  the 


Herbert  M.  Platter,  M.D.,  Columbus, 
the  author  of  the  accompanying  article, 
has  been  secretary  of  the  Ohio  State 
Medical  Board  for  the  past  18  years. 
Dr.  Platter  was  for  many  years  Treasurer 
of  the  Ohio  State  Medical  Association 
and  was  President  of  the  State  Associa- 
tion during  the  year,  1932-1933. 


State  Medical  Board  or  proof  of  10  years  of  con- 
tinuous practice  of  medicine  and  surgery  in  Ohio. 

For  a period  of  four  years  persons  who  were 
graduates  of  recognized  schools  of  medicine  ob- 
tained a certificate  upon  presentation  of  their 
diplomas  of  graduation.  In  1900  examination  by 
the  board  became  a requirement  for  all  graduates 
of  medicine.  Such  is  the  requirement  at  the 
present  time. 

One  hundred  and  forty  medical  schools  were 
rated  as  in  good  standing  by  the  original  board. 
Approximately  7,000  physicians  received  cer- 
tificates to  practice  upon  presentation  of  their 
credentials  and  700  more  gained  a certificate  by 
proof  of  10  years  of  continued  practice  in  the 
state. 

Our  members  who  deplore  the  overcrowding  of 
the  profession  at  this  time  might  give  a second 
thought  to  these  figures.  At  present  the  number 
of  men  engaged  in  the  practice  of  medicine  in 
Ohio  does  not  quite  reach  9,000.  Is  it  not  possible 
that  many  of  the  duties  and  obligations  imposed 
upon  physicians  then  are  now  being  discharged 
by  other  agencies?  And  is  it  not  possible  that  we 
may  suffer  further  encroachment  into  the  field  of 
medical  practice?  Cultists  we  had  then  as  now; 
no  period  in  medical  history  has  been  free  from 
them. 

The  Flexner  report  published  in  1908  after  in- 
spection of  medical  schools,  showed  many  of  them 
to  be  unworthy  to  be  so  classed.  Boards  of  licen- 
sure amended  their  lists  of  acceptable  schools  and 
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proceeded  to  require  a higher  preliminary  edu- 
cation and  a longer  professional  course. 

The  elevation  and  standardization  of  medical 
education  in  America  has  been  due  to  surveys  by 
fact-finding  committees  composed  of  men  of  high 
professional  standing  and  the  acceptance  of  these 
findings  by  licensing  departments. 

The  agency  now  engaged  in  a survey  of  medical 
schools  in  the  United  States  is  composed  of  repre- 
sentatives of  the  Council  on  Medical  Education 
and  Hospitals  of  the  American  Medical  Associa- 
tion, representatives  of  the  American  Medical 
College  Association  and  the  Federation  of  Licen- 
sing Boards.  Its  report  will  be  made  available  for 


H.  M.  PLATTER,  M.D. 

Secretary,  State  Medical  Board, 
1917 — to  date 


the  guidance  of  departments  of  licensure  within 
another  year.  It  will  probably  result  in  some 
changes  in  the  list  of  medical  schools  now  held  to 
be  acceptable  by  licensing  boards. 

The  exact  status  of  licensing  boards  is  not  gen- 
erally understood  by  the  medical  profession.  It 
should  be  made  clear  that  these  departments  are 
the  only  legal  agencies  empowered  to  issue  cer- 
tificates to  practice.  Their  ready  acceptance  of 
the  findings  of  properly  constituted  survey  com- 
mittees, by  means  of  which  the  quantity  and 
quality  of  medical  education  has  been  advanced, 
is  a tribute  to  the  sincerity  of  purpose  of  the  in- 
dividuals who  represent  us. 

Two  members  of  the  present  board,  Dr.  J.  H.  J. 
Upham,  Columbus,  and  Dr.  Lee  Humphrey,  Malta, 
have  served  for  more  than  20  years.  Two  others, 
Dr.  James  G.  Blower,  Akron,  and  Dr.  J.  R.  Shoe- 
maker, Cuyahoga  Falls,  are  completing  14  years 


of  service.  The  other  members  of  the  present 
board  are:  Dr.  Floyd  C.  Meek,  Cleveland;  Dr.  L. 
T.  Franklin,  Chillicothe,  and  Dr.  Roy  C.  Hunter, 
Wapakoneta. 

A continuous  policy  during  the  years  since  the 
law  was  first  enacted  has  avoided  many  of  the 
pitfalls  and  scandals  of  other  states. 

Perhaps  an  intelligent  criticism  of  licensure,  as 
practiced  in  America,  would  lie  against  the  pro- 
fession for  its  acquiescence  in  giving  recognition 
to  individuals  possessing  less  than  the  required 
preliminary  and  professional  qualifications  ex- 
acted of  the  practitioner  of  medicine. 

The  intent  of  the  law  of  1896  was  to  give  recog- 
nition only  to  the  practitioner  of  medicine  whose 
qualifications  were  found  satisfactory.  The  first 
departure  from,  this  principle  was  in  recognition 
of  the  osteopathic  practitioner  in  1902  upon  a 
lower  educational  plane.  The  second  occurred  in 
the  enactment  of  the  Limited  Practice  Act  of 
1915,  wherein  recognition  is  given  to  individuals 
practicing  a limited  branch  upon  a still  lower  pro- 
fessional requirement  basis. 

Experience  has  shown  that  few  of  them  stay 
within  the  prescribed  field  and  that  regulation  is 
difficult.  Had  we  adhered  to  the  standards  set  by 
Great  Britain  no  recognition  whatsoever,  in  a 
legal  sense,  would  be  accorded  them,  but,  like 
Great  Britain,  we  would  have  them  with  us.  We 
are,  in  a sense,  our  brother’s  keeper,  but  in  quite 
a restricted  sense.  Always  there  has  been  a per- 
centage of  our  population  who  has  a desire  to  heal 
and  a far  greater  percentage  who  likes  to  be 
humbugged. 

It  would  seem  these  things  can  be  accomplished: 
We  can,  by  cooperation  with  other  interested 
bodies,  compel  a high  standard  of  preparation  be- 
fore permission  for  entrance  to  the  examination 
is  given.  We  should  insist  that  no  recognition  be 
given  to  other  types  of  practitioners  of  less  edu- 
cational qualifications. 

The  board,  if  means  were  placed  at  its  disposal 
and  authority  was  vested  in  it,  should  more 
closely  supervise  the  practice  of  men  holding  cer- 
tificates. The  major  function  of  a licensing  de- 
partment is  to  place  the  seal  of  approval  only  on 
men  of  proper  educational  qualifications,  good 
moral  character  and  ethical  practice. 

The  profession’s  advocacy  of  measures  designed 
to  prevent  practice  by  unqualified  individuals  is 
based  upon  the  protection  of  the  public  health, 
but  the  public  misunderstands  and  suspects,  at 
times,  that  we  are  actuated  by  selfish  motives. 
Arrest  and  prosecution  of  individuals  for  viola- 
tions of  our  practice  act  as  required  by  our 
statutes  have  not  been  productive  of  results  com- 
mensurate with  the  expense  and  efforts  put  forth. 
Innumerable  delays,  jury  trials  and  lack  of 
sympathy  on  the  part  of  courts  and  prosecuting 
officers  too  often  have  resulted  in  failure.  Slow 
progress  of  the  case  through  the  courts  because  of 
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a crowded  docket  and  appeals  from  one  court  to 
another  makes  sound  progress  in  the  field  of  en- 
forcement extremely  difficult. 

Lack  of  law  observance  and  inadequate  law  en- 
forcement obtains  in  Ohio  as  elsewhere.  In  fact, 
the  successful  prosecution  of  crimes  by  statute 
and  the  criminal  statutes  generally  has  not  been 
achieved  anywhere.  So  long  as  our  statutes 
recognize  practitioners  of  lower  qualifications  and 
require  the  State  Medical  Board  to  issue  cer- 
tificates to  them,  the  board  must  treat  them  fairly 
when  they  adhere  to  the  requirements  of  the 
statutes,  and  it  must  continue  to  investigate  and 
prosecute  offenders. 

A model  department  of  the  future  will  be  more 
concerned  over  the  preparation  of  the  individual, 
his  character  and  his  ethics,  than  it  will  be  over 
his  school  of  practice.  This  obligation  rests 
equally  on  the  educational  forces  and  those 
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agencies  concerned  with  determining  fitness  for 
practice.  By  insisting  on  quality  of  service  and 
preparation  of  the  individual,  departments  of 
licensure  perform  their  highest  function. 

A crying  need  of  the  present  is  an  agreement 
among  the  states  on  a minimum  of  exchange  of 
credentials  and  a strict  adherence  to  such  agree- 
ment without  the  inter-position  of  additional  re- 
quirements in  one  state  over  another.  A properly 
qualified  licensed  practitioner  by  examination  in 
any  state  should  be  able  to  obtain  licensure  in 
any  other  with  the  least  amount  of  red-tape  con- 
sistent with  sound  administration.  Ohio,  at  this 
writing,  has  reciprocity  with  42  states.  In  some 
of  them  additional  requirements  of  one  sort  or 
another  are  imposed.  The  survey  committee  now 
at  work  could  well  spend  a part  of  its  time  to 
make  a general  recommendation,  which  could  be 
adopted  by  all  states  and  in  this  manner  licensure 
would  be  nationalized. 


Indiana  Post-Graduate  Assembly 

The  annual  post-graduate  course  of  the  Indiana 
State  Medical  Association  and  the  Indiana  Uni- 
versity School  of  Medicine  will  be  held  in  In- 
dianapolis, April  6 to  11,  1936,  with  two  days, 
April  8 and  9,  under  the  complete  charge  of  the 
Indiana  State  Medical  Association,  when  dis- 
cussions will  be  devoted  to  cardiovascular,  renal, 
and  neoplastic  diseases.  Forenoons  will  be  de- 
voted to  clinics;  afternoons  to  didactic  work,  with 
special  emphasis  placed  on  clinical  demonstrations 
and  discussions.  There  will  be  no  registration 
fee.  All  graduate  physicians  in  good  standing  are 
invited  to  attend. 


Congress  on  Malaria 

The  Third  International  Congress  on  Malaria 
will  be  held  at  Madrid,  Spain,  October  12-18, 
1936.  Complete  information  concerning  the  con- 
gress may  be  obtained  by  writing  Dr.  Manuel  G. 
Ferradas,  secretary,  Institute  Nacional  de  Sani- 
dad,  Calle  de  Recoletos,  19,  Madrid,  Spain. 

— oSM  J — 

Announcement  has  just  been  made  by  G.  D. 
Searle  & Co.,  Chicago,  of  the  appointment  of  Dr. 
Albert  L.  Raymond  as  director  of  their  research 
laboratories.  For  the  past  nine  years,  Dr.  Ray- 
mond has  been  connected  with  the  Rockefeller  In- 
stitute of  Medical  Research. 
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PRACTICAL  PREVENTIVE 
MEDICINE 

Editor’s  Note:  The  Committee  on  Preventive  Medicine 

and  Periodic  Health  Examinations  of  the  Ohio  State  Medical 
Association  has  propounded  certain  questions  to  a number 
of  authoritative  physicians  throughout  the  state.  Each  ques- 
tion deals  with  some  problem  in  preventive  medicine.  The 
answers  will  be  published  in  The  Journal  to  assist  all 
physicians  in  determining  how  these  problems  might  be  met. 
The  first  of  this  series  follows : 

* * * 

Q.  In  the  course  of  a periodic  health  examina- 
tion of  a young  married  man,  it  is  brought  out 
that  he  and  his  wife  are  planning  to  have  some 
children.  What  will  you  tell  him  about  the  im- 
portance of  prenatal  care  for  his  wife? 

A.  The  essential  principles  of  prenatal  care 
are : 

1.  Early  careful  complete  physical  examination 
to  discover  any  pathological  conditions  or  ten- 
dencies. 

2.  Frequent  observation  in  order  to  make  an 
early  diagnosis  of  any  pathological  conditions  in- 
duced by  or  occurring  concurrently  with  the 
pregnancy. 

Prenatal  care  should  serve  the  following  pur- 
poses: 

1.  Leads  to  discovery  of  pathological  con- 
ditions and  tendencies  before  pregnancy.  Such 
things  as  infected  tonsils,  decayed  or  infected 
teeth,  uterine  retroversions  should  be  discovered 
at  this  time  and  cared  for.  Pathological  con- 
ditions of  the  kidneys,  disturbances  of  blood  pres- 
sure and  any  tendency  to  anemia  should  be  taken 
care  of  at  this  time. 

2.  Leads  to  discovery  of  any  departure  from 
normal  conditions  induced  by  pregnancy  before 
great  harm  has  resulted.  It  is  of  the  utmost  im- 
portance to  diagnose  and  begin  treatment  of  the 
toxemias  before  they  have  reached  an  advanced 
stage. 

3.  Permits  readjustment  of  the  diet  of  the 
prospective  mother  to  prevent  vitamin  deficiency 
and  provide  vitamin  D (not  adequate  in  any  ordi- 
nary diet). 

4.  Assures  sufficient  mineral  foods  for  both 
mother  and  baby,  particularly  calcium,  phosphorus 
and  iodine. 

5.  Provides  regulation  of  exercise  and  prevents 
or  treats  constipation. 

6.  Permits  checking  of  pelvic  shape  and  capa- 
city, and  determination  of  the  position  of  the 
baby  and  its  relative  size  before  delivery. 

7.  Presents  an  opportunity  for  frequently  em- 
phasizing to  the  patient  the  necessity  for  report- 
ing promptly  to  the  physician  if  certain  signs  or 
symptoms  occur.  Among  the  important  ones  are 
abdominal  pain,  vaginal  bleeding,  rupture  of  the 
membranes,  headache,  dizziness,  oedema  and 
blurred  vision. 

8.  Offers  an  opportunity  for  observation  of 
weight  gain  (normal  20  to  25  pounds)  during 


pregnancy.  Too  rapid  gain  means  either  danger- 
ous over-eating  or  accumulation  of  fluids  in  body 
tissues  (oedema).  Many  of  the  pathological  con- 
ditions of  pregnancy  are  relatively  free  from  dis- 
agreeable or  painful  symptoms  until  they  have 
reached  a late  or  dangerous  stage.  Some  of  these 
are  readily  checked  if  discovered  early. 

— By  A.  J.  Skeel,  M.D.,  Cleveland,  Ohio. 

— oSMj  — 


COMING  MEETINGS 


Ohio  State  Medical  Association,  Cleveland, 
October  7,  8,  9. 

American  Medical  Association,  Kansas  City, 
Mo.,  May  11-15. 

American — 

Academy  of  Ophthalmology  and  Oto-Laryn- 
gology,  New  York,  Sept.  26-Oct.  3. 

Academy  of  Pediatrics,  Kansas  City,  Mo., 
May  11-12. 

Association  of  Anatomists,  Durham,  N.  C., 
April  9-11. 

Association  of  Obstetricians,  Gynecologists 
and  Abdominal  Surgeons,  Breton  Woods,  N.H., 
September  14-16. 

Association  of  Pathologists  and  Bacteriolo- 
gists, Boston,  April  9-10. 

College  of  Surgeons,  Philadelphia,  Pa.,  Octo- 
ber 19-23. 

Dermatological  Association,  Swampscott, 
Mass.,  June  4-6. 

Gastro-Enterological  Society,  Atlantic  City, 
N.  J.,  May  4-5. 

Hospital  Association,  Cleveland,  September 
28-October  2. 

Laryngological  Association,  Detroit,  May 
11-25. 

Neurological  Association,  Atlantic  City, 
June  1-3. 

Radium  Society,  Kansas  City,  Mo.,  May  11- 

12. 

Urological  Association,  Boston,  May  18-21. 

National  Tuberculosis  Association,  New  Or- 
leans, La.,  April  22-25. 

Ohio  Hospital  Association,  Columbus,  April 
14-15. 

Southern  Medical  Association,  Baltimore,  Md., 
November  17-20. 

— OSM  J — 

The  American  Association  on  Mental  De- 
ficiency, composed  of  some  500  educators,  psych- 
ologists, sociologists  and  psychiatrists,  will  hold 
its  60th  annual  meeting  at  the  Hotel  Jefferson, 
St.  Louis,  Mo.,  May  1,  2,  3 and  4.  The  complete 
program  may  be  obtained  from  the  secretary,  Dr. 
Groves  B.  Smith,  Godfrey,  111. 


MEDICAL  ORGANIZATION  LEADERS  IN  ALL  SECTIONS  OF  OHIO 
INVITED  TO  CONFERENCE  IN  COLUMBUS  ON  APRIL  26 


AN  innovation  in  the  activities  of  medi- 
cal organization  in  Ohio  will  take 
place  on  Sunday,  April  26,  when  a 
Mid-Year  Organization  Conference,  spon- 
sored by  the  Ohio  State  Medical  Associa- 
tion, will  be  held  at  the  Deshler-Wallick 
Hotel,  Columbus. 

Those  holding  official  positions  in  the  87 
county  medical  societies  and  academies  of 
medicine  in  Ohio  and  in  the  Ohio  State 
Medical  Association  have  been  asked  to 
attend. 

Those  invited  include : Presidents,  Sec- 
retary-Treasurers, Leg- 
islative Committeemen, 

Public  Relations  Chair- 
men and  Medical  Eco- 
nomics Chairmen  of  all 
county  medical  societies 
and  academies,  and  the 
officers  and  committee- 
men of  the  State  Asso- 
ciation. 

In  other  words,  the 
Council  of  the  State  As- 
sociation wants  the  con- 
ference attended  b y 
physicians  charged  with 
the  responsibility  of 
promoting  and  steering 
the  activities  of  medical 
organization  in  Ohio. 

A program  for  the 
conference  will  be  com- 
pleted within  the  next  few  days  and  a copy 
will  be  sent  to  each  physician  invited  to 
attend. 

It  will  be  accompanied  by  a post  card  on 
which  each  person  invited  will  be  expected 
to  state  whether  he  will  be  able  to  attend, 
so  that  proper  reservations  can  be  made 
by  the  State  Headquarters  Office  for  the 
complimentary  luncheon  in  connection 
with  the  conference. 

In  all  probability  the  meeting  will  start 
about  10  A.  M.  and  last  until  about  4 P.  M. 

Forums  will  be  arranged  on  such  im- 
portant subjects  as:  Medical  Care  of  the 
Indigent,  Legislative  Problems  and  De- 
velopments, Workmen’s  Compensation, 
The  Social  Security  Program  in  Ohio, 
Scope  and  Objectives  of  The  Ohio  State 
Medical  Journal,  Promoting  County  So- 
ciety Attendance  and  Programs,  Import- 
ance and  Functions  of  Public  Relations 
and  Medical  Economics  Committees,  Eco- 


nomic and  Social  Problems,  Annual  Meet- 
ing plans  and  arrangements,  etc. 

Ample  time  will  be  provided  for  round- 
table discussions  and  question-and-answer 
periods. 

The  April  26  conference  will  take  the 
place  of  the  customary  Organization 
Luncheon  held  in  connection  with  the  An- 
nual Meeting  of  the  State  Association  at 
which  there  always  was  insufficient  time 
for  appropriate  and  full  discussion  of  im- 
portant problems  confronting  medical  or- 
ganization. 

In  general,  the  pur- 
pose of  the  Mid-Year 
Organization  Confer- 
ence is  to  give  organi- 
zation leaders  an  oppor- 
tunity to : 

1.  Meet  and  confer 
with  the  officers  and 
committeemen  of  the 
State  Association. 

2.  Hear  discussions 
on,  and  discuss,  some  of 
the  serious  problems 
confronting  the  medical 
profession  and  offer 
recommendations  for 
new  activities  by  medi- 
cal organization. 

3.  Exchange  views 
and  ideas  with  medical 
organization  leaders  in 

other  communities. 

4.  Learn  more  about  the  activities  of 
the  local  units  of  medical  organization  and 
of  the  State  Association. 

An  effort  has  been  made  by  those  pre- 
paring the  schedule  of  discussions  to  se- 
lect subjects  which  are  of  general  interest 
and  outstanding  importance.  Obviously, 
because  of  the  limited  time  permitted  for 
the  conference,  the  program  must  be  con- 
fined to  the  more  important  questions,  and 
necessarily,  definite  problems. 

The  talks  and  discussions  will  be  by 
Ohio  physicians — no  outsiders — and  on 
subjects  pertinent  to  situations,  develop- 
ments and  problems  in  Ohio. 

The  Mid-Year  Organization  Conference 
can  be  a big  success  or  a dismal  failure. 
It  is  an  experiment.  The  outcome  will  de- 
pend on  how  many  leaders  in  medical  or- 
ganization attend  and  the  degree  of  in- 
terest demonstrated  by  those  attending. 
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ECONOMICS-PROFESSIONAL  RELATIONS- 
ORGANIZATION  PROBLEMS 


The  “Who’s  Who  In  This  Issue”,  published 
elsewhere  in  the  April  issue  of  The  Journal,  is  an 

A similar  column  will 
be  published  monthly. 

In  this  feature  an 
effort  is,  and  will  be, 
made  to  summarize  per- 
tinent professional  and 
educational  data  regarding  contributors  of 
articles  published  in  The  Journal  so  that  readers 
will  be  informed  of  the  qualifications  of  each  con- 
tributor. 

It  is  obvious  that  an  essayist  can  speak  with 
authority  and  confidence  if  he  has  the  proper 
qualifications  and  experience  as  a background. 

The  cooperation  of  future  contributors  in  sup- 
plying biographical  data  promptly  on  request  will 
be  appreciated  by  The  Journal. 

— OSMJ  — 

Whenever  you  are  called  upon  to  prepare  a 
paper  or  to  serve  on  a committee,  do  not  hold  back 
thinking  that  some  other  member  might  possibly 
do  a better  job.  Give  your  society  the  best  that  is 
in  you.  In  this  way  our  local  societies  will  flour- 
ish, and,  in  the  same  measure,  so  will  flourish 
our  state  and  national  organizations. — Dr.  Charles 
G.  Morgan,  president,  West  Virginia  State  Medi- 
cal Association. 

— OSM  J — 


innovation. 

Pertinent  Facts 
Regarding  Journal 
Contributors 


Elsewhere  in  this  issue  of  The  Journal  is  an 
article  summarizing  the  projects  which  will  be 
carried  on  in  Ohio  under  the  public  health  pro- 
visions of  the  Social 

Local  Activity  In  Security  Act. 

The  State  Depart- 
ment of  Health  has 
Program  Essential  selected  certain  coun- 

ties where  these  pro- 
grams will  be  started  as  soon  as  Federal  funds 
have  been  allocated  to  Ohio. 

The  officers  of  the  county  medical  society  in 
each  of  the  counties  listed  should  do  two  things 
immediately: 

1.  Designate  a standing  or  special  committee 
to  represent  the  medical  profession  in  local  Social 
Security  activities. 

2.  See  to  it  that  the  county  health  commis- 
sioner is  contacted;  offered  the  cooperation  of  the 
county  society;  and  urged  to  consult  with  the 
society  frequently  on  matters  of  policy  and  pro- 
cedure. 

The  Committee  on  Public  Policy  of  the  State 


Social  Security 


Association  has  been  in  close  touch  with  officials 
of  the  State  Department  of  Health.  It  will  con- 
tinue to  confer  with  such  officials  and  offer  them 
advice  and  assistance. 

It  is  most  essential  that  medical  organization 
take  an  active  interest  in  this  program  and  fol- 
low alertly  the  initiation  and  administration  of 
local  projects. 

Let’s  be  practical.  Difficulties  are  not  antici- 
pated. However,  the  danger  of  misunderstand- 
ings can  be  minimized  by  prompt  interest  and 
activity  on  the  part  of  the  medical  profession. 

— OSMJ  — 


Next  to  knowing  when  to  seize  an  opportunity, 
the  most  important  thing  in  life  is  to  know  when 
to  forego  an  advantage. — Disraeli. 

— OSMJ  — 

Discerning  readers  will  note  that  33  articles 
published  this  month  in  the  department  on  county 
society  activities  and  meetings  were  furnished 

The  Journal  by  county 


There9 re  Plenty  of 
Bouquets  Left; 
Who9 s Next? 


society  secretaries  or 
through  society  bul- 
letins. 

A check  of  the  April, 
1935  issue  of  The  Jour- 
nal revealed  that  only  eight  local  secretaries  con- 
tributed news  for  the  county  society  department. 

This  is  tangible  evidence  of  progress. 

It  reveals  that  active  interest  in  the  affairs  of 
medical  organization  is  increasing  at  a rapid  pace. 

This  manifestation  of  interest  and  enthusiasm 
on  the  part  of  so  many  county  society  secretaries 
is  encouraging  to  those  who  fully  realize  the 
tremendous  need  for  strong  and  alert  organized 
activity  during  the  ensuing  months. 

If  30  secretaries  are  enthusiastic  enough  to 
devote  time  and  energy  to  supplying  news  for  The 
Journal , they  are  going  to  be  on  the  job  when  it 
comes  to  carrying  the  ball  on  other  important  ac- 
tivities. 

It  is  hoped  that  the  pep  and  enthusiasm  dis- 
played by  this  large  number  of  secretaries  will 
become  infectious  and  that  others  will  join  the 
honor  roll  next  month  and  during  ensuing  months. 

The  membership  should  know  what  is  going  on 
in  all  parts  of  the  state.  The  county  society  de- 
partment is  the  best  medium  for  dissemination  of 
such  news. 

This  month’s  bouquets  go  to  the  secretaries  of 
the  following  counties : Clermont,  Fayette,  Clark, 
Darke,  Miami,  Preble,  Hancock,  Hardin,  Marion, 
Defiance,  Putnam,  Ashtabula,  Medina,  Lorain, 
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Portage,  Mahoning,  Summit,  Jefferson,  Colum- 
biana, Athens,  Washington-,  Gallia,  Hocking, 
Crawford,  Pickaway,  Muskingum,  Scioto,  Morrow, 
Ashland  and  Montgomery,  and  the  editors  of  the 
bulletins  of  the  Cleveland,  Cincinnati  and  Toledo 
academies. 

— OSMJ  — 

We  should  not  consider  the  American  Medical 
Association  as  a substitute  for  our  own  efforts, 
but  only  as  a supplement  to  the  efforts  of  each 
individual  physician,  each  county  medical  society 
and  the  state  medical  society  of  our  own  state. — 
Wisconsin  State  Medical  Journal. 

— OSMJ — . 


A member  of  a county  medical  society  auto- 
matically becomes  a member  of  the  Ohio  State 
Medical  Association  and  the  American  Medical 

Association,  but 

Whys  and  Wherefores  not  a Fellow  of 

t r,  7 . the  American 

of  Fellowship  Medical  Associa_ 

in  A.  M.  A.  tion. 

This  point  is 

important  to  physicians  who  are  planning  to  at- 
tend the  A.M.A.  meeting  at  Kansas  City,  May 
11-15,  as  none  but  Fellows  or  invited  guests  are 
permitted  to  register  or  take  part  in  the  annual 
A.M.A.  meeting. 

All  members  of  the  American  Medical  Asso- 
ciation in  good  standing  are  eligible  to  apply  for 
fellowship.  The  dues  are  $7.00  per  year,  which 
include  a subscription  for  one  year  to  The  Journal 
of  the  A.M.A. 


Fellows  who  desire  to  do  so  are  permitted  to 
substitute  one  of  the  special  journals  published 
by  the  A.M.A.,  for  The  Journal  of  the  A.M.A. 
If  the  subscription  price  of  the  special  journal 
selected  is  larger  than  the  subscription  price  of 
The  Journal,  the  full  subscription  for  the  special 
journal  selected  must  be  paid.  If  the  subscription 
price  of  the  special  journal  is  less  than  that  of 
The  Journal  of  the  A.M.A.,  the  sum  of  $7.00  per 
year  must  be  paid. 

At  the  annual  meeting  of  the  American  Medi- 
cal Association  held  in  Atlantic  City  last  May,  it 
was  reported  that  as  of  December  31,  1934,  3,297 
of  the  5,356  members  of  the  Ohio  State  Medical 
Association  were  Fellows  of  the  A.M.A.  Current 
figures  are  not  available. 

A copy  of  The  Jouy'nal  each  week  is  well  worth 
the  outlay  of  $7.00  yearly  involved  in  becoming  a 
Fellow  of  the  A.M.A.  Aside  from  that,  it  should 
appeal  to  the  pride  of  every  member  to  become  a 
Fellow  and  thus  know  that  he  is  doing  his  part 
in  actively  supporting  an  organization  which  has 
accomplished  much  and  will  accomplish  more  for 
the  medical  profession. 

Applications  for  fellowship  accompanied  by  a 
check  for  $7.00  should  be  addressed  to  the  Ameri- 
can Medical  Association,  535  North  Dearborn  St., 
Chicago,  111. 


The  legislative  committeeman  of  each  county 
medical  society  has  been  mailed  a brochure  pre- 
pared by  the  Committee  on  Public  Policy  of  the 

State  Association. 

It  summarizes  the 
duties  of  a legislative 
committeeman  and  sug- 
gests avenues  of  ac- 
tivity. 

This  is  the  first  step  in  the  campaign  of  the 
State  Association  to  arouse  greater  interest  and 
activity  among  the  physicians  of  Ohio  in  legisla- 
tive and  governmental  affairs. 

Why  such  a campaign  should  be  undertaken  at 
this  time  is  obvious. 

This  is  a general  election  year  when  county, 
state  and  national  public  officials  will  be  elected. 
The  party  primaries  are  near  at  hand.  The  92nd 
General  Assembly,  the  members  of  which  will  be 
elected  in  November,  will  convene  in  regular 
session  early  in  1937. 

The  tense  situation  which  has  developed  in  the 
relationship  between  government  and  the  in- 
dividual citizen  makes  the  forthcoming  general 
election  unusually  important. 

Organized  medicine  must  be  on  the  job. 

This  means  that  all  the  responsibility  and  all 
the  work  must  not  be  shoved  onto  the  shoulders 
of  the  legislative  committeeman.  Each  commit- 
teeman must  have  the  active  support  and  coopera- 
tion of  all  the  members  of  his  society. 

Now  is  the  time  for  each  member  to  volunteer 
his  services  and  get  into  the  harness.  Don’t  wait 
to  be  asked;  volunteer.  Don’t  wait  until  matters 
go  haywire;  then  criticize.  This  is  not  a one-man 
job;  it’s  everybody’s. 

— OSMJ  — 

Public  sentiment  is  everything.  With  public 
sentiment  nothing  can  fail:  without  it,  nothing 
can  succeed.  Consequently  he  who  molds  public 
sentiment  goes  deeper  than  he  who  enacts  statutes 
or  pronounces  decisions.  He  makes  statutes  and 
decisions  possible  or  impossible  to  be  executed. — 
Abraham  Lincoln. 

— OSMJ  — 


Public  Relations 
Work  Not  a 
One-Man  Job 


No  one  has  ever  been 
and  where  lightning  will 
It  is  equally  true  that 

Who  Knows  Where 
the  Lightning 
Will  Strike? 


able  to  figure  out  when 
strike. 

no  one  can  ever  be  sure 
that  sometime  he  will 
not  have  to  sit  across 
the  conference  table 
from  those  whose  ac- 
quaintanceship has 
meant  little  or  noth- 


ing up  to  that  time. 

That’s  one  reason  for  effective  public  relations 
on  the  part  of  medical  organization  and  why 
every  county  medical  society  should  have  an  alert 
Committee  on  Public  Relations. 

The  multiple  dealings  which  the  medical  pro- 
fession has  been  compelled  to  carry  on  with  gov- 
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ernmental  agencies  during  the  past  few  years 
have  served  to  emphasize  the  importance  of  main- 
taining close  contacts  with  those  in  public  office. 

Probably  without  realizing  it,  the  medical  pro- 
fession has  overlooked  many  bets. 

For  example,  it  would  be  interesting  to  know 
how  many  physicians  can  even  call  by  name  the 
members  of  the  board  of  county  commissioners  of 
their  county.  It  would  be  more  interesting  to 
know  just  how  many  physicians  made  any  effort 
to  learn  anything  about  the  qualifications  of  those 
elected  to  that  board  at  the  last  county  election. 
How  many  county  medical  societies  have  made  it 
a point  from  time  to  time  to  contact  the  county 
commissioners  and  offer  them  cooperation  on  pub- 
lic health  and  medical  matters  within  the  board’s 
jurisdiction? 

Once  this  did  not  seem  important.  Now  the 
picture  is  different. 

Under  the  new  State  Poor  Relief  Act,  the  board 
of  county  commissioners  of  each  county  is  the 
principal  administrative  agency  and  handles  all 
funds  used  in  carrying  on  relief  activities. 

Those  county  medical  societies  which  have  had 
friendly  contacts  with  the  county  commissioners 
over  a period  of  years  doubtless  will  have  little 
difficulty  in  getting  the  commissioners  to  see  the 
necessity  for  a sound  and  properly  financed  medi- 
cal program  for  the  poor. 

This  is  but  one  example  of  why  a well-rounded 
public  relations  program  must  be  established  by 
every  county  medical  society. 

The  lightning  may  strike  in  another  spot  to- 
morrow. 

— OSMJ  — 

The  supreme  challenge  of  the  present  crisis  is 
to  the  ranks  of  the  profession.  Never  before  has 
there  been  greater  need  to  warn  against  the  dan- 
gers of  the  “house  divided  against  itself”.  Never 
a greater  need  for  unity  of  purpose!  Personalities, 
petty  jealousies,  the  “Chauvinism  in  Medicine”  to 
which  Osier  referred,  must  be  submerged. — De- 
troit Medical  News. 

— OSM  J — 

When  one  gets  down  to  brass  tacks  in  analyzing 
the  question  of  socialized  medicine,  he  finds  that 
simple  arithmetic  cuts  quite  a figure  and  cannot 

be  ignored. 

Simple  Arithmetic  Ardent  proponents 

of  “complete  medical 
service  at  public  ex- 
on  State  Medicine  pense”  use  statistics 

and  figures  liberally. 

Frequently  these  data  are  quite  convincing  to 
the  casual  listener  unless  he  takes  the  time  to  do  a 
little  addition,  subtraction  and  multiplication  him- 
self. 

The  Wisconsin  State  Medical  Journal  recently 
called  the  turn  on  Mr.  Bower  Aly,  author  of  the 
High  School  Debate  Handbook,  who  in  a radio  de- 


and Propaganda 


bate  placed  great  emphasis  on  a statement  made 
by  advocates  of  socialized  medicine,  that  a pro- 
gram of  complete  medical  care  available  to  every 
person  would  actually  cost  only  10  cents  per  day, 
per  person: 

“This  ardent  debater  for  the  affirmative  of  the 
debate  question  on  the  subject  of  ‘complete  medi- 
cal service  at  public  expense’,  like  the  salesman 
advocating  installment  buying,  tried  to  envelop 
the  true  cost  of  this  ‘complete  medical  service’  in 
a cloud  of  ambiguity. 

“The  aggregate  total  would  not  be  so  appealing 
to  the  public.  At  the  rate  suggested  by  Mr.  Aly 
and  the  League  for  Socialized  Medicine,  the  cost 
to  Wisconsin  for  a given  year  would  be  $36.50 
per  person  per  year  or  an  annual  cost  of  $107,- 
273,719  for  Wisconsin. 

“We  wonder  what  the  radio  audience’s  reaction 
would  have  been  had  Mr.  Aly  told  them  what  the 
aggregate  total  for  the  United  States  would  be 
at  the  rate  of  10  cents  per  day,  per  person — 
$4,481,289,179  per  year.” 

For  those  who  may  be  interested,  such  a pro- 
gram would  cost  the  State  of  Ohio,  $247,944,500 
annually,  based  on  1933  census  figures. 

— OSM  J — 

The  sickest  of  all  patients  is  the  mental  patient. 
— Indiana  State  Medical  Journal. 


— OSM  J — 


Hitting  happy  mediums  is  just  as  essential  in 
medical  organization  as  in  other  lines  of  activity, 
whether  personal  or  collective. 

Especially  during 

Economic  Aspects  of 
Medical  Practice  Can 
Be  Over-Emphasized 


the  past  few  years 
much  stress  has  been 
placed  on  the  busi- 
ness side  of  the 
practice  of  medicine. 
Medical  organization  has  paid  more  attention  to 
that  phase  of  organized  activity.  Conditions  have 
been  acute  and  consideration  of  economic  ques- 
tions has  been  essential.  In  fact,  too  little  time 
and  attention  had  been  given  to  such  subjects  in 
the  past  by  the  organized  medical  profession 
generally,  although  this  criticism  is  hardly  ap- 
plicable to  Ohio  where  medical  economics  has  been 
the  subject  of  studious  consideration  and  debate 
for  many  years. 

There  is  some  danger  at  present  of  an  over- 
emphasis of  economic  factors  in  comparison  to 
the  amount  of  time  and  activity  devoted  to  edu- 
cational and  scientific  phases  of  medicine. 

The  levelling-off  period  has  arrived  when  medi- 
cal organization  must  decide  on  a happy  medium. 

Continued  emphasis  must  be  placed  on  economic 
and  social  problems  and  developments  but  an 
equal  amount  of  stress  must  be  placed  on  other 
aspects  of  the  practice  of  medicine. 

The  following  interesting  comment  in  line  with 
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the  above  was  carried  in  a recent  issue  of  the 
Indiana  State  Medical  Journal.  Dr.  Rice  may 
have  been  a bit  too  severe  in  his  criticism.  Never- 
theless, the  sentiment  behind  his  remarks  is  sound 
and  to  the  point.  Quoting  in  part: 

“Dr.  Thurman  B.  Rice,  in  discussing  ‘Thee  and 
Me’,  in  the  December  Bulletin  of  the  Indiana 
Division  of  Public  Health,  has  this  to  say  about 
medical  societies:  ‘The  medical  society  which 

gives  the  major  part  of  its  time  to  the  discussion 
of  fees  and  lamentations  concerning  its  own  hard 
lot  is  like  a neurasthenic  woman,  and  not  worth  a 
tinker’s  dam  to  the  community  it  is  supposed  to 
serve.  It  had  better  be  discussing — most  of  the 
time  at  least — the  ways  and  means  by  which  in- 
dividuals, families,  and  communities  may  be  led 
back  to  the  state  of  health.’ 

“We  are  quite  in  accord  with  Dr.  Rice  about 
this  thing;  too  many  of  our  county  societies  had 
an  ‘economic  complex’  a year  or  two  ago.  In  our 
own  local  group,  what  with  every  regular  meet- 
ings given  over  to  this  subject,  plus  several  spe- 
cial sessions  for  the  same  purpose,  we  had  at  least 
ten  consecutive  meetings  given  over  to  various 
economic  problems,  with  the  result  that  our  at- 
tendance dwindled  almost  to  the  vanishing  point. 
Numerous  members  openly  rebelled,  stating  that 
if  and  when  we  returned  to  a discussion  of  medi- 
cal problems  they  would  resume  active  interest  in 
the  society.  It  is  all  very  well  to  devote  an  oc- 
casional meeting  to  the  discussion  of  business 
phases  of  our  profession,  but  we  believe  that  it  is 
easily  overdone.  We  must  not  overlook  the  perti- 
nent fact  that  our  job  is  a health  job,  and  that 
matters  economic  are  purely  secondary.” 


— OSMJ  — 


The  physician  who  devotes  himself  whole- 
heartedly to  his  profession — who  gives  his  best 
to  his  patients — who  builds  on  the  solid  rock  of 
professional  excellence — has  little  to  fear  in  the 
long  run  as  far  as  he  himself  is  concerned. — De- 
troit Medical  News. 

— OSMJ  — 


According  to  California  and  Western  Med- 
cine,  if  physcians  will  learn  to  observe  the  foi- 


ling advice  they  will 

Important  “Donts” 
Recommended  for 
All  Physicians 


save  themselves  much 
trouble : 

Don’t  assign  ac- 
counts to  a collect- 
ion agency  until  you 
ascertain  the  stand- 
ing and  reputation 


of  the  agency.  . 

Don’t  fall  for  “directories”  that  promise  you 
business  if  you  will  pay  a certain  sum  for  listing 


your  name. 

Don’t  take  out  an  insurance  policy  because  you 
are  given  a promise  of  appointment  as  a medical 
examiner  or  member  of  their  panel  of  physicans. 

Don’t  operate  on  a minor  without  written  con- 
sent of  the  parent  or  guardian. 

Don’t  perform  a sterilization  operation  on  a 
minor  without  a court  order.  On  those  who  have 
attained  their  majority,  secure  written  consent. 

Don’t  operate  on  anyone  without  a clear  and 


full  understanding  as  to  the  nature  of  the  oper- 
ation. 

Don’t  sue  for  an  account  till  the  period  of  limi- 
tations has  expired. 

Don’t  report  on  services  rendered  to  life  ins- 
urance companies  without  patient’s  consent. 

Don’t  make  affidavits  until  you  know  their 
purpose. 

Don’t  fail  to  obtain  consultation  or  advice  when 
you  are  in  doubt. 

Don’t  violate  patients’  confidential  physcian- 
patient  relationship. 

Don’t  fail  to  keep  accurate  records. 

Don’t  be  an  easy  mark  in  falling  for  agents’ 
representations. 

Don’t  sign  till  you  know  what  you  are  signing. 

Don’t  fail  to  consult  your  investment  banker 
before  investing  in  any  business  or  promotion 
scheme. 

Don’t  prescribe  narco-tics  for  transient  persons. 

Don’t  sign  a death  certificate  if  you  have  not 
seen  the  patient  within  36  hours  before  death. 
Call  the  coroner. 

Don’t  neglect  carrying  indemnity  defense  in- 
surance. 

Don’t  break  the  Golden  Rule. 

— oSMJ  — 

Splendid  Program  Arranged  For  Second 
Councilor  District  Meeting,  Springfield, 
April  15 

A large  attendance  is  anticipated  at  the  Second 
Councilor  District  meeting  to  be  held  at  Spring- 
field,  Wednesday,  April  15. 

Clinical  sessions  will  be  conducted  at  City  Hos- 
pital beginning  at  10:00  A.M. 

Dr.  Walter  M.  Simpson,  Dayton,  will  speak  at 
the  luncheon  at  noon. 

Dr.  George  M.  Curtis,  College  of  Medicine, 
Ohio  State  University,  will  lecture  in  the  after- 
noon. Arrangements  are  being  made  for  several 
other  prominent  speakers  at  the  afternoon  session. 

Dr.  Morris  Fishbein,  editor  of  The  Journal  of 
the  American  Medical  Association,  will  speak  at 
the  banquet  to  be  held  at  the  Shawnee  Hotel  in 
the  evening. 

Arrangements  for  the  meeting  are  in  charge  of 
Dr.  D.  W.  Hogue,  Springfield,  Councilor  for  the 
Second  District,  with  members  of  the  Clark 
County  Medical  Society  acting  as  hosts. 

District  officers  assisting  Dr.  Hogue  are:  Dr. 
C.  C.  Hussey,  Sidney,  president;  Dr.  H.  R.  Huston, 
Dayton,  secretary;  Dr.  Herbert  S.  Hanning, 
Dayton,  treasurer. 

— OSMJ  — 

The  Committee  on  Scientific  Research  of  the 
American  Medical  Association  invites  applica- 
tions for  grants  in  modest  sums  to  aid  in  research 
on  clinical  problems  in  medicine.  Forms  are  ob- 
tainable by  addressing  the  committee,  535  North 
Dearborn  Street,  Chicago,  111. 


BEST  AUTO  ROUTES  AND  MILEAGE  FROM  POINTS  IN  OHIO  TO 
KANSAS  CITY,  MO.,  SCENE  OF  A.M.A.  MEETING  IN  MAY 


DOUBTLESS  many  Ohio  physicians  are 
making  plans  to  attend  the  Annual  Ses- 
sion of  the  American  Medical  Association 
to  be  held  at  Kansas  City,  Missouri,  May  11-15, 
1936. 

It  is  anticipated  that  a large  number  will  desire 
to  make  the  trip  to  Kansas  City  a vacation  jaunt; 
perhaps  taking  their  families  for  their  annual 
outing. 

If  so,  they  may  motor  to  the  meeting. 

For  the  benefit  of  Ohio  physicians  who  will 
make  the  journey  by  auto,  The  Journal  has 
rounded  up  pertinent  information  on  the  best 
automobile  routes,  mileage,  etc.,  from  key  points 
in  Ohio  to  Kansas  City. 

C.  L.  Clark,  manager,  Tours  and  Foreign  Travel 
Division,  Columbus  Automobile  Club,  assisted  in 
preparation  of  the  map,  published  on  the  front 
cover  of  this  issue,  and  in  digging  up  the  follow- 
ind  data  on  routes  and  points  of  interest  en 
route: 

FROM  THE  TOLEDO  AREA 

The  following  route  is  suggested  for  those  from 
the  Toledo  Area:  U.S.  24  from  Toledo  to  Chenoa, 
111.,  U.S.  66  to  Springfield,  U.S.  36  to  Cameron, 
Mo.,  and  U.S.  69  to  Kansas  City.  Total  mileage 
from  Toledo,  719. 

Many  points  of  interest  are  to  be  found  en 
route.  At  Fort  Wayne  is  the  Old  Fort  Park,  con- 
taining a monument  commemorating  the  achieve- 
ments here  of  General  Anthony  Wayne,  as  well  as 
those  of  the  soldiers  of  1812,  the  Civil  War  and 
the  Spanish  American  War.  Lincoln  Museum,  of 
the  Lincoln  Historical  Research  Foundation,  lo- 
cated in  the  Lincoln  National  Life  Insurance 
Building,  contains  Lincoln  material,  books,  manu- 
scripts, pictures  and  16  holograph  Lincoln  letters. 

Bloomington,  Illinois,  is  the  location  of  the 
Illinois  State  Normal  School  and  of  Illinois  Wes- 
leyan University. 

At  Springfield,  the  capital  of  the  state,  is  Lin- 
coln House,  the  only  home  Lincoln  ever  owned.  It 
is  preserved  as  nearly  as  possible  in  its  original 
condition  and  is  open  to  the  public.  Lincoln’s 
tomb  and  monument  may  also  be  visited  in  Oak 
Ridge  Cemetery. 

Hannibal,  Mo.,  is  the  boyhood  home  of  Mark 
Twain.  It  is  located  at  206  Hill  Street  and  is  now 
maintained  as  a memorial.  Mark  Twain  Cave  is 
located  two  miles  south  of  the  city  and  was  made 
famous  by  the  story  “Tom  Sawyer”. 

Good  hotel  accommodations  are  available 
throughout  the  route:  At  Fort  Wayne,  the 

Anthony  or  the  Keenan  afford  excellent  accom- 


modations. The  Illinois  Hotel  at  Bloomington,  the 
Leland  or  St.  Nicholas  at  Springfield,  and  the 
Mark  Twain  or  Windsor  at  Hannibal,  Mo.,  are 
also  first-class  hotels. 

FROM  NORTHEASTERN  OHIO 

U.S.  42  to  the  intersection  of  U.S.  40  just  west 
of  Columbus,  U.S.  40  to  Kansas  City.  Mileage 
from  Cleveland,  805.  An  optional  route  may  be 
followed  from  Indianapolis  avoiding  St.  Louis: 
U.S.  36  to  Cameron,  Mo.,  and  U.S.  69  to  Kansas 
City.  Mileage  from  Cleveland,  829. 

Greenfield,  Indiana,  is  the  birthplace  of  James 
Whitcomb  Riley.  Riley  Memorial  Park  is 


Requests  for  hotel  reservations  for  the 
A.M.A.  session  at  Kansas  City  should  be 
addressed  to  the  chairman  of  the  Housing 
Committee,  Dr.  Ira  H.  Lockwood,  in  care  of 
the  Chamber  of  Commerce,  1028  Baltimore 
Avenue,  Kansas  City,  Mo. 

A complete  list  of  hotels  and  rates  ap- 
peared on  page  39  of  the  advertising  section 
of  the  January  11  issue  of  The  Journal  of 
the  American  Medical  Association,  and  on 
page  29  of  the  January  25  issue. 


traversed  by  Brandywine  Creek,  with  its  “Old 
Swimmin’  Hole”,  made  famous  by  the  Hoosier 
poet. 

At  Indianapolis,  the  state  capital,  are  the  Sol- 
diers’ and  Sailors’  Monument,  World  War  Mem- 
orial Plaza,  Indianapolis  Motor  Speedway,  and 
Fort  Benjamin  Harrison,  10  miles  northeast,  one 
of  the  largest  army  posts  in  the  country. 

The  St.  Louis  Art  Museum  is  one  of  the  four 
best  in  the  United  States.  Jefferson  Memorial 
houses  a collection  of  articles  and  relics  of  the 
Mound  Builders,  relics  of  the  pioneers  of  the  early 
days  and  a large  collection  of  Col.  Chas.  A.  Lind- 
bergh’s trophies.  The  zoological  gardens  in  Forest 
Park,  Grant’s  Cabin,  and  the  Old  Courthouse  are 
also  major  points  of  interest. 

At  Columbia,  Mo.,  will  be  found  the  University 
of  Missouri,  the  oldest  university  in  the  West. 

At  Booneville,  Mo.,  are  Kemper  Military  Acad- 
emy, oldest  in  the  West,  and  Missouri  State  Re- 
formatory. 

Good  hotel  accommodations  can  be  found  at  the 
following  locations. 

Indianapolis — Claypool,  Antlers,  Spink  Arms, 
Lockerbie. 
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Terre  Haute — Deming,  Terre  Haute  House. 

St.  Louis — Coronado,  Jefferson,  Chase,  Lennox, 
Mayfair,  Statler. 

SOUTHEASTERN  AND  SOUTHERN  OHIO 

U.S.  50  to  St.  Louis;  U.S.  40  to  Kansas  City. 
Mileage  from  Marietta,  810,  from  Cincinnati,  607. 

On  the  southern  route,  an  optional  route  is 
available  from  Versailles,  Indiana.  This  route  is 
via  Madison,  Scottsburg,  Paoli  and  rejoins  U.S. 
50  at  Shoals,  Indiana.  It  adds  30  miles  but  af- 
fords a visit  to  Clifty  Falls  State  Park  at  Madi- 
son, which  is  located  in  one  of  the  most  pictures- 
que sections  of  the  Ohio  River.  West  Baden  and 
French  Lick,  world  famous  pleasure  and  health 
resorts,  can  also  be  visited  on  this  alternate  route. 

At  Vincennes  is  Territorial  Hall,  first  capitol 
of  the  Indiana  territory,  now  Harrison  Park, 
probably  erected  about  1800.  It  was  the  scene  of 
the  first  meeting  of  the  Territorial  Legislature  in 
1805.  Some  of  the  original  furnishings  have  been 
preserved  and  the  restoration  has  been  faithful  to 
the  original  appearance.  The  oldest  library  in 
Indiana  is  also  located  here,  containing  5,000 
volumes,  half  of  which  wei*e  printed  before  1700. 
The  oldest  books  on  the  shelves  bear  the  dates, 
1476,  1477,  1483  and  1489. 

Salem  is  the  birthplace  of  William  Jennings 
Bryan  and  the  Bryan  Memorial  Park  contains  his 
residence,  now  a museum,  in  which  are  relics  of 
the  Great  Commoner. 

Eight  miles  east  of  Belleville  is  Scott  Field,  a 
U.S.  training  field  for  airship  pilots.  Here  may 
be  seen  one  of  the  country’s  largest  airship  han- 
gars. Signal  Hill  at  the  western  city  limits,  for- 
merly an  Indian  signalling  point,  affords  a splen- 
did view. 

Good  hotel  accommodations  at  the  following 
locations : 

Madison,  Ind. — Clifty  Inn 

Bedford,  Ind. — Greystone 

Vincennes,  Ind. — Lincoln 

Columbia,  Mo. — Sinclair  Pennant  Hotel. 

CENTRAL  OHIO  AREA 

U.S.  40  leading  into  or  out  of  Columbus  or  U.S. 
42  to  the  intersection  of  U.S.  40  just  west  of  Co- 
lumbus. Mileage  from  Columbus,  680.  An  op- 
tional route  may  be  followed  from  Indianapolis 
avoiding  St.  Louis:  U.S.  36  to  Cameron,  Mo. 

and  U.S.  69  to  Kansas  City.  Mileage  from  Co- 
lumbus, 704. 

It  will  be  advisable  to  check  the  above  routings 
with  local  AAA  Clubs  for  latest  reports  on  road 
conditions. 

— OSMJ  — 

Mr.  Raymond  Hertwig,  who  was  secretary  of 
the  Committee  on  Foods  of  the  American  Medical 
Association  since  the  committee’s  organization  in 
1930,  has  become  associated  with  The  Borden 
Company. 


DO 

YOU  KNOW 
THAT 

9 


MANY  members,  knowing  of  the  facilities 
of  the  State  Headquarters  Office  of  the 
Ohio  State  Medical  Association,  write 
that  office  for  information  on  professional  and 
medico-legal  questions. 

Some  of  the  questions  recently  received  by  the 
Columbus  office,  and  promptly  answered,  are: 
What  may  osteopaths  and  chiropractors  legally 
do  in  Ohio? 

Are  certain  acts  violations  of  the  Medical  Prac- 
tice Act  and  how  may  violators  be  prosecuted? 

What  are  the  legal  limitations  of  nurses  em- 
ployed in  industrial  plants? 

What  is  the  provision  in  the  code  of  ethics  re- 
garding consultation  with  cultists  and  irregular 
practitioners? 

What  is  the  provision  on  medical  care  in  the 
new  poor  relief  act? 

Is  a certain  collection  agency  reliable?  Is  a 
certain  insurance  company  reliable? 

What  are  the  requirements  of  the  new  Uniform 
Narcotic  Law?  the  Federal  Narcotic  Law? 

How  may  I secure  a license  to  practice  in  a cer- 
tain state  through  reciprocity?  On  what  basis 
does  Ohio  reciprocate  with  certain  states? 

Is  it  necessary  to  obtain  consent  of  county 
authorities  for  an  autopsy  on  the  body  of  an  old 
age  pensioner? 

What  are  the  chief  legal  points  concerning 
birth  control? 

Does  a certain  act  constitute  a violation  of  the 
code  of  ethics? 

Everyday  questions  similar  to  the  above  are 
answered  by  your  State  Headquarters  Office, 
either  from  available  data  of  through  cooperation 
with  the  various  state  and  federal  agencies. 

This  is  valuable  service  that  goes  with  member- 
ship in  the  State  Association. 

- — OSMJ  — 

The  following  Ohio  physicians  are  members  of 
committees  of  the  Radiological  Society  of  North 
America  for  1936:  Dr.  Bernard  H.  Nichols,  Cleve- 
land, executive  committee;  Dr.  Edgar  P.  Mc- 
Namee,  Cleveland,  radiologists-hospital  commit- 
tee; Dr.  U.  V.  Portmann,  Cleveland,  sub-chair- 
man, standardization  of  X-ray  measurements  com- 
mittee. Dr.  Ellis  R.  Bader,  Cincinnati,  and  Dr. 
McNamee  are  councilors. 


STATE  DEPARTMENT  OF  HEALTH  FORMULATES  PUBLIC  HEALTH 
PROJECTS  FOR  OHIO  UNDER  SOCIAL  SECURITY  ACT 


OFFICIALS  of  the  State  Department  of 
Health  anticipate  prompt  approval  of  ap- 
plications now  pending  for  allotment  of 
Federal  funds  to  enable  Ohio  to  participate  in 
the  maternal  and  child  welfare  and  public  health 
provisions  of  the  Social  Security  Act. 

Under  Title  V.,  part  1,  of  the  Act,  $102,719.34 
will  be  available  annually  to  the  State  of  Ohio 
for  the  purpose  of  extending  and  improving  pub- 
lic health  facilities  for  the  promotion  of  the 
health  of  mothers  and  children,  especially  in  rural 
areas  suffering  from  severe  economic  distress. 

The  administration  of  this  part  of  the  act  will 
be  under  the  direction  of  the  Maternal  and  Child 
Health  Division  of  the  Children’s  Bureau,  the 
United  States  Department  of  Labor.  Dr.  A.  L. 
Van  Horn,  chief  of  the  Bureau  of  Child  Hygiene, 
State  Department  of  Health,  will  supervise  the 
program  in  Ohio. 

It  is  anticipated  that  this  program  will  be 
largely  educational  in  nature,  including  prenatal 
instruction  to  mothers  and  “refresher”  courses  in 
obstetrics  and  pediatrics  for  local  physicians,  in 
cooperation  with  county  medical  societies.  The 
project  throughout  calls  for  complete  cooperation 
with  private  practitioners. 

PERSONNEL  OF  ADVISORY  COUNCIL 
To  assist  in  this  part  of  the  Ohio  Social  Se- 
curity Program,  Dr.  Walter  H.  Hartung,  State 
Director  of  Health,  has  appointed  the  following 
Advisory  Council:  Dr.  J.  H.  J.  Upham,  dean, 

Ohio  State  University  College  of  Medicine  and 
chairman  of  the  Committee  on  Public  Policy,  Ohio 
State  Medical  Association;  Dr.  A.  Graeme 
Mitchell,  professor  of  pediatrics,  University  of 
Cincinnati  College  of  Medicine;  Dr.  E.  G.  Horton, 
professor  of  pediatrics,  Ohio  State  University 
College  of  Medicine;  Dr.  H.  J.  Gerstenberger, 
professor  of  pediatrics,  Western  Reserve  Uni- 
versity School  of  Medicine;  Dr.  Richard  Bolt, 
director,  Cleveland  Child  Health  Association;  Dr. 
Sterling  Ashmun,  state  chairman,  American 
Academy  of  Pediatrics;  Dr.  Ewing  V.  Burns, 
past  president,  Ohio  State  Dental  Society;  Dr. 
W.  D.  Bishop,  secretary,  Ohio  Federation  of  Pub- 
lic Health  Officials;  Dr.  A.  J.  Skeel,  Association  of 
Obstetricians  and  Gynecologists;  Mrs.  Elizabeth 
August,  R.N.,  general  secretary,  Ohio  State 
Nurses’  Association;  Dr.  Walter  W.  Brand,  vice- 
president,  Hospital  Obstetric  Society  of  Ohio; 
and  Dr.  Scott  C.  Runnels,  American  Committee 
on  Maternal  Welfare. 

The  application  now  pending  in  Washington 
calls  for  the  inauguration  of  the  maternal  and 
child  welfare  project  in  the  following  Ohio  coun- 
ties: Guernsey,  Muskingum,  Putnam,  Highland, 


Clark,  Champaign,  Greene,  Van  Wert,  Knox, 
Logan,  Ottawa,  Crawford,  Licking,  Monroe, 
Scioto,  Washington,  Perry,  Delaware,  Auglaize, 
Sandusky,  Portage,  Huron,  Hocking,  Pike,  Vin- 
ton, Defiance,  Gallia,  Madison,  Butler,  Lawrence, 
Meigs  and  Wyandot. 

HEALTH  DISTRICTS  TO  BENEFIT 

Under  Title  VI  of  the  Social  Security  Act, 
$286,100  of  Federal  funds  will  be  available  to  the 
State  Department  of  Health  during  1936  for  aid 
to  local  health  districts  for  the  purpose  of  paying 
salaries,  wages  and  traveling  expenses. 

Allotments  under  this  program  must  be  matched 
dollar-for-dollar  by  local  funds,  and  are  restricted 
to  county  health  districts,  having  a full-time 
health  commissioner  and  adequate  assisting  per- 
sonnel. 

This  part  of  the  program  will  be  under  the 
direction  of  the  United  States  Public  Health  Ser- 
vice, and  Dr.  R.  W.  DeCrow,  chief,  Bureau  of 
Health  Organization,  State  Department  of  Health. 

The  initial  application  for  Federal  funds  under 
this  section  of  the  act  provides  for  assistance  to 
the  following  county  health  districts:  Erie,  Rich- 
land, Sandusky,  Montgomery,  Fayette,  Wayne, 
Crawford,  Washington,  Darke,  Wood,  Delaware, 
Erie,  Athens,  Marion,  Hamilton,  Butler,  Lorain, 
Preble,  Perry,  Guernsey,  Madison,  Clinton,  Hock- 
ing, Vinton  and  Union. 

TRAINING  SCHOOL  PLANNED 

Federal  funds  will  be  available  to  the  State 
Department  of  Health  to  provide  short  training 
courses  for  health  commissioners  and  public 
health  nurses.  The  University  of  Michigan  School 
of  Medicine  has  been  designated  as  the  training 
center  for  this  district.  Transportation  expenses, 
tuition  and  a nominal  salary  will  be  paid  persons 
chosen  for  this  special  training  in  public  health 
work. 

An  application  is  also  pending  for  an  allotment 
of  Federal  money  to  enlarge  the  functions  of  the 
Bureau  of  Occupational  Diseases.  This  bureau, 
supervised  by  Dr.  E.  R.  Hayhurst,  compiles  in- 
formation and  statistics  on  occupational  diseases. 
It  is  contemplated  that  additional  funds  would  be 
utilized  to  expand  the  personnel  of  the  bureau  so 
that  it  can  make  investigations  of  working  en- 
vironment, with  the  hope  of  controlling  industrial 
health  and  preventing  occupational  diseases. 

While  no  definite  word  had  been  received  from 
Washington  by  the  State  Department  of  Health 
at  the  time  The  Journal  went  to  press,  it  was 
stated  unofficially  that  approval  of  some  of  the 
above-described  projects  is  anticipated  in  time  to 
get  them  under  way  April  1. 
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THE  MEDICAL  BOOKSHELF 


Synopsis  of  Clinical  Laboratory  Methods,  by  W. 

E.  Bray,  B.A.,  M.D.,  professor  of  clinical  path- 
ology, University  of  Virginia;  director  of  clinical 
laboratories,  University  of  Virginia  Hospital.  The 
object  of  this  synopsis  is  to  bring  together  in  a 
small  volume  for  ready  reference  the  more  recent 
information  and  the  most  frequently  used  meth- 
ods of  laboratory  diagnosis.  It  contains  32  text 
illustrations,  11  color  plates,  324  pages.  Price, 
$3.75.  Publishers,  The  C.  V.  Mosby  Co.,  St.  Louis, 
Missouri. 

Examination  of  the  Patient  and  Symptomatic 
Diagnosis,  Second  Edition,  by  John  Watts  Murray, 
M.D.,  Quincy,  Missouri.  This  book  represents  an 
attempt  to  simplify  the  problem  of  clinical  medi- 
cine for  the  general  practitioner  by  presenting  a 
logical  guide  for  the  study  of  the  patient.  Con- 
siderable new  material  on  the  diagnosis  of  com- 
mon ailments  has  been  added  to  this  edition.  It 
contains  274  illustrations,  1,219  pages.  Price, 
$10.00.  Publishers,  The  C.  V.  Mosby  Compapy,  St. 
Louis,  Missouri. 

Abortion,  Spontaneous  and  Induced,  Medical 
and  Social  Aspects,  by  Frederick  J.  Taussig,  M.D., 

F. A.C.S.,  professor  of  clinical  obstetrics  and 
clinical  gynecology,  Washington  University 
School  of  Medicine,  St.  Louis,  Missouri.  This 
volume  is  one  of  a series  dealing  with  medical 
aspects  of  human  fertility,  sponsored  by  The 
National  Committee  on  Maternal  Health,  Inc. 
Appendix  contains  statutes  relating  to  the  pro- 
curing of  abortion  in  the  various  states.  Exten- 
sive bibliography  of  books  and  monographs  on 
subject  of  abortion.  There  are  146  illustrations, 
536  pages.  Price,  $7.50.  Publishers,  The  C.  V. 
Mosby  Co.,  St.  Louis,  Missouri. 

• 

Index  of  Differential  Diagnosis,  by  nineteen 
eminent  physicians  and  surgeons.  Edited  by 
Herbert  French,  C.B.E.,  M.D.,  F.R.C.P.,  consult- 
ing physician  to  Guy’s  Hospital;  late  physician  to 
King  George’s  household.  Fifth  edition  (1936). 
Fabrikoid  leather-style  binding,  6V2xl01A,  1,145 
pages,  742  illustrations,  196  in  color.  The  book 
contains  first  an  index  of  symptoms,  with  articles 
describing  symptoms  arranged  alphabetically; 
second,  a work  on  differential  diagnosis  discuss- 
ing the  methods  of  distinguishing  between  the 
various  diseases  in  which  each  symptom  may  be 
observed ; third,  a general  index,  covering  over 
200  pages,  giving  over  90,000  references  to  symp- 
toms listing  them  under  the  various  diseases  in 
which  they  occur.  Price,  $16.00.  Publishers,  Wil- 
liam Wood  & Company,  Baltimore,  Md. 


Columbia  Physicians  to  Speak  at 
Youngstown  Post-Graduate 

A group  of  professors  from  the  College  of 
Physcians  and  Surgeons,  Columbia  University, 
New  York  City,  will  present  the  Post-Graduate 
Day  program  of  the  Mahoning  County  Medical 
Society  to  be  held  at  Youngstown.  April  30. 

Sessions  beginning  at  9:00  A.M.  and  1:30  P.  M. 
will  be  held  at  Stambaugh  Auditorium.  Speakers 
will  be : Dr.  Allen  O.  Whipple,  professor  of  sur- 
gery and  chief  of  the  surgical  service,  Presby- 
terian Hospital;  Dr.  Dana  W.  Atchley,  associate 
professor  of  medicine  and  associate  attending 
physician.  Presbyterian  Hospital;  Dr.  Alvin 
Barach,  associate  professor  of  medicine  and  as- 
sociate attending  physician,  Presbyterian  Hos- 
pital, and  Dr.  Walter  W.  Palmer,  professor  of 
medicine,  and  chief  of  the  medical  service,  Presby- 
terian Hospital. 

The  dinner  session  will  be  at  6:30  P.  M.,  at  the 
Youngstown  Club. 

Dr.  M.  W.  Neidus  is  chairman  of  the  Post- 
Graduate  Day  Committee. 


Just  a reminder  to  physicians  who 
have  not  paid  their  1936  State  Asso- 
ciation membership  dues : 

Unless  your  dues  are  certified  to 
this  office  by  the  secretary-treasurer 
of  your  county  medical  society  during 
April,  your  name  will  be  removed 
from  The  Journal  mailing  list  and 
you  will  not  receive  subsequent  issues 
until  dues  have  been  paid. 

This  is  in  compliance  with  postal 
regulations  and  the  Constitution  and 
By-Laws  of  the  State  Association. 


Annual  Meeting  of  Northwestern  Ohio 
Society  to  Be  June  2 

The  92nd  annual  meeting  of  the  Northwestern 
Ohio  Medical  Asociation  will  be  held  at  Findlay, 
Friday,  June  2. 

It  will  be  an  all-day  session,  with  scientific 
papers  presented  in  the  morning  and  afternoon. 
Several  outstanding  physicians  from  outside  Ohio 
will  appear  on  the  program.  The  scientific  ses- 
sions will  be  held  at  the  Findlay  High  School 
Auditorium,  with  the  dinner  meeting  at  the  Elks’ 
Club. 

Officers  of  the  association  are  Dr.  E.  E.  Rake- 
straw,  Findlay,  president;  Dr.  J.  M.  Leahy, 
Tiffin,  vice-president;  Dr.  A.  S.  Avery,  Toledo, 
secretary,  and  Dr.  E.  L.  Brady,  Marion,  treasurer. 
Dr.  J.  H.  Marshall,  Findlay,  is  chairman  of  the 
Committee  on  Arrangements. 


STATE  RELIEF  FUNDS  PAID  COUNTIES  LISTED  TO  AID  MEDICAL 
SOCIETIES  IN  CONTACTS  WITH  COMMISSIONERS 


For  the  information  of  officers  and  committees 
of  county  medical  societies  dealing  with  county 
commissioners  on  the  question  of  medical  care  of 
the  indigent,  there  is  listed  below  figures  fur- 
nished by  the  State  Relief  Commission  showing 
the  amount  of  state  funds  distributed  to  counties 
for  poor  relief  during  the  months  of  January  and 
February,  and  up  to  and  including  March  11, 
1936.  No  state  funds  have  been  distributed  to 
counties  missing  from  the  list. 


January  February  To  March  11 


Allen  $ 

Ashtabula  .... 

Athens  

Belmont  

Butler  

Carroll  

Champaign  .. 

Clark  

Clinton  

Columbiana 
Cuyahoga  .... 

Defiance  

Delaware  .... 

Erie  

Fayette  

Franklin  

Gallia 

Greene  

Guernsey  .... 
Hamilton  .... 

Hancock  

Huron  

Jackson  

Knox  

Lake  

Lawrence  .... 

Licking  

Lucas  

Madison  

Mahoning  .... 

Marion  

Mercer  

Montgomery 

Morgan  

Muskingum 

Noble  

Ottawa  

Perry  

Pike  

Portage  

Preble  

Richland  

Sandusky  .... 

Seneca  

Stark  

Summit  

Trumbull  .... 
Tuscarawas 

Van  Wert 

Vinton  

Warren  

Wood  


10,000.00 


7,300.00 


1,200.00 

1,500.00 

505,147.00 


1,500.00 


4,000.00 

217,736.36 


3,500.00 


6,000.00 


12,190.58 
123,258.47 
3,616.68 


11,422.10 


41,000.00 


16,141.30 


5,709.54 


12,289.27 

4,000,00 


20,000.00 


10,812.27 


$ 14,871.52 
12,865.86 


9,000.00 

20,000.00 

1,500.00 


11,000.00 

2,000.00 

21,147.09 

232,400.36 


2,000.00 

4.500.00 

1.900.00 
64,468.66 

2,798.76 

2.500.00 
6,045.19 

199,591.66 

2,000.00 

5,364.91 

3,000.00 


7,196.73 

4,000.00 

11,174.70 

112,986.92 

3,315.28 

70,000.00 

10,470.26 

1,500.00 


1,500.00 

14,796.19 

2,159.62 

4,181.18 

8,583.28 


8,000.00 

2,000.00 

10,000.00 

4,600.00 

10,000.00 

8,559.49 

98,335.40 

20,000.00 

10,000.00 

1,439.27 

1,000.00 

1,000.00 

9,911.24 


$ 9,734.08 


1,000.00 

9,000.00 


1,000.00 

2,500.00 


2,451.62 


378,860.25 

1,000.00 

3,000.00 

8,936.11 

2,500.00 


2,289.89 

3,500.00 

4,946.06 


5,000.00 


1,000.00 


5,223.64 


92,443.84 


8,566.57 


12,105.98 


3,420.97 


2,500.00 

8,006.78 


5,284.59 


80,456.24 


2,000.00 


Total $1,018,323.57  $1,055,663.57  $656,726.62 


In  accordance  with  the  new  State  Poor  Relief 
Act,  which  established  the  State  Relief  Commis- 
sion, the  entire  time  of  the  Commission  has  been 
devoted  to  the  allocation  of  funds  to  the  various 
counties  requesting  assistance.  No  attempt  has 
been  made  to  establish  regulations,  make  inter- 
pretations of  the  law,  or  set  up  an  elaborate 
state-wide  administrative  organization.  The  Com- 
mission has  taken  the  position  that  relief  is  a 
local  problem,  with  responsibility  for  its  proper 
administration  resting  with  the  county  commis- 
sioners. 

Legal  interpretations  of  the  law  must  be  se- 
cured from  the  county  prosecutor,  who  may  in 
turn  refer  such  inquiries  to  the  Attorney  General 
for  an  opinion. 

With  this  information  of  the  amount  of  state 
funds  actually  paid  to  the  various  counties  by  the 
State  Relief  Commission,  representatives  of  the 
various  county  medical  societies  are  in  a position 
to  determine  whether  or  not  the  boards  of  county 
commissioners  are  setting  aside  funds  for  medical 
care  in  proportion  to  the  total  amount  of  state 
money  available  for  relief. 

— OSMJ  — 

Mahoning  County  Medical  Society  Given 
Control  of  Medical  Service  For 
Indigents  in  that  County 

A plan  which  places  full  control  of  medical 
care  of  indigents  in  Mahoning  County  in  the 
hands  of  the  Mahoning  County  Medical  Society 
became  effective  February  25. 

The  agreement  between  the  county  commission- 
ers and  the  society  calls  for  the  payment  of  fees 
on  the  basis  formerly  allowed  by  F.E.R.A.,  i.e., 
one  dollar  for  an  office  call  and  two  dollars  for  a 
call  to  a relief  client’s  home. 

Administration  of  the  plan  will  be  in  the  hands 
of  a board  composed  of  the  Economics  Committee 
of  the  society,  one  dentist,  one  nurse,  one  pharma- 
cist and  one  representative  of  the  hospitals. 

One  of  the  conditions  of  the  contract  is  that  the 
county  commissioners  will  not  attempt  to  estab- 
lish a clinic  for  any  disease. 

Operation  of  the  medical  relief  office  will  be 
separate  from  the  offices  of  the  county  and  city 
health  commissioners. 

The  agreement  is  published  in  full,  herewith, 
for  the  information  of  other  societies  which  are 
trying  to  work  out  a solution  of  this  problem. 

This  agreement  between  the  county  commission- 
ers of  Mahoning  County  and  the  Mahoning  County 
Medical  Society, 

Whereas:  There  is  a temporary  shortage  of 
money  for  medical  relief,  and 

Whereas:  The  physicians  of  Mahoning  County 
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are  willing  to  arrange  some  practical  and  perma- 
nent plan  of  medical  care  for  those  on  relief,  and 

Whereas:  It  is  the  agreement  of  the  Mahon- 
ing County  Medical  Society  and  the  commissioners 
of  Mahoning  County  that  the  fees  formerly  paid 
by  federal  relief  to  the  physicians  of  Mahoning 
County  are  satisfactory  for  the  present  to  both 
parties. 

Now  Therefore: 

It  is  agreed  between  the  parties  hereto : 

(1)  That  such  fees  shall  be  in  effect  until  July 
15,  1936,  at  which  time  there  shall  be  negotiations 
for  a new  fee  schedule. 

(2)  That  the  county  commissioners  will  not  set 
up  clinics  for  the  treatment  of  any  special  type  of 
disease. 

(3)  That  all  matters  relative  to  the  conduct  of 
practicing  physicians  in  Mahoning  County  in 
their  relations  with  the  county  commissioners 
shall  be  subject  to  and  passed  upon  by  the 
Medical  Economics  Committee  of  the  Mahoning 
County  Medical  Society. 

(4)  That  a board  composed  of  the  Economics 
Committee  of  the  Mahoning  County  Medical  So- 
ciety, one  dentist,  one  nurse,  one  pharmacist,  and 
one  representative  of  the  hospitals,  be  empowered 
by  the  Mahoning  County  commissioners  to  sus- 
pend either  temporarily  or  permanently  any 
physician  after  a fair  and  impartial  hearing 
whose  conduct  is  unbecoming  that  of  a physician 
and  a gentleman,  and  that  this  action  will  be  final. 
That  any  practitioner  of  medicine  found  guilty  of 
unprofessional  conduct  in  his  treatment  of  the 
indigent  sick  of  Mahoning  County  shall  have  his 
name  removed  from  the  eligible  list  and  shall  not 
receive  remuneration  from  Mahoning  County  for 
the  care  of  the  indigent  sick  of  this  county. 

(5)  That  the  medical  relief  office  be  under  the 
direct  supervision  of  physicians  who  shall  spend 
the  necessary  amount  of  time  in  that  office  to  in- 
sure its  proper  and  efficient  operation.  These 
physicians  to  be  under  the  direction  and  super- 
vision of  the  Economics  Committee  of  the  Ma- 
honing County  Medical  Society. 

(6)  That  the  manner  of  rendering  bills  be  set 
up  with  no  more  red-tape  than  is  necessary.  That 
an  itemized  statement  and  diagnosis  be  required. 
That  red-tape  and  clerical  work  be  abolished. 
That  bills  so  rendered  be  paid  within  thirty  days 
after  receipt  of  statement. 

(7)  That  the  duties  of  the  medical  relief  office 
be  clearly  and  distinctly  divorced  from  the  office 
of  the  county  health  officer  and  the  city  health 
commissioners,  and  that  the  county  commissioners 
deal  only  with  the  duly  appointed  committee  of 
the  Mahoning  County  Medical  Society  in  regard 
to  medical  relief  matters. 

(8)  That  under  no  circumstances  are  verbal 
conversations  to  be  taken  as  authentic,  but  that 
all  orders,  intents,  etc.,  be  clearly  expressed  in 
writing  and  signed  by  the  proper  authority. 

(9)  This  agreement  may  be  rescinded  by  either 
party  on  ten  (10)  days’  notice  by  either  party  to 
the  other. 

— OSM  J — 

Ohio  physicians  will  regret  to  learn  of  the 
death  in  New  York,  February  24,  of  Dr.  C.  Burns 
Craig,  native  of  Cambridge,  and  graduate  of 
Western  Reserve  University  School  of  Medicine 
in  1911.  Dr.  Craig  was  a prominent  neurologist, 
and  at  the  time  of  his  death  was  assistant  clinical 
professor  of  neurology  of  the  Columbia  University 
College  of  Physicians  and  Surgeons. 


ANOTHER  HERO  OF 
YELLOW  FEVER 
CONQUEST  DIES 


(Editor’s  Note:  The  following  article  was  written  by 

Robert  H.  Paterson,  Ph.D.,  secretary  of  the  Ohio  Public 
Health  Association,  Columbus,  Ohio). 

On  Saturday,  February  8,  1936,  in  Columbus, 
Ohio,  the  death  of  Sergeant  Levi  E.  Folk  oc- 
curred. Today  both  the  name  Folk  and  the  phrase 

yellow  fever  are  little 
more  than  designations 
for  persons  and  things 
which  were  once  of  im- 
mense importance  to 
mankind. 

In  the  United  States  at 
the  present  time  the  dis- 
ease yellow  fever  has 
joined  the  ranks  of  medi- 
cal curiosities.  But  for 
centuries  prior  to  June- 
December,  1900,  yellow 
fever  was  a world-wide 
scourge. 

Of  course  the  immortal 
name  of  Major  Walter 
Reed  is  inseparably  connected  in  the  minds  of 
most  people  with  the  conquest  of  yellow  fever. 
But  there  were  a number  of  minor  actors  in  the 
drama  who  made  possible  the  ultimate  victory. 
One  of  these  actors  was  Folk. 

Levi  E.  Folk  was  born  in  Newberry  County, 
South  Carolina,  February  7,  1870.  His  first  en- 
listment was  during  the  Spanish-American  War. 
He  joined  Company  B,  1st  S.  C.  Volunteer  In- 
fantry on  May  3,  1898,  and  was  discharged  No- 
vember 10,  1898.  He  re-enlisted  on  December  12, 
1898,  in  the  Hospital  Corps  and  was  discharged 
December  11,  1901.  Again  he  re-enlisted  in  the 
Hospital  Corps  February  17,  1902,  and  served  con- 
tinuously until  September  21,  1918.  He  became  a 
non-commissioned  officer  on  December  4,  1907. 
He  was  appointed  on  a temporary  rank  basis  first 
lieutenant  in  the  Sanitary  Corps  from  September 
21,  1918,  until  October  20,  1919.  A further  enlist- 
ment in  the  Medical  Department  began  October 
21,  1919,  and  lasted  until  his  retirement  on 
March  20,  1923.  Folk  had  nine  discharges  from 
the  U.  S.  Army,  eight  of  which  were  of  “excellent 
character”  and  one  of  which  was  “very  good”. 
Upon  his  retirement  from  the  U.  S.  Army  in 
1923,  which  occurred  at  the  Fifth  Corps  Area, 
Fort  Hayes,  Columbus,  Ohio,  he  secured  rooms  at 
374  South  Third  Street,  Columbus,  which  he  oc- 
cupied until  his  death  at  the  age  of  66. 

Folk’s  own  modest  story  of  his  part  in  Major 
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Reed’s  experiments,  which  established  that  yel- 
low fever  was  communicated  from  the  sick  to  the 
well  by  mosquitoes,  was  contained  in  a paper 
found  among  his  effects: 

“When  yellow  fever  appeared  amongst  the 
troops  at  Columbia  Barracks,  Cuba,  the  surgeon 
asked  for  volunteers  to  nurse  it.  I,  with  several 
others,  volunteered  and  was  at  the  yellow  fever 
hospital  until  I left  to  go  to  Camp  Lazear  in  the 
fall  of  1900. 

“From  November  30  to  December  19,  1900,  I 
slept  in  a specially  constructed  house  in  which 
was  placed  a large  quantity  of  bedding  taken  from 
the  beds  of  patients  sick  with  yellow  fever  in 
Havana  and  soiled  with  their  discharges.  I did 
not  suffer  any  ill  effects  from  this  experiment. 

“On  January  18,  1901,  I submitted  to  mosquito 
inoculation  and  contracted  yellow  fever  on  Jan- 
uary 23,  1901. 

“After  my  recovery  I was  bitten  several  times 
by  infected  mosquitoes  to  test  my  immunity.  I 
did  not  become  infected  from  any  of  the  bites 
after  the  one  on  January  18,  1901.” 

So  passes  another  hero  of  that  immortal  band 
of  intrepid  adventurers  against  the  scourge  of 
yellow  fever. 

— OSMJ  — 

Virus  Diseases  Program  Planned  for 
Academy  of  Science  Confab 

The  Ohio  Academy  of  Science,  which  is  affili- 
ated with  the  American  Association  for  the  Ad- 
vancement of  Science,  will  hold  its  46th  annual 
meeting  at  Toledo,  Friday,  April  10.  Sessions  will 
be  held  on  the  University  of  Toledo  campus. 

Ohio  physicians,  whether  members  of  the  Ohio 
Academy  of  Science  or  not,  are  invited  to  attend 
the  meeting,  especially  the  session  of  the  com- 
bined sections  on  zoology  and  medical  sciences  in 
the  afternoon. 

The  program  of  those  sections  will  be  a 
“Symposium  on  Virus  Diseases”,  and  was  ar- 
ranged by  Dr.  Charles  A.  Doan,  College  of  Medi- 
cine, Ohio  State  University,  vice-president  of 
medical  sciences  for  the  academy.  It  is  as  follows: 

“The  Nature  of  Viruses  with  Special  Reference 
to  Plant  Viruses”,  by  Jorgen  M.  Birkeland,  Ph.D., 
assistant  professor  of  bacteriology,  Department 
of  Bacteriology,  Ohio  State  University. 

“The  Use  of  the  Foetus  as  an  Experimental 
Animal  for  Virus  Studies”,  by  Oram  C.  Woolpert, 
Ph.D.,  M.D.,  assistant  professor  of  bacteriology, 
Department  of  Bacteriology,  Ohio  State  Univer- 
sity. 

“The  Cultivation  of  and  Immunological  and 
Clinical  Studies  with  the  Virus  of  Lympho- 
granuloma Inguinale”,  by  Joseph  T.  Tamura, 
Ph.D.,  Department  of  Bacteriology,  University  of 
Cincinnati. 


“Factors  of  Resistance  and  Immunity  in  Polio- 
myelitis”, by  N.  Paul  Hudson,  Ph.D.,  M.D.,  pro- 
fessor and  chairman  of  the  Department  of 
Bacteriology,  Ohio  State  University,  Edwin  H. 
Lennette  and  Francis  B.  Gordon,  Department  of 
Hygiene  and  Bacteriology,  University  of  Chicago. 

“Epidemiologic  Considerations  in  the  Field  of 
Virus  Diseases  with  Special  Reference  to  the 
Common  Cold  and  Influenza”,  by  J.  A.  Doull, 
M.D.,  D.P.H.,  professor  and  director  of  the  De- 
partment of  Hygiene  and  Public  Health,  Western 
Reserve  University  School  of  Medicine. 

— oSM  J — 

Recent  Attorney  General  Rulings  on 
Medical  and  Health  Questions 

Among  recent  rulings  of  Attorney  General  John 
W.  Bricker  are  several  of  particular  interest  to 
the  medical  profession.  A summary  follows: 

Opinion  No.  5114,  January  25 — A member  of 
the  district  advisory  council  of  a general  health 
district  is  ineligible  to  appointment  as  a member 
of  the  district  board  of  health  of  the  health  dis- 
trict. 

Although  some  of  the  members  of  a board  of 
health  of  a general  health  district  are  ineligible 
to  serve  on  said  board,  their  acts  as  such  members 
are  valid  if  they  qualify  and  actually  discharge 
the  duties  attendant  upon  the  office.  The  appoint- 
ment of  a district  health  commissioner  by  such  a 
board  is  valid. 

Where  the  law  directs  a public  board  to  hold 
regular  meetings  and  perform  certain  public 
duties  at  such  meetings,  the  members  thereof  are 
not  performing  their  full  duty  under  the  law  if 
they  fail  to  hold,  the  meetings  as  directed. 

Unofficial  Opinion,  February  10 — The  claiming 
of  the  bodies  of  old  age  pensioners  by  professors 
of  anatomy  of  qualified  medical  colleges  or  presi- 
dents of  county  medical  societies,  for  dissection 
purposes  would  not  come  within  the  purview  of 
Section  9984,  General  Code,  which  governs  dis- 
sections. However,  there  is  nothing  in  the  old  age 
pension  law  which  would  prevent  a licensed  physi- 
cian from  performing  an  autopsy  on  the  body  of 
an  old  age  pensioner,  provided  that  consent  to  the 
autopsy  has  been  obtained  from  a person  entitled 
to  the  custody  of  the  dead  body. 

Opinion  No.  5167,  February  17 — Where  the 
board  of  education  of  a school  district  has  not 
employed  a school  physician,  it  is  the  mandatory 
duty  of  the  board  of  health  for  the  health  district 
in  which  the  school  district  is  located  to  conduct 
health  examinations  of  all  school  children  in  said 
district  and  to  report  the  findings  of  such  ex- 
amination and  to  make  such  recommendations  to 
the  parents  or  guardians  as  are  deemed  necessary 
for  the  correction  of  such  defects  as  may  need 
correction,  as  provided  by  Section  7721-2  of  the 
General  Code  of  Ohio. 


IN  MEMORI AM 


Ernest  Lincoln  Averell,  M.D.,  Akron;  Baltimore 
Medical  College,  Baltimore,  Md.,  1898;  aged  68; 
member  of  the  Ohio  State  Medical  Association 
and  the  American  Medical  Association;  died 
March  11,  following  a heart  attack.  Together 
with  his  brother,  Dr.  C.  W.  Averell,  he  located  in 
Akron  20  years  ago,  moving  from  Vermont  where 
he  had  practiced  for  15  years.  He  was  a member 
of  the  Masonic  Lodge,  the  Phi  Chi  fraternity  and 
attended  the  First  Congregational  Church.  Sur- 
viving are  his  widow,  a son  and  two  daughters. 

William  N.  Bragg,  M.D.,  Reading;  Medical  Col- 
lege of  Ohio,  1897;  aged  69;  member  of  the  Ohio 
State  Medical  Association  and  Fellow  of  the 
American  Medical  Association;  died  February  21. 
Dr.  Bragg  had  practiced  in  Reading  since  shortly 
after  completing  his  medical  education.  He  was 
a member  of  the  Knights  of  Pythias. 

Harry  B.  Faulder,  M.D.,  Wapakoneta;  Cleve- 
land Pulte  Medical  College,  1901;  aged  70;  former 
member  of  the  Ohio  State  Medical  Association 
and  the  American  Medical  Association;  died  Feb- 
ruary 13.  Dr.  Faulder  retired  from  active  prac- 
tice eight  years  ago  because  of  failing  health.  He 
was  widely  known  in  the  vicinity  of  Wapakoneta, 
where  he  practiced  for  26  years.  Dr.  Faulder  was 
a member  of  the  Masonic,  I.O.O.F.,  Maccabee  and 
K.  of  P.  lodges.  Surviving  are  four  sisters  and 
four  brothers. 

Henry  O.  Feiss,  M.D.,  Cleveland;  Harvard  Uni- 
versity Medical  School,  1902;  aged  60;  member  of 
the  Ohio  State  Medical  Association  and  Fellow  of 
the  American  Medical  Association;  died  Feb- 
ruary 20,  of  pneumonia.  Dr.  Feiss  established  the 
first  orthopedic  service  in  Cleveland  as  a member 
of  the  staff  of  Lakeside  Hospital  and  was  a 
pioneer  in  the  field  of  nerve  fusion.  In  1911,  Dr. 
Feiss  went  to  the  University  of  Edinburgh  where 
he  worked  with  Sir  Edward  Schaeffer  on  research 
of  ductless  glands  and  received  the  doctor  of 
science  degree  in  recognition  of  his  work.  He  was 
associated  with  Professor  Netchnikoff  in  the  Pas- 
teur Institute  in  1913.  At  the  beginning  of  the 
World  War  he  entered  the  service  of  France  on 
the  staff  of  the  American  Red  Cross  Hospital  No. 
1 at  Neuilly.  He  later  became  a major  in  the 
U.  S.  Medical  Corps.  He  is  survived  by  three 
brothers  and  two  sisters. 

Samuel  J.  Firestone,  Jr.,  M.D.,  Cleveland;  Ford- 
ham  University  School  of  Medicine,  New  York, 
1916;  aged  44;  died  March  3.  Dr.  Firestone  had 
practiced  in  Cleveland  since  1920.  During  the 
World  War  he  served  as  a captain  in  the  medical 
corps  of  the  A.E.F.  Surviving  are  his  widow,  his 
parents,  two  sisters  and  two  brothers. 


James  B.  Hannah,  M.D.,  Addyston;  Medical  Col- 
lege of  Ohio,  Cincinnati,  1885;  aged  80;  member 
of  the  Ohio  State  Medical  Association  and  the 
American  Medical  Association;  died  February  19. 
Dr.  Hannah  practiced  in  Kansas,  Colorado  and 
Kentucky  before  establishing  an  office  in  Addys- 
ton 39  years  ago.  At  the  time  of  his  death,  he 
was  the  oldest  practicing  physician  in  Hamilton 
County.  He  was  a member  of  the  J.O.U.A.M., 
and  I.O. O.F.  lodges  and  the  Baptist  Church.  He 
is  survived  by  his  widow,  two  sons,  one  of  whom 
is  Dr.  H.  B.  Hannah,  Minneapolis,  Minn.,  a sister 
and  a brother. 

Claude  E.  Hoover,  M.D.,  Cleveland;  Chicago 
Homeopathic  Medical  College,  1897;  aged  61;  died 
January  30.  After  several  years  in  Edgerton,  Dr. 
Hoover  moved  to  Cleveland  where  he  practiced  30 
years.  He  was  a member  of  the  Masonic  Order 
and  the  Methodist  church.  Surviving  are  his 
widow,  a son  and  two  brothers. 

Millard  F.  Hussey,  M.D.,  Sidney;  Medical  Col- 
lege of  Ohio,  Cincinnati,  1891;  aged  80;  member 
of  the  Ohio  State  Medical  Association  and  Fellow 
of  the  American  Medical  Association;  died  March 
12,  following  a year’s  illness.  During  Dr.  Hussey’s 
44  years  of  active  practice  in  Sidney,  he  was  also 
prominent  in  the  civic  life  of  the  community.  He 
was  a member  of  the  Board  of  Education  for  25 
years;  first  president  of  the  Wilson  Memorial 
Hospital  Staff;  member  of  the  Shelby  County 
Draft  Board  and  several  times  chairman  of  the 
Democratic  Central  and  Executive  committees. 
From  1912  to  1914  he  was  superintendent  of  the 
Lima  State  Hospital,  and  for  the  past  fifteen 
years  was  physician  for  the  Shelby  County  Home. 
Dr.  Hussey’s  many  activities  in  behalf  of  or- 
ganized medicine  included  service  as  president 
and  legislative-committeeman  of  the  Shelby 
County  Medical  Society,  and  two  terms,  1921-1925, 
as  councilor  for  the  Second  District.  He  was  a 
member  of  the  I.  O.  O.  F.  and  K.  of  P.  fraternal 
orders  and  the  Holy  Angels  church.  Surviving 
are  his  widow  and  two  sons,  one  of  whom  is  Dr. 
Cyril  C.  Hussey,  Sidney. 

Arthur  L.  Knight,  M.D.,  Cincinnati;  Miami 
Medical  College,  Cincinnati;  1890;  aged  70;  mem- 
ber of  the  Ohio  State  Medical  Association,  Fellow 
of  the  American  Medical  Association  and  member 
of  the  American  College  of  Physicians;  died  Feb- 
ruary 29.  Dr.  Knight  practiced  in  Madisonville,  a 
suburb  of  Cincinnati,  for  46  years.  From  1925  to 
1933,  he  was  chief  of  the  medical  staff  of  Good 
Samaritan  Hospital.  Dr.  Knight  was  a charter 
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member  of  the  Cincinnati  University  Club.  His 
widow,  two  daughters  and  a brother  survive. 

Robert  J.  Marshall,  M.D.,  East  Liverpool;  West- 
ern Reserve  University  School  of  Medicine,  1886; 
aged  74;  member  of  the  Ohio  State  Medical  Asso- 
ciation and  Fellow  of  the  American  Medical  As- 
sociation; died  March  2,  following  a cerebral 
hemorrhage.  Dr.  Marshall  had  practiced  in  East 
Liverpool  for  50  years.  He  was  prominent  in  Re- 
publican politics  in  Columbiana  County,  having 
served  as  county  commissioner,  and  as  councilman 
and  mayor  of  East  Liverpool.  He  is  survived  by 
his  widow  and  three  daughters. 

Charles  Laishley  Minor,  M .D.,  Springfield, 
Miami  Medical  College,  Cincinnati,  1897;  aged  61; 
member  of  the  Ohio  State  Medical  Association, 
Fellow  of  the  American  Medical  Association; 
member  of  the  American  Academy  of  Ophthalm- 
ology and  Oto-Laryngology  and  Fellow  of  the 
American  College  of  Surgeons;  died  February  18, 
following  a heart  attack.  Dr.  Minor  practiced  in 
Springfield  since  1899.  He  was  active  in  the 
church,  civic,  club  and  fraternal  life  of  the  com- 
munity. Dr.  Minor  was  one  of  the  leading  Masons 
in  Ohio,  having  held  all  offices  in  the  Grand  Lodge 
of  Ohio  and  having  served  as  Most  Worshipful 
Grand  Master  in  1926.  Dr.  Minor  was  a former 
member  of  the  Ohio  Commission  for  the  Blind, 
president  for  two  terms  of  the  Springfield  Cham- 
ber of  Commerce;  elder  of  the  Covenant  Presby- 
terian Church  and  a member  of  the  Rotary  Club. 
Surviving  are  his  widow  and  a daughter. 

James  C.  Minor,  M.D.,  Cleveland;  University  of 
Virginia,  Department  of  Medicine,  Charlottesville, 
Va.,  1882;  aged  78;  died  February  25,  of  pneu- 
monia. Dr.  Minor  had  retired  several  years  ago. 
He  was  a major  in  the  Medical  Corps  of  the  U.  S. 
Army  during  the  Spanish- American  War.  His 
widow  survives. 

Arthur  H.  Perry,  M.D.,  Berea;  Cleveland  Col- 
lege of  Physicians  and  Surgeons,  1899;  aged  80; 
died  February  28.  Dr.  Perry  was  the  oldest  phy- 
sician in  Berea  in  both  years  and  service,  and  was 
the  oldest  living  past  master  of  the  Berea  Ma- 
sonic Lodge.  He  was  an  accomplished  violinist 
and  for  many  years  was  in  charge  of  music  at  the 
Berea  Congregational  Church.  Surviving  are  his 
widow  and  a daughter. 

William  H.  Peters,  M.D.,  Cincinnati;  Miami 
Medical  College,  Cincinnati,  1909;  aged  55;  former 
member  of  the  Ohio  State  Medical  Association 
and  former  Fellow  of  the  American  Medical  As- 
sociation; died  March  13.  Dr.  Peters  had  been  in 
failing  health  since  he  suffered  a heart  attack  at 
his  home  late  in  1933,  which  forced  his  retirement 
in  February,  1934.  He  was  city  health  commis- 
sioner of  Cincinnati  for  15  years  and  was  widely 
known  for  his  activities  in  the  field  of  public 


health  and  preventive  medicine.  He  is  survived  by 
his  widow,  two  daughters,  a son  and  a brother. 

Samuel  Riddle  Proudfit,  M.D.,  Youngstown; 
Ohio  Medical  University,  Columbus,  1898;  aged 
70;  member  of  the  Ohio  State  Medical  Association 
and  Fellow  of  the  American  Medical  Association; 
died  February  18.  Dr.  Proudfit  began  practice  in 
Vienna,  and  after  a few  years  there,  took  a post- 
graduate course  in  New  York.  In  1907  he  estab- 
lished offices  in  Youngstown.  Dr.  Proudfit  was  a 
member  of  the  Evergreen  Presbyterian  Church, 
the  Masonic  and  Foresters  lodges.  He  is  survived 
by  his  widow,  a son,  two  daughters,  two  sisters 
and  a brother. 

William  J.  Quigley,  M.D.,  Lakewood;  Cleveland- 
Pulte  Medical  College,  1903;  aged  57;  member  of 
the  Ohio  State  Medical  Asociation,  Fellow  of  the 
American  Medical  Association  and  member  of  the 
American  College  of  Physicians;  died  March  8. 
Dr.  Quigley  had  practiced  in  Cleveland  for  33 
years,  and  was  on  the  staff  of  St.  John’s  Hospital. 
He  was  a member  of  St.  Luke’s  Catholic  Church. 
Surviving  are  his  sister  and  two  brothers. 

George  Ward  Rockwell,  Ph.D.,  M.D.,  Akron; 
University  of  Pennsylvania  School  of  Medicine, 
Philadelphia,  1912;  aged  59;  former  member  of 
the  Ohio  State  Medical  Association  and  former 
Fellow  of  the  American  Medical  Association.  Dr. 
Rockwell  was  a life-long  resident  of  Akron.  He 
was  a member  of  the  Lone  Star,  Acacia  and 
Sigma  Xi  fraternities.  Surviving  are  his  widow, 
a son,  two  sisters  and  a brother. 

Dagobert  A.  Scheibenzuber,  M.D.,  Cincinnati; 
Cincinnati  College  of  Medicine  and  Surgery,  1891; 
aged  68;  former  member  of  the  Ohio  State  Medi- 
cal Association  and  the  American  Medical  Asso- 
ciation; died  February  25,  of  a heart  attack.  Dr. 
Scheibenzuber  practiced  in  Dayton  for  many 
years,  and  retired  from  active  practice  about  12 
years  ago.  His  widow  survives. 

Aaron  Strashun,  M.D.,  Cincinnati;  Chattanooga 
Medical  College,  1895;  aged  70;  died  February  28. 
Dr.  Strashun  was  born  in  Poland  and  began  his 
medical  education  in  Russia.  He  was  a practicing 
physician  in  Cincinnati  for  40  years.  His  widow, 
a son,  Dr.  Mathias  Strashun,  and  two  daughters 
survive. 

Morris  C.  Tuholske,  M.D.,  Akron;  Washington 
University  School  of  Medicine,  St.  Louis,  Mo., 
1903;  aged  57;  member  of  the  Ohio  State  Medical 
Association  and  Fellow  of  the  American  Medical 
Association;  died  February  26,  folowing  a heart 
attack.  Dr.  Tuholske  began  the  practice  of 
medicine  in  Akron  in  1912.  He  was  on  the  staff 
of  the  Peoples  Hospital  and  was  a school  physi- 
cian. He  was  a member  of  the  Masonic  Lodge. 
Surviving  are  his  widow,  a son  and  a brother. 


BUCKEYE  NEWS  NOTES 


Bedford — “Socialized  Medicine”  was  the  sub- 
ject of  an  address  by  Dr.  V.  S.  Glass  at  a recent 
meeting  of  the  Rotary  Club. 

Fostoria — Dr.  G.  H.  W.  Bruggemann,  Jr.,  spoke 
on  “Segregation  and  Sterilization  as  Solutions  to 
the  Problem  of  Increasing  Feeble-Mindedness  in 
Our  Country”,  at  a meeting  of  the  Bowling  Green 
University  Y.M.C.A. 

Cleveland— St.  Ann’s  Hospital  has  announced 
the  election  of  Dr.  J.  R.  Thompson  as  chief-of- 
staff  and  Dr.  H.  C.  Wise  as  secretary. 

Columbus — Official  headquarters  of  the  Colum- 
bus Academy  of  Medicine  are  now  at  the  offices  of 
the  Columbus  Bureau  of  Medical  Economics,  44 
E.  Broad  Street.  Mr.  S.  R.  Mauck,  executive 
director  of  the  bureau,  will  serve  as  assistant 
secretary  of  the  academy. 

Akron — Dr.  A.  S.  McCormick  has  been  invited 
to  serve  on  the  National  Committee  on  Anesthesia 
of  the  Society  for  the  Prevention  of  Asphyxial 
Deaths. 

Mt.  Vernon — A talk  on  “Tuberculosis”,  illus- 
trated by  X-ray  pictures,  was  presented  by  Dr.  F. 
C.  Anderson,  superintendent  of  the  Ohio  State 
Sanatorium,  at  the  February  meeting  of  District 
12,  Ohio  State  Nurses’  Association,  held  at  Mt. 
Carmel  Nurses’  Home,  Columbus. 

Cleveland — February  selection  of  the  Scientific 
Book  Club  is  “The  Phenomena  of  Life”,  by  Dr. 
George  W.  Crile. 

Columbus — Three  Columbus  physicians  ap- 
peared on  the  program  at  a meeting  of  the  Cen- 
tral West  Virginia  Medical  Society  held  at  Sutton, 
W.  Va.,  February  27.  Dr.  S.  D.  Edelman  spoke  on 
“Preventive  and  Curative  Measures  in  Diseases  of 
Children”.  “Transurethral  Resection  of  Vesical 
Neck  Obstruction”,  was  discussed  by  Dr.  Frank 
Harrah.  Dr.  W.  B.  Morrison  presented  a paper  on 
“Diagnosis  and  Treatment  of  Carcinoma  of  the 
Stomach”. 

New  Philadelphia — Dr.  Joseph  N.  Smith,  who 
has  been  in  active  practice  for  56  years,  recently 
celebrated  his  80th  birthday. 

Pemberville — In  addition  to  being  president  of 
the  village  school  board,  Dr.  H.  E.  Ward  is  man- 
ager and  sponsor  of  the  Pemberville  Boys’  Band. 

Cleveland — Mr.  James  A.  Hamilton,  assistant 
professor  of  business  administration,  Dartmouth 
College,  and  superintendent  of  the  Mary  E.  Hitch- 
cock-Memorial Hospital  there,  has  been  appointed 
to  the  superintendency  of  Cleveland’s  City  Hos- 
pital. 

Ironton — The  candidacy  of  Dr.  George  G.  Hun- 
ter for  the  Republican  nomination  for  State 


Senator  from  the  7th-8th  District  was  recently 
announced. 

Mansfield — “The  Physical  and  Mental  Develop- 
ment of  the  Adolescent”  was  discussed  by  Dr.  W. 
E.  Wygant  at  a recent  meeting  sponsored  by  the 
P.  T.  A. 

Salem — Dr.  Gail  A.  Roose  recently  spoke  on 
“The  Trend  of  Medical  Economics”,  at  a meeting 
of  the  Rotary  Club. 

Columbus — Dr.  Donald  E.  Yochem  has  been  ap- 
pointed medical  director  of  the  Cooperative  Life 
Insurance  Company  of  America,  whose  home 
office  is  in  Columbus.  Dr.  Yochem  will  continue 
his  private  practice. 

Middletown — The  city  commissioners  recently 
appointed  Dr.  Walter  A.  Reese  to  the  city  board 
of  health. 

Wooster — “Socialized  Medicine  was  debated  by 
Dr.  Alonzo  C.  Smith  and  Dr.  Harold  Beeson  at  a 
recent  meeting  of  the  Rotary  Club.  Dr.  Beeson 
presented  the  affirmative  side  of  the  question  and 
Dr.  Smith  the  negative. 

Dayton — Dr.  Howard  V.  Dutrow  has  announced 
his  candidacy  for  the  Republican  nomination  for 
Congress  from  the  Third  District. 

Akron — On  February  24,  Dr.  Myron  Metzen- 
baum,  Cleveland,  addressed  the  staff  of  St. 
Thomas  Hospital,  on  the  subjec.t,  “Nasal  Recon- 
struction with  Special  Reference  to  the  Normal 
Development  of  the  Child’s  Face,  Jaws  and 
Teeth”. 

Columbus — The  board  of  trustees  of  White 
Cross  Hospital  recently  elected  Dr.  Carl  D.  Hoy, 
chief  of  the  surgical  staff. 

New  Lexington — Dr.  J.  G.  McDougal,  long  ac- 
tive in  the  Perry  County  Medical  Society,  has  been 
practicing  continuously  here  for  54  years. 

Wooster  — The  county  commissioners  have 
granted  the  Wayne  County  Medical  Society  the 
right  to  use  certain  rooms  in  the  courthouse  for 
a medical  library  and  a place  for  the  monthly 
meetings  of  the  society. 

Marion — Dr.  John  LoCricchio,  Detroit,  has  been 
appointed  city  health  commissioner,  succeeding 
Dr.  Kenenth  D.  Smith,  who  resigned  to  devote. his 
entire  time  to  private  practice.  Dr.  LoCricchio 
will  also  serve  as  pathologist  at  City  Hospital. 

Toledo — A symposium  on  “Pneumonia”  was 
presented  by  Drs.  R.  O.  Brigham,  N.  Worth 
Brown,  Dalton  Kahn  and  James  B.  Rucker  at  a 
recent  meeting  of  the  Toledo  Medical  Study  Club. 

Columbus — Dr.  Joseph  Price,  chief-of-staff  of 
Mercy  Hospital  for  20  years,  was  recently  re- 
elected to  that  post  by  the  board  of  trustees  of 
the  hospital. 
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First  District 

(COUNCILOR:  PARKE  G.  SMITH,  M.D.,  CINCINNATI) 

CLERMONT 

Dr.  J.  L.  Tuechter,  professor  of  therapeutics, 
University  of  Cincinnati,  College  of  Medicine,  dis- 
cussed “Diabetes”  at  a meeting  of  the  Clermont 
County  Medical  Society  held  at  the  home  of  Dr. 
Warren  E.  Thomas,  Milford,  March  18. — J.  M. 
Coleman,  M.D.,  secretary. 

FAYETTE 

Dr.  H.  H.  Pansing,  Dayton,  gave  a very  in- 
teresting talk  on  “Diphtheria  Immunization”  at  a 
meeting  of  the  Fayette  County  Medical  Society 
held  at  Washington,  C.  H.,  March  5.  The  society 
adopted  a resolution  requesting  the  Industrial 
Commission  to  return  to  the  regular  fee  schedule. 
— James  F.  Wilson,  M.D.,  secretary. 

HAMILTON 

The  Academy  of  Medicine  of  Cincinnati  pre- 
sented the  following  programs  during  March: 

March  3 — “Clinical  Experience  with  Ultra  Short 
Wave  Therapy”,  by  Dr.  William  J.  Egan,  asso- 
ciate professor  of  medicine,  Marquette  University, 
Milwaukee,  Wisconsin;  “The  Bio-physical  Aspects 
of  Short  Wave  Therapy”,  by  Prof.  Harold  J. 
Kerstein,  University  of  Cincinnati. 

March  10 — “Chronic  Gastritis”,  by  Dr.  Walter 
H.  Stix,  with  Dr.  Louis  Sommer,  discussant; 
“Colposcopic  Examination  of  the  Cervix  and 
Evaluation  of  LugoTs  Test”,  by  Dr.  Lester  W. 
McDevitt,  with  Dr.  Joseph  D.  Heiman,  discussant. 

March  17 — “Treatment  of  Delirium  Tremens. 
A Preliminary  Report  of  150  Consecutive  Cases”, 
by  Dr.  Philip  E.  Piker,  with  Dr.  Charles  E.  Kiely, 
discussant;  “Pneumonia  Following  the  Aspiration 
of  Oils”,  by  Dr.  Harold  G.  Reineke,  with  Dr. 
Samuel  L.  Bauer,  discussant. 

March  24 — “Repair  of  Injuries  to  the  Birth 
Canal”,  by  Dr.  James  A.  Ryan,  with  Dr.  V.  Brad- 
ley Roberts,  discussant;  “Cardio-vascular  Syph- 
ilis”, by  Dr.  Samuel  Brown,  with  Dr.  Julien  E. 
Benjamin  and  Dr.  R.  N.  Speckman,  discussants. 

March  31 — Case  Reports.  “Leiomyoma  of  the 
Stomach”,  by  Dr.  Justin  E.  McCarthy;  “A  Case 
of  Oesophageal  Diverticula,  Diaphragmatic  Gas- 
tric Hernia  and  Duodenal  Ulcer”,  by  Dr.  Abbott 
Y.  Wilcox;  “Traumatic  Diaphragmatic  Hernia”, 
by  Dr.  Samuel  Brown  and  Dr.  Archie  Fine;  “A 
Case  of  Megacolon”,  by  Dr.  Harry  Fry;  “Aden- 
omyosis  Uteri”,  by  Dr.  J.  Isfred  Hofbauer;  “A 
Case  of  Sarcoma  of  the  Breast”,  by  Dr.  L.  How- 
ard Schriver. — Bulletin. 


Second  District 

(COUNCILOR:  D.  W.  HOGUE,  M.D.,  SPRINGFIELD) 

CLARK 

At  a meeting  of  the  Clark  County  Medical  So- 
ciety at  Hotel  Bancroft,  Springfield,  February  27, 
Dr.  R.  R.  Richison  appointed  a Rules  and  Regula- 
tions Committee  consisting  of:  Dr.  A.  K.  Howell, 
chairman,  Dr.  R.  C.  Hiestand,  Dr.  C.  W.  Hullinger, 
Dr.  W.  D.  Beasley  and  Dr.  S.  E.  Flook. 

Dr.  D.  W.  Hogue  announced  that  the  officers  of 
the  Second  District  accepted  with  enthusiasm  the 
invitation  to  hold  the  district  meeting  at  Spring- 
field,  April  15,  1936. 

A lively  discussion  arose  in  connection  with  the 
situation  at  the  Clark  County  Tuberculosis  Sana- 
torium. The  sanatorium  was  built  by  the  county 
commissioners  of  Clark  County  some  years  ago. 
In  order  to  meet  the  current  expenses  of  the  hos- 
pital, patients  have  been  accepted  from  surround- 
ing counties  on  a pay  basis.  This  year  due  to 
lack  of  finances  the  budget  of  the  sanatorium  has 
been  reduced  some  $12,000.  In  order  to  meet  this 
budget,  the  board  of  trustees  of  the  hospital  and 
the  Clark  County  commissioners  have  ordered  a 
reduction  in  the  personnel,  salaries  and  the  popu- 
lation of  the  hospital.  In  selecting  the  patients 
who  are  to  be  discharged  from  the  hospital, 
patients  from  Clark  County  who  are  not  pay 
patients  were  the  principal  ones  chosen.  Thus  to 
make  the  reduction  from  112  to  70,  many  active 
cases  will  be  selected. 

The  society  voted  to  send  the  following  resolu- 
tions to  the  boards  in  charge  of  the  hospital, 
newspapers,  city,  county  and  state  health  depart- 
ments: 

“Whereas,  The  Clark  County  commissioners  and 
the  board  of  trustees  of  the  Clark  County  Tuber- 
culosis Sanatorium  have  ordered  a curtailment  in 
the  operation  of  the  Clark  County  Tuberculosis 
Sanatorium  so  as  to  make  it  necessary  to  dis- 
charge and  send  home  three  out  of  every  five 
patients  from  Clark  County  now  at  the  sana- 
torium, 

“Whereas,  Many  of  these  patients  that  are  to 
be  discharged  are  open,  active  cases  entailing  a 
health  hazard  to  their  families  and  to  our  com- 
munity, 

“Whereas,  The  Clark  County  Tuberculosis 
Sanatorium  was  established  primarily  for  the 
benefit  of  the  people  of  Clark  County, 

“Whereas,  The  Clark  County  Medical  Society 
is  fundamentally  interested  in  guarding  the  health 
of  the  community, 

“Be  It  Resolved,  That  we,  the  members  of  the 
Clark  County  Medical  Society,  make  a formal  pro- 
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test  to  the  Clark  County  commissioners  and  the 
board  of  trustees  of  the  Clark  County  Tuber- 
culosis Sanatorium  in  their  recent  action  and  ask 
for  their  reconsideration  in  creating  this  vital 
menace  to  our  community.” 

Following  the  publication  of  the  resolutions  we 
have  already  had  complaints  and  accusations  of 
our  misunderstanding  of  the  real  condition  at  the 
hospital  but  our  information  came  from  the 
superintendent,  Dr.  J.  D.  Thomas,  and  we  feel 
that  it  is  reliable  and  we  have  taken  the  right 
step  in  trying  to  influence  public  opinion  against 
radical  retrogression  in  the  management  of  our 
local  tuberculosis  sanatorium. 

Following  the  business,  motion  pictures  were 
shown  on  “Cholecystectomy”  and  “Thoraco- 
plasty”. 

At  a meeting  of  the  society  held  at  the  Hotel 
Bancroft,  Springfield,  March  12,  Dr.  N.  L.  Bur- 
rell spoke  on  “Oddities  of  Urology”.  A resolution 
was  adopted  praising  the  work  of  the  late  Dr. 
Charles  L.  Minor  in  the  interest  of  the  medical 
profession. — G.  M.  Lane,  M.D.,  secretary. 

DARKE 

Twenty-four  of  the  31  members  of  the  Darke 
County  Medical  Society  attended  a meeting  of  the 
society  held  at  the  Christian  Church,  Greenville, 
February  21.  Following  dinner,  Dr.  John  T. 
Quirk,  Piqua,  spoke  on  “Some  Observations  on 
Angina  Pectoris”.  The  lecture  was  demonstrated 
by  lantern  slides. — W.  D.  Bishop,  M.D.,  secretary. 

GREENE 

Dr.  Wm.  Kelley  Hale,  Wilmington,  addressed 
members  of  the  Greene  County  Medical  Society  on 
the  subject  of  “Uterine  Hemorrhage”,  at  the 
monthly  meeting  of  the  society  held  at  the  court- 
house, Xenia,  February  6.— News  clipping. 

MIAMI 

“The  Value  of  the  Sedimentation  Test  in  the 
Diagnosis  and  Prognosis  of  Disease”,  was  the 
subject  presented  by  Dr.  Maynard  Kiser,  Tippe- 
canoe City,  and  discussed  by  Dr.  R.  E.  Gardner, 
Troy-,  at  a meeting  of  the  Miami  County  Medical 
Society  held  at  Stouder  Hospital,  Troy,  March  6. 
— G.  A.  Woodhouse,  M.D.,  secretary. 

MONTGOMERY 

“A  Newspaper  Editor  Looks  at  the  Doctor”, 
was  the  subject  of  an  address  by  Major  Norman 
A.  Imrie,  editorial  writer,  Columbus  Dispatch, 
at  a meeting  of  the  Montgomery  County  Medical 
Society  held  at  the  Van  Cleve  Hotel,  Dayton, 
March  21. — Bulletin. 

PREBLE 

The  Preble  County  Medical  Society  met  at  the 
Seven  Mile  Tavern,  Eaton,  February  20.  An  in- 
teresting and  instructive  paper  on  “Pneumonia”, 
was  read  by  Dr.  M.  H.  Haley,  Dayton. — E.  P. 
Trittschuh,  secretary. 


Third  District 

(COUNCILOR:  O.  P.  KLOTZ,  M.D.,  FINDLAY) 

AUGLAIZE 

“Early  Diagnosis  and  Prophylaxis  in  Cancer”, 
was  discussed  by  Dr.  John  F.  Beachler,  Piqua,  at 
a meeting  of  the  Auglaize  County  Medical  Society 
in  Wapakoneta,  February  13. — News  clipping. 

HANCOCK 

At  a meeting  of  the  Hancock  County  Medical 
Society  in  Findlay,  March  5,  Dr.  J.  V.  Heimann. 
Cleveland,  spoke  on  “Prenatal  Care”. — R.  S. 
Rilling,  M.D.,  secretary. 

HARDIN 

Dr.  A.  L.  Van  Horn,  chief,  Bureau  of  Child 
Hygiene,  State  Department  of  Health,  talked  on 
“The  Social  Security  Act,  Child  Hygiene  and 
Maternity  Care”,  at  a meeting  of  the  Hardin 
County  Medical  Society  held  at  the  Kenton  Cafe, 
February  20.  The  discussion  was  opened  by  Dr. 
R.  W.  DeCrow,  chief,  Bureau  of  Health  Organiza- 
tion, State  Department  of  Health. — W.  N.  Mundy, 
M.D.,  secretary. 

MARION 

Members  of  the  Marion  Academy  of  Medicine 
and  guests  from  surrounding  counties  attended  a 
dinner  meeting  of  the  academy,  March  3,  at  which 
Dr.  Max  Cutler  of  the  Tumor  Clinic  of  Michael 
Reese  Hospital,  Chicago,  spoke  on  “Some  Recent 
Advances  in  the  Treatment  of  Cancer”.  Later  in 
the  evening  Dr.  Cutler  addressed  a lay  audience 
on  the  subject  “Cause,  Prevention  and  Treatment 
of  Cancer”. — C.  L.  Pitcher,  M.D.,  secretary. 

VAN  WERT 

Dr.  Charles  W.  Mayo,  Rochester,  Minn.,  spoke 
on  “Physiology  of  the  Intestinal  Tract”,  at  a 
meeting  of  the  Van  Wert  County  Medical  Society 
at  Van  Wert,  March  3. — News  clipping. 

Fourth  District 

(COUNCILOR:  B.  J.  HEIN,  M.D.,  TOLEDO) 

DEFIANCE 

“Cervical  Injuries  of  the  Spine”,  was  discussed 
by  Dr.  B.  J.  Hein,  Toledo,  at  a meeting  of  the 
Defiance  County  Medical  Society  held  at  Defiance, 
February  11.  Dr.  E.  P.  Mitchell  was  elected  sec- 
retary-treasurer succeeding  Dr.  H.  B.  Wideman, 
who  is  now  practicing  at  North  Fairfield,  Huron 
County. — E.  P.  Mitchell,  M.D.,  secretary. 

LUCAS 

The  following  programs  were  presented  by  The 
Toledo  Academy  of  Medicine  during  March: 

March  6 — Section  of  Pathology,  Experimental 
Medicine  and  Bacteriology.  “The  Pathology  of 
Tuberculosis”,  Dr.  J.  A.  Kasper,  director  of 
laboratories,  Detroit  Department  of  Health. 

March  13 — Surgical  Section.  “The  Premature 
Detachment  of  the  Normally  Implanted  Placenta”, 
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by  Dr.  Fred  H.  Falls,  professor  of  obstetrics  and 
gynecology,  University  of  Illinois,  College  of 
Medicine. 

March  20 — Medical  Section.  “Compliment  Fix- 
ation as  an  Aid  in  Determining  the  Relation  of 
Focal  Infection  to  Systemic  Disease”,  by  Dr.  S. 
W.  Wallace,  Detroit;  “Coronary  Artery  Disease”, 
by  Dr.  B.  I.  Johnstone,  Detroit;  “Mental  Depres- 
sion”, by  Dr.  J.  Clark  Maloney,  Detroit. 

March  27 — General  Meeting.  “Tuberculosis  and 
Tuberculin  Reactions”,  by  Dr.  A.  Graeme  Mitchell, 
professor  of  pediatrics,  University  of  Cincinnati 
College  of  Medicine. — Bulletin. 

OTTAWA 

At  a meeting  of  the  Ottawa  County  Medical 
Society  held  at  the  town  hall,  Oak  Harbor,  Feb- 
ruary 20,  Dr.  B.  J.  Hein,  Councilor  for  the  Fourth 
District,  talked  informally  on  the  various  func- 
tions of  the  Ohio  State  Medical  Association,  and 
presented  a series  of  cases  illustrating  “Fractures 
and  Dislocations  of  Cervical  Vertebrae”,  with 
exhibition  of  X-ray  plates. — News  clipping. 

PUTNAM 

Dr.  Edward  B.  Pedlow,  Lima,  showed  how 
medicine  has  progressed  in  the  past  100  years  in 
his  address  “Now  and  Then”,  before  the  Putnam 
County  Medical  Society  at  the  Dumont  Hotel, 
Ottawa,  March  3.  Remarks  from  nearly  every 
member  present  showed  the  interest  which  Dr. 
Pedlow’s  paper  aroused.  The  meeting  was  well- 
attended. — J.  R.  Echelbarger,  M.D.,  correspond- 
ing secretary. 

WOOD 

“Sinus  Disease  in  Children  and  Its  Treatment”, 
was  discussed  by  Dr.  Leonard  Nippe,  Toledo,  at  a 
meeting  of  the  Wood  County  Medical  Society 
held  at  Bowling  Green,  February  20. — News  clip- 
ping. 

Fifth  District 

(COUNCILOR:  A.  A.  JENKINS.  M.D.,  CLEVELAND) 

ASHTABULA 

Approximately  100  attended  the  annual  dinner 
dance  sponsored  by  the  Ashtabula  County  Medical 
Society  for  physicians,  attorneys,  pharmacists 
and  dentists  of  the  county  and  their  guests,  at  the 
Hotel  Ashtabula,  February  11.  Members  of  the 
committee  in  charge  of  the  event  were:  Dr.  A.  A. 
DeCato,  Dr.  T.  F.  O’Connor  and  Dr.  Bernice  Fleek, 
Ashtabula;  Dr.  Clarence  T.  Risley,  Conneaut,  and 
Dr.  L.  K.  Lyman,  Jefferson. — News  clipping. 

Guest  speakers  at  a meeting  of  the  Ashtabula 
County  Medical  Society  held  at  the  Conneaut 
Hotel,  Conneaut,  March  10,  were  Dr.  Raymond  S. 
Rosedale,  associate  pathologist  and  Dr.  Donald 
R.  McKay,  resident  in  medicine  and  assistant 
medical  superintendent  of  the  Buffalo  City  Hos- 
pital. They  gave  an  extremely  interesting  and 
instructive  presentation  of  “Bronchiogenic  Car- 


cinoma”, Dr.  Rosedale  presenting  the  pathological 
aspect  and  Dr.  McKay,  the  clinical. — M.  R.  Mar- 
tin, M.D.,  secretary. 

CUYAHOGA 

The  following  programs  were  presented  by  the 
Academy  of  Medicine  of  Cleveland  during  March: 
March  6 — Clinical  and  Pathological  Section,  St. 
Alexis  Hospital.  “Treatment  of  Squint”,  by  Dr. 
H.  V.  Phelan;  “Treatment  of  Frost  Bite”,  by  Dr. 
F.  A.  Spittler;  “A  Case  of  Anemia  of  Obscure 
Origin”,  by  Dr.  W.  S.  Taylor;  “Injury  to  the 
Pelvis  with  Unusual  Complications”,  by  Dr.  E.  F. 
Kieger;  “A  Case  of  Rupture  of  the  Spleen”,  by 
Dr.  J.  N.  Wychgel;  “An  Unusual  Case  of  Perine- 
phritic  Abscess”,  by  Dr.  H.  V.  Paryzek;  “A  Case 
of  Acute  Polyserositis”,  by  Dr.  Richard  Dexter; 
“Motion  Pictures  of  Eye  Operations”,  by  Dr.  C. 
L.  McDonald. 

March  13 — Joint  Meeting  of  Experimental 
Medicine  Section  and  Cleveland  Section  of  the 
Society  for  Experimental  Biology  and  Medicine, 
Institute  of  Pathology,  arranged  by  department 
of  surgery.  “Maintenance  of  Myocardial  Contrac- 
tility after  Ligation  of  Coronary  Artery”,  by  Dr. 
Robert  Tennant  and  Dr.  Ernest  F.  Bright;  “An 
Experimental  Study  of  Cardiopericardial  Ad- 
hesions”, by  Dr.  Robert  Hosier  and  Dr.  John 
Williams;  “Experimental  Reduction  of  Cardiac 
Irritability  by  the  Epicardial  and  Systemic  Ad- 
ministration of  Drugs”,  by  Dr.  Frederick  R. 
Mautz;  “The  Establishment  of  a New  Blood  Sup- 
ply to  the  Heart  by  Operation”,  (a)  Clinical  Re- 
sults, by  Dr.  Harold  Feil;  (b)  Postmortem  Find- 
ings in  Post-Operative  Deaths,  by  Dr.  Alan  R. 
Moritz;  (c)  discussion,  by  Dr.  Claude  S.  Beck. 

March  18 — Pediatric  Section,  City  Hospital. 
Clinical  Session. 

“Erythema  Induratum”,  by  Dr.  R.  B.  Hauver; 
“Cervical  Lymph  Node  Enlargements”,  by  Dr.  L. 
S.  Enright;  “Thrombopenia  Purpura”,  by  Dr.  O. 
L.  Goehle;  “Erythema  Nodosum”,  by  Dr.  R.  E. 
Wharton;  “Phenolphthalein  Poisoning”,  by  Dr.  P. 
J.  Maloney;  “Recurrent  Pneumonia”,  by  Dr.  O. 
W.  Burhans;  “The  Treatment  of  Meningococcic 
Meningitis”,  by  Dr.  J.  A.  Toomey;  “Supraclavi- 
cular Lymph  Node  Enlargement”,  (clinical)  by 
Dr.  J.  D.  Pilcher;  (pathological)  by  Dr.  H.  S. 
Reichle. 

March  20 — Regular  Academy  Meeting,  Medical 
Library  Auditorium.  “A  Clinical  Appraisal  of 
Artificial  Fever  Therapy”,  by  Dr.  Walter  Simp- 
son, Dayton.  Mr.  C.  L.  Ketterin,  director  of  re- 
search, General  Motors  Corporation,  also  con- 
tributed to  this  program. 

ERIE 

Dr.  W.  K.  Allen,  representative  of  The  Upjohn 
Company,  spoke  on  “The  Production  of  Cod  Liver 
Oil”,  at  a meeting  of  the  Erie  County  Medical  So- 
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ciety  held  at  Sandusky,  February  27. — News  clip- 
ping. 

LORAIN 

The  regular  monthly  meeting  of  the  Lorain 
County  Medical  Society  was  held  at  the  Hotel 
Newell,  Elyria,  March  11,  with  42  members  pres- 
ent. The  feature  of  the  evening  was  a four-reel 
motion  picture,  “Traumatic  Surgery  of  the  Ex- 
tremities”. A resolution  was  adopted  requesting 
the  Industrial  Commission  to  return  to  the  orig- 
inal fee  schedule.  Dr.  A.  A.  Jenkins,  Cleveland, 
Councilor  for  the  Fifth  District,  will  address  the 
society  at  its  April  meeting. — L.  H.  Trufant, 
M.D.,  secretary. 

MEDINA 

The  Medina  County  Medical  Society  met  at  the 
Evanon,  south  of  Medina,  Thursday,  February 
20,  at  4:00  P.  M. 

The  meeting  was  addressed  by  Dr.  John  L. 
Jones  of  Medina,  who,  since  January  1,  has  been 
health  commissioner  of  Medina  County  and  the 
City  of  Wadsworth.  (Dr.  T.  W.  Mahoney,  the 
previous  commissioner,  has  taken  a similar  posi- 
tion in  Lucas  County).  Dr.  Jones  told  of  the  work 
and  plans  of  his  department,  stressing  the  co- 
operation necessary  between  a health  board  and 
the  private  physician. 

Dr.  A.  A.  Jenkins  of  Cleveland,  Councilor  of  the 


Fifth  District,  was  present  and  addressed  the  so- 
ciety on  the  work  and  plans  of  the  Ohio  State 
Medical  Association. 

Dr.  Reutter  reappointed  the  Economics  Com- 
mittee of  last  year  and  asked  that  it  meet  with 
the  county  commissioners  and  township  boards  to 
work  out  more  definite  plans  regarding  care  of 
the  indigent  sick.  Dr.  E.  L.  Crum  of  Lodi  is  the 
chairman,  Dr.  R.  L.  Mansell  of  Medina  and  Dr.  C. 
A.  Bolich  of  Wadsworth  being  the  other  members. 

On  motion,  the  secretary  was  instructed  to 
write  a letter  to  Dr.  H.  H.  Dorr,  retiring  chief 
medical  examiner  of  the  Industrial  Commission, 
commending  him  on  his  many  years  of  courteous 
service  to  the  members  in  their  treatment  of  in- 
dustrial cases. 

The  office  of  vice-president  being  vacant  since 
Dr.  Mahoney  has  moved  to  Lucas  County,  Dr. 
Jones,  his  successor  as  health  commissioner,  was 
first  elected  to  membership  in  the  society  and  then 
elected  to  the  office  of  vice-president. 

Dr.  Jenkins  informed  the  membership  that  Dr. 
R.  R.  Hendershott,  President  of  the  State  Associa- 
tion, has  been  ill.  The  secretary  was  instructed 
to  write  a letter  to  him,  conveying  the  best  wishes 
of  the  society. 

The  March  meeting  took  place  on  March  19,  at 
which  time  several  medical  motion  pictures  were 
shown,  chief  of  them  being  Dr.  DeLee’s  film  on 


Do  You  Treat  CANCER? 

the  radium  emanation  corporation 

MAINTAINS  the  most  efficiently  organized  Radium  laboratory  to 
make  available  to  you,  at  low  cost,  every  facility  for  the  use  of 
Radium  in  your  practice. 

RADON  SEEDS.  Removable  or  permanent.  We  provide  seeds 
of  the  composite  type,  with  Radon  under  leak-proof  glass  seal. 

Filtration  0.3  mm.  of  Platinum. 

APPLICATORS.  Uterine  tubes,  cervical  applicators,  surface 
plaques  properly  prepared  to  meet  the  requirements  of  each  indi- 
vidual case. 

OUR  SERVICE  is  available  to  you  day  and  night  including  Sun- 
days and  holidays.  Your  inquiries  and  orders  will  receive  our 
prompt  and  careful  attention. 

THE  RADIUM  EMANATION  CORPORATION 

GRAYBAR  BLDG.  Tel:  MOhawk  4-6455  NEW  YORK,  N.  Y. 
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local  anesthesia  in  obstetrics. — J.  K.  Burling, 
M.D.,  secretary. 

Sixth  District 

(COUNCILOR:  W.  M.  SKIPP,  M.D.,  YOUNGSTOWN) 

ASHLAND 

The  Ashland  County  Medical  Society  had  a 
Valentine  party  and  dinner  at  the  Ashland  Coun- 
try Club,  February  14,  with  their  wives  as  guests. 
There  was  no  business  meeting.  Following  dinner, 
bridge  and  monopoly  occupied  the  evening. — M. 
E.  Miller,  M.D.,  secretary. 

MAHONING 

“Cardiac  Asthma — Its  Clinical  Significance  and 
Treatment”,  was  discussed  by  Dr.  Soma  Weiss, 
associate  professor  of  medicine,  Harvard  Univer- 
sity, at  a meeting  of  the  Mahoning  County  Medi- 
cal Society  at  the  Youngstown  Club,  March  17. 

The  following  resolution  relative  to  the  death 
of  Dr.  S.  R.  Proudfit,  one  of  the  deans  of  the 
medical  profession  in  Youngstown,  has  been 
adopted  by  the  society: 

“The  membership  of  the  Mahoning  County 
Medical  Society  extends  to  the  bereaved  family  of 
Dr.  S.  R.  Proudfit  the  following  resolutions: 

Whereas:  Dr.  S.  R.  Proudfit,  Youngstown, 

Ohio,  an  honorable  member  of  the  Mahoning 


County  Medical  Society,  has  typified  the  position 
of  the  true  family  physician  throughout  his  long 
career  and  has  endeared  himself  to  the  profession 
and  the  lay  people  whom  he  served.  Therefore, 
be  it 

Resolved:  That  the  Mahoning  County  Medical 
Society  deeply  regrets  his  death  and  extends  its 
sympathy  together  with  a copy  of  these  resolu- 
tions to  his  bereaved  family  and  that  these  resolu- 
tions be  spread  upon  the  minutes  of  the  society 
in  his  memory.” — R.  B.  Poling,  M.D.,  secretary. 

PORTAGE 

A fee  schedule  for  medical  care  of  indigents 
was  adopted  at  a business  meeting  of  the  Portage 
County  Medical  Society,  February  10,  and  later 
approved  by  the  county  commissioners.  Negotia- 
tions for  the  society  were  conducted  by  the  Medi- 
cal Economics  Committee,  consisting  of  Dr.  P.  H. 
Zinkhan,  chairman,  Dr.  S.  U.  Sivon  and  Dr.  R.  D. 
Worden. 

Dr.  Carl  R.  Steinke,  Akron,  gave  an  interesting 
talk  on  “Physical  Findings  and  Clinical  History 
of  the  Acute  Abdomen”,  at  a meeting  of  the  so- 
ciety on  March  5 at  the  home  of  Dr.  J.  S.  Deyell, 
Ravenna. 

The  society  endorsed  a circular  letter  from  the 
Putnam  County  Medical  Society  protesting  con- 
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THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL 

(ORGANIZED  1881) 

THE  PIONEER  POST-GRADUATE  MEDICAL 
INSTITUTION  IN  AMERICA 


FOR  THE 

General  Practitioner 

Intensive  full  time  instruction  in  those 
subjects  which  are  of  particular  interest 
to  the  physician  in  general  practice.  The 
course  covers  all  branches  of  Medicine 
and  Surgery. 


For  Information  Address 

MEDICAL  EXECUTIVE  OFFICER 

345  West  50th  Street  NEW  YORK  CITY 


Proctology, 

Gastro-Enterology 

and  ALLIED  SUBJECTS 


/ 

COOK  COUNTY  GRADUATE 
SCHOOL  OF  MEDICINE 

(In  affiliation  with  COOK  COUNTY  HOSPITAL) 

MEDICINE — Informal  Course : Personal  Courses  ; In- 
tensive Course  Two  Weeks  starting  April  13th. 
SURGERY — General  Course  One,  Two,  Three  and  Six 
Months ; Intensive  Course,  Surgical  Technique 
every  two  weeks  ; Special  Courses. 
GYNECOLOGY  — Three  Months  Course ; Intensive 
Course  Two  Weeks ; Combined  Course  Four 
Weeks  Gyn.  & Obst.  starting  May  4th. 
OBSTETRICS  — Informal  Course ; Intensive  Course 
Two  Weeks;  Combined  Course  Four  Weeks 
Gyn.  & Obst.  starting  May  4th. 

FRACTURES  & TRAUMATIC  SURGERY— Informal 
Practical  Course:  Intensive  Course  Ten  Days 
starting  April  13th. 

PEDIATRICS — Informal  Course;  Two  Weeks  Course 
starting  May  4th. 

EAR,  NOSE  AND  THROAT — Informal  Course;  In- 
tensive Course  Two  Weeks  ; Special  Courses. 
UROLOGY — General  Course  Two  Months ; Intensive 
Course  Two  Weeks,  Special  Courses. 
CYSTOSCOPY — Intensive  Course  every  two  weeks 
(Attendance  limited). 

General,  Intensive  and  Special  Courses  in  Tuber- 
culosis Ophthalmology,  Roentgenology,  Dermatology 
and  Syphilology  Pathology,  Neurology,  Electrocar- 
diography, Topographical  and  Surgical  Anatomy ; 
Physical  Therapy,  Gastro  Enterology,  Allergy,  Hem- 
orrhoids and  Varicose  Veins. 

TEACHING  FACULTY  — ATTENDING 
STAFF  OF  COOK  COUNTY  HOSPITAL 

Address : 

Registrar,  427  S.  Monroe  Street, 
CHICAGO,  ILLINOIS 


THE  ANNUAL  POSTGRADUATE  COURSE 
of  the 

INDIANA  UNIVERSITY  SCHOOL  OF 
MEDICINE 
and 

THE  INDIANA  STATE  MEDICAL 
ASSOCIATION 
will  be  presented  at 

THE  INDIANA  UNIVERSITY  SCHOOL  OF 
MEDICINE  IN  INDIANAPOLIS 


APRIL  6-11,  1936 


The  Indiana  State  Medical  Association  will  be  in  complete 
charge  of  the  programs  on  April  8th  and  9th,  which  days 
will  be  devoted  to  discussions  of  Cardiovascular,  Renal,  and 
Neoplastic  Diseases. 

The  program  will  include  many  speakers  of  national 
prominence. 

Forenoons  will  be  devoted  to  clinics.  Afternoons  will  be 
given  to  didactic  work,  with  special  emphasis  placed  upon 
clinical  demonstrations  and  discussions. 

No  Registration  Fee 

All  graduate  physicians  in  good  standing  are  invited  to 
attend. 

Complete  program  with  schedule  of  speakers  will  be  pub- 
lished in  the  April  issue. 
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tinuance  of  the  20  per  cent  cut  in  the  Industrial 
Commission  fee  schedule. 

Dr.  Charles  W.  Scott,  Cleveland,  will  address 
the  next  meeting  of  the  society  on  April  2. — E.  J. 
Widdecombe,  M.D.,  secretary. 

SUMMIT 

“Pitfalls  to  be  Avoided  in  Surgical  Diagnosis”, 
was  the  subject  discussed  by  Dr.  J.  M.  T.  Finney, 
associate  professor  of  clinical  surgery,  Johns 
Hopkins  University,  at  a meeting  of  the  Summit 
County  Medical  Society  held  at  the  Mayflower 
Hotel,  Akron,  March  3. — A.  S.  McCormick,  M.D., 
secretary. 

Seventh  District 

(COUNCILOR:  C.  W.  KIRKLAND,  M.D.,  BELLAIRE) 

COLUMBIANA 

Dr.  Edward  Spease,  dean  of  the  College  of 
Pharmacy,  Western  Reserve  University,  gave  a 
very  interesting  and  instructive  address  on  “Prob- 
lems of  Physicians  and  Pharmacists”,  at  a well- 
attended  meeting  of  the  Columbiana  County 
Medical  Society  and  druggists  of  the  county,  at 
the  American  Legion  Hall,  Lisbon,  March  10. 

At  a special  meeting  of  the  society,  February 
26,  in  Lisbon,  a minimum  fee  schedule  was  ap- 
proved, and  County  Auditor  John  H.  Irwin  ex- 
plained the  intangible  tax  law.  A motion  was 
adopted  to  file  a protest  with  the  state  legislators 
from  the  district  against  the  provision  of  the  law 
placing  a 3-mill  tax  on  accounts  receivable. — P. 
H.  Beaver,  M.D.,  secretary. 

JEFFERSON 

A social  meeting  of  the  Jefferson  County  Medi- 
cal Society  was  held  in  the  Rainbow  Room  of  the 
Fort  Steuben  Hotel,  Steubenville,  January  28. 
Attorney  Cliff  Kerr  gave  an  interesting  talk  and 
presented  movies  exhibiting  the  characteristics  of 
the  wild  life  and  natives  of  Northern  Canada. 
The  address  was  received  by  a large  and  ap- 
preciative gathering. 

The  regular  monthly  scientific  meeting  of  the 
Jefferson  County  Medical  Society  was  held 
February  11.  Dr.  Walter  G.  Stern,  Cleveland, 
spoke  on  “The  Estimation  of  Disability  from  a 
Surgical  Standpoint”.  Dr.  Stern’s  discussion  was 
particularly  timely  because  it  touched  on  some 
tendencies  in  social  security  legislation. 

It  was  announced  that  a special  bulletin  board 
will  be  placed  in  the  physician’s  reception  room  of 
he  Ohio  Valley  Hospital,  Steubenville,  as  a con- 
venient method  of  bringing  bulletins  of  the  Ohio 
State  Medical  Association  to  the  attention  of  the 
individual  members  of  the  society. — Howard  W. 
Brettell,  M.D.,  secretary. 

Eighth  District 

(COUNCILOR:  E.  R.  BRUSH,  M.D.,  ZANESVILLE) 

ATHENS 

Dr.  John  E.  Brown,  Jr.,  Columbus,  spoke  on 
“The  Thymus  Gland”,  at  a meeting  of  the  Athens 
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During  convalescence  from  illness,  an  operation  or 
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which  has  proved  itself  exceptionally  useful. 
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easily  digested  and  quickly  assimilated  — Cocomalt  not 
only  adds  easily  assimilated  Iron  to  the  diet,  but  also 
richly  provides  Calcium,  Phosphorus  and  Vitamin  D. 

An  ounce  of  Cocomalt  (which  is  the  amount  used  to 
make  one  cup  or  glass)  supplies  5 milligrams  of  Iron  in 
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by  the  Wisconsin  Alumni  Research  Foundation.  Each 
ounce  of  Cocomalt  contains  not  less  than  81  U.  S.P. 
Vitamin  D units. 

Cocomalt  also  has  a rich  Calcium  and  Phosphorous  con- 
tent. Each  cup  or  glass  of  Cocomalt  in  milk  provides  .32 
gram  of  Calcium  and  .28  gram  of  Phosphorus.  Thus 
Cocomalt  supplies  in  good  biological  ratio  three  food 
essentials  required  for  proper  growth  and  development 
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FREE  TO  DOCTORS: 
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R.  B.  Davis  Co.,  Dept.  35-D  Hoboken,  N.  J. 

Please  send  me  a trial-size  can  of  Cocomalt  without  charge. 

Dr 

Address 

City State 

Cocomalt  is  the  registered  trade-mark  of  R.B. Davis  Co., Hoboken, N.J 
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The 

Philadelphia  County  Medical  Society 

announces  a 

Post  Graduate  Institute 

to  be  held  at  the 

Bellevue-Stratford  Hotel 
in 

PHILADELPHIA 

April  20  to  24,  1936 

A program  of  great  interest  to  the  members  of  the  pro- 
fession particularly  those  IN  GENERAL  PRACTICE 
has  been  prepared. 

The  lecturers  have  been  selected  from  the  FOREMOST 
TEACHERS  in  this  great  medical  center. 

Arrangements  have  been  made  with  all  railroads  for 
special  rates.  Consult  your  railroad  agent  or  write  us. 

I 

For  complete  program  and  further  information  address 

POST  GRADUATE  INSTITUTE 

PHILADELPHIA  COUNTY  MEDICAL  SOCIETY 
21st  and  Spruce  Streets 
PHILADELPHIA.  PA. 
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County  Medical  Society  held  at  the  American 
Legion  Building,  March  2.  Twenty  members  were 
present.  The  ladies’  auxiliary  of  the  legion  served 
dinner. — T.  A.  Copeland,  M.D.,  secretary. 

GUERNSEY 

Dr.  Fred  W.  Lane  was  the  principal  speaker  at 
a meeting  of  the  Guernsey  County  Medical  So- 
ciety held  at  the  Berwick  Hotel,  Cambridge, 
March  5. — News  Clipping. 

LICKING 

Members  of  the  debating  team  of  Denison  Uni- 
versity debated  the  question  of  state  medicine  at 
a meeting  of  the  Licking  County  Medical  Society 
held  at  Newark,  February  25. — News  clipping. 

MUSKINGUM 

Dr.  R.  D.  Bateman  presented  a paper  on 
“Urinary  Extravasation”,  at  a meeting  of  the 
Muskingum  County  Academy  of  Medicine  at  the 
University  Club,  Zanesville,  March  11. — Beatrice 
T.  Hagen,  M.D.,  secretary. 

WASHINGTON 

Dr.  Edwin  J.  Stedem,  Columbus,  spoke  on  “The 
Treatment  of  Endocrine  Dysfunction”,  at  a meet- 
ing of  the  Washington  County  Medical  Society 
held  at  Marietta,  February  19. 

At  a meeting  of  the  society,  March  11,  Dr.  A. 
R.  K.  Matthews,  pathologist  at  City  Hospital, 
Parkersburg,  W.  Va.,  spoke  on  “Cerebrospinal 
Fluid  and  Some  Characteristic  Features  of  Diag- 
nostic Importance”. — R.  W.  Riggs,  M.D.,  secre- 
tary. 

Ninth  District 

(COUNCILOR:  I.  P.  SEILER.  M.D.,  PIKETON) 

GALLIA 

The  Gallia  County  Medical  Society  met  at  Galli- 
polis,  February  27.  Dr.  F.  W.  Shane,  discussed 
“Leukemia”,  and  presented  case  reports.  The 
meetings  of  the  society  are  being  very  well  at- 
tended, much  better  than  during  the  previous  five 
years.  The  society  is  planning  to  sponsor  a Ninth 
District  meeting  at  Gallipolis  in  April  or  May. — 
Milo  Wilson,  M.D.,  secretary. 

HOCKING 

Members  of  the  county  dental  and  bar  associa- 
tions were  guests  of  the  Hocking  County  Medical 
Society  at  a meeting  on  February  13  at  the  Hotel 
Ambrose,  Logan.  Judge  Harley  M.  Whitcraft 
gave  a very  interesting  talk  on  “Legal  Aspects  of 
our  Professions”. — M.  H.  Cherrington,  M.D.,  sec- 
retary. 

JACKSON 

With  only  one  physician  in  the  county  absent,  a 
meeting  of  the  Jackson  County  Medical  Society 
was  held  February  11  at  the  City  Building  in 
Jackson.  Dr.  George  P.  Sims,  Columbus,  spoke  on 
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“Hemorrhage  of  the  Menopause”. — News  clip- 
ping. 

SCIOTO 

At  a meeting  of  the  Hempstead  Academy  of 
Medicine,  March  9,  at  Portsmouth,  Mr.  J.  J. 
Quilligan  of  the  M.  & R.  Laboratories,  Columbus, 
spoke  on  “Some  Biological  Considerations  of  Milk 
as  a Food”,  and  Mr.  William  West,  Portsmouth, 
discussed  “Local  Vital  Statistics”. — W.  M.  Single- 
ton,  M.D.,  secretary. 

Tenth  District 

(COUNCILOR:  C.  C.  SHERBURNE,  M.D.,  COLUMBUS) 

CRAWFORD 

Dr.  Hugh  G.  Beatty,  Columbus,  addressed  the 
Crawford  County  Medical  Society,  March  2,  at 
Bucyrus,  on  the  subject  “Sinus  Infection  and 
Involvement  of  the  Bronchial  Tract  in  Children”. 
— Darrel  D.  Bibler,  M.D.,  secretary. 

DELAWARE 

Dr.  George  T.  Harding,  Columbus,  spoke  on 
“Nervous  Diseases  and  the  General  Practitioner”, 
at  a meeting  of  the  Delaware  County  Medical  So- 
ciety held  at  Delaware,  February  18. — News  clip- 
ping. 

FRANKLIN 

The  following  programs  were  presented  by  the 
Columbus  Academy  of  Medicine  during  March: 

March  2 — “Recent  Advances  that  are  of  Sig- 
nificance in  the  Etiology,  Prognosis  and  Treat- 
ment of  Lymphatic  Leukemia”,  by  Dr.  Bruce  K. 
Wiseman,  with  discussion  by  Dr.  Charles  A.  Doan. 

March  9 — Panel  Discussion.  “Sore  Throats”,  by 
Dr.  E.  G.  Horton,  Dr.  Arthur  G.  Helmick,  Dr.  E. 
H.  Baxter,  Dr.  J.  P.  Farson  and  Dr.  E.  W.  Harris. 

March  16 — White  Cross  Hospital  Clinic.  “Glu- 
cose Tolerance  in  Pituitary  Dysfunction”,  by  Dr. 
R.  S.  Fidler;  “Relation  of  Genito-Urinary  Tract 
to  Abdominal  Pain”,  by  Dr.  H.  V.  Weirauk; 
■“Tumor  of  Spinal  Canal”,  by  Dr.  Wm.  P.  Smith; 
"“Septic  Pneumonia”,  by  Dr.  Louis  Mark;  “Acute 
Appendicitis”,  by  Dr.  Carl  D.  Hoy. 

March  23  — General  Practitioners’  Section. 
■“Coronary  Occlusion — Diagnosis  and  Manage- 
ment”, by  Dr.  H.  M.  Clodfelter,  with  discussion 
by  Dr.  George  I.  Nelson. — Bulletin. 

MADISON 

“Head  Injuries  and  Their  Treatment”,  was  the 
subject  discussed  by  Dr.  Harry  E.  LeFever,  Co- 
lumbus, at  a meeting  of  the  Madison  County 
Medical  Society  held  at  West  Jefferson,  February 
28. — News  clipping. 

MORROW 

At  a meeting  of  the  Morrow  County  Medical  So- 
ciety held  at  Mt.  Gilead  on  March  10,  Dr.  Jona- 
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CANNED  FOODS  AND  THE  PUBLIC  HEALTH 

III.  Chemical  Preservatives 


• Some  of  our  readers  have  inquired  as  to 
whether  or  not  chemical  preservatives  are 
used  in  commercially  canned  foods.  In  cer- 
tain instances,  this  question  was  inspired  by 
the  fact  that  "canning  compounds”  were 
formerly  sold  for  use  in  home  canning  and 
preserving  operations.  Such  compounds, 
however,  are  rarely  used  by  the  housewife 
of  today,  and  never  by  commercial  canners. 

We  wish  to  state  here  that  no  preserva- 
tives are  used  in  commercially  canned  foods. 

Spoilage  of  food  is  principally  caused  by 
the  growth  and  multiplication  in  food  of 
microorganisms  such  as  yeasts,  molds,  or 
certain  types  of  bacteria.  These  microorgan- 
isms depend  upon  the  food  they  inhabit  for 
their  nutrition  and  their  life  processes  pro- 
duce changes  in  the  chemical  or  physical 
characteristics  of  food,  or  both.  These 
changes  lead  us  to  state  that  the  food  has 
"spoiled”. 

Like  other  living  organisms,  these  spoil- 
age microorganisms  can  grow  and  multiply 
in  a food  only  as  long  as  conditions  remain 
favorable  for  their  existence.  If  any  environ- 
mental factor,  such  as  temperature,  moisture 
or  acidity,  becomes  unfavorable,  these  spoil- 
age organisms  are  destroyed,  or  their  de- 
velopment is  inhibited. 

All  methods  of  food  preservation  have  a 
common  underlying  principle;  they  all  alter 
some  factor  or  factors  in  the  food  environ- 
ment so  as  to  render  conditions  unfavorable 


for  the  growth  or  development  of  spoilage 
organisms  in  the  food. 

Thus,  foods  may  be  preserved  by  freezing 
or  refrigeration,  which  serves  to  lower  the 
temperature  below  that  optimum  for  growth 
of  certain  spoilage  organisms;  dried  foods 
keep  because  the  moisture  content  has  been 
reduced  to  an  unfavorably  low  level;  cer- 
tain fermented  foods  keep  because  of  the 
development  of  high  acidity.  All  of  these 
methods  produce  changes  in  the  environ- 
ment in  which  the  food  spoilage  organisms 
must  live. 

Commercial  canning  is  a method  of  food 
preservation  in  wdiich  the  temperature  fac- 
tor in  the  environment  is  raised  to  a level 
above  that  optimum  for  growth  of  spoilage 
microorganisms.  Thus,  canned  foods  keep 
because  in  their  preparation  they  are  sub- 
jected to  heat  processes  in  hermetically 
sealed  containers.  The  thermal  processes 
raise  the  temperature  of  the  foods  to  those 
temperatures  at  which  the  most  resistant 
spoilage  organisms  present  cannot  grow  or 
survive.  (1) 

The  hermetic  seal  insures  protection 
against  future  infection  of  the  food  by  such 
organisms. 

Thus,  commercial  canning  is  a method  of 
food  preservation  which  has  for  its  basis  the 
thermal  destruction  of  spoilage  organisms; 
no  chemical  preservatives  are  needed  to  in- 
sure preservation  of  the  foods,  and,  conse- 
quently, none  are  used. 


AMERICAN  CAN  COMPANY 


230  Park  Avenue,  New  York  City 


(1)  The  Microbiology  of  Foods,  F.  W.  Tanner, 
Twin  City  Pub.  Co.,  Champaign,  111.,  1932 


This  is  the  eleventh  in  a series  of  monthly  articles,  which  will  summarize, 
for  your  convenience,  the  conclusions  about  canned  foods  which  au- 
thorities in  nutritional  research  have  reached.  We  want  to  make  this 
series  valuable  to  you,  and  so  we  ask  your  help.  Will  you  tell  us  on  a 
post  card  addressed  to  the  American  Can  Company,  New  York,  N.  Y., 
what  phases  of  canned  foods  knowledge  are  of  greatest  interest  to  you? 
Your  suggestions  will  determine  the  subject  matter  of  future  articles. 


The  Seal  of  Acceptance  denotes  that  the 
statements  in  this  advertisement  are 
acceptable  to  the  Committee  on  Foods 
of  the  American  Medical  Association. 
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than  Forman,  Columbus,  spoke  on  “Allergy  of 
General  Practice”. — T.  Caris,  M.D.,  secretary. 

PICKAWAY 

Pickaway  County  Medical  Society  met  at  Han- 
ley’s Tea  Room,  Circleville,  Friday  noon,  March 
6.  Dr.  Howard-  L.  Stitt,  Cincinnati,  spoke  on 
“Observation  of  the  Mucous  Membranes”. — E.  R. 
Austin,  M.D.,  secretary. 

ROSS 

Dr.  George  M.  Curtis,  Columbus,  discussed 
“Goitre”,  at  the  monthly  dinner-meeting  of  the 
Ross  County  Medical  Society  at  Chillicothe,  Feb- 
ruary 7. — News  clipping. 

Motion  pictures  on  “Obstetrics”,  were  presented 
at  a special  meeting  of  the  society  held  in  the 
staff  room  of  the  Chillicothe  Hospital,  February 
20. — News  clipping. 

— OSM  J — 

AT  LAST 

When  the  last  great  artist  is  buried 
And  his  last  paint  brush  is  dried, 

When  the  last  sweet  singer  and  poet 
Are  reverently  laid  by  his  side, 

When  the  last  historian  and  statesman 
Have  covered  their  last  retreat, 

When  the  soldiers’  guns  are  silent 
And  the  drums  have  ceased  to  beat, 

When  the  last  economist  is  vanished 
And  his  memory  faded  and  dim, 

When  the  last  reformer  is  forgotten 
And  his  efforts  stand  useless  and  grim, 

When  the  world  has  ceased  to  be  selfish 
And  naught  darkens  or  shadows  the  sky, 

When  mankind  in  living  rejoices 
And  tries  to  live  up  to  The  Why. 

Aye!  then  will  the  faithful  old  doctor 
Who  gave  of  his  strength  and  his  brain, 
Through  sunshine,  through  storm  and  through 
shadow 

To  conquer  disease  and  pain, 

Be  given  that  just  recognition  for  service  un- 
selfish and  true, 

’Twill  then  be  the  happy  fruition  of  the  doctor 
getting  his  due. 

— Florus  F.  Lawrence,  M.D., 

Columbus,  Ohio. 

+ 7 

— OSM  J — 

Wilmington — Dr.  C.  E.  Kinzel  has  been  ap- 
pointed surgeon  for  the  Baltimore  & Ohio  Rail- 
road Company  here.  The  post  was  formerly  held 
by  the  late  Dr.  U.  G.  Murrell. 

Cincinnati — Dr.  William  Muhlberg,  medical 
director,  Union  Central  Life  Insurance  Company, 
gave  the  first  of  a series  of  public  lectures  on 
health,  February  23,  presented  under  the  auspices 
of  the  Cincinnati  Academy  of  Medicine  and  the 
College  of  Medicine  of  the  University  of  Cincin- 
nati. His  subject  was,  “Preventive  Medicine”. 


The  Truth 

ABOUT  CIGARETTES 

IN  cases  of  congestion  of  some  por- 
tion of  the  upper  respiratory  tract, 
the  safest  course  is  discontinuance  of 
smoking.  The  next  best  advice  is 
“Smoke  Philip  Morris”,  the  only 
cigarette  scientifically  proved  by  inde- 
pendent outside  research  to  be  less 
irritating.* 

Proc.Soc.  Exp.  Biol,  and  Med.,  1934,32, 241-245+ 
N.  Y.  State  Jour.  Med . 1935,  35— No.  11,590 
Laryngoscope  1935  XLV,  149-154 


In  Philip  Morris  cigarettes,  only  diethylene 
glycol  is  used  as  the  hygroscopic  agent. 
To  any  Doctor  who  wishes  to  test  the 
cigarettes  for  himself,  the  Philip  Morris 
Company  will  gladly  mail  a sufficient 
sample  on  request  below.*"*' 


For  exclusive  use  of  practising  physicians 

PHILIP  MORRIS  & CO.  LTD.  INC- 
119  FIFTH  AVENUE  NEW  YORK 

Absolutely  without  charge  or  obligation  of  any 
kind,  please  mail  to  me 
★ Reprint  of  papers  from 

N.  Y.  State  Jour.  Med.  1935,  35-  [“] 
No.  11,590;  Laryngoscope  1935  XLV,  — 
149-154.  Proc.  Soc.  Exp.  Biol,  and 
Med.,  1934,  32,  241-245. 

★ ★ For  my  personal  use,  two  packages  of  I I 
Philip  Morris  Cigarettes,  English  Blend.  — 

SiUXEM*: -ML  D. 

ADDRESS — 

CITY STATE 
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The  Baby  Regulates 
Breast  Feeding 


SAFE 

WEANING 

to 

BOTTLE 

FEEDING 


The  Doctor  Regulates 
Bottle  Feeding 


Infants  should  be  weaned  from  the  breast  at  eight  months.  The  season  of 
the  year  is  immaterial  with  modern  knowledge  of  nutrition  and  hygiene. 
Gradual  weaning  is  desirable.  It  is  accomplished  by  progressively  increasing 
the  number  of  bottle  feedings  in  substitution  for  the  breast  feedings. 

The  formula  consists  of  6 ounces  milk,  2 ounces  water,  2 teaspoons  Karo 
for  each  bottle— one  the  first  week ; two  the  second,  etc.  The  schedule  for  addi- 
tional foods  remains  the  same  as  during  nursing.  But  babies  unaccustomed  to 
the  bottle  often  refuse  it  as  long  as  the  breast  is  available.  Then  abrupt  weaning 
becomes  necessary,  some  person  other  than  the  mother  giving  the  feedings. 

The  formula  in  abrupt  weaning  prepared  for  the  entire  day  consists  of  24 
ounces  milk,  8 ounces  water,  3 tablespoons  Karo,  divided  into  4 feedings,  8 


Feeding * 

1st  Week 

2nd  Week 

3rd  Week 

4th  Week 

6:00  A.M. 

Breast 

Breast 

Breast 

Bottle 

10:00  A.M. 

Breast 

Breast 

Bottle 

Bottle 

2:00  P.M. 

Breast 

Bottle 

Bottle 

Bottle 

6:00  P.M. 

Bottle 

Bottle 

Bottle 

Bottle 

ounces  each,  at  4 hour  intervals.  The  formula  can  be  concentrated  once  the  baby 
is  adjusted  to  the  bottle  feeding. 

Karo  is  a mixture  of  dextrins,  maltose  and  dextrose  (with  a small  per- 
centage of  sucrose  added  for  flavor)  practically  free  from  protein,  starch  and 
minerals.  Karo  is  a non-allergic  carbohydrate,  not  readily  fermentable,  well 
tolerated,  readily  digested,  effectively  utilized  and  economical  for  both  the 
baby  and  the  budget. 


AMERICAN^* 
MEDICAL 
v ASSN.  I 


Corn  Products  Consulting  Service 
for  Physicians  is  available  for  fur- 
ther clinical  information  regard- 
ing Karo.  Please  Address:  Corn 
Products  Sales  Company,  Dept. 
S.J.4, 17  Battery  Place,  New  York 
City. 
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Annual  Post-Graduate  Session  at  O.  S.  U. 
Attended  by  400 

Approximately  400  physicians,  including  250 
alumni,  attended  the  Annual  Post-Graduate  Ses- 
sion of  the  Ohio  State  University  College  of 
Medicine,  held  at  Columbus,  March  6 and  7,  in 
commemoration  of  the  102nd  anniversary  of  the 
founding  of  the  medical  college. 

On  the  morning  of  Friday,  March  6,  clinics 
were  held  at  University  and  St.  Francis  hospitals. 
In  the  afternoon  the  Department  of  Bacteriology 
presented  a symposium  on  “Virus  Diseases”.  Dr. 
Carl  V.  Weller,  professor  of  pathology,  University 
of  Michigan,  lectured  on  “Anthony  von  Leuwen- 
hoek  and  his  Microscopes”,  in  the  evening. 

Speakers  at  the  Saturday  morning  session  were 
Dr.  Russell  L.  Haden,  Cleveland  Clinic;  Dr.  Gate- 
wood,  Chicago,  and  Dr.  Martin  H.  Fischer,  pro- 
fessor of  physiology,  University  of  Cincinnati. 

At  a business  meeting  of  the  Ohio  State  Medi- 
cal Alumni  Association,  held  at  the  Deshler- 
Wallick  Hotel,  Saturday  noon,  the  following 
officers  were  elected : President,  Dr.  Henry  W. 

Lehrer,  Sandusky;  first  vice-president,  Dr.  Walter 
W.  Beck,  Toledo;  second  vice-president,  Dr.  G.  A. 
Hochwalt,  Dayton;  secretary,  Dr.  Jonathan  For- 
man, Columbus. 

A symposium  on  “Silicosis”  was  presented  by 
Drs.  E.  R.  Hayhurst,  T.  T.  Frost  and  H.  F.  Ful- 
ton on  Saturday  afternoon  at  St.  Francis  Hos- 
pital. Dr.  Gatewood  and  Dr.  Aaron  S.  Canowitz 
also  spoke  at  that  session. 

Reunion  dinners  of  the  various  medical  fra- 
ternities concluded  the  day’s  activities. 

Members  of  the  anniversary  committee  were: 
Dr.  Russel  G.  Means,  chairman;  Dr.  J.  H.  J. 
Upham,  Dr.  V.  A.  Dodd,  Dr.  C.  A.  Doan,  Dr. 
Harry  L.  Reinhart,  Dr.  I.  B.  Harris,  Dr.  S.  A. 
Hatfield  and  Dr.  Jonathan  Forman. 

— OSM  J — 

Well-Attended  Sixth  District  Meeting 
Held  at  Wooster 

A well-attended  meeting  of  the  Sixth  District 
Medical  Society  was  held  at  Weitzel  Hall, 
Wooster,  Wednesday  afternoon,  February  26. 
The  following  papers  were  presented:  “Routine 

Treatment  of  Colies’  Fracture”,  by  Dr.  Fowler  B. 
Roberts,  Akron;  “Management  of  Acute  Mastoid 
and  Sinus  Disease”,  by  Dr.  R.  F.  Thaw,  Akron; 
“Random  Thoughts  on  the  Treatment  of  Pneu- 
monia”, by  Dr.  Chas.  E.  Held,  Akron;  “Supra- 
pubic Prostatectomy”,  by  Dr.  Herman  S.  Zeve, 
Youngstown. 

Officers  in  charge  of  the  meeting  were:  Dr. 

Ray  S.  Friedley,  Akron,  president;  Dr.  Kent  H. 
Harrington,  Akron,  secretary,  and  Dr.  William 
M.  Skipp,  Youngstown,  Councilor  for  the  Sixth 
District. 


Hixson  Laboratories 

Incorporated 

22  West  Gay  Street 
Columbus,  Ohio 


Dependable  Biologicals 


HYCLORITE 


Accepted  by  the  Council  on  Pharmacy  and 
Chemistry  of  the  American  Medical  . 
Association  ( N.N.R .) 


ANTISEPTIC 

An  aid  for  the  prevention  of  ringworm 
infection 

For  irrigating,  swabbing  and  dressing 
infected  cases  wherever  an  anti- 
septic is  needed. 

For  Hand  and  Skin  Sterilization. 

To  Make  a Dakin’s  Solution  of  Correct 
Hypochlorite  Strength  and  Alkalinity. 

NON-POISONOUS 

NON-IRRITATING 


Write  for  Literature 

BETHELHEM  LABORATORIES 

INCORPORATED 

300  Century  Building 
PITTSBURGH,  PENNA. 
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ffeadtty.  assimilable  fat 

— an  essential  in 
FEEDING  THE  PREMATURE 

IN  a recent  study  of  fat  metabolism  in  infants,  Holt,  Tidwell  and  Kirk* 
report  that  olive  oil  showed  the  highest  percent  retention  (95.1%)  of 
all  fats  studied  but  one,  olein  (97.5%).  These  authors  found  the  fat 
of  SIMILAC  (which  is  20%  olive  oil)  showed  a better  percent  retention 
(92.6%)  than  butter  fat  (88.9%) — and  as  high  a retention  as  breast  milk 
fat  (92.4%). 

To  quote  these  authors — “the  differences  in  fat  retention  on  these  various 
fats  as  shown  on  normal  infants  are  not  great;  for  the  normal  infant  it  is 
probably  immaterial  whether  he  absorbs  85%  or  95%  of  his  fat  intake.  It 
seemed  possible,  however,  that  in  subjects  who  have  difficulty  in  fat  assimi- 
lation, such  as  premature  infants,  the  observed  small  differences  might 
become  large  differences.  A few  observations  made  on  premature  infants 
and  twins  have  borne  this  out — .” 

The  observations  referred  to  covered  only  three  prematures  fed  on  differ- 
ent fats,  but  showed  an  average  of  78.4%  retention  for  olive  oil  as  com- 
pared to  only  52.5%  retention  for  butter  fat. 

*Holt,  Tidwell  and  Kirk,  Studies  on  Fat  Metabol- 
ism in  Infants — Acta  Pediatrica.  Vol.  XVI,  1933. 


SIMILAC 

has  given  noticeably  good  results  in 
feeding  the  premature  infant.  One 
of  the  reasons  lies,  as  here  pointed 
out,  in  the  composition  of  its  fat. 
Another  reason  is  its  consistently 
zero  curd  tension.  The  finer  the 
curd  the  greater  the  surface  area. 
The  greater  the  surface  area  the 
more  exposed  are  the  fats,  carbohy- 
drates, proteins  and  salts  to  the  di- 
gestive enzymes.  Result  . . . the 
food  substances  are  more  quickly 
and  readily  utilized. 

SIMILAC  is  made  from  fresh  skim 
milk  (casein  modified)  with  added 
lactose,  salts,  milk  fat,  and  vege- 
table and  cod  liver  oils. 


The  fact  that  SIMILAC  is  well  assimilated  by  the  immature 
digestive  tract  of  the  premature  indicates  how  entirely  suit- 
able it  is  for  all  those  infants  who  are  deprived  of  breast  milk. 

M & R DIETETIC  LABORATORIES,  Inc.,  Columbus,  Ohio 
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Salem — Dr.  Guy  E.  Byers  spoke  on  “Are  Mercy 
Killings  Justified?”  at  a meeting  of  the  Rotary 
Club. 

Defiance — Dr.  H.  C.  Lindersmith,  Sherwood, 
has  been  elected  county  health  commissioner,  suc- 
ceeding Dr.  R.  B.  Cameron,  who  had  held  the  post 
for  14  years  and  was  not  a candidate  for  re- 
election. 


CLASSIFIED  ADVERTISEMENTS 

Rates  for  advertisements  under  this  heading  are  50  cents 
per  line,  payable  in  advance.  Minimum  charge  of  $1.00 
for  each  insertion.  Price  covers  the  cost  of  remailing 
answers.  Forms  close  16th  of  the  month  preceding 
publication. 


Wanted — Position  in  Cleveland  or  Lakewood,  by  young 
woman  with  experience  in  doctor’s  office.  Address  C.  G., 
care  Ohio  State  Medical  Journal. 


For  Sale — Office  supplies,  drugs,  etc.  Will  rent  or  sell 
residence  and  office  combined,  good  location.  Practice  estab- 
lished 47  years.  Retiring  on  account  of  age.  Write  L.  J., 
care  Ohio  State  Medical  Journal. 


k jk  jm 


DON'T  DISCARD  OLD  SUIT! 

Wear  your  coat  and  vest  another  year  by 
getting  new  trousers  to  match.  Tailored 
to  your  measure.  With  over  100.000  pat- 
terns to  select  from  we  can  match  almost  any 
pattern.  Send  vest  or  sample  of  cloth  today,  i 
and  we  will  submit  Free  Sample  of  best  match 
obtainable.  AMERICAN  MATCH  CANTS  CO. 
6 W.  Randolph  St.,  Dept.  4-R  Chicago 


Behind 


Mercurochrome 

(dibrom-oxymercuri-fluorescein-sodium) 

is  a background  of 


Precise  manufacturing  methods  in- 
suring uniformity 

Controlled  laboratory  investigation 


Chemical  and  biological  control  of 
each  lot  produced 

Extensive  clinical  application 


Thirteen  years’  acceptance  by  the 
Council  of  Pharmacy  and  Chem- 
istry of  the  American  Medical 
Association 


A booklet  summarizing  the  impor- 
tant reports  on  Mercurochrome  and 
describing  its  various  uses  will  be 
sent  to  physicians  on  request. 


Hynson,  Westcott  & Dunning,  Inc. 

BALTIMORE,  MARYLAND 
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A REFINEMENT  OF 

THE  ARSENICAL  THERAPY  OF  SYPHILIS 


Mapharsen,  developed  through  co-operative  research  conducted  by  two 
university  groups  and  the  Research  Staff  of  Parke,  Davis  6C  Company,  is 
offered  to  the  medical  profession  as  a distinct  advance  in  the  arsenical 
treatment  of  syphilis. 

Extensive  clinical  data  have  demonstrated  Mapharsen  to  be  an  efficient 
antisyphilitic  arsenical.  Healing  of  lesions  and  the  disappearance  of  spiro- 
chetes occur  rapidly;  symptomatic  improvement  and  serological  response 
have  been  most  satisfactory. 

Mapharsen  possesses  several  distinct  advantages  in  the  treatment  of  syphilis: 

Mapharsen  is  a practically  pure  chemical  substance. 

Mapharsen  contains  29  per  cent  arsenic  in  trivalent  form. 

Mapharsen  possesses  a relatively  constant  parasiticidal  value. 

Mapharsen  solutions  do  not  become  more  toxic  on  standing  in  the  air. 
Mapharsen  does  not  require  neutralization  before  administration; 

when  dissolved  in  distilled  water  it  is  ready  for  injection. 

Mapharsen  permits  treatment  of  syphilis  with  small  doses  of  arsenic. 

The  reactions  following  the  use  of  Mapharsen  have  on  the  whole 
been  less  severe  than  those  observed  after  the  use  of  the  arsenicals, 
arsphenamine  and  neo-arsphenamine. 

Each  lot  of  Mapharsen  is  chemically  and  biologically  assayed  before 
release. 

A review  of  the  clinical  evaluation  of  Mapharsen  and  a complete  discussion 
of  its  use  in  the  treatment  of  syphilis  have  been  included  in  our  new 
booklet.  We  shall  be  glad  to  send  you  a copy  on  request. 

Mapharsen  (meta-amino-para-hydroxy-phenylarsine  oxide 
hydrochloride)  has  been  accepted  by  the  Council  on  Phar- 
macy and  Chemistry  of  the  American  Medical  Association. 


PARKE,  DAVIS  6c  COMPANY  • DETROIT,  MICHIGAN 
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WHO’S  WHO  IN  THIS  ISSUE 


Guy  Ewing  Byers,  A.B.,  M.D.,  Salem,  Ohio ; graduate  of 
Ohio  State  University,  1916  (B.A.)  ; Western  Reserve  Uni- 
versity School  of  Medicine,  Cleveland,  1918  (M.D.)  ; staff  of 
Salem  City  Hospital  and  Central  Clinic  Hospital. 

Colon  R.  Clark,  M.D.,  F.A.C.P.,  Youngstown,  Ohio; 

graduate  of  University  of  Pennsylvania  School  of  Medicine, 
Philadelphia,  1895 ; practicing  in  Youngstown  since  1899 ; 
staff  of  Youngstown  Hospital  since  1902. 

Karl  D.  Figley,  B.  Sc.,  M.D.,  F.A.C.P.,  Toledo,  Ohio ; 

graduate  of  Ohio  Wesleyan  University,  Delaware,  Ohio,  1908 
(B.Sc.)  ; Jefferson  Medical  College  of  Philadelphia,  1913; 
known  for  his  contributions  on  asthma  from  castor  bean 
dust,  silk  sensitivity,  and  the  continuous  method  of  treating 
hay  fever. 

Palmer  Findley,  M.D.,  Omaha,  Nebraska ; graduate  of 
Northwestern  University  Medical  School,  Chicago,  Illinois, 
1893 ; Fellow,  American  Gynecological  Society ; nationally 
known  gynecologist;  author  of  “Diseases  of  Women”  and 
“The  Story  of  Childbirth”. 

Solomon  Augustus  Hatfield,  M.D.,  Columbus,  Ohio ; grad- 
uate of  Ohio  State  University  College  of  Medicine,  1912 ; 
assistant  professor  of  medicine,  Ohio  State  University  Col- 
lege of  Medicine. 

R.  Franklin  Jukes,  B.S.,  M.S.,  M.D.,  Akron,  Ohio;  grad- 
uate of  Ohio  State  University  College  of  Medicine,  1926 ; in- 
structor in  bacteriology,  1921  to  1925,  Ohio  State  University 
College  of  Medicine;  resident  staff,  Henry  Ford  Hospital, 
Detroit,  1927  and  1928 ; medical  staff,  Akron  Clinic,  since 
1929. 

Dorothea  Keplinger,  A.B.,  M.A.,  Alliance,  Ohio ; graduate 
of  Mount  Union  College,  (A.B.)  ; Western  Reserve  Univer- 
sity, Cleveland,  Ohio,  1929  (M.A.)  ; research  student  in 
child  psychology  (under  direction  of  Henry  C.  Schumacher, 
M.D.,  Child  Guidance  Clinic,  Cleveland,  Ohio),  Western  Re- 
serve University,  1934. 

George  L.  King,  A.B.,  M.D.,  Alliance,  Ohio ; graduate  of 
Mount  Union  College,  1922  (A.B.)  ; University  of  Pennsyl- 
vania School  of  Medicine,  1926  ; certificate  of  American 
Board  of  Ophthalmic  Examinations,  192*9  ; Fellow,  American 
Academy  of  Ophthalmology  and  Otolaryngology ; member 
Cleveland  Ophthalmological  Club ; staff  of  Alliance  City 
Hospital  and  Molly  Stark  Sanatorium  for  Treatment  of 
Tuberculosis,  Canton,  Ohio. 

Harry  L.  Reinhart,  A.B.,  M.D.,  Columbus,  Ohio ; graduate 
of  Ohio  State  University  College  of  Medicine,  1924 ; Fellow, 
American  Society  of  Clinical  Pathologists ; American  Asso- 
ciation of  Pathologists  and  Bacteriologists ; pathologist  to 
Starling-Loving  Hospital,  Ohio  State  University. 

Scott  Clark  Runnels,  M.D.,  F.A.C.S.,  Cleveland,  Ohio ; 
graduate  of  University  o£  Indiana,  1907 ; attended  Massa- 
chusetts Institute  of  Technology,  1901  to  1903  ; graduate  of 
Homeopathic  Department,  University  of  Michigan,  Ann 
Arbor,  1908  ; chief,  obstetrical  department,  Huron  Road  Hos- 
pital, Cleveland,  1925  to  present ; professor  of  obstetrics  and 
gynecology,  Homeopathic  Medical  School,  University  of 
Michigan,  1919  to  1925. 

Chester  P.  Swett,  M.D.,  Sugar  Grove,  Ohio ; graduate, 
Jefferson  Medical  College  of  Philadelphia,  1925;  eight  years 
in  institutional  practice  in  tuberculosis  ; in  private  practice 
since  October,  1934  ; member.  Alpha  Omega  Alpha. 

A.  R.  Vonderahe,  A.B.,  B.Sc.,  M.D.,  Cincinnati,  Ohio ; 
graduate  of  University  of  Cincinnati  College  of  Medicine, 
1921 ; member  of  Philadelphia  Neurologic  Society ; Central 
Neuropsychiatric  Society ; American  Psychiatric  Association  ; 
Association  of  American  Anatomists ; consultant  neurologist, 
Hamilton  County  Chronic  Disease  Hospital ; attending 
neurologist,  Hamilton  County  Branch  Hospital  for  Tuber- 
culosis ; Good  Samaritan  and  St.  Mary’s  hospitals,  assistant 
professor  of  anatomy  (neurology).  College  of  Medicine, 
University  of  Cincinnati. 

W.  G.  Workman,  M.D.,  Washington,  D.  C. ; graduate  of 
Ohio  State  University  College  of  Medicine,  1930  ; officer  of 
the  U.  S.  Public  Health  Service,  assigned  to  the  National 
Institute  of  Health ; engaged  in  experimental  studies  of 
typhus  fever,  an  epidemiological  investigation  of  epidemic 
encephalitis  and  the  control  of  biological  products. 
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THE  CLINICAL  SIGNIFICANCE  OF  JAUNDICE* 

By  LEON  SCHIFF,  M.D.,  Cincinnati,  Ohio 


AUNDICE  or  icterus  is  the  condition  recog- 
nized clinically  by  a yellowish  discoloration 
of  the  plasma,  skin  and  mucous  membranes 
due  to  staining  by  bile  pigment.  Like  fever  or 
albuminuria,  it  is  a finding  of  varying  significance. 
It  is  usually  first  visible  in  the  conjunctivae  and 
can  be  seen  early  in  the  mucous  membranes  of  the 
hard  palate  or  in  the  lips  by  compressing  them 
with  a glass  slide.  It  later  spreads  to  the  face, 
neck  and  rest  of  the  body.  The  urine  may  contain 
bile  pigment  24  hours  before  the  conjunctivae  be- 
come icteric. 

Jaundice  is  easily  overlooked  in  artificial  light; 
a fact  which  unfortunately  is  frequently  lost  sight 
of.  As  icterus  may  be  of  transient  duration,  if 
the  patient  is  examined  at  night  and  is  suffering 
from  a condition  on  which  the  presence  of  jaun- 
dice may  throw  light,  his  urine  should  be  ex- 
amined for  the  presence  of  bile  pigment  and 
urobilinogen,  and  he  should  be  seen  again  the  fol- 
lowing morning,  when  particular  attention  should 
be  paid  to  the  periphery  of  the  sclerae. 

In  order  to  interpret  any  case  in  which  jaundice 
is  a feature,  it  is  helpful  to  understand  the 
present  day  status  of  bile  pigment  metabolism. 
Bile  pigment  is  derived  from  hemoglobin  from  de- 
stroyed red  blood  cells  and  is  formed  outside  the 
epithelial  cells  of  the  liver  (in  the  reticulo- 
endothelial cells  of  the  bone-marrow  and  spleen). 


•Read  before  the  Sixth  General  Session,  Ohio  State  Medi- 
cal Association,  at  the  89th  Annual  Meeting,  Cincinnati, 
October  2-4,  1935. 

•From  the  Department  of  Internal  Medicine,  University 
of  Cincinnati,  and  the  Medical  Service  of  the  Cincinnati 
General  Hospital. 

For  information  relative  to  the  author,  see  Who’s  Who  in 
This  Issue. 


While  some  pigment  is  formed  in  the  Kupffer 
cells,  the  chief  function  of  the  liver,  as  con- 
cerns bilirubin,  is  one  of  excretion.  The  ap- 
pearance of  jaundice  will  therefore  depend  on  the 
number  of  red  cells  destroyed,  the  ability  of  the 
liver  cells  to  excrete  bile  pigment  into  the  bile 
canaliculi  and  the  presence  or  absence  of  obstruc- 
tion in  the  bile  ducts. 

The  classification  of  jaundice  generally  em- 
ployed in  recent  years  has  been  that  of  McNee,1 
who  designated  three  types:  (1)  obstructive, 

(2)  toxic  and  infectious  and  (3)  hemolytic. 
Rich2  has  objected  to  this  classification  in  that  the 
first  and  third  types  are  based  on  pathogenesis, 
while  the  second  is  based  on  etiology.  He  has 
classified  jaundice  into  two  main  types  on  the 
basis  of  pathogenesis.  The  first  type  he  designates 
as  retention  jaundice,  because  it  involves  merely 
an  abnormal  retention  of  pigment,  the  second 
type  as  regurgitation  jaundice,  because  “the  char- 
acteristics result  not  from  mere  retention  of  pig- 
ment, but  from  regurgitation  into  the  blood  of 
pigment,  which  has  become  mixed  with  other  con- 
stituents of  the  bile  in  the  bile  canaliculi.” 

The  first  type  (retention  jaundice)  results  from 
an  over-production  of  bilirubin  associated  with 
impaired  excretory  function  of  the  liver.  The 
result  is  that  enough  bilirubin  is  retained  in  the 
body  to  stain  the  tissues.  It  is  characterized 
clinically  by  increased  serum  bilirubin,  which  has 
not  passed  through  the  liver  and  which  gives  an 
indirect  van  den  Bergh  reaction,  (2)  increased 
amounts  of  fecal  urobilin  and  (3)  urobilinuria. 
Pathologically,  the  bile  ducts  are  patent,  but  the 
liver  cells  show  atrophy  or  cloudy  swelling.  Ac- 
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cording  to  Rich,2  anoxemia,  whether  due  to  anemia 
or  chronic  passive  congestion  or  other  causes, 
produces  atrophy  of  the  central  cells  of  the  liver 
lobules.  The  cloudy  swelling  is  the  result  of 
febrile  disease,  most  commonly  lobar  pneumonia 
and  hemolytic  septicemias. 

The  second  type  (regurgitation  jaundice)  is 
characterized  by  increase  in  serum  bilirubin, 
which  has  passed  through  the  liver  and  gives  a 
direct  van  den  Bergh  reaction,  (2)  decreased 
amounts  of  fecal  urobilin  and  (3)  the  presence  of 
bilirubin  and  bile  salts  in  the  urine.  The  path- 
ologic basis  is  rupture  of  the  bile  canaliculi,  re- 
sulting from  obstruction  of  the  ducts,  or  from 
necrosis  of  the  hepatic  cells.  Inasmuch  as  jaun- 
dice depends  on  the  amount  of  blood  destroyed, 
and  the  function  and  integrity  of  the  liver  cells,  it 
follows  that  the  type  of  jaundice  present  at  any 
one  time  will  depend  upon  the  predominating 
factors.  Combined  forms  may  occur  as  well  as 
transitions  from  one  type  to  the  other. 

JAUNDICE  DUE  TO  BILE  DUCT  OBSTRUCTION 

( Obstructive  Type,  McNee;  Regurgitation 
Type,  Rich.) 

A — Common  Duct  Stone 

The  clinical  history  in  cases  of  common  duct 
stone  is  well  known.  The  outstanding  features 
are  attacks  of  biliary  colic,  followed  by  jaundice. 
(If  such  attacks  occur  after  cholecystectomy  for 
calculous  cholecystitis,  the  presence  of  common 
duct  stone  is  almost  certain.)  Usually  there  is  a 
long-standing  history  of  symptoms  suggestive  of 
chronic  cholecystitis.  The  process  seems  to  be  re- 
current, rather  than  progressive.  Due  to  coexist- 
ing cholangitis  there  frequently  occur  episodes  of 
chills,  fever  and  sweating,  associated  with  in- 
creasing jaundice  and  leucocytosis;  comprising  the 
well-known  syndrome  of  Charcot’s  intermittent 
hepatic  fever. 

It  is  important  to  remember  that  this  jaundice 
may  occasionally  be  painless.  It  is  even  more 
important  to  remember  that  jaundice  may  be  en- 
tirely absent  in  a considerable  proportion  of  cases 
(25  to  30  per  cent,  Judd,3  Clute4).  During  attacks 
of  colic  the  icterus  may  be  manifested  only  by 
transient  bilirubinuria,  excess  urobilinuria  or 
transient  hyperbilirubemia.  Accordingly,  it  is  im- 
portant to  examine  specimens  of  urine  and  blood 
obtained  during  and  immediately  after  the  at- 
tacks. I can  recall  a patient  suffering  with  acute 
attacks  of  epigastric  pain,  radiating  to  the  pre- 
cordium,  which  were  thought  to  be  coronary  in 
origin.  A specimen  of  urine  obtained  shortly  after 
an  attack  contained  bilirubin.  Gall  stones  were 
found  at  operation  and  following  their  removal 
the  patient  experienced  no  further  attacks. 

B — Stricture  of  the  Common  Duct 

In  the  case  of  stricture  of  the  common  duct,  the 
patient  has  had  a previous  operation  upon  the 


biliary  tract;  commonly  a cholecystectomy.  The 
first  few  days  after  the  operation,  marked  drain- 
age of  bile  occurs,  which  persists  for  many  weeks. 
Gradually  the  external  drainage  ceases  and  jaun- 
dice occurs.  In  many  instances  the  jaundice  re- 
mains constant.  Attacks  of  severe  pain  are 
usually  absent.  Jaundice  is  always  present  at  one 
time  or  another  in  obstruction  due  to  stricture, 
in  contrast  with  cases  of  common  duct  stone  in 
which  it  may  never  occur  (Clute4). 

C — Carcinoma  of  the  Pancreas  Compressing  the 
Common  Duct 

Usually  there  is  a progressive  jaundice,  de- 
veloping in  a middle-aged  or  older  individual, 
accompanied  by  marked  loss  of  weight.  As  the 
obstruction  is  generally  complete,  the  duodenal 
contents  will  be  found  to  contain  no  bile  pigment 
and  there  is  a complete  absence  of  urobilinuria. 
Glycosuria  is  infrequent.  The  presence  of  an  en- 
larged palpable  gall  bladder  (Curvoisier’s  law)  is 
of  value  in  differentiating  obstruction  due  to 
tumor  from  that  due  to  stone;  but  not  invari- 
ably. The  tumor  itself  is  rarely  palpable. 
Distortion  or  kinking  of  the  duodenum  may  be 
revealed  on  X-ray  examination,  due  to  compres- 
sion by  the  neoplasm.  The  presence  of  steator- 
rhea, with  bulky  stools  containing  free  fat  is  of 
diagnostic  aid. 

It  is  important  to  remember  that  it  may  be  im- 
possible to  differentiate — even  at  operation — 
chronic  pancreatitis  from  malignant  tumor  of  the 
head  of  the  pancreas.  Accordingly,  a cholecy- 
stojejunostomy  should  always  be  performed  to 
alleviate  the  jaundice  in  the  absence  of  metastases. 
Not  only  are  distressing  symptoms  relieved,  but 
Lahey5  has  found  that  even  in  the  presence  of 
malignant  neoplasm,  the  patient  may  live  com- 
fortably for  over  four  years  after  operation.  He 
recommends  cholecytojejunostomy  in  preference 
to  cholecystogastrostomy,  because  of  the  tendency 
of  food  to  be  regurgitated  into  the  bile  passages 
after  the*  latter  operation. 

D — Malignant  Neoplasm  of  Bile  Ducts 

In  malignant  neoplasms  involving  the  bile  ducts, 
jaundice  is  frequently  absent.  When  it  is  present, 
the  clinical  picture  usually  resembles  that  seen  in 
catarrhal  jaundice  or  in  carcinoma  of  the  head  of 
the  pancreas. 

II — JAUNDICE  DUE  CHIEFLY  TO  LIVER  CELL  DAMAGE 

( Toxic  and  Infectious  Type,  McNee;  Retention 
or  Regurgitation  Type,  Rich,  Depending 
upon  Findings.) 

A — Jaundice  Resulting  From  Chemical  Intoxica- 
tion 

1 — Post-Arsephenamine  Jaundice — The  arse- 
phenamines  may  cause  extensive  liver  necrosis 
with  the  resulting  clinical  picture  of  jaundice. 
This  condition  may  occur  early  in  the  course  of 
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treatment  or  as  late  as  six  months  following  the 
last  injection.  The  cases  developing  shortly  after 
the  commencement  of  treatment  usually  show  a 
benign  course;  while  those  occurring  weeks  or 
months  later  may  develop  fatal  acute  necrosis, 
subacute  cirrhosis  or  atrophy.  In  the  second 
group,  due  to  the  late  occurrence  of  jaundice, 
other  factors  such  as  catarrhal  jaundice  have  been 
held  accountable  for  the  condition,  RugeG,  Wile 
and  Sams7.  As  a matter  of  fact,  Ruge6  reported 
a parallelism  between  the  incidence  of  arsephena- 
mine  jaundice  and  catarrhal  jaundice  in  the  Ger- 
man navy. 

The  story  of  jaundice  is  indistinguishable  from 
that  of  catarrhal  jaundice.  The  icterus  may  be 
preceded  by  malaise,  epigastric  discomfort, 
anorexia,  nausea  and  vomiting.  The  symptoms 
often  disappear  as  the  jaundice  develops.  The 
liver  is  usually  enlarged  and  tender,  and  bilrubin- 
uria  and  alcoholic  stools  are  present.  Fever  is 
usually  absent.  The  jaundice  generally  persists 
at  maximum  intensity  for  about  two  weeks  and 
disappears  completely  in  three  to  eight  weeks 
(Moore8).  In  the  more  severe  cases,  there  is  a 
rapid  decrease  in  the  size  of  the  liver,  and 
delirium,  coma,  convulsions  and  death  occur  after 
a period  of  one  to  two  weeks. 

Moore  recommends  continuing  anti-luetic  treat- 
ment with  bismuth  and  iodides  if  the  patient  has 
early  syphilis.  If  he  has  late  syphilis,  he  advises 
suspension  of  treatment  until  the  jaundice  has 
cleared,  to  be  resumed  with  a heavy  metal. 
Arsephenamine  therapy  may  be  resumed  three 
months  after  disappearance  of  icterus.  The  in- 
itial dosage  should  be  small  (0.05  gm.)  and  in- 
creased weekly  by  similar  amounts  until  an 
average  therapeutic  dose  is  reached.  Under  such 
conditions,  this  author  states  that  he  has  rarely 
observed  recurrence  of  the  jaundice. 

It  is  known  that  a high  carbohydrate  intake 
protects  the  liver  against  such  noxious  agents  as 
chloroform  and  carbon  tetrachloride;  but  it  is 
possible  that  other  substances  may  be  more  ef- 
fective in  protecting  it  against  other  harmful 
agents.  Of  interest  in  this  connection  is  the  re- 
cent report  of  Craven,9  who  found  that  in  dogs  a 
high  carbohydrate  diet  predisposes  to  liver  dam- 
age by  arsephenamine,  whereas  a high  fat  diet 
confers  a marked  degree  of  protection  against 
this  drug. 

2 — Cinchophen  Jaundice — Cincophen  and  its  de- 
rivatives have  been  shown  to  be  capable  of  pro- 
ducing jaundice  as  a result  of  liver  necrosis  or 
toxic  cirrhosis.  The  common  manifestations  of 
poisoning  are  gastro-intestinal  disorders,  such  as 
nausea,  vomiting  and  diarrhea  and  cutaneous  dis- 
turbances, such  as  pruritus,  erythema  or  urticaria. 
Toxic  symptoms  may  appear  after  doses  ranging 
from  1 to  480  grams  given  either  over  a period 
of  a few  days  to  several  months  (Weir  and  Com- 


fort10). Severe  reactions  may  appear  several 
weeks  after  the  drug  has  been  discontinued.  These 
are  associated  with  jaundice  and  frequently 
terminate  fatally.  In  a series  of  19  cases  of  toxic 
cirrhosis  from  cinchophen  reported  by  Weir  and 
Comfort,  the  mortality  was  51  per  cent.  If  cin- 
chophen is  given  to  patients,  fluids  and  carbohy- 
drates should  be  pushed  and  the  drug  discontinued 
at  the  first  sign  of  toxicity.  Furthermore,  it 
should  not  be  resumed  because  in  some  reported 
cases,  in  which  an  idiosyncrasy  has  been  observed, 
further  use  of  the  drug,  even  in  very  small  doses 
following  temporary  discontinuance,  has  led  to 
marked  systemic  reactions. 

Of  much  interest  is  the  observation  of  Hench11 
of  the  analgesic  effects  accompanying  jaundice  in 
cases  of  infectious  arthritis,  fibrositis  and  sciatica. 
Coincident  with  the  onset  of  jaundice  (which,  in 
most  instances  resulted  from  administration  of 
cinchophen)  “14  of  16  patients  received  partial, 
or  more  usually,  complete  relief  of  pain  for  var- 
iable periods,  moreover  in  five  of  the  six  cases  in 
which  the  joints  were  swollen,  reduction  of  the 
swelling,  sometimes  complete,  also  was  noted.” 
It  is  not  known  whether  the  analgesic  effects  are 
due  to  a constituent  of  bile  or  to  some  other 
factor. 

3 — Jaundice  Following  Administration  of  Other 
Drugs — Severe  liver  damage  has  also  been  re- 
ported following  the  use  of  dinitrophenol  and  cer- 
tain gold  compounds  (sanocrysin).  Damage  fol- 
lowing ingestion  of  phosphorus  or  administration 
of  chloroform  is  rarely  seen  nowadays. 

B — Lobar  Pneumonia. 

Jaundice  occurs  in  about  5 to  10  per  cent  of 
cases  of  lobar  pneumonia,  varying  in  frequency 
from  year  to  year.  There  is  a marked  depression 
of  liver  function  in  this  disease,  as  evidenced,  for 
example  by  marked  retention  of  bromsulphalein 
or  phenoltetrachlorphthalein,  following  intraven- 
ous injection.  The  liver  cells  show  changes  vary- 
ing from  cloudy  swelling  to  actual  necrosis.  These 
may  be  attributed  to  the  febrile  infection  plus 
anoxemia  (Rich2).  In  addition,  there  is  evidence 
of  over-production  of  bilirubin,  as  the  stools  con- 
tain increased  amounts  of  urobilin.  Baehr12  thinks 
that  the  pneumocococcus  may  produce  direct  in- 
jury to  the  liver,  due  to  its  property  of  bile 
solubility. 

At  the  Cincinnati  General  Hospital,  the  mor- 
tality has  been  higher  in  patients  with  jaundice 
than  in  those  without  this  complication.  Jaundice 
has  occurred  much  more  frequently  in  patients 
with  right-sided,  than  with  left-sided  lesions.  If 
this  is  not  a coincidence,  it  may  throw  ad- 
ditional light  on  the  mechanism  of  hepatic  damage 
in  this  disease. 

C — Congestive  Heart  Failure 

The  bilirubin  content  of  the  blood  is  frequently 
increased  in  cases  of  congestive  heart  failure.  This 
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may  be  due  to  two  factors:  (1)  depression  of  the 
excretory  function  of  the  liver  due  to  the  anox- 
emia resulting  from  venous  congestion  and  (2) 
increased  production  of  bilirubin  as  evidenced  by 
increase  in  fecal  urobilin.  The  icterus  may  be  of 
either  the  retention  or  regurgitation  type.  The 
former  usually  predominates  and  microscopic  ex- 
amination of  the  liver  reveals  atrophy  of  the  cen- 
tral portions  of  the  lobules  (“nutmeg  liver”). 
However,  in  severe  and  protracted  cases  actual 
necrosis  of  the  liver  cells  may  be  present,  usually 
central  but  occasionally  widespread,  permitting 
leakage  of  bile  from  the  bile  canaliculi  into  the 
blood  capillaries  and  resulting  in  regurgitation 
jaundice.  The  mortality  in  cases  of  heart  failure 
is  higher  in  the  presence  of  icterus,  especially  in 
the  regurgitation  type. 

Jaundice  is  most  commonly  seen  in  patients 
with  long  standing  heart  failure  particularly  in 
cases  of  rheumatic  heart  disease  with  mitral 
lesions.  As  pointed  out  by  Eppinger13  it  may 
follow  pulmonary  infarction.  This  is  probably 
due  to  added  liver  damage  from  the  resulting 
anoxemia.  Keefer14  has  emphasized  the  fact  that 
“the  sudden  appearance  of  jaundice  should  make 
one  suspect  that  pulmonary  infarction  has  oc- 
curred, even  when  outspoken  evidences  of  pul- 
monary infarction  cannot  be  obtained.” 

Meakins15  has  made  the  interesting  observation 
that  the  icterus  of  congestive  heart  failure  may 
not  be  uniform  in  distribution  being  present  over 
the  upper  parts  of  the  body  and  absent  over  the 
edematous  portions.  He  has  demonstrated  de- 
creased bilirubin  content  in  the  edema  fluid. 

Ernestine16  has  called  attention  to  the  import- 
ance of  recognizing  the  factors  responsible  for  the 
occurrence  of  jaundice  in  patients  with  heart  dis- 
ease, so  as  to  aid  in  the  selection  of  therapeutic 
measures.  Thus  in  subjects  with  retention  jaun- 
dice due  to  uncomplicated  myocardial  failure  of 
the  congestive  type,  venesection  may  be  followed 
by  considerable  clinical  improvement  and  sub- 
sidence of  the  icterus.  The  diminution  of  jaundice 
under  such  conditions  is  due  to  alleviation  of  the 
anoxemia  of  the  hepatic  cells  by  lessening  the 
passive  congestion  of  the  liver.  Similarly,  oxygen 
therapy  would  be  indicated  to  relieve  the  anox- 
emia resulting  from  pulmonary  infarction. 

D — Catarrhal  Jaundice 

This  is  by  far  the  most  common  variety  of 
jaundice  seen  in  the  Cincinnati  General  Hospital. 
It  is  a form  of  regurgitation  jaundice  of  unknown 
etiology.  It  usually  occurs  sporadically.  There 
is  a growing  feeling  that  in  most  instances  the 
pathological  changes  are  those  of  diffuse  hepatitis 
or  hepatic  degeneration  without  duct  obstruction, 
rather  than  those  of  catarrhal  cholangitis  with 
plugging  of  the  common  duct  by  mucus.  Ep- 
pinger17 has  described  dilatation  and  rupture  of 
the  canaliculi  and  hepatic  cell  damage.  While  the 


disease  most  commonly  affects  young  adults,  it 
may  occur  at  any  age.  We  have  seen  a proved  in- 
stance in  an  individual  of  64  years.  There  is 
frequently  a history  of  an  antecedent  upper 
respiratory  infection  which  is  followed  by  gastro- 
intestinal symptoms  and  later  by  jaundice.  In 
many  cases,  gastro-intestinal  symptoms  mark  the 
onset  of  the  disturbance.  Malaise,  anorexia, 
epigastric  discomfort,  nausea,  vomiting,  a gen- 
eral feeling  of  wretchedness  and  mental  depres- 
sion are  present.  In  some  cases  pain  in  the 
epigastrium  and  right  upper  abdominal  quadrant 
may  occur  and  lead  to  a mistaken  diagnosis  of 
common  duct  stone.  A moderate  elevation  of 
temperature  is  almost  always  present  at  the 
onset;  occasionally  an  elevation  of  103  to  104 
degrees. 

In  addition  to  the  jaundice,  an  enlarged  tender 
liver  and  less  frequently  an  enlarged  spleen  are 
encountered.  In  the  first  few  days  of  the  diesase, 
there  is  a moderate  polymorphonuclear  leucocy- 
tosis,  which  is  soon  followed  by  a drop  to  normal 
and  frequently  a leucopenia  with  relative  lymph- 
ocytosis and  monocytosis.  Jones  and  Minot18  have 
stressed  the  presence  of  abnormal  and  immature 
white  cells,  particularly  lymphocytes.  A reduction 
in  the  number  of  red  cells  is  the  rule,  occasionally 
to  a level  of  less  than  3,000,000  per  cubic  milli- 
meter. The  urine  contains  bile  pigment  and  fre- 
quently albumin  and  casts. 

Transduodenal  biliary  drainage  fails  to  reveal 
the  presence  of  bile  in  the  duodenal  contents 
early  in  the  disease.  Later,  as  the  bile  pigment 
begins  to  enter  the  duodenum  the  sediment  ob- 
tained on  biliary  drainage  consists  of  clumps  of 
bile-stained  leucocytes,  epithelium,  masses  of  pre- 
cipitated bilirubin  and  casts  appearing  similar  to 
those  seen  in  urinary  sediments  (Jones  and 
Minot18).  When  the  jaundice  begins  to  wane,  it 
does  so  rapidly.  It  is  usually  completely  gone  in 
two  to  three  weeks,  but  may  last  several  months. 
Loss,  of  weight  is  frequent,  due  chiefly  to  de- 
creased caloric  intake,  amounting  in  some  in- 
stances to  30  pounds  or  more. 

Joliffe19  has  recently  divided  the  disease  into 
three  stages,  (1)  the  obstructive  phase,  with  an 
average  duration  of  eleven  days,  in  which  there  is 
complete  acholia;  (2)  a critical  phase,  of  gen- 
erally four  days  duration,  in  which  there  is  a 
rapid  decline  in  the  serum  bilirubin  with  the  ap- 
pearance of  excess  urobilinuria  and  (3)  a re- 
covery phase  with  an  average  duration  of  nine 
days,  during  which  the  bilirubin  disappears  from 
the  urine,  urobilinuria  is  within  the  normal  range 
and  the  serum  bilirubin  reaches  the  level  of  latent 
icterus. 

Soffer  and  Paulson20  have  reported  residual 
hepatic  damage  in  cases  of  catarrhal  jaundice  as 
long  as  eighteen  years  after  termination  of  the 
disease  as  determined  by  the  bilirubin  excretion 
test. 
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E — Cirrhosis  of  the  Liver 

Jaundice  is  seen  in  less  than  half  of  the  cases 
and  is  usually  transient  and  of  slight  degree. 
The  mildness  or  complete  absence  of  icterus 
is  attributable  to  the  gradual  progress  of 
the  disease  and  the  large  reserve  excretory  power 
of  the  liver.  McMaster  and  Rous21  have  shown 
that  95  per  cent  of  the  liver  substance  of  the  dog 
or  the  monkey  can  be  abolished  and  yet  the  re- 
maining 5 per  cent  will  suffice  to  prevent  the  de- 
velopment of  jaundice.  In  the  presence  of  such 
damage  to  the  liver  as  exists  in  cirrhosis,  jaundice 
is  more  readily  precipitated  by  infections  and 
other  conditions  than  in  an  individual  with  a nor- 
mal liver.  Such  precipitating  factors  are  usually 
pneumonia,  sepsis,  peritoneal  tuberculosis,  acute 
liver  damage  following  an  alcoholic  spree  or  other 
cause  and  carcinoma. 

Ill — JAUNDICE  DUE  CHIEFLY  TO  INCREASED  BLOOD 
DESTRUCTION 

( Hemolytic  Type,  McNee;  Rctenion  Type,  Rich) 

Among  the  more  important  examples  of  this 
type  of  jaundice  are  (1)  chronic  hemolytic  jaun- 
dice, (2)  icterus  neonatorum,  (3)  post-transfusion 
icterus  and  (4)  malaria.  The  first  two  varieties 
are  included  in  this  discussion. 

A — Chronic  Hemolytic  Jaundice 

There  are  two  recognized  forms  of  this  dis- 
turbance, the  congenital,  familial  variety  and  the 
less  common  acquired  form.  The  jaundice  is  due 
to  an  over-production  of  bilirubin  due  to  blood 
destruction,  associated  with  subnormal  excretory 
function  of  the  liver  as  the  result  of  atrophy  of 
the  central  cells  of  the  liver  lobules  due  to  anemia 
(Rich).  The  increased  serum  bilirubin  is  of  the 
indirect  type  of  van  den  Bergh.  There  is  excess 
urobilin  in  the  urine  and  stools. 

The  most  striking  features  are  the  occurrence 
of  exacerbations  of  the  jaundice  and  anemia 
(hemolytic  “crises”).  In  some  cases,  febrile  at- 
tacks of  biliary  colic  occur  associated  with  the 
presence  of  pigment  calculi  in  the  gall-bladder. 
The  spleen  is  usually  considerably  enlarged  and 
increases  in  size  during  the  exacerbations,  when 
it  becomes  tender  and  the  liver  may  be  tem- 
porarily palpable.  The  red  corpuscles  are  smaller 
than  normal  and  exhibit  diminished  resistance  to 
hypotonic  salt  solutions.  There  is  usually  a re- 
ticulocytosis  of  10  per  cent  or  more. 

The  acquired  form  is  most  frequently  seen  in 
young  females.  Jaundice  usually  occurs  suddenly 
and  is  less  pronounced  than  in  the  congenital 
form.  Splenomegaly  is  also  less  marked.  Anemia, 
however  is  more  severe. 

The  favorable  results  of  splenectomy  in  chronic 
hemolytic  jaundice  need  only  be  mentioned  in 
passing.  Recently  Curtis  and  Doan22  have  ad- 
vocated the  operation  in  the  acute  stages  of  the 
disease. 


B — Icterus  Neonatorum 

The  recent  studies  of  Goldbloom  and  Gottlieb23 
have  thrown  much  light  on  the  mechanism  of  this 
disturbance.  The  authors  believe  that  during 
foetal  life  polycythemia  develops  because  the 
foetus  is  living  under  a state  of  diminished  oxygen 
tension.  The  polycythemia  includes  an  excess  of 
immature  red  cells  (nucleated  red  cells  and  re- 
ticulocytes), which  show  a diminished  resistance 
to  salt  solution.  After  birth,  with  the  establish- 
ment of  respiration,  the  excess  of  red  cells  (chiefly 
the  immature,  less  resistant  cells)  is  destroyed 
and  jaundice  results.  They  showed  that  when 
guinea  pigs  were  placed  in  an  atmosphere  of 
diminished  oxygen  tension  a polycythemia  de- 
veloped accompanied  by  an  increase  in  reticu- 
locytes. When  the  animals  were  returned  to  nor- 
mal atmospheric  conditions,  the  red  count  re- 
turned to  normal  and  as  it  did  so  there  was  an  in- 
crease in  the  icterus  index.  They  feel  that  icterus 
neonatorum  is  primarily  a hemolytic  icterus  re- 
sulting from  a post-natal  readjustment  of  oxygen 
unsaturation  of  the  arterial  blood  to  a normal 
saturation. 
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A STUDY  OF  158  CONSECUTIVE  CASES  OF  BREAST  MALIGNANCY 

Bv  GEORGE  P.  SIMS,  M.D.,  and  CHARLES  S.  HAMILTON,  M.D.,  Columbus,  Ohio 


CHESELDEN4,  in  1778,  stated  that  the  ob- 
jection against  extirpation  of  “cancerous 
tumors”  often  provokes  the  part,  which 
might  otherwise  lie  quiet,  but,  “It  is  a matter  of 
dispute  among  some  surgeons  whether  cancerous 
tumors  should  ever  be  extirpated  or  not,  though 
it  is  certain  none  of  these  ever  were  cured  with- 
out, and  being  extirpated,  there  have  been  many”. 

William  Fergusson7  in  1853  visioned  the  present 
day  conception  of  surgical  treatment  when  he 
said:  “My  own  experience  coincides  entirely  with 
that  of  every  unprejudiced  observer  that  when 
malignant  growths  are  removed  with  the  knife 
the'r  return  is  but  too  likely;  nevertheless,  as  ex- 
cision gives  the  only  chance  of  security — a point 
on  which  most  parties  seem  to  agree — an  opera- 
tion should  always  be  resorted  to,  provided  the 
knife  can  be  carried  beyond  the  supposed  limits 
of  the  disease”. 

Dr.  Theodor  Billroth3  in  1872  showed  little 
optimism  when  he  said:  “The  varying  course  of 
cancer  of  the  breast  renders  it  very  difficult,  in- 
deed almost  impossible,  to  compare  the  results  of 
early  or  late  operations  with  those  cases  that  run 
their  course  without  operation;  even  the  age  of 
the  patient  causes  great  differences — in  old  per- 
sons, the  disease  almost  always  runs  a slower 
course  than  in  young  ones;  numerous  entirely  un- 
known influences  come  into  play.  The  most  ex- 
perienced surgeons  have  given  very  different 
opinions  about  operating,  some  declaring  the 
course  of  the  disease  is  hastened  by  operation, 
others  that  it  is  retarded”.  “The  tumors  will 
almost  always  return  in  the  cicatrix  in  its  vicinity 
or  in  the  neighboring  lymphatic  glands,  because 
they  are  usually  operated  on  too  late;  the  patients 
will  then  die  of  metastatic  tumors  if  they  are  not 
carried  off  sooner  by  suppuration,  hemorrhage  or 
acute  disease”. 

Since  1897,  when  Halstead  advised  his  radical 
operation,  it  is  said  that  about  10  per  cent  more 
patients  survive  for  five  years  after  operation 
than  before  that  time. 

Since  the  discovery  of  X-rays  in  1895,  and  with 
their  use,  and  gradually  improving  technic  of  ap- 
plication for  treatment,  the  duration  of  life  of 
patients  with  carcinoma  of  the  breast  has  been 
materially  lengthened. 

Much  has  been  written  in  recent  years  on  the 
subject  of  malignancy  of  the  breast.  Any  series 
of  cases  of  this  disease  is  not  conclusive,  but  study 
of  a group  of  cases  from  a particular  locality  may 
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add  some  information.  Therefore,  we  are  present- 
ing a series  of  158  consecutive  cases  of  malignant 
disease  of  the  breast  seen  during  the  years  1921 
to  1931,  inclusive,  from  the  service  of  Dr.  Charles 
S.  Hamilton.  All  but  nine  of  them  were  operated 
upon  and  62  per  cent  were  treated  by  either  X-ray 
or  radium,  or  both.  Of  this  series,  112  were  traced. 

In  America  the  average  age  of  patients  at  the 
time  of  operation  is  52.9  years.  Lane-Claypon 
found  51.4  years  to  be  the  average  in  Great 
Britain.  In  our  series,  the  average  age  at  time 
of  operation  was  53.5  years.  Grantley  W.  Tay- 
lor21 states  that  cases  under  twenty  are  very  rare. 
We  had  none  under  twenty  years  of  age,  nor  did 
we  have  any  males.  We  saw  only  one  negro,  and 
most  of  our  patients  were  native  born.  Four  pa- 
tients were  in  the  age  groups  20  to  29.  Seven 
patients  were  29  to  40.  In  the  groups  40  to  50, 
forty-eight  patients  were  operated  upon;  forty- 
seven,  50  to  60;  forty,  60  to  70;  twelve,  70  to  80. 
(Table  III). 

All  of  our  cases  were  malignant;  therefore  no 
conclusions  can  be  drawn  as  to  the  diagnostic 
signs  of  differentiation  between  benign  and  malig- 
nant breast  tumors.  From  our  study  we  have 
found  no  signs  or  symptoms  which  will  indicate 
that  which  we  may  expect  as  toi  the  severity  of 
the  disease  and  the  length  of  life  following  treat- 
ment. However,  the  clinical  findings  and  history 
in  each  individual  case  do  give  definite  suggestions 
as  to  prognosis.  Pigskin  appearance  of  the  skin 
is  of  utmost  importance  as  indicating  lymphatic 
extension  and  operability.  It  usually  is  suggestive 
of  a non-encapsulated,  disseminating  growth,  and 
implies  bad  prognosis.  Dimpling  of  the  skin  may 
be  only  a manifestation  of  a fibrous  or  scirrhous 
growth.  Pain  is  most  severe  in  the  rapidly  grow- 

TABLE  I 

DURATION  OF  LIFE — TYPE  OF  OPERATION 


Complete  

3 

3 

1 

No  Muscle;  only  Fascia.. 

5.6 

21 

9 

Fascia  and  Superficial 
Layer  of  Muscle 

5 

4 

0 

4 

1/4  to  2/3  of  Pectoralis 
Major  Muscle  

5.8 

32 

17 

15 

2/3  or  more  of  Pectoralis 
Major  Muscle  

3.6 

42 

30 

12 

Mastectomy  

7.3 

3 

1 

2 
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TABLE  II 

MICROSCOPIC  DIAGNOSES 


Scirrhus  carcinoma  75  47.4% 

Carcinoma  simplex  25  15.8% 

Medullary  carcinoma  20  12.7% 

Adeno-carcinoma  12  7.6% 

No  report  available 9 5.7% 

Carcinoma  4 2.5% 

Malignant  cyst  2 1.2% 

Gelatiform  carcinoma  2 1.2% 

No  report  2 1.2% 

Acinar  carcinoma  2 1.2% 

Mucoid  carcinoma  1 0.64% 

Spheroidal  cell  carcinoma ’ 1 0.64% 

Early  sarcomatous  1 0.64% 

Fibrosarcoma  (periductal)....  1 0.64% 

Spindle  cell  sarcoma 1 0.64% 


ing  types.  Size  and  rapidity  of  growth  are  sig- 
nificant for  prognosis. 

In  estimating  the  duration  of  the  disease,  we 
have  considered  the  first  subjective  symptom  as 
the  beginning  of  the  process.  We  believe  that  this 
gives  us  the  most  accurate  way  to  determine  the 
duration  of  the  disease.  Jabez  Jackson9  reported 
that  the  average  duration  as  denoted  by  a mass 
in  the  breast  was  2.4  years,  varying  in  individual 
cases  from  seven  days  to  eight  years.  One  of  our 
patients  had  noticed  symptoms  for  only  one  week, 
and  another  for  nine  years.  The  latter  patient  is 
living  and  well  after  twelve  years,  though  the 
breast  and  axillary  nodes  were  extensively  in- 
volved at  time  of  operation,  and  in  spite  of  a re- 
currence which  appeared  one  year  after  operation 
and  which  was  treated  with  irradiation. 

Considering  the  widespread  education  on  cancer 
and  its  early  recognition  in  the  past  fifteen  years 
or  more,  one  would  expect  the  duration  of  the  dis- 
ease before  advice  is  sought  and  followed  to  be 
appreciably  diminished,  but  in  our  series  this  is 
not  the  case.  From  1921  to  1926,  inclusive,  the 
average  duration  was  14.7  months,  and  from  1926 
to  1931  the  average  was  reduced  only  0.1  per  cent. 
However,  we  must  take  into  consideration  the 
greater  number  of  benign  tumors  found  at  opera- 
tion recently  as  compared  with  years  ago. 

Eighty-three  per  cent  of  our  patients  were 
married  or  widowed.  It  frequently  is  stated  in  the 
literature  that  married  women  are  more  often 
affected  with  cancer  of  the  breast  than  unmarried. 
In  Jackson’s  series  109  were  married  and  twenty 
were  single  women.  Stubenbord18  reports  81  per 
cent  in  his  series  as  married  and  19  per  cent  un- 
married, which  corresponds  rather  closely  to  our 
own  figures  and  to  those  of  Schreiner19.  The  1927 
Pennsylvania  death  rate  from  cancer  of  the  breast 
has  been  given  as  109  per  100,000  for  single 
women  over  thirty-five  years  of  age,  while  in  mar- 
ried women  over  thirty-five  years  it  was  44  per 
100,000. 

Dean  Lewis10  in  an  exhaustive  study  compared 
the  single  and  married  groups,  according  to  the 


1920  census  of  the  United  States  and  found  that 
the  marital  status  was  not  an  important  factor. 

Sixty-nine  neoplasms  were  in  the  right  breast 
of  our  patients,  and  eighty-seven  in  the  left 
breast.  Both  breasts  were  primarily  involved  in 
two  cases.  The  lesion  was  located  in  the  upper 
outer  quadrant  in  40  per  cent  of  cases;  in  the 
central  or  nipple  area,  20  per  cent;  in  the  upper 
inner  quadrant  12.5  per  cent.  Taylor21  states  that 
it  has  been  established  that  growths  in  the  outer 
quadrants  metastasize  first  to  the  axillary  nodes, 
and  that  inner  quadrant  growths  may  spread  first 
to  the  supraclavicular  region,  thorax  or  liver. 

All  but  three  of  our  patients  who  are  alive  had 
lesions  of  walnut  size  or  larger  at  operation.  The 
size  of  the  lesion  has  a definite  relationship  to  the 
duration  of  the  disease;  that  is,  the  lesions  of 
long  duration  are  usually  large.  However,  the 
converse  is  not  true.  The  rapidly  growing  cellular 
type  may  be  large  and  of  short  duration.  In  our 
series,  the  size  of  the  lesion  alone  gives  no  in- 
dication as  to  the  histologic  morphology  of  the 
neoplasm. 

All  of  our  patients  operated  upon  had  thorough 
dissection  of  the  axillary  contents  except  those 
operated  only  for  recurrence.  A classical  complete 
radical  operation  was  performed  in  only  three 
cases,  and  only  one  is  known  to  be  living  for 
three  years.  Twenty-one  cases  had  only  the  tumor 

TABLE  III 

AGE  GROUP 


Years  No.  of  Patients 


20-29 4 

29-40...: 7 

40-50 45 

50-60. 47 

60-70 40 

70-80 •. 12 

80-90 0 


and  fascia  removed  and  of  these  nine  are  living 
and  well  for  an  average  of  5.4  years.  The  average 
life  of  all  cases  in  which  only  fascia  was  removed 
was  a little  less  than  5.6  years.  In  four  cases  the 
fascia  and  superficial  layer  of  muscles  were  re- 
moved. These  four  cases  are  alive  and  well; 
eleven,  four,  three  and  two  years.  Three  cases 
had  only  mastectomy,  and  two  are  living,  five  and 
nine  years  respectively.  The  one  who  died  lived 
eight  years.  In  fifteen  living  cases  only  one-fourth 
to  tw’o-thirds  of  the  pectoralis  major  muscle  was 
excised  and  the  average  span  of  life  was  slightly 
less  than  eight  years.  Of  seventeen  cases  known 
to  be  dead  following  a similar  type  of  operation 
the  average  duration  of  life  was  approximately 
5.8  years. 

Not  including  the  three  cases  having  radical 
operation,  there  were  thirty  who  had  mpre  than 
two-thirds  of  the  pectoralis  major  removed,  and 
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TABLE  IV 

MICROSCOPIC  DIAGNOSIS — LENGTH  OF  LIFE 
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Scirrhus  Carcinoma — 


5.5  years 

3 years 

8.12 

years 

Carcinoma  Simplex — 
4.5  years 

2 years 

7 

years 

Medullary  Carcinoma — 
4.8  years 

2.7  years 

7 

years 

Adenocarcinoma — 

6.7  years 

7 years 

6.5 

years 

are  dead.  These  patients  lived  for  an  average  of 
only  two  years,  ten  of  them  dying  in  less  than 
one  year.  Twelve  cases  having  the  same  opera- 
tion are  living  and  well  for  an  average  of  eight 
years.  The  average  life  for  the  entire  group 
having  two-thirds  or  more  of  the  pectoralis  major 
muscle  removed  was  3.6  years. 

Four  cases  had  no  operation;  one  of  these  was 
given  roentgen  therapy  and  lived  seven  years.  In 
this  case  the  lower  half  of  the  breast  was  ex- 
tensively diseased  and  the  patient  gave  a history 
of  intermittent  bloody  discharge  of  twelve  years 
duration. 

Five  cases  were  definitely  inoperable.  One  had 
severe  diabetes  and  both  breasts  were  involved. 
Another  had  metastases  to  the  lungs  and  clavicle. 
The  third  case  had  a fixed  and  ulcerating  growth, 
and  the  fourth  had  involvement  of  the  entire  right 
breast;  this  case  was  treated  with  radium  needles 
and  packs.  The  fifth  case  was  treated  with  radium 
needles  and  tubes  interstitially,  and  is  living  and 
well  without  recurrence  after  eleven  years.  Two 
advanced  cases  which  could  not  be  traced  were 
treated  with  coagulation  and  radium  needles. 

No  record  of  exact  type  of  operation  is  available 
in  two  cases.  In  two  other  cases  there  was  only 
wide  excision  of  the  tumor.  One  of  these,  diag- 
nosed as  adenocarcinoma  without  axillary  metas- 
tases, received  interstitial  radiation  and  died  after 
ten  years  from  acute  pneumonia.  One  patient  had 
had  the  right  breast  removed  and  returned  eleven 
years  later  with  involvement  of  the  left  breast. 
This  time  one-third  of  the  pectoralis  major  muscle 
and  axillary  contents  were  removed,  the  micro- 
scopic diagnosis!  being  spheroidal  cell  carcinoma. 
She  was  treated  with  radium  needles  and  packs 
and  lived  ten  years  longer.  This  patient  with 
carcinoma  of  the  breast  lived  a total  of  twenty- 
one  years. 

An  analysis  of  the  histologic  types  shows  a 
great  preponderance  of  scirrhus  carcinoma,  car- 


cinoma simplex,  and  medullary  carcinoma. 
Seventy-five  of  our  cases  (47.4  per  cent)  were  re- 
ported to  be  scirrhus  carcinoma,  twenty-five 
cases  (15.8  per  cent)  were  carcinoma  simplex,  and 
twenty  cases  (12.7  per  cent)  were  medullary  car- 
cinoma. There  were  three  cases  of  sarcoma  and 
nine  cases  in  which  no  reports  are  now  available. 
(Table  II). 

Twenty-five  of  our  living  patients  were  diag- 
nosed as  having  scirrhus  carcinoma.  The  average 
life  of  this  group  was  8.12  years.  Six  patients 
now  living  had  carcinoma  simplex  for  an  average 
of  seven  years.  Seven  living  patients  who  had 
medullary  carcinoma  have  survived  for  an 
average  life  span  of  seven  years.  Of  four  pa- 
tients who  are  still  living  and  had  adenocarcinoma 
the  average  duration  of  life  has  been  6.5  years. 
Thus,  of  the  living  patients,  scirrhus  carcinoma 
shows  the  longest  life  span. 

Of  the  patients  who  are  known  to  be  dead,  and 
the  date  of  death  is  known,  twenty-nine  had 
scirrhus  carcinoma,  with  an  average  life  span  of 
three  years.  Twelve  individuals  who  had  car- 
cinoma simplex  lived  an  average  of  two  years. 
Seven  with  medullary  carcinoma  lived  an  average 
of  2.7  years,  and  four  with  adenocarcinoma 
averaged  seven  years  of  life.  Thus,  of  the  patients 
who  are  dead,  those  with  adenocarcinoma  lived 
longest. 

Of  all  cases,  the  average  length  of  life  was 
found  to  be  greatest  (6.7  years)  in  those  re- 
ported to  have  adenocarcinoma.  The  average 
length  of  life  of  all  cases  of  scirrhus  carcinoma 
was  5.5  years;  of  medullary  carcinoma  4.8  years; 
and  of  carcinoma  simplex  4.5  years.  One  case 
originally  reported  as  adenofibroma  and  later  as 
spindle  cell  sarcoma  with  axillary  metastases, 
lived  seven  years.  The  operative  procedure  in  this 
case  was  a simple  mastectomy  followed  by  radia- 
tion (Table  IV). 

Of  the  patients  who  are  known  to  be  living, 
twenty-nine,  or  62  per  cent  had  axillary  metas- 
tases at  the  time  of  operation,  and  eighteen  had 
no  demonstrable  axillary  metastases.  This  is  an 


TABLE  V 

LENGTH  OF  LIFE — NUMBER  OF  YEARS 


Years  Duration 
of  Life 

Still  Living 

Dead 

Total 

21 

1 

1 

12 

6 

0 

6 

11 
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0 

4 

10 

3 

2 

5 
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8 
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11 
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11 
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13 
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14 

16 

Less  than  one  year 

13 

13 
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May,  1936 
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interesting-  finding  and  shows  that,  although  a 
majority  of  patients  operated  upon  may  have 
axillary  nodes  involved,  the  prognosis  is  fairly 
good.  There  are  an  appreciable  number  of  five- 
year  survivals  in  this  group.  Of  the  patients  who 
are  known  to  be  dead,  fifty-three  had  axillary 
metastases  and  only  twelve  had  no  demonstrable 
axillary  involvement. 

Ninety-nine  patients  had  X-ray  or  • radium 
therapy,  or  both.  Prior  to  1923,  most  of  them 
were  treated  with  radium,  packs  or  needles  and 
tubes  interstitially,  with  considerable  attention  to 
the  axilla  and  the  area  of  the  skin  incision.  Later, 
the  cases  were  not  infrequently  treated  with  a 
combination  of  radium  and  X-ray  therapy.  Thirty 
traceable  patients  treated  with  X-ray  or  radium 
are  alive.  Forty-five  of  the  patients  treated  with 
X-ray  or  radium  are  dead.  Of  the  traceable  pa- 
tients not  treated,  sixteen  are  living  and  twenty- 
one  are  dead.  It  is  a singular  fact  that  of  those 
cases  who  were  treated  with  radium  only,  and 
have  been  traced,  seven  are  living,  while  twenty- 
three  of  those  treated  with  X-ray  are  living. 

We  have  been  able  to  trace  112  patients  and 
forty-seven  are  living.  Of  the  traceable  cases  this 
is  approximately  41.9  per  cent  and  of  all  cases  is 
29.7  per  cent.  Of  the  patients  known  to  be  dead 
and  included  in  the  comparative  figures,  one  died 
of  pneumonia,  one  cerebral  hemorrhage,  one 
cardio-vascular  disease,  one  carcinoma  of  the 
liver.  There  may  be  others  who  have  died  of  dis- 
eases not  related  to  carcinoma  of  the  breast. 

Of  the  cases  living:  six  have  lived  12  years 
since  the  first  operation;  four,  11  years;  three,  10 
years;  four,  9 years;  eight,  8 years;  five,  7 years; 
two,  6 years;  two,  5 years;  three,  4 years;  four, 

3 years. 

Of  the  patients  who  have  died:  One  lived  21 
years;  two  lived  10  years;  one  lived  9 years;  three 
lived  8 years;  six  lived  7 years;  three  lived  6 
years;  six  lived  5 years;  four  lived  3 years. 
(Table  V). 

In  this  series,  fifty  or  44.6  per  cent  of  the  traced 
cases  were  living  and  31.6  per  cent  of  all  cases 
were  living  for  five  years.  Forty-three  or  27.2  per 
cent  were  living  seven  years  after  the  first  obser- 
vation or  operation.  Sixteen  or  10.1  per  cent  were 
living  ten  years  after  operation.  Sixty-seven  or 
42.4  per  cent  lived  three  years  or  more  after 
operation  (Table  VI). 

In  these  cases  the  surgeon  has  employed  opera- 
tions which  combined  various  features  advocated 
by  eminent  authorities.  In  dealing  with  the 

TABLE  VI 


PERCENTAGES — DURATION  OF  LIFE 


All  Cases 

Traceable  Patients 

Seven 

years 

27.2  percent 

38.4  percent 

Five  years 

31.6  percent 

44.6  percent 

Three 

years 

42.4  percent 

59.8  percent 

earliest  and  favorable  cases  the  operation  has  not 
been  as  radical  as  those  with  more  extensive  dis- 
ease. The  axillary  contents  were  always  removed 
and  large  areas  of  skins  were  excised;  however, 
usually  primary  closures  were  made  by  under- 
cutting the  skin  flaps.  Naturally,  an  effort  was 
made  to  include  all  breast  tissue,  and  in  many  in- 
stances the  pectoralis  fascia  and  abou  t two- 
thirds  of  the  muscle  were  removed. 

In  the  more  advanced  cases  the  sternal  portion 
of  the  pectoralis  major  muscle  was  removed,  but 
only  in  three  cases  was  it  necessary  to  remove  the 
entire  muscle.  The  muscle  was  divided  a few 
inches  short  of  its  insertion  which  in  some  cases 
leaves  a rather  unsightly  lump  along  the  anterior 
border  of  the  axilla.  We  believe  that  there  is  less 
likelihood  of  subsequent  swelling  of  the  arm  with 
such  a pad  overlying  the  vessels. 

The  entire  pectoralis  minor  muscle  has  seldom 
been  removed.  Occasionally  it  has  been  divided  in 
seeking  maximum  exposure  of  axillary  contents. 
In  cleaning  out  the  axilla,  all  recognizable  (pal- 
pable or  visible)  glands  have  been  eliminated  by 
dissection  with  a scalpel,  scissors  and  gauze 
sponging.  The  dissection  has  started  along  the 
axillary  vein  with  special  attention  being  devoted 
to  the  apex  of  the  axilla.  With  the  exception  of  a 
few  cases,  there  has  been  no  attempt  to  remove 
the  entire  axillary  fat  content.  In  the  instances 
in  which  it  was  done  the  disease  was  found  to  be 
so  extensive  that  the  surgeon  regretted  undertak- 
ing the  operation,  because  after  such  extensive 
dissection  of  the  axilla  a swollen  arm  or  recur- 
rence are  likely  to  result. 

The  surgeon  always  tries  to  handle  the  tissues 
with  the  utmost  gentleness,  especially  in  using  re- 
tractors, so  that  no  involved  structure  is  sub- 
jected to  undue  pressure.  No  case  with  supra- 
clavicular metastases  has  been  operated  upon. 
For  a time  every  case  had  preoperative  roentgen 
examination  of  the  thorax  for  metastases,  but 
lately  this  was  not  done  at  least  as  a routine  pro- 
cedure. This  course  may  be  open  to  criticism. 
However,  in  our  experience  pulmonary  metas- 
tases were  manifested  by  clinical  signs  almost  as 
early  as  they  could  be  detected  by  roentgen  ex- 
amination. It  may  be  necessary  to  change  this 
opinion  as  the  roentgen  technic  and  diagnosis  are 
improved.  In  that  event,  not  only  the  chest  but 
the  spine  and  long  bones  should  be  examined  pre- 
liminary to  operations  for  cancer  of  the  breast. 

After  a considerable  experience  with  roentgen 
treatment  for  cancer  of  the  breast,  the  writers 
are  convinced  that  it  is  of  value  and  hopefully 
anticipate  benefits  from  preoperative  irradiation, 
although  it  would  seem  to  them  unlikely  that  sur- 
gery will  be  entirely  discarded  in  this  particular 
field.  Nevertheless,  the  occasional  case  of  ad- 
vanced and  inoperable  breast  cancer  which  sur- 
vives for  an  unexpectedly  long  period  under 
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radiation  presents  a striking  picture  of  the 
efficacy  of  the  treatment. 

Our  statistics  of  duration  of  life  following 
operation  seem  to  indicate  that  the  prognosis  is 
no  better,  if  as  good,  if  extensive  operations  are 
performed.  This  may  not  be  an  entirely  correct 
assumption  since  the  type  of  operation  obviously 
was  chosen  according  to  the  apparent  extent  of 
involvement,  and  therefore  patients  with  the  most 
extensive  lesions  and  having  unfavorable  prog- 
nosis are  included  in  the  groups  in  which  more 
tissue  has  been  extirpated.  The  difficulty  with 
drawing  conclusions  from  this  mode  of  surgical 
attack  depends  upon  individual  judgment  of  the 
degree  of  infiltration  of  the  malignant  disease  to 
structures  contiguous  to  the  breast.  If  radical 
operation  be  performed  in  all  cases  irrespective 
of  the  extent  of  involvement,  operation  is  un- 
necessarily extensive  in  many  cases  and  the 
added  trauma  to  the  tissues  and  consequent  open- 
ing of  the  deep  lymphatic  and  circulatory  chan- 
nels may  be  disastrous  in  some  instances.  Radia- 
tion therapy  in  conjunction  with  surgery  for 
patients  with  extensive  lesions,  as  well  as  those 
with  a more  favorable  outlook,  may  be  adequate, 
and  there  is  no  possibility  of  producing  metastasis 
by  radiation. 

Portmann1*  stated  that  “It  is  well  known  from 
the  reports  of  competent  pathologists  that  the 
axillary  nodes  are  involved  in  85  per  cent  of 
specimens  which  are  examined.  It  is  very  ques- 
tionable that  malignant  disease  can  be  completely 
eliminated  when  the  axilla  is  involved,  even  by 
the  most  skillfully  performed  operation,  and  it  is 
probable  that  neoplastic  cells  remain  after  opera- 
tion in  a majority  of  instances.” 

We  have  not  compared  our  cases  treated  by 
surgery  plus  radiation  with  those  treated  only 
surgically,  as  the  latter  group  comprises  such  a 
small  number.  It  must  be  conceded  that  present 
methods  of  radiation  therapy  are  more  effective 
than  during  the  past  decade.  In  addition  to  more 
accurate  methods  of  measurement,  we  employ 
more  intensive  dosage  over  the  axillary  and 
supraclavicular  areas  with  multiple  fields  and 
shorter  effective  wave  lengths.  At  the  same  time, 
experience  has  shown  us  that  the  utmost  care 
must  be  observed  in  treating  over  the  pulmonary 
fields  to  guard  against  damage  to  the  lung.  There- 
fore, we  are  using  low  voltage  technic  over  the 
chest  wall,  and  modifying  the  dosage  and  number 
of  fields  on  the  basis  of  type  of  tumor  and  in- 
dividual anatomic  configuration  of  the  patient. 

It  is  possible  that  eventually  the  rational  treat- 
ment of  cancer  of  the  breast  may  be  based  upon : 

1.  Preliminary  biopsy  in  all  cases,  except  those 
in  which  the  clinical  history,  information  gained 
by  palpation,  transillumination  of  the  breast  or 
roentgen  examination  gives  conclusive  evidence  of 
malignancy. 


2.  Roentgen  study  of  thorax,  spine  and  long 
bones  for  metastasis. 

3.  Treatment  by  pre-operative  roentgen  the- 
rapy, followed  by  adequate  post-operative  roent- 
gen therapy,  or  any  combination  of  these  pro- 
cedures, depending  upon  the  type  and  extent  of 
the  disease. 
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It  is  well  to  remind  ourselves  from  time  to  time 
that  the  word  cure  comes  from  the  Latin  cura 
and  the  cure  of  the  patient  originally  meant 
simply  the  care  of  the  patient — Joseph  H.  Pratt, 

N. E.J.  Med.,  214:368  (Feb.)  1936. 

— OSMJ  — 

It  is  the  existence  of  inadequate  incomes  that  has  created 
the  problem  of  free  and  pay  clinics,  of  free  hospital  care, 
of  group  hospitalization,  schemes,  of  infant  and  maternity 
welfare  movements,  of  sickness  insurance,  of  workmen’s 
compensation,  of  industrial  medicine,  of  contract  prac- 
tice * * * These  problems  are  primarily  economic  and  not 
medical,  and  they  will  not  be  solved  by  any  reorganization 
of  the  long  tested  and  approved  methods  of  medical  prac- 
tice.— R.  G.  Leland,  Colorado  Med.,  33  :164  (March)  1936. 


OBSERVATIONS  ON  OVARIAN  AND  PITUITARY 
ENDOCRINOPATHIES* 

With  Special  Reference  to  Basophil  Adenoma 
By  MARION  DOUGLASS,  M.D.,  F.A.C.S.,  Cleveland,  Ohio 


NO  field  of  medical  knowledge  offers  a more 
stimulating  vista  than  that  of  endocrin- 
ology, a new  approach  to  which  has  been 
opened  by  the  development  and  the  correlation  of 
our  information  concerning  the  hormones  of  the 
ovary  and  pituitary  gland  and  their  interrelations. 
Our  present  understanding  of  the  identity  and 
interaction  of  the  hormones  concerned  in  the 
physiology  and  pathology  of  sexual  and  repro- 
ductive functions  is  far  from  complete,  but  the 
facts  established  so  far  are  clear-cut  and  are 
based  upon  series  of  foundation  stones  in  the  form 
of  experimental  observations,  many  of  which  have 
already  found  parallels  in  human  endocrinology. 
It  is  worth  while  for  the  sake  of  clarity,  to  con- 
sider the  sequence  of  events  that  has  so  markedly 
increased  our  knowledge  of  this  particular  group 
of  hormones. 

The  modern  conception  of  the  hormones  of  the 
ovary  begins  with  the  observation  by  Fraenkel 
(the  pupil  of  Gustav  Born)  in  1903  that  the  im- 
plantation of  the  ovum  fails  when  the  corpus 
luteum  is  destroyed.  This  discovery  was  epoch- 
making,  since  it  pointed  out  the  fact  that  there 
was  an  inner  secretion  in  the  corpus  luteum  which 
was  essential  to  the  life  and  implantation  of  the 
fertilized  ovum.  The  classical  experiment  of  Loeb 
(1907),  i.e.,  the  demonstration  that  the  endome- 
trium is  sensitized  by  the  internal  secretion  of 
the  corpus  luteum,  was  one  of  the  earliest  pieces 
of  experimental  evidence.  He  produced  placen- 
tomas  after  sterile  coitus,  that  is,  through  copula- 
tion with  vasectomized  bucks  (guinea  pigs),  by 
the  insertion  of  a foreign  body,  such  as  a piece  of 
glass,  on  the  day  in  which  the  embryo  should 
normally  become  attached.  This  also  has  been 
done  employing  black  silk  sutures  as  a foreign 
body.  Deciduomata  (or  placentomata)  could  not 
be  produced  thus  if  the  ovaries  were  removed  or 
the  corpora  lutea  were  destroyed  by  cauterization. 
This  experiment  again  showed  clearly  that  the 
corpus  luteum  produced  a particular  hormone 
which  prepared  the  endometrium  for  the  nidation 
of  the  egg. 

The  next  important  advance  came  when  Allen 
and  Doisy,  employing  the  method  developed  by 
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Stoc-kard  and  Papanicolaou,  standardized  the 
potency  of  ovarian  extracts  by  injections  into 
castrated  rats.  Frank  next  demonstrated  the 
presence  of  the  estrous-forming  principle  in  the 
liquid  contents  of  the  cystic  follicles  of  experi- 
mental animals.  It  was  also  found  in  circulating 
blood,  in  menstrual  blood,  the  human  placenta, 
corpus  luteum,  the  testes  and  tissue  fluids  of 
males,  and  in  many  plants.  It  was  called  the 
female  sex  hormone  nevertheless.  The  great 
triumph  was  when  folliculin  was  crystalized  in 
1928  by  Allen  and  Doisy  and  a little  later  by 
Butenandt  in  Germany. 

It  was  considered  then  that  the  secret  of  the 
ovarian  hormone  had  been  solved  and  folliculin 
was  thought  to  be  the  sole  hormonic  regulator  of 
the  sex  cycle.  The  almost  complete  absence  of  the 
hormone  (folliculin)  in  the  corpus  luteum  was 
regarded  as  very  strong  proof  that  the  ovary 
secretes  but  a single  hormone.  The  identity  of  a 
separate  hormone  inherent  in  the  corpus  luteum 
was  still  in  doubt.  Novak  and  others,  in  1927, 
were  still  looking  for  evidence  to  substantiate  the 
theory  of  dual  ovarian  secretion.  Corner,  how- 
ever, in  1929,  settled  the  question  of  the  relation- 
ship of  the  corpus  luteum  and  the  progestational 
phase  of  the  endometrium  by  removing  the  cor- 
pora lutea  or  ovaries  from  rabbits  after  fertiliza- 
tion of  the  ova,  i.e.,  after  coitus.  No  progesta- 
tional changes  took  place  in  the  uterus  and  no 
embryo  survived  the  fourth  day. 

Corner  next  removed  both  ovaries,  eighteen 
hours  after  impregnation,  from  a doe  rabbit  and, 
by  administering  corpus  luteum,  was  able  to  pre- 
serve the  pregnancy  and  to  demonstrate  the 
typical  progestational  changes  in  the  uterus.  This 
proved  that  there  was  a specific  hormone  resident 
in  the  corpus  luteum,  and  similar  results  could  not 
be  obtained  with  folliculin.  Allen  and  Corner  also 
were  able  to  prolong  pregnancy  to  full  term  in 
rats,  oophorectomized  after  impregnation,  by  ad- 
ministration of  corpus  luteum  extract. 

There  is  apparently  a clear-cut  distinction  be- 
tween estrin  and  progestin;  and  a certain  an- 
tagonism in  their  action,  inasmuch  as  progestin 
inhibits  further  ovulation  and  menstruation,  and, 
in  the  human  being,  premature  menstruation  fol- 
lows excision  of  the  corpus  luteum.  Hartman 
has  since  made  the  very  interesting  observation 
that  there  are  probably  two  types  of  menstrua- 
tion, one  which  is  preceded  by  ovulation  and  one 
which  is  not.  He  was  able  to  produce  flowing 
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spells  in  animal  castrates  (monkeys)  by  giving 
estrin  in  the  form  of  amniotin  for  a period  of  six 
to  eight  days  and  then  withdrawing  it.  This,  how- 
ever, did  not  occur  in  hypophysectomized  animals, 
which  is  striking.  The  relationship  between  the 
hypophysis  and  the  ovary  has  been  by  far  the 
most  outstanding  recent  discovery  in  the  field  of 
endocrinology. 

The  early  extirpation  and  feeding  experiments 
of  Cushing,  Crowe,  Goetsch,  Evans,  Long  and 
others,  showed  that  there  was  a definite  connec- 
tion between  the  hypophysis  and  the  gonadal  sys- 
tem. There  followed  the  striking  observation  of 
Long  and  Evans  who,  by  the  injection  of  alkaline 
extracts  of  the  pituitary  into  young  animals, 
were  able  to  produce  definite  gigantism.  The  giant 
dogs  of  Evans  seem  to  present  the  fulfillment  of 
H.  G.  Wells’  prophecy  in  his  book  “The  Food  of 
the  Gods”.>  It  is  worthy  of  note  in  these  cases  that 
the  uterus  and  ovaries  remained  infantile  and  the 
follicles  formed  pseudo-corpora  lutea  and  that 
estrus  was  delayed. 

Smith  and  Engel,  very  soon  afterward,  were 
able  to  produce  precocious  sexual  maturity  in 
rats  by  whole  pituitary  implants  as  early  as  the 
22nd  day,  which  ordinarily  is  only  their  weaning 
time.  Estrus  was  precipitated  and  large,  lutein- 
ized follicles  were  found  in  the  ovary.  Smith  and 
Engel,  again,  were  able  to  produce  the  ovulation 
of  large  numbers  of  ova  by  whole  pituitary 
hetero-transplants  in  adult  animals.  This  work 
was  the  basis  of  the  Zondek-Aschheim  pregnancy 
test  with  which  we  are  all  familiar.  The  next 
development,  which  is  of  great  interest,  has  been 
the  suggestion  that  the  hypophysis  contains  at 
least  two  and  probably  more  endocrine  sub- 
stances (Zondek). 

The  typical  effect  of  the  Zondek-Aschheim  test 
consists  in  a terminal  luteinization  of  the  ovary 
after  rather  large  doses  of  hypophyseal  implants 
or  of  the  hormone  prolan  Which  is  found,  pre- 
sumably, in  urine  of  pregnant  women.  Tremend- 
ous amounts  of  prolan  are  found  in  chorionepithe- 
lioma  and  in  hydatidiform  mole.  Zondek  and 
Weissner,  simultaneously,  established  the  fact 
that  there  were  several  effects  obtained  from 
prolan,  i.e.,  presumably  the  pituitary  hormone: 
(1)  follicle  ripening,  ovulation  and  production  of 
estrus;  (2)  blood  masses  (“Blut  punkte”)  in  the 
follicles  and  corpora  lutea  atretica;  and  (3)  true 
luteinization.  The  question  whether  these  effects 
are  due  to  the  action  of  two  separate  hormones  or 
to  continuous  administration  of  the  same  hormone 
has  not  been  settled. 

This,  in  brief,  represents  the  experimental 
status  of  our  knowledge.  Our  present  ideas  of 
therapy  have  been  initiated  and  developed  upon 
this  basis.  The  follicular  hormone  apparently 
offered  the  clinician  a great  forward  stride  in  the 
practical  therapy  of  many  menstrual  disorders. 


Originally  theelin  was  given  with  great  hope 
but  with  varying  results.  It  was  shortly  dis- 
covered, however,  that  folliculin,  in  the  human 
being  at  least,  was  definitely  hooked  up  with 
progestin,  which  is  concerned  in  the  secretory 
changes  in  the  endometrium.  This  has  made  the 
problem  of  therapy  infinitely  more  difficult, 
especially  since  progestin  is  unobtainable  in  any 
reasonable  quantities.  As  Novak  says,  however, 
there  is  even  more  to  learn  concerning  the  inter- 
locking mechanism  between  the  ovary  and  the 
anterior  pituitary  gland.  He  assumes  from  the 
experimental  evidence  available  that  excessive 
production  of  folliculin  brings  about  pituitary  in- 
hibition and  this  in  turn  lowers  the  folliculin  level 
as  produced  by  the  ovary.  Bleeding  then  follows, 
being  associated  with  lowering  of  the  folliculin 
level.  Theoretically,  folliculin  should  be  used  in 
this  type  of  functional  bleeding,  but  the  best  re- 
sults have  been  obtained  with  the  luteinizing  hor- 
mone of  the  urine  of  pregnant  women. 

Kauffman  and  Clauberg  recently  have  reported 
the  production  of  hyperplasia  of  the  endometrium 
in  the  castrated  human  being  by  giving  large 
doses  of  folliculin  and  then  its  transformation 
into  pregravid  endometrium  by  progestin  ad- 
ministration. It  has  not  been  demonstrated  that 
antuitrin  S or  prolan  has  ever  built  up  lutein 
tissue  in  the  ovary  of  any  patient.  Theelin  will 
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produce  bleeding  in  the  majority  of  amenorrheic 
women  and,  in  the  words  of  Novak,  “will  push  the 
pendulum  of  the  rundown  menstrual  clock  for  a 
single  idle  incomplete  beat,  when  what  we  need  is 
something  to  wind  the  clock.” 

By  Kauffman's  experiment  it  was  well  shown 
that  enormous  doses  of  folliculin  (320,000  mouse 
units  and  90  rabbit  units  of  corpus  luteum)  are 
necessary  to  get  a clinical  result.  That  we  are 
able  to  have  bleeding  without  ovulation,  however, 
is  readily  shown  by  the  interesting  tumors  of  the 
' granulosa  cell  type.  These,  long  after  ovulation 
has  ceased,  are  able  to  produce  cyclic  or  irregular 
bleeding.  The  arrhenoblastomas  of  Robert  Meyer 
are  another  example  of  a most  striking  type  of 
endocrinologic  shakeup.  These,  as  well  as  the 
ovarian  seminomas,  are  associated  with  masculini- 
zation,  male  hirsuities,  hypertrophy  of  the  larynx, 
male  voice,  et  cetera. 

The  so-called  adenoma  tubulare  testiculare  is 
another  interesting  lesion.  These  tumors  are  de- 
rived always  from  “male  directed”  sex  cells  ac- 
cording to  Robert  Meyer.  They  do  not  especially 
occur  in  hermaphrodites.  On  the  other  hand,  the 
“seminomas”  or  disgerminomas  always  are  de- 
rived from  a true  ovotestis.  Recognition  of  these 
tumors  and  some  of  their  clinical  effects  have  been 
extremely  interesting.  Ferguson’s  work  at  the 
Memorial  Hospital  in  New  York  has  been  another 
outstanding  development.  He  made  the  striking 
observation  that  by  quantitative  determination  of 
the  amount  of  prolan  found  uniformly  in  the 
urine  of  patients  with  testicular  tumors  he  was 
able  to  determine  the  rapidity  of  growth,  the 
presence  and  growth  of  metastasis,  and  the  effec- 
tiveness of  radiation,  and  was  able  to  forecast  the 
prognosis  accurately. 

A reasonable  guess  can  be  made  as  to  the  cell 
type  of  the  particular  tumor  by  those  familiar 
with  the  rate  of  excretion  of  prolan  in  these 
patients.  This  reminds  us  of  the  massive  amounts 
of  prolan  excreted  in  hydatid  mole  with  its  bi- 
lateral lutein  tumors  of  the  ovary  and  also  in 
chorionepithelioma.  The  observations  of  Engel, 
Teel  and  others  in  connection  with  pregnancy 
have  been  extremely  interesting  but  not  en- 
lightening. By  whole  pituitary  implants  they 
have  been  able  to  interrupt  pregnancy  in  rats  in 
the  early  stages  with  great  regularity,  and  in- 
jections late  in  pregnancies  have  resulted  in 
abortion  or  sometimes  prolongation  of  pregnancy 
. with  the  birth  of  dead  litters.  The  mechanism  of 
this  effect  has  not  even  been  hinted  at  but  it  does 
occur.  In  a number  of  unpublished  experiments 
on  rats  I have  repeated  their  work  and  have  pro- 
duced early  abortion  easily  by  implants,  and  ap- 
parently many  failures  of  impregnation  as  well. 
The  importance  of  these  observations  and  their 
clinical  implications  can  scarcely  be  over-esti- 
mated. Our  interest  in  the  anterior  pituitary 
gland  has  grown  gradually  and  the  syndrome 


Fig.  2.  Abdominal  type  obesity,  sparing  arms  and  legs. 
Masuline  distribution  of  hair. 


known  as  pituitary  basophilism  is  an  exceedingly 
striking  one. 

Our  knowledge  of  pituitary  adenomata,  and 
particularly  those  of  the  basophil  type  has  de- 
veloped by  degrees  from  the  recognition  of 
Frohlich’s  syndrome  as  a disorder  connected  with 
hypophyseal  disease.  Pituitary  adenomas  have 
been  recognized  and  described  for  a long  time. 
A large  majority  of  these  cases  have  been  adeno- 
mas of  chromophobe  cells,  Cushing’s  figures  being 
277  chromophobe,  107  acidophilic  and  mixed,  and 
one  basophil.  We  are  not  concerned  here  with 
the  activities  of  the  chromophobe  cells.  Acidophilic 
adenomas  are  probably  associated  with  disturb- 
ances of  growth  and  may  have,  as  well,  an  in- 
hibitory effect  upon  a sex-maturing  principle. 
We  know,  from  the  work  of  Severinghaus,  that 
castration  does  not  always  increase  the  number  of 
the  basophils,  but  most  of  the  experimental  evi- 
dence (Smith  and  Addison)  points  to  the  basophil 
cells  as  the  sex  hormone  producing  elements. 
Engel,  in  1929,  showed  that  basophil  elements 
were  increased  in  a castrated  rat,  and  also  that 
the  sex-maturing  properties  of  these  elements 
were  increased  in  potency  by  transplantation  in 
immature  mice.  A syndrome  has  gradually  been 
developed,  associated  with  polyglandular  derange- 
ment, which  is  being  incriminated  with  some  diffi- 
culty as  not  infrequently  accompanied  by  baso- 
philic adenoma  of  the  anterior  pituitary  gland. 
These  patients  have  hypertension,  osteomalacia, 
thickening  and  pigmentation  of  the  skin  and 
glycosuria. 

As  Cushing  points  out,  if  it  were  not  for  the 
rarity  of  this  type  of  adenoma  this  association 
would  not  have  been  considered  significant  and 
these  patients  would  have  been  classified  as  vic- 
tims of  osteomalacia,  hypertension  or  of  diabetic 
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Fig.  3.  Facies  somewhat  typical  with  exceptionally 
marked  hirsutism. 


obesity.  In  the  cases  of  basophil  adenomas,  how- 
ever, there  is  no  abnormal  increase  in  size  of  the 
gonads,  and  Cushing’s  cases  of  basophil  adenoma 
do  not  show,  as  a rule,  precocious  sexual  develop- 
ment. They  show  either  amenorrhea  or  impotence. 
The  evidence  in  these  cases,  then,  does  not  support 
the  idea  that  the  basophilic  elements  in  the  an- 
terior pituitary  gland  secrete  a gonad-stimulat- 
ing hormone. 

However,  cases  of  proved  basophil  adenomas  in 
women  usually  show  normal  development  of 
menses,  sometimes  with  precocious  adolescence 
and  then  later  development  of  amenorrhea.  Ab- 
dominal adiposity  develops  and  a peculiar  coarsen- 
ing of  the  features  with  a marked  bloated  ap- 
pearance about  the  eyes.  This  obesity  spares  the 
extremities  to  a notable  extent.  Hypertrichosis, 
especially  in  the  face,  is  the  rule  and  purplish 
striae  occur  on  abdomen  and  arms.  Bony  decalci- 
fication often  occurs  with  multiple  fractures,  and 
a subnormal  basal  metabolism,  a lowered  carbohy- 
drate tolerance  and  a high  blood  pressure  are 
usually  present.  The  urine  of  one  of  Dr.  Cush- 
ing’s patients  has  shown  a prolan  A effect,  but  no 
luteinization.  Of  the  proved  cases  reported  by 
Cushing  all  except  one  showed  obesity  of  abdomen 
or  of  face.  Amenorrhea  or  impotence  was  in- 
variable. Hirsutism  occurred  in  practically  every 
case.  Abdominal  striae  were  present  in  75  per 
cent.  Hypertrophy  of  parathyroids,  thymus,  ad- 
renal cortex  and  thyroid  is  the  rule.  Athero- 
sclerosis, osteomalacia  and  skeletal  decalcification 
have  been  common.  Cushing  remarks  that  atten- 
tion should  be  drawn  to  pulmonary  complications, 
as  the  cause  of  death  in  these  patients  proved  at 
autopsy  to  be  those  of  pituitary  basophilism. 

I am  including  Dr.  Teel’s  case  previously  re- 
ported, which  is  among  those  in  Cushing’s  list  of 
proved  cases. 


Case  I (Teel).  H.E.D.,  single,  white,  aged  20, 
was  admitted  to  Lakeside  Hospital,  November  3, 
1929,  to  the  service  of  Dr.  F.  S.  Gibson,  because 
of  chills,  fever  and  vomiting.  The  onset  was 
abrupt.  The  patient  complained  of  pain  in  the 
neck.  On  the  day  of  admission  she  became  un- 
conscious and  had  convulsions.  At  the  age  of  nine 
she  had  precocious  menstruation  for  four  months. 
She  had  a normal  puberty  at  14.  Menstruation 
was  always  irregular,  from  five  weeks  to  five 
months.  During  the  year  before  admission,  periods 
were  fairly  regular  at  five  weeks,  moderate  in 
amount,  and  of  five  days’  duration.  The  patient 
had  been  troubled  by  dyspareunia  and  a sense  of 
precordial  oppression  for  five  years  before  admis- 
sion. There  had  been  a progressive  gain  in  weight 
until  the  maximum  of  206  pounds  was  reached. 
Fifteen  months  before  admission,  the  patient  had 
consulted  her  local  physician  for  excessive  fatigue 
and  obesity.  She  had  very  marked  hirsutism. 

The  basal  metabolic  rate  was  plus  35.  The 
diagnosis  of  pituitary  disease  was  made  and  the 
patient  was  given  some  sort  of  pituitary  extract 
by  mouth  which  was  continued  for  eight  months. 
At  that  time  her  basal  metabolic  rate  was  plus  42. 
Deep  X-ray  therapy  was  given  to  the  thyroid 
every  week  for  four  months.  The  basal  metabolic 
rate  was  not  checked,  but  the  pulse  rate  was  said 
to  have  dropped  from  125  to  85.  The  patient’s 
health  had  improved  and  she  had  lost  28  pounds 
in  the  preceding  seven  months  through  dieting. 
Physical  examination  revealed  an  irrational  obese 
white  woman  having  occasional  generalized  con- 
vulsive seizures.  The  skin  was  not  pigmented. 
The  face  was  covered  with  a heavy  black  beard 
which  obviously  had  been  subjected  to  constant 
shaving  for  some  time.  The  thorax,  abdomen,  and 
extremities  were  covered  with  coarse,  black  hair. 
The  thyroid  gland  was  symmetrically  enlarged. 
Physical  signs  of  meningitis  were  present  and 


Fig.  4.  Typical  bodily  contour.  Patient  at  this  time  in 
phase  of  amenorrhea. 
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lumbar  puncture  revealed  a turbid  fluid.  Cultures 
and  cisterna  puncture  revealed  meningococci.  In 
spite  of  therapy,  the  patient  died  on  the  fourth 
day. 

The  pathologic  examination  revealed  suppura- 
tive leptomeningitis.  The  principal  interest  was 
in  the  endocrine  organs,  which  were  described  as 
follows:  Hypophysis:  Grossly  the  hypophysis  ap- 
peared normal  in  size  and  shape;  there  appeared 
to  be  the  usual  relation  between  the  type  of  cells 
comprising  the  glandular  portion,  but  at  the 
lateral  inferior  margin  of  the  pars  anterior  there 
was  a circumscribed  nodule  of  basophilic  cells 
measuring  about  2.5  millimeters  in  diameter.  The 
structure  of  this  nodule  differed  from  normal 
structure  in  that  all  the  cells  were  basophilic. 
They  were  arranged  in  cords  with  the  usual 
amount  of  stroma.  Although  the  nodule  did  not 
appear  to  be  incapsulated,  there  was  evidence  of 
compression  atrophy  of  the  surrounding  glandular 
tissues.  The  thyroid  showed  early  adenomatous 
change  but  the  general  picture  was  that  of  recent 
involution.  Thymus,  pancreas,  suprarenal  gland, 
were  all  enlarged,  with  no  histologic  abnormality. 
The  ovaries  were  enlarged,  the  right  one  contain- 
ing one  large  solid  and  two  small  cystic  corpora 
lutea.  Numerous  small  follicle  cysts  were  present 
■ in  both  glands.  Microscopically  there  was  one 
large  corpus  luteum  with  a small  central  hemor- 
rhagic area  and  several  smaller  ones  in  varying 
stages  of  organization.  The  uterus  was  of  normal 
size  and  was  hyperemic.  The  endometrium  was 
thin,  hemorrhagic  and  roughened.  Histologically 
the  cervix  was  normal.  The  glands  of  the  uterus 
were  straight,  not  hyperplastic. 

The  particular  interest  in  this  case,  as  pointed 
out  by  Dr.  Teel,  centered  in  the  fact  that  the 
ovaries,  thyroid,  the  suprarenal  cortex,  thymus 
and  pancreas  were  hypertrophied,  and  yet  the 
only  true  neoplastic  growth  was  the  small  baso- 
phil adenoma  of  the  hypophysis.  Prolonged  ad- 
ministration of  anterior  pituitary  substance  in 
animals  produces  a similar  enlargement  of  these 
organs.  Further  experimental  evidence  indicates 
that  the  hypertrophy  is  produced  by  a hormone 
elaborated  by  the  basophilic  cells  of  the  anterior 
lobe.  It  would  seem  reasonable  then  that  these 
changes  are  caused  by  the  basophil  adenoma. 
Such  a lesion  was  predicted  by  Teel  and  Cushing 
in  1930.  This  patient  had  persistent  menstrual 
bleeding  for  some  months  at  the  age  of  nine.  It 
could  not  be  determined  from  the  history  whether 
or  not  the  patient’s  secondary  sex  characteristics- 
were  developed  at  that  time.  Pubertus  precox  in 
both  male  and  female  never  have  been  entirely 
satisfactorily  explained.  Occasionally  they  appear 
in  the  presence  of  pinealoma.  Sometimes,  however, 
such  tumors  exist  without  precocious  sexual  de- 
velopment. The  same  difficulties  appear  with 
tumors  of  the  adrenal  cortex. 

The  recognition  of  another  case  suspicious  of 
basophil  adenoma  has  excited  our  interest. 

Case  2.  The  patient,  26  years  old,  born  in 
Austria-Hungary,  was  seen  in  the  Out-Patient 
Department  of  Cleveland  City  Hospital  on  July 
7,  1933,  complaining  of  pain  in  the  back  and  leg, 
of  one  week’s  duration;  the  pain  was  typical  of 


sacro-iliac  strain.  Her  appearance  immediately 
attracted  attention  to  her  general  condition  and 
she  was  seen  by  Dr.  Beard.  The  family  history 
was  negative  and  the  past  history  contained  noth- 
ing of  importance.  Her  menstrual  periods,  which 
began  at  14  years,  were  regular,  of  seven  days’ 
duration,  with  normal  flow.  Five  years  before, 
her  periods  became  irregular  with  lengthening  of 
intervals,  and  four  years  before  ceased  entirely. 
A year  before,  she  had  a slight  spotting  for  one 
day;  no  blood  had  been  seen  since.  Her  illness 
dated  from  five  years  before,  when  her  menstrual 
irregularity  began.  Co-incidentally,  she  began  to 
increase  in  weight;  she  gained  35  pounds  in  the 
first  nine  months,  45  pounds  in  the  first  year, 
from  150  pounds  to  196  pounds.  Her  weight,;  at 
time  of  examination,  was  175  pounds.  Hair  began 
to  grow  on  her  face  and  body  and  she  suffered 
loss  of  libido.  She  had  frequent  dull  headaches 
situated  behind  the  eyes,  but  never  very  severe. 
She  had  slight  anorexia  but  no  nausea  or  vomit- 
ing. She  had  occasional,  slight  dizzy  spells  upon 
stooping.  The  patient  was  5 feet  3.2  inches  in 
height,  the  chest  was  39  inches  in  diameter,  ab- 
domen was  41.5  inches.  Her  obesity  was  par- 
ticularly noticeable  in  the  face  and  abdomen, 
which  were  typically  plethoric.  The  hair  of  the 
scalp  was  coarse,  thick  and  black.  No  change  in 
texture  had  been  noted  during  the  preceding  five 
years.  There  was  a coarse,  black  beard  and 
heavy  growth  of  hair  over  the  body  in  male  dis- 
tribution. The  texture  of  the  skin  was  normal 
toward  the  heavy  side.  The  eyes,  head  and  neck 
were  normal.  The  mammae  were  of  good  size  but 
contained  almost  no  breast  tissue.  The  heart  and 
lungs  were  negative.  The  abdomen  was  obese. 
There  was  no  tenderness.  There  were  faint 
bilateral  low  skin  striae  (abdomen).  The  ex- 
tremities did  not  share  obesity  proportionately 
with  the  abdomen.  The  reflexes  were  normal.  The 
pelvic  examination  revealed  no  tumors.  The  uterus 
and  cervix  were  very  small.  Blood  pressure  was 
142/82  to  124/88  average.  Complete  blood  and 
urine  examinations  were  negative.  Kidney  func- 
tion was  normal.  Eyegrounds  showed  a slight 
concentric  retraction  of  normal  fields.  Basal 
metabolism  rate  was  minus  21.  Glucose  tolerance: 
fasting  71.9;  100  gms.  glucose.  Thirty  minutes, 
108;  one  hour,  150;  two  hours,  111;  three  hours, 
82.  Pyelograms  showed  no  abnormality.  Roent- 
genograms revealed  the  lumbar  spine  and  sella 
turcica  normal.  Blood  estrin  determinations 
averaged  2 in  twenty-four  to  seventy-two  hours. 
Blood  calcium  was  9.8  mg.  per  100  cc.  Inorganic 
phosphate  was  2 mg.  per  100  cc.  The  Zondek- 
Aschheim  test  on  seventeen  day  old  rats  was  com- 
pletely negative.  Urine  estrin  determination  con- 
centrate from  1000  cc.  gave  a negative  vaginal 
smear.  The  patient’s  general  condition  is  un- 
changed at  present  (February,  1934).  She  has 
received  no  therapy. 

There  are  a number  of  extremely  interesting 
and  suggestive  findings  in  this  case  which  coincide 
with  the  clinical  earmarks  shown  by  the  proved 
cases  of  basophil  adenoma.  The  patient  has 
definite  abdominal  obesity  coming  on  rapidly  as 
well  as  marked  obesity  of  the  face.  The  onset  of 
her  amenorrhea  and  synchronous  gain  in  weight 
are  entirely  consistent.  The  hirsutism,  ovarian 
and  uterine  hypoplasia  are  in  exact  accord  with 
what  we  might  expect.  She  had  a moderately 
elevated  blood  pressure  which  has  been  noted 
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often  in  extreme  degree  in  about  half  of  the  cases 
reported  by  Cushing.  Her  skin  striae  are  not 
marked.  There  is  no  evidence  of  skeletal  decalci- 
fication either  from  history  of  fracture  or  by 
X-ray.  Basal  metabolic  rate  of  approximately 
minus  20  is  not  suggestive,  although  it  is  not  uni- 
versally present.  There  is  no  evidence  of  arterio- 
sclerosis. The  thyroid  is  not  enlarged.  We  have 
then,  in  this  case,  sufficient  evidence,  it  would 
seem,  to  suspect  the  probability  of  finding  at 
autopsy  a basophil  adenoma,  although  there  are 
no  signs  of  pituitary  enlargement.  The  laboratory 
determinations  of  estrin  and  prolan  have  disclosed 
no  striking  information,  the  estrin  determination 
being  equivocal,  and  prolan  determination  nega- 
tive. 

Case  3.  The  third  case  which  has  come  to  our 
notice  since  we  have  been  on  the  lookout  for  these 
cases  is  slightly  different,  and  may  be  some  sort 
of  borderline  state.  The  patient  was  a graduate 
nurse  of  21,  who  complained  of  irregular  periods. 
She  had,  a menstrual  interval  of  six  to  eight 
weeks,  sometimes  with  amenorrhea  for  as  long  as 
eight  weeks.  She  is  gaining  weight  rapidly, 
weighing  now  185  pounds.  She  has  marked  hir- 
sutism, espeically  on  the  upper  lip  and  chin.  The 
menstrual  periods  began  at  13,  but  have  always 
been  somewhat  irregular.  Her  basal  metabolic 
rate  is  minus  11.  She,  occasionally,  has  periods 
of  bleeding  which  will  continue  for  a month  very 
scantily.  There  are  no  abdominal  striae.  The 
body  contour  is  suggestive  of  the  abdominal 
obesity  type,  and  the  facies  are  suggestive  of 
those  seen  in  basophils.  This  patient  is  under 
observation  and  investigation  in  regard  to  basal 
metabolism,  hypertension,  eye-grounds,  X-ray  of 
sella  turcica  and  bony  structures  in  general,  and 
tests  for  presence  or  absence  of  prolan  and  female 
sex  hormones  of  blood  and  urine  will  be  made. 
Although  she  has  a few  of  the  earmarks  which 
have  been  described  with  basophil  adenoma  men- 
strual bleeding  is  somewhat  against  it.  We  have 
no  suggestions  in  the  way  of  endocrine  therapy 
as  yet. 

The  work  of  Smith  and  Engel,  Zondek  and 
Aschheim,  Evans  and  others,  has  demonstrated 
the  marked  effect  of  the  anterior  pituitary  on 
other  endocrine  glands,  particularly  the  ovaries. 
The  effect  in  the  female  is  remarkably  rapid;  im- 
mature animals  are  brought  to  maturity  in  a few 
days,  the  vagina  is  open,  the  uterus  and  tubes 
hypertrophied,  hypertrophy  of  the  ovaries  with 
follicle  ripening  and  massive  luteinization  of  the 
ovaries.  Experimental  evidence  indicates  that  the 
gonad-stimulating  effect  resides  in  the  basophilic 
cells  of  the  anterior  lobe.  Experimental  and  path- 
ological studies  indicate  that  the  growth  hormone 
resides  in  the  eosinophilic  cells,  gigantism  and 
acromegaly  being  invariably  associated  with 
eosinophilic  adenoma  of  the  hypophysis.  Basophil 
adenomas  are  relatively  rare. 

It  would  seem  advisable  in  these  cases  carefully 
to  consider  pituitary  disease,  as  a basophil 
hypophyseal  adenoma  might  logically  be  suspected 
as  an  agency  provocative  of  such  a syndrome. 


BIBLIOGRAPHY 

Allen,  E.,  and  Doisy,  E.  A. : An  ovarian  hormone.  Pre- 
liminary report  on  its  localization,  extraction,  and  partial 
purification,  and  action  in  test  animals.  Jour.  A.M.A.,  81: 
819,  1923. 

Aschheim,  S.,  and  Zondek,  B. : Die  Schwangerschaftdiag- 
nose  aus  dem  Harn  durch  Nachweis  des  Hypophysenvorder- 
lappenhormons.  Klin.  Wchnschr.,  7:1404-1410,  1928. 

Benedict,  E.  B.,  Putnam,  T.  J.,  and  Teel,  H.  M. : Early 

changes  produced  in  dogs  by  the  injections  of  a sterile  active 
extract  from  the  anterior  lobe  of  the  hypophysis.  Am.  Jour. 
Med.  Sci.,  179 : 489-497,  1930. 

Collip,  J.  B.,  Selye,  H.,  and  Thomson,  D.  L. : Gonad- 
stimulating  hormones  in  hypophysectomized  animals.  Nature 
(Lond.),  131:  56,  1933. 

Coroner,  G. : Physiology  of  the  corpus  luteum.  Produc- 
tion of  a special  uterine  reaction  (progestational  prolifera- 
tion) by  extracts  of  the  corpus  luteum.  Amer.  Jour.  Phys., 
88:  326,  1929. 

Crowe,  S.  J.,  Cushing,  H.,  and  Homans,  J. : Effects  of 
hypophyseal  transplantation  following  total  hypophysectomy 
in  the  canine.  Quart.  Jour.  Exper.  Physiol.,  2:389-400,  1909. 

Cushing,  Harvey:  The  basophil  adenomas  of  the  pituitary 

body  and  their  clinical  manifestation  (pituitary  basophilism). 
Bull.  Johns  Hopkins  Hosp.,  50:  137-195,  1932. 

Cushing,  Harvey:  Further  notes  on  pituitary  basophil- 

ism. Jour.  A.M.A.,  99:  281-284,  (July  23)  1932. 

Engle,  E.  T. : The  effect  of  daily  transplants  of  the  an- 

terior lobe  from  gonadectomized  rats  on  immature  test  ani- 
mals. Am.  Jour.  Physiol.,  88:  101,  1929. 

Erdheim,  J. : Zur  normalen  and  pathologischen  Histologie 
der  Glandula  thyreoidea,  parathyreodea  and  Hypophysis. 
Beitr.  z.  path.  Anat.  u.  z.  allg.  Path.,  33 : 158-236,  1903. 

Evans,  H.  H.,  Cornish,  R.  E.,  and  Simpson,  M.  E. : Potent, 
sterile  and  low-protein  extracts  of  the  growth  hormone  from 
the  anterior  hypophysis.  Proc.  Soc.  Exper.  Biol,  and  Med., 
27:  101,  1929. 

Evans,  H.  M.,  and  Long,  J.  A. : The  effect  of  the  an- 
terior lobe  administered  intra-peritoneally  upon  growth, 
maturity  and  estrous  cycles  of  the  rat.  Anat.  Rec.,  21 : 62, 
1921. 

Evans,  H.  M.  and  Simpson,  M.  E. : Antagonism  of  growth 
and  sex  hormones  of  the  anterior  hypophysis.  Jour.  A.M.A., 
91:1337-1338,  (Novem.  3)  1928. 

Fevold,  H.  L.,  Hisaw,  F.  L.,  and  Leonard,  S.  L. : The 

gonad-stimulating  and  the  luteinizing  hormones  of  the  an- 
terior lobe  of  the  hypophysis.  Am.  Jour.  Physiol,  97 : 291, 
1931. 

Fraenkel,  L. : Die  Funktion  des  Corpus  luteum.  Arch.  f. 
Gyn.,  63,  1903. 

Frank,  Robert  T.,  Berham,  Claude  D.,  and  Gustavson,  R. 
C. : A new  method  of  assaying  the  potency  of  the  female 
sex  hormone  based  on  its  effect  on  the  spontaneous  contrac- 
tion of  the  uterus  of  the  white  rat.  Amer.  Jour.  Phys.,  74: 
395,  1925. 

Frohlich,  A. : Ein  Fall  von  Tumor  der  Hypophysis  cerebri 
ohne  Akromegalie.  Wien.  klin.  Rundschau,  15 : 883,  1901. 

Goetsch,  S.,  Cushing,  M.  and  Jacobson,  C. : Carbohydrate 
tolerance  and  the  posterior  lobe  of  the  hypophysis  cerebri. 
Bull.  Johns  Hopkins  Hosp.,  22:  165,  1911. 

Hartman,  C. : The  corpus  luteum  and  the  menstrual  cycle. 
Amer.  Jour.  Obst.  and  Gyn.,  19 : 611,  1930. 

Hartman,  C.  G.  Firor,  W.  M.  and  Geiling,  E.  M.  K. : The 
anterior  lobe  and  menstruation.  Am.  Jour.  Physiol.,  95 : 662, 
1930. 

Loeb,  Leo:  Ueber  die  exp erimen telle  Erzeugung  von 

Knoten  von  Deciduagewebe  in  dem  Uterus  des  Meershwein- 
chens  nach  stattegefundener  Copulation.  Centralbl.  f.  allg. 
u.  path.  Anat.,  28 : 663,  1907. 

Putnam,  T.  J.,  Teel,  H.  M.,  and  Benedict,  E.  B. : The 
preparation  of  a sterile  active  extract  from  the  anterior  lobe 
of  the  hypophysis.  Am.  Jour.  Physiol.,  84:  157,  1928. 

Severinghaus,  A.  E. : A cytological  technique  for  the 

study  of  the  anterior  lobe  of  the  hypophysis.  Anat.  Rec., 
53:1-5,  1932. 

Smith,  P.  E. : Hypophysectomy  and  a replacement 

therapy  in  the  rat.  Am.  Jour.  Anat.,  45-205,  1930. 

Smith,  P.  E.,  and  Engle,  E.  T. : Experimental  evidence 
regarding  the  role  of  the  anterior  pituitary  in  the  develop- 
ment and  regulation  of  the  genital  system.  Am.  Jour.  Anat. 
40 : 159-217,  1927. 

Stockard,  Charles  R.,  and  Papanicolacu,  George  N. : The 
existence  of  a typical  estrous  cycle  in  the  guinea-pig  with  a 
study  of  its  histological  and  physiological  changes.  Amer. 
Jour.  Anat.,  22:  225,  1917. 

Teel,  H.  M„  and  Cushing,  H. : Separate  growth-promoting 
and  gonad-stimulating  hormones  of  the  anterior  hypophysis : 
Historical  review.  Endokrinology,  6 : 401,  (June)  1930. 


NEUROLOGIC  COMPLICATIONS  OF  ACUTE  AND  CHRONIC 

MASTOIDITIS* 

By  CARL  H.  BAYHA,  M.D.,  Toledo,  Ohio 


IN  a recent  paper  Nielson  and  Courville1  have 
reviewed  neurological  signs  and  symptoms 
that  occurred  in  a series  of  cases  of  otitis 
media  and  mastoiditis  which  were  uncomplicated 
by  any  intracranial  complications  of  which  they 
were  aware. 

In  a series  of  106  cases  of  mastoiditis  without 
intracranial  extension,  alterations  in  the  deep 
reflexes,  headache,  eyeground  changes,  or  path- 
ological reflexes  were  found  in  over  half  of  their 
cases.  The  alteration  of  the  deep  reflexes  con- 
sisted chiefly  in  a general  increase  in  all  of  the 
deep  reflexes  or  an  increase  in  the  lower  contra- 
lateral reflexes. 

Headache,  either  over  the  ipsolateral  side  or  in 
the  frontal  region,  occurred  in  61  per  cent  of  their 
cases  and  eyeground  changes  varying  from  a 
slight  congestion  of  the  disc  too  small  to  measure 
to  a definite  choked  disc,  were  present  in  58  per 
cent.  Pathologic  reflexes,  chiefly  a positive  Bab- 
inski  or  Oppenheim’s  reflex  on  both  or  either  side, 
were  found  in  57  per  cent  of  their  cases. 

Pupillary  changes,  pain  in  the  ipsolateral  eye, 
and  vomiting  were  seen  in  approximately  a fourth 
of  their  cases  and  nystagmus  or  meningeal  signs 
in  about  20  per  cent  of  the  cases. 

With  an  appreciation  of  these  possible  findings 
in  mind,  it  certainly  makes  the  position  of  a 
neurologist  who  is  called  in  consultation  on  a case 
of  mastoiditis  with  suspected  intracranial  exten- 
sion, a difficult  one. 

Fortunately  the  great  majority  of  cases  of 
otitis  media  and  mastoiditis,  following  sufficient 
drainage,  clear  up  without  any  such  complication. 
Statistics  vary  with  different  authors  but  sinus 
thrombosis,  the  most  common  intracranial  com- 
plication, occurs  in  less  than  10  per  cent  of  the 
cases  seen  and  many  otologists  of  considerable 
experience  have  never  seen  Gradinego’s  syndrome, 
a condition  of  which  we  will  speak  at  greater 
length  later. 

A number  of  factors  enter  into  the  question  of 
whether  or  not  a given  patient  will  have  an  intra- 
cranial complication  with  his  mastoiditis.  The 
chief  of  these  factors  are  (1)  the  age  of  the 
patient,  it  being  well  known  that  very  young 
children  seldom  have  mastoiditis,  due  probably  to 
underdevelopment  of  the  mastoid  cells,  (2)  the 
virulence  of  the  infection,  some  infections  being 
so  virulent  apparently  that  no  successful  fight  can 
be  made  to  wall  off  the  infection  and  it  goes  on  to 
a terminal  meningitis  or  encephalitis,  (3)  the  re- 

*Read before  the  Section  on  Pediatrics,  Ohio  State  Medi- 
cal Association,  at  the  89th  Annual  Meeting,  Cincinnati, 
October  2-4,  1935. 
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sistance  of  the  individual,  (4)  last  but  not  least 
the  skill  with  w’hich  the  problem  is  handled  by  the 
attending  physician. 

The  symptoms  by  which  lateral  sinus  throm- 
bosis manifest  themselves  can  be  readily  divided 
into  two  general  groups  (1)  the  systemic  and  (2) 
local.  The  systemic  signs  are  the  most  noticeable 
to  both  the  patient  and  physician  and  consist  of 
chills,  fever,  and  signs  of  generalized  infection. 
Temperature  persisting  over  103°,  the  third  or 
fourth  day  after  mastoidectomy,  especially  if  as- 
sociated with  chills,  should  always  suggest  to  the 
observer  the  possibility  of  this  complication. 
Blood  culture,  taken  during  the  chill,  is  positive 
in  the  majority  of  the  cases.  A positive  culture  is 
of  decisive  diagnostic  value;  a negative,  of  course, 
does  not  rule  out  the  possibility  of  the  condition. 
Ottenberg2  has  suggested  taking  the  blood  from 
the  two  internal  jugular  veins  and  plating  the 
blood  from  each  side,  the  blood  from  the  side  pro- 
ducing the  lesser  number  of  colonies  being  the 
side  on  which  the  thrombosis  is  present.  This 
procedure,  while  of  value,  will  probably  never  be 
widely  used  due  to  technical  difficulties.  The  Ayer- 
Tobey  modification  of  the  Queckenstet  test  is  also 
of  value  in  localizing  the  side  thrombosed.  The 
Queckenstet  test  consists  in  measuring  the 
changes  in  spinal  fluid  pressure  when  compression 
is  made  on  the  jugular  veins.  The  Ayer-Tobey 
modification  consists  in  measuring  the  changes  in 
spinal  fluid  pressure  when  pressure  is  applied  to 
the  unoccluded  side.  As  Coates,  Ersner,  and  Per- 
sky3  point  out  in  a recent  article  this  test  while  of 
extreme  usefulness  in  certain  cases,  in  other 
cases  it  has  been  unreliable.  Like  all  other  tests 
the  data  obtained  must  be  correlated  with  the 
clinical  symptoms  and  signs. 

If  the  blood  stream  infection  is  of  any  stand- 
ing, metastatic  lesions  in  the  skin,  joints,  or  lungs 
may  be  observed.  Of  the  local  symptoms,  head- 
ache is  outstanding,  nearly  all  patients  complain- 
ing of  this  symptom.  The  headache  is  due  to  the 
severe  septic  condition  and  fever  present  and  the 
cerebral  congestion  itself.  Swelling  and  even 
edema  of  the  optic  disc  are  often  seen.  According 
to  Dill  and  Crowe4  choked  disc  varying  from  a 
haziness  of  the  nasal  margin  to  a swelling  of  four 
diopters  was  found  in  12  of  26  cases  which  they 
studied.  The  choking  is  usually  bilateral  but  may 
be  unilateral  on  the  ipsolateral  side. 

Because  of  anatomical  reasons  the  right  lateral 
sinus  is  more  frequently  affected  than  is  the  left. 

Because  of  the  cerebral  congestion,  dizziness, 
nausea,  and  vomiting  may  be  encountered. 

Nystagmus  toward  the  affected  side  is  occas- 
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ionally  seen  but  this  is  probably  a labyrinthine 
symptom. 

The  mortality  in  sinus  thrombosis  runs  from 
25  to  50  per  cent  in  the  experience  of  various 
operators. 

There  is  still  controversy  among-  otologists  as 
to  the  treatment  of  lateral  sinus  thrombosis  but 
in  this  country,  ligation  of  the  internal  jugular 
vein  with  evacuation  of  the  infected  clot  is 
usually  done.  By  this  procedure  the  infected 
material  is  obviously  shut  off  from  the  general 
circulation. 

The  patients  who  fail  to  recover  from  lateral 
thrombosis  die  either  from  the  general  sepsis 
with  metastatic  abscesses  in  various  organs  or 
of  meningitis. 

Case  Report — D.  T.  Age  22.  Lateral  Sinus 
Thrombosis. 

One  month  before  admission  patient  first  no- 
ticed pain  in  the  left  ear.  He  treated  it  with  home 
remedies  for  about  a week  but  the  pain  gradually 
became  worse. 

About  a week  after  the  onset  of  the  pain  in  his 
ear  patient  began  having  chills  once  or  twice 
daily.  Pain  gradually  spread  over  the  entire  left 
side  of  his  head.  Admitted  to  Lucas  County  Hos- 
pital, August  18,  1933. 

On  physical  examination  he  was  a fairly  well 
developed  colored  boy  of  22,  appearing  rather 
acutely  ill  with  temperature  on  admission  of  102 
degrees. 

There  was  acute  tenderness  over  the  left  mas- 
toid and  the  left  drum  was  perforated  and  dis- 
charging a yellow  exudate.  The  eyegrounds 
showed  a slight  congestion  of  the  retinal  veins. 
The  rest  of  the  physical  and  neurologic  examina- 
tion was  essentially  negative. 

X-ray  of  the  left  mastoid  showed  destruction  of 
the  normal  cell  outlines,  evidence  of  mastoiditis. 
The  blood  count  showed  a hemoglobin  of  70  per 
cent,  W.B.C.  17,000.  R.B.C.  3,200,000.  Urine  was 
negative.  Wassermann  was  negative.  Culture  of 
the  material  from  the  left  ear  showed  staphlococ- 
cus  aureus.  Blood  culture  was  negative  on  one 
occasion. 

He  continued  having  chills  during  which  his 
temperature  went  up  to  103  degrees  and  a mas- 
toidectomy was  done  on  August  22  by  Dr.  W.  O. 
Bonser.  As  thrombosis  of  the  lateral  sinus  was 
suspected,  the  lateral  sinus  was  exposed  and  it 
was  found  covered  with  a gelatinous,  thick,  ad- 
herent exudate  which  had  almost  reached  the 
stage  of  definite  organization.  A large  pocket  of 
pus  which  yielded  3 or  4 oz.  of  pus  was  drained 
down  near  the  bulb.  It  had  apparently  broken 
through  some  of  the  structures  into  the  neck.  The 
jugular  was  exposed  and  tied  off  and  the  sinus 
then  opened  and  organized  thrombus  evacuated. 
The  wound  was  then  closed  with  drainage. 

On  the  29th  of  September  it  was  necessary  to 
evacuate  a small  abscess  which  had  formed  ap- 
parently under  the  deep  fascia  of  the  neck. 

He  then  made  a fairly  uneventful  convalescence 
and  was  discharged  October  24,  1933. 

Only  a few  words  need  to  be  said  of  meningitis 
which  complicates  these  cases.  If  the  infection  is 
confined  outside  of  the  dura  a condition  of  so- 
called  sterile  meningitis  may  be  set  up.  This  con- 
dition in  all  particulars  except  the  spinal  fluid 


findings  may  mimic  the  real  infectious  meningitis. 
Culture  and  smear  of  the  spinal  fluid  in  these 
cases  is  negative  for  organisms.  Increased  cell 
counts  and  globulin  increases  of  considerable  de- 
gree are  met  with.  With  proper  drainage  of  the 
extra-dural  inflammation  they,  of  course,  subside. 

When  the  infection  penetrates  the  brain  cover- 
ings and  become  a diffuse  subarachnoid  inflam- 
mation the  case  becomes  a hopeless  one  in  prob- 
ably 98  per  cent  of  cases.  The  organism  in  these 
cases  is  generally  a hemolytic  streptococcus  and 
although  attempts  may  be  made  to  treat  it  with 
streptococcic  serum  or  any  of  the  other  agents 
employed  the  great  majority  of  these  cases  die. 
Kolmer  has  suggested  the  use  of  Pregl’s  iodine  by 
way  of  the  carotids  in  these  cases  but  I have  had 
no  more  success  with  this  than  any  other  method 
I have  used. 

If  the  cells  in  the  tip  of  the  petrous  portion  of 
the  temporal  bone  become  involved  in  the  infection 
a circumscribed  area  of  leptomeningitis  may  be 
set  up.  When  this  occurs  a syndrome  which  was 
first  described  by  Gradinego  in  1904  is  produced. 
Patients  with  this  condition  have  three  main 
symptoms,  (1)  infection  in  the  middle  ear  or 
mastoid  process,  (2)  severe  fronto-temporo-parie- 
tal  pain,  (3)  paralysis  of  the  sixth  cranial  or 
abducens  nerve  on  the  same  side  leading  to 
paralysis  of  the  external  rectus  muscle  and  caus- 
ing the  patient  to  complain  of  diplopia. 

More  and  more  of  these  cases  are  being  recog- 
nized and  the  literature  on  the  subject  was  last 
reviewed  by  W.  H.  Johnson5  who  reports  four 
cases  of  his  own  and  summarizes  the  reports  of 
41  others.  Sears6  reviewed  more  than  250  cases 
and  the  general  mortality  is  about  20  per  cent  in 
the  total  series.  The  condition  may  develop  dur- 
ing the  fulminating  stage  of  mastoiditis  or  it 
may  develop  a month  or  more  after  the  onset  of 
middle  ear  symptoms  when  no  mastoid  involve- 
ment is  present.  The  abducens  nerve  is  in  close 
proximity  to  the  petrous  apex  passing  forward 
from  its  origin  in  the  pons  to  the  interval  between 
the  apex  of  the  petrous  and  the  posterior  clinoid 
process  and  it  is  involved  in  the  infection  of  this 
area.  The  pain  complained  of  may  be  only  back 
of  the  eye  or  may  be  nearly  or  entirely  absent. 
No  choked  disc  occurs  in  the  usual  cases.  After 
a month  or  two,  paralysis  of  the  external  rectus 
in  the  favorable  cases,  clears  up.  A method  of 
demonstrating  roentgenologically  suppuration  in 
the  petrous  apex  has  been  devised  by  Beyman  and 
Clark7  and  should  be  of  great  value  in  deciding 
how  these  cases  should  be  handled.  Some  authors 
advocate  radical  mastoidectomy,  draining  the 
petrous  tip  by  one  of  a number  of  routes;  how- 
ever, most  of  these  cases  should  be  treated  con- 
servatively. 

Case  Report — R.R.  Age  8.  Gradinego  Syndrome. 

Five  weeks  before  admission  to  the  hospital 
patient  developed  pain  in  the  left  ear  followed  in 
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twelve  hours  by  spontaneous  rupture  of  the  drum 
and  discharge  of  pus  which  persisted.  Three  days 
before  admission  to  the  hospital  pain  in  ear  be- 
came severe  and  tended  to  spread  over  the  entire 
left  side  of  his  head.  Twenty-four  hours  before 
admission  began  complaining  of  dizziness  and 
double  vision.  On  January  5,  1935,  patient  ad- 
mitted to  Lucas  County  Hospital. 

Physical  examination  disclosed  a rather  thin 
white  child,  complaining  of  pain  in  the  left  ear 
and  over  the  left  side  of  the  head,  not  well  local- 
ized. No  pain  in  the  left  eye  or  behind  it.  Partial 
paralysis  of  the  left  external  rectus  was  present. 
The  left  ear  was  discharging  yellow,  thin  pus. 
There  was  considerable  tenderness  over  the  left 
mastoid  area  and  X-ray  of  this  area  showed 
cloudiness  with  loss  of  normal  cell  markings.  The 
temperature  was  100.4  degrees,  pulse  82,  respira- 
tion normal.  Blood  counts  showed  80  per  cent 
hemoglobin,  R.B.C.  4,080,000.  W.B.C.  6800.  The 
general  physical  and  neurologic  examination  was 
otherwise  negative.  Simple  mastoidectomy  was 
done  by  Dr.  Nippe  on  the  same  day. 

X-rays  of  the  petrous  apex  were  taken  on  the 
8th  and  again  on  the  17th  of  January  and  the 
cells  of  the  tip  were  cloudy  and  indistinct  with  no 
evidence  of  normal  cell  markings.  The  child’s  tem- 
perature became  normal  and  the  pain  that  he  had, 
which  was  not  at  all  severe,  left  and  he  was  dis- 
charged from  the  hospital  on  the  29th  of  January. 
The  left  rectus  palsy  was  about  the  same  on  dis- 
charge but  a month  later  on  re-examination  it 
was  much  improved. 

Abscess  of  the  brain  may  complicate  middle 
ear  or  mastoid  infections  to  the  great  distress  of 
the  patient  and  attending  physician.  I know  of 
no  diagnosis  in  neurology  so  hard  to  make  at 
times  than  this  condition.  The  condition  arises 
probably  as  a result  of  infection  being  carried  to 
the  brain  by  the  vascular  channels  either  veins  or 
lymph  vessels  adjacent  to  the  infected  areas. 

Brain  abscess  from  otic  infection  may  arise 
either  in  the  temporal  lobe  or  the  cerebellum, 
usually  the  former.  As  Coleman8  points  out  the 
abscess  passes  through  several  stages,  an  en- 
cephalitic stage  where  the  brain  tissue  is  diffusely 
involved  but  has  not  as  yet  broken  down;  second, 
a latent  stage  where  encapsulation  takes  place; 
third,  a terminal  stage  where  rupture  of  the  ab- 
scess takes  place  into  the  ventricle  or  the  sub- 
arachnoid space  and  meningitis  occurs. 

The  stage  of  localized  encephalitis  may  last  sev- 
eral weeks  and  during  this  period  high  tempera- 
ture, chills,  and  evidence  of  systemic  infection  are 
present.  If  the  organisms  are  too  virulent  en- 
capsulation fails  to  take  place  and  the  patient 
dies  of  encephalitis. 

If  the  infection  remains  localized  and  encapsu- 
lation occurs  a latent  period  of  several  weeks  is 
generally  seen.  Fever,  etc.,  occurs  during  these 
two  stages,  the  intracranial  pressure  is  generally 
increased  and  the  patient  complains  of  headache, 
vomiting,  and  symptoms,  depending  on  the  loca- 
tion of  the  abscess,  make  their  appearance.  In 
most  cases  a choked  disc  occurs,  as  a rule  earlier 
in  abscess  of  the  cerebellum  than  those  in  the 


temporal  lobe.  In  the  right  temporal  lobe,  ab- 
scesses, if  fairly  superficial,  may  show  no  localiz- 
ing symptoms;  however,  if  the  abscess  is  deep  it 
may  damage  the  optic  radiating  fibres  and  cause 
homonymous  hemianopsia.  If  the  internal  capsule 
is  involved  the  pyramindal  tracts  may  be  dam- 
aged, and  increased  and  pathological  reflexes  on 
the  opposite  side  will  occur.  In  abscesses  of  the 
left  temporal  lobe,  aphasia  may  result. 

In  the  cerebellar  abscesses,  ataxia  usually  of 
the  same  side,  nystagmus  toward  the  side  of  the 
lesion,  severe  occipital  headache  and  stiff  neck, 
associated  with  a fairly  high  degree  of  choked  disc 
usually  are  enough  to  make  the  diagnosis. 

Case  Report.  J.W.  Age  8.  Brain  Abscess. 

During  the  three  years  before  admission  had 
had  several  attacks  of  otitis  media  with  discharge 
from  both  ears. 

Seven  weeks  before  admission  to  the  hospital 
he  contracted  scarlet  fever  and  was  ill  eleven  days 
during  which  time  both  ears  drained. 

About  a week  before  admission  to  the  Toledo 
Hospital  he  began  complaining  of  headache,  the 
pain  being  worse  in  the  frontal  region,  above  and 
medial  to  the  left  eye. 

He  had  vomited  several  times  and  the  day  of 
admission  he  became  unconscious  and  it  was  noted 
that  his  pulse  was  60  or  less.  He  was  inclined  to 
be  drowsy  and  uncooperative. 

I saw  him  in  consultation  with  Dr.  Homer 
Heath  first  on  June  25,  1930.  At  that  time  we 
could  find  no  evidence  of  increased  intracranial 
pressure  and  the  neurologic  examination  was 
negative  aside  from  a slight  asymetry  of  the 
pupils,  the  right  pupil  being  slightly  larger  than 
the  left.  Spinal  fluid  examination  was  done  and 
there  was  no  increase  in  pressure.  The  cell  count 
was  22  and  globulin  3 plus.  Culture  of  the  spinal 
fluid  was  negative.  The  leukocyte  count  on  dif- 
ferent dates  varied  from  8000  to  15,000  and  there 
was  a slight  secondary  anemia.  Temperature  dur- 
ing his  stay  in  the  hospital  until  the  time  of  his 
operation  remained  below  100  degrees  and  his 
pulse  generally  was  90  to  100. 

X-rays  of  both  mastoids  were  negative  and 
plates  of  the  entire  skull  showed  increased  in- 
tracranial pressure. 

On  other  spinal  fluid  examinations  the  cell  count 
rose  to  75  and  the  globulin  was  increased  and  cul- 
ture remained  sterile.  On  the  14th  day  of  July  it 
was  noted  that  the  spinal  fluid  was  under  pressure 
of  20  mm.  Hg.  Edema  of  the  discs  began  develop- 
ing shortly  after  entrance  to  the  hospital  and 
slowly  increased,  the  edema  on  the  left  side  being 
greater  than  on  the  right.  Aside  from  a diminu- 
tion of  his  hearing  on  the  left  no  other  localizing 
signs  were  apparent.  There  were  no  field  changes, 
no  aphasia,  no  reflex  changes.  No  weakness  of 
any  part  of  the  body  was  noticeable.  There  was 
no  nystagmus,  incoordination,  or  other  evidence 
of  involvement  of  structures  in  the  posterior 
fossa. 

We  felt  that  exploration  of  the  left  temporo- 
sphenoidal  lobe  was  warranted  and  this  was  done 
by  Dr.  Heath  on  July  19,  1930. 

An  encapsulated  abscess  1 % inches  from  the 
surface  in  the  temporal  lobe  was  encountered  and 
75  cc.  of  pus  evacuated. 

Patient  made  an  uneventful  convalescence  and 
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was  discharged  August  23.  Since  that  time  has 
been  well. 

SUMMARY  AND  CONCLUSIONS 

(1)  Intracranial  complications  of  otitic  infec- 
tion are  fairly  uncommon,  occurring  in  10  per 
cent  or  less  of  the  total  cases  seen. 

(2)  Lateral  sinus  thrombosis,  meningitis, 
either  of  the  circumscribed  or  diffuse  type  and 
brain  abscess  are  the  commonest  complications 
and  methods  of  diagnosis  and  treatment  are  dis- 
cussed. 

(3)  Case  histories  illustrating  these  con- 
ditions are  presented. 

2001  COLLINGWOOD  AVENUE. 
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DISCUSSION 

Edward  W.  Harris,  M.D.,  Columbus:  Doctor 
Bayha  has  done  an  excellent  job  of  covering  two 
days’  work  in  twenty  minutes.  His  review  of  the 
recent  report  by  Neilson  and  Courville  is  par- 
ticularly interesting.  Who  among  us  has  not  felt 
his  heart  sink  and  a helpless  feeling  creep  over 
him  as  he  watched  the  development  of  stiffness  in 
the  neck  in  a little  patient  with  a mastoid  infec- 
tion? I have  had  the  opportunity  of  reading  this 
review  and  derived  a great  deal  of  comfort  from 
the  knowledge  that  neurological  findings  do  not 
always  indicate  intra-cranial  involvement.  The 
authors’  theory  that  many  of  these  signs  are 
caused  by  toxin  alone  attacking  intra-cranial 
structures  seems  tenable  in  view  of  the  complete 
recoveries  analyzed. 

There  is  much  in  the  current  literature  relative 
to  involvement  of  the  petrous  apex.  As  is  usual 
when  a new  symptom  complex  is  brought  to  our 
attention,  enthusiasm  runs  high  for  a year  or  two 
until  the  bulk  of  reports  is  such  that  the  true  can 
be  distinguished  from  the  false  by  experience  and 
sober  consideration. 

All  patients  presenting  abducens  paralysis, 
severe  pain  behind  the  homolateral  eye,  and  an 
elevation  of  temperature  accompanying  otitic  in- 
fection do  not  require  the  so-called  unlocking  of 
the  petrous  pyramid.  I believe  that  many  of  these 
cases  recover  with  surgery  no  more  radical  than 
a simple  mastoidectomy.  As  a matter  of  fact,  a 
certain  number  recover  with  adequate  drainage  of 
the  middle  ear  alone. 

Doctor  Bayha  reports  a case  of  Gradenigo’s 
syndrome  in  which  the  abducens  paralysis  per- 
sisted for  more  than  two  months  after  its  appear- 
ance. This  picture  is  fairly  common,  although 
these  paralyses  frequently  disappear  within  three 
to  five  days  following  mastoidectomy.  This  seems 
to  be  especially  true  in  those  cases  in  which  the 
paralysis  is  an  early  complication  rather  than  a 
late  one. 


Facial  paralysis  is  seen  more  often  in  adults 
than  in  children.  Ney  states  that  not  over  7 per 
cent  of  cases  of  peripheral  facial  palsy  are  defi- 
nitely associated  with  infection  of  the  ears  and 
that  less  than  1 per  cent  of  all  cases  of  otitic  sup- 
puration are  accompanied  by  facial  paralysis. 
The  mode  of  involvement  of  the  nerve  is  not  known 
with  certainty.  However,  most  of  the  cases  clear 
up  without  any  residua  after  infection  in  the 
vicinity  of  the  nerve  has  been  removed.  Bourbon 
says,  “It  is  the  concensus  that  the  treatment  of 
facial  paralysis,  when  it  is  a complication  of  otitis 
media,  is  primarily  that  of  the  aural  condition.” 
Morwitz,  after  a study  of  the  literature  and  ex- 
perience in  many  cases,  concluded  that  when  the 
paralysis  is  a complication  of  acute  otitis,  the 
treatment  is  essentially  that  of  the  aural  condition 
per  se  and  that  the  paralysis  is  not  necessarily  an 
indication  for  operation.  When  there  is  chronic 
otitis,  there  is  almost  an  absolute  indication  for 
operation. 

In  considering  tests  for  the  lateralization  of 
sinus  thrombosis,  I have  always  been  rather 
loathe  to  exert  any  pressure  upon  a probably 
thrombosed  vein.  It  would  seem  rather  easy  to 
cause  fragmentation  by  so  doing  and  encourage 
embolism.  Regarding  treatment,  each  case  must 
be  decided  individually  and  according  to  the  ex- 
perience and  conviction  of  the  attending  con- 
sultants. Some  men  ligate  the  jugular  in  every 
case  and  others  in  no  case.  It  is  reasonable  to 
assume  that  such  dogmatism  is  not  good  surgical 
practice.  Transfusions  of  whole  blood  apparently 
do  much  good  and  should  be  considered  a part  of 
our  armamentarium  in  the  treatment  of  this  com- 
plication. 

The  old  dictum,  “an  ounce  of  prevention  is 
worth  a pound  of  cure”,  holds  good  in  the  manage- 
ment of  mastoiditis  and  its  complications.  Pro- 
crastination is  seldom  a healthy  element  of  con- 
servatism. It  is  not  enough  to  withhold  diagnosis 
or  treatment  until  a subperiosteal  abscess  ap- 
pears. Early  spinal  tap  in  suggestive  cases  is 
good  practice.  If  the  fluid  is  sterile,  even  though 
an  increase  in  cells  be  present,  prompt  drainage 
of  infected  areas  may  effect  a cure. 

— OSMJ  — 

ARTIFICIAL  FEVER  THERAPY  OF  SYPHILIS 

Walter  M.  Simpson,  Dayton,  Ohio,  points  out  that  the 
value  of  artifically  induced  fever  therapy  as  an  adjunct  to 
chemotherapy  in  the  management  of  neurosyphilis  is  now 
firmly  established.  The  one  factor  common  to  the  wide 
variety  of  infectious,  chemical  and  physical  methods  that 
have  yielded  comparable  therapeutic  results  is  simple  fever 
production.  A simplified,  controlled  and  relatively  inex- 
pensive method  for  fever  induction  and  maintenance 
(Kettering  hypertherm)  has  been  devised.  High  frequency 
electric  currents  are  not  employed.  During  the  last  four 
years,  383  patients  have  been  subjected  to  2,844  artificial 
fever  treatments,  without  any  serious  ill  effects  related  to 
the  method  of  treatment.  The  frequent  observation  that 
the  best  results  occurred  when  neurosyphilis  was  treated  by 
combined  fever  and  chemotherapy  during  its  earliest  mani- 
festations led  the  author  to  apply  the  treatment  to  patients 
with  primary  or  early  secondary  syphilis.  The  results  pro- 
vide evidence  that  fever  therapy  may  be  of  great  value  in 
early  syphilis,  particularly  when  chemotherapy  alone  appears 
to  be  inadequate.  The  results  obtained  in  the  treatment  of 
symptomatic  neurosyphilis,  asymptomatic  neurosyphilis  and 
resistant  seropositive  syphilis  are  at  least  comparable  to 
the  results  obtained  with  the  more  hazardous,  time-con- 
suming and  inconstant  malaria  therapy.  Hospitalization  is 
not  a requirement  for  fever  therapy  by  physicial  means. 
The  advent  of  simple  and  safe  methods  for  the  production 
of  artificial  fever  should  stimulate  vigorous  investigation  of 
the  possibility  that  the  time,  effort  and  expense  involved  in 
the  adequate  antisyphilitic  therapy  may  be  greatly  lessened. 
There  is  evidence  that  artificial  fever  therapy  fortifies  and 
intensifies  the  action  of  antisyphilitic  chemotherapeutic 
agents.  It  would  appear  that  the  therapeutic  armamentar- 
ium of  the  syphilologist  is  now  provided  with  a new  and 
powerful  weapon. — Abstract  of  Article  in  Journal  A.M.A., 
December  28,  1935. 


MENOPAUSE  SYNDROME* 

By  CARL  W.  SAWYER,  M.D.,  Marion,  Ohio 


THE  menopause  syndrome  is  a concurrent 
group  of  symptoms  appearing  at  or  about 
the  time  of  the  cessation  of  the  menses  in 
the  female. 

It  is  one  of  the  newer  diagnoses  made  possible 
by  the  recent  classification  of  disease.  It  is  typical 
of  the  modern  attitude  held  regarding  the  doctor 
and  his  field  of  work.  No  longer  can  the  physician 
confine  himself  to  disease  processes  solely.  He 
must  have  an  equal  understanding  and  an  equal 
ability  to  recognize  normal  states,  and  he  must 
develop  the  keenness  of  perception,  which  makes 
it  possible  for  him  to  determine  when  normal  con- 
ditions, such  as  the  menopause  syndrome,  are 
verging  or  have  verged  into  pathological  en- 
tities* 

According  to  the  latest  and  best  standard  classi- 
fication of  disease,  the  menopause  syndrome  af- 
fects the  psychobiological  unit  of  the  individual; 
acts  on  the  body  as  a whole,  and  comes  under  the 
group  of  disorders  due  to  disturbances  of  metabol- 
ism, growth  or  nutrition.  While  the  term  is  diag- 
nostically a new  conception,  the  symptoms  which 
compose  it  are  as  old  as  mankind  itself,  and  have 
for  a long  time  been  individually  recognized  and 
accepted  into  medical  parlance. 

While  the  word  menopause  coming  from  the 
two  Greek  words,  “month”  and  “cessation”,  defi- 
nitely limit  it  to  the  female  sex,  the  symptoms 
themselves,  at  least  subjectively,  are  equally 
present  in  the  male  to  a greater  or  lesser  degree 
and  the  syndrome  is  both  male  and  female  in  its 
expression. 

Here  we  are  considering  it  in  its  true  meno- 
pausal relationship,  that  is,  as  a set  of  symptoms 
which  occur  together,  at  the  cessation  of  the 
monthly  periods  in  the  female. 

In  the  majority  of  women  the  syndrome  is  per- 
fectly normal,  both  as  to  occurrence  and  severity. 
The  symptoms  are,  in  most  instances,  mild  in 
effect,  cause  practically  no  pathological  dis- 
turbances, affect  the  comfort  of  the  individual 
mostly,  and  require  but  little  care  and  attention. 
They  may,  though,  be  so  severe  as  to  disrupt  en- 
tirely the  normal  and  peaceful  life  of  the  woman, 
cause  dire  pathological  conditions  to  arise,  dis- 
turb the  comfort  of  the  patient  completely,  and 
totally  disorganize  them  and  their  family. 

The  severity  of  the  symptoms  is  dependent  upon 
the  degree  of  their  effects;  the  variety  they  pre- 
sent, and  the  general  nervous  stability  of  the 
patient.  Neurotic  types  of  individuals  are  always 
more  severely  affected  than  others. 

*Read  before  the  Section  on  Nervous  and  Mental  Dis- 
eases, Ohio  State  Medical  Association,  at  the  89th  Annual 
Meeting,  Cincinnati,  October  2-4,  1935. 

For  information  relative  to  the  author,  see  Who’s  Who  in 
This  Issue. 


It  appears  as  a general  rule  associated  with  the 
cessation  of  the  menses  at  the  climacteric  period 
of  the  life  of  the  female.  This  is  set  by  some  at 
47.1  years,  by  others  at  an  average  of  46.6  years; 
the  tendency  being,  as  some  observers  report,  for 
the  menopause  to  appear  later  in  life  than  it  did 
in  earlier  generations.  But  since  the  menopause 
may  occur  at  any  time  after  puberty,  and  that  it 
quite  generally  has  a spread  between  39  years  of 
age  and  55  years  of  age,  the  menopause  syndrome 
may  be  present  over  a long  period  of  time. 

Usually  the  syndromic  symptoms  are  quite 
closely  associated  with  the  actual  menopause,  they 
may  precede  it  slightly,  be  present  during  the 
cessation  of  the  period,  or  maintain  themselves 
for  a brief  time  following  the  actual  stoppage  of 
the  flow.  But  it  may  likewise  be  distantly  sepa- 
rated from  the  actual  uterine  menopause.  This 
is  especially  true  in  the  pathological  type  of 
syndrome  where  the  neurotic  and  psychiatric 
symptoms  are  pronounced.  It  is  no  uncommon  ex- 
perience to  have  women  report  that  they  had 
ceased  their  menses  two  or  more  years  previous 
to  coming  for  treatment,  but  nevertheless  to  find 
that  they  were  suffering  from  a definite  neurologi- 
cal and  psychiatric  menopausal  syndrome.  Quite 
frequently  the  reverse  is  true,  that  is,  the  neur- 
ological and  psychiatric  syndrome  precedes  by 
several  years  the  actual  menopause. 

The  opinions  held  regarding  the  cause  of  the 
menopause  syndrome  have  been  greatly  changed 
during  the  last  few  years.  They  are  still  in  a 
great  flux,  and  almost  monthly  now  one  finds  new 
facts  brought  to  light  that  more  definitely  and 
accurately  explain  the  basis  for  the  menopause 
and  its  accompanying  syndrome.  As  yet  there 
seems  to  be  no  definite  end  to  the  explanations  of 
the  conditions  producing  it,  consequently  it  is  not 
possible  to  be  dogmatic  on  the  matter  of  etiology. 

In  1901,  Dr.  Dan  Millikin,  former  professor  of 
Materia  Medica  and  Therapeutics  in  the  Miami 
Medical  College,  Cincinnati,  wrote  these  words 
relative  to  the  menopause:  “There  need  be  no 

mystery  as  to  its  cause;  when  the  genitalia  have 
reached  an  age  approximating  half  a century,  it 
is  proper  that  they  should  be  subject  to  senile 
changes.”  This  belief,  that  it  was  due  to  a senile 
change  in  the  ovaries  and  the  other  genitalia,  and 
that  it  was  a matter  of  time  more  than  anything 
else,  was,  until  very  recently,  the  accepted  ex- 
planation of  the  ablation  of  this  normal  function 
and  the  reason  given  as  to  why  certain  symptoms 
appeared. 

Twenty-eight  years  later,  in  1929,  Timme, 
writing  in  Cecil’s  Practice  of  Medicine,  makes 
this  statement  relative  to  the  menopause:  “It  is 
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the  time  of  withdrawal  of  the  internal  secretory 
activity  of  the  ovaries.” 

In  the  period  of  twenty-eight  years  intervening 
between  these  two  writers,  the  entire  conception 
of  the  menopause  had  shifted  and  this  commonly 
accepted  gynecological  procedure  had  become  a 
ductless  gland  process.  During  the  period  from 
1930  to  1935,  many  new  facts  regarding  the  sex- 
ual functions  of  the  female,  including  the  meno- 
pause, have  been  discovered.  Now  we  are  led  to 
believe  that  the  anterior  pituitary,  the  ovaries 
with  the  corpus  luteum  and  graafian  follicles,  the 
uterus,  the  mammary  glands,  the  thyroid  and  un- 
doubtedly other  ductless  glands,  are  all  involved 
in  the  menopause  and  the  menopause  syndrome. 
In  fact,  the  whole  subject  has  become  endocrinic 
rather  than  senile,  genital,  or  ovarian  or  uterine. 

The  symptoms  comprising  the  menopause  syn- 
drome can  be  roughly  grouped  into  five  divisions. 

First  is  the  cessation  of  menstruation.  As 
stated  earlier,  though,  syndromic  symptoms  may 
appear  before,  with  or  following  the  actual  stop- 
ping of  the  menses  and  the  spread  between  the 
two,  either  before  or  after,  may  be  several  years, 
so  too  much  stress  cannot  be  laid  upon  whether 
the  individual  has  ceased  or  has  not  ceased  their 
menstrual  periods. 

The  second  group  consists  of  what  are  com- 
monly known  as  the  vasomotor  symptoms.  Many 
of  these  are  more  readily  explainable  along  the 
ductless  gland  or  sympathetic  nerve  lines  than 
they  are  through  the  circulatory  system. 

’ The  most  prominent  of  these  symptoms  and 
probably  the  most  common  of  all  of  the  meno- 
pause syndrome  symptoms  and  the  one  which  oc- 
curs most  frequently,  both  in  normal  and  ab- 
normal states,  and  also  in  male  and  female,  are 
the  so-called  “hot  flashes”  or  “flushing”.  There  is 
a sudden  and  unwarranted  and  unexplainable 
spread  over  the  face,  anterior  portion  of  the  neck, 
the  shoulders  and  upper  portion  of  the  chest,  of  a 
redness  accompanied  by  heat,  the  heat  being  more 
perceptible  to  the  individual  experiencing  the 
flushing  than  to  anyone  else,  although  actual 
measurements  do  show  that  the  temperature  of 
the  part  is  slightly  increased.  These  may  be  asso- 
ciated with  chilly  sensations,  which,  as  a general 
rule,  extend  over  the  body  entirely,  or  to  other 
areas  than  the  head  and  neck. 

The  flushes  are  more  liable  to  appear  on  the 
exposed  surfaces  of  the  body,  while  the  chilly 
sensations  are  more  liable  to  occur  on  the  covered 
portions  of  the  body;  patients  oftentimes  have  a 
cold  sensation  over  the  outer  portion  of  the  thighs 
and  the  upper  arms.  An  actual  coolness  can  be 
felt  in  these  regions  at  the  time.  Unexpected  and 
unwarranted  sweating  also  occurs.  This  may  be 
upon  the  face  generally,  forehead  and  chin,  or  in 
the  usual  parts  of  the  body  where  perspiration 
appears  under  normal  conditions. 

Vertigo  is  a fairly  common  symptom  and  often- 


times patients  are  led  to  believe  that  they  have 
high  and  unnatural  and  dangerous  blood  pres- 
sures from  the  “dizzy  spells”  which  they  ex- 
perience. 

Faintness  and  sensations  of  fainting  are  often 
present.  When  these  are  analyzed,  many  of  them 
are  found  to  be  not  really  true  fainting  spells, 
where  the  patient  becomes  limp  and  loses  con- 
sciousness and  slumps  down,  but  rather  sensa- 
tions of  weakness,  in  which  the  patients  feel  that 
they  are  going  to  fall,  or  cannot  hold  themselves 
up,  or  that  they  are  going  to  lose  consciousness. 

Vicarious  bleeding  from  mucous  surfaces  is  no 
uncommon  experience.  Nose  bleeding  will  be  ex- 
perienced in  individuals  who  have  never  had  this 
condition  previously.  Bloody  discharges  from  the 
throat  will  oftentimes  cause  the  patients  to  worry 
and  to  think  that  they  are  tubercular  or  going  to 
have  a hemorrhage.  We  are  led  to  believe  that 
the  well  advertised  pink  tooth  brush  is  oftentimes 
an  expression  of  this  vicarious  bleeding  in  women 
in  the  menopausal  years. 

Heart  symptoms  are  a very  common  occurrence 
at  the  time  of  the  menopause  and  are  the  founda- 
tion for  much  unnecessary  worry  and  fear  en- 
gendered in  patients  at  this  period.  Tachycardia 
is  the  most  common  occurrence,  although  brady- 
cardia sometimes  is  present.  The  real  thing  that 
disturbs  the  patient  most  is  the  irregularity  of 
the  heart’s  action.  A heart  which  runs  rapidly, 
85  to  100  beats  continuously,  or  one  that  runs 
slowly  55  to  65  beats,  continuously,  in  our  ex- 
perience, does  not  attract  as  much  attention  or 
cause  as  much  fear  and  worry  as  one  which  runs 
normal  part  of  the  time,  slow  some  of  the  time, 
and  rapid  most  of  the  time. 

It  is  the  shifting  of  the  rhythm  that  attracts 
the  patient’s  attention  to  the  heart  condition  more 
than  the  fixing  of  the  rhythm  at  any  one  speed. 

Women  who  have  been  perfectly  normal  in  their 
fears  and  ideas  regarding  themselves  during  their 
early  lives,  become  totally  changed  during  the 
menopause  when  the  heart  begins  to  misbehave. 
They  are  frightened,  worried,  sure  they  are  going 
to  die,  and  they  demand  that  something  must  be 
done,  that  greater  attention  must  be  paid  them, 
and  that  help  must  be  brought  soon,  or  they  will 
not  live.  Oftentimes  they  cannot  be  convinced 
that  the  symptom  is  a neurological  one  entirely, 
and  it  is  only  years  afterwards  that  they  look 
back  and  realize  how  unnecessarily  worried  they 
were. 

Numbness  and  tingling  of  the  hands  and  feet  is 
another  menopause  syndrome  symptom.  The  pa- 
tients complain  that  they  feel  as  if  various  por- 
tions of  the  body  were  asleep  much  of  the  time 
and  they  are  absolutely  sure  that  they  have  a 
high  blood  pressure  and  are  going  to  have  an 
apoplexy. 

Paresthesias  of  various  types  oftentimes  ap- 
pear. Hot  and  cold,  pressure  symptoms,  choking 
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sensations  and  the  like  are  very  common  and 
prove  quite  troublesome. 

The  third  group  of  symptoms  comprising  the 
menopause  syndrome  have  to  do  with  the  nervous 
system,  although  it  is  very  questionable  if  the 
real  cause  of  the  symptoms  is  not  endocrinic  and 
that  the  expression  is  only  through  the  nervous 
system.  These  manifestations  vary  all  the  way 
from  mild,  so  called,  neurotic  difficulties  to  the 
most  deep,  profound  and  serious  psychotic  ex- 
pressions. 

Excitability  is  one  of  the  very  common  nervous 
phenomena.  A woman  who  has  been  stable,  well 
controlled  with  good  poise,  will  find  that  she  be- 
comes excited  over  the  slightest  thing.  She  jumps 
at  the  slamming  of  a door  and  finds  it  much  more 
difficult  to  control  herself  in  the  case  of  accidents 
or  emergencies.  The  children  startle  her  more  and 
a general  feeling  of  uneasiness  and  unrest  hangs 
over  her  most  of  the  time. 

Irritability  presents  itself,  women  become  more 
argumentative,  have  a greater  tendency  to  become 
angry,  fault  finding,  and  complaining  than  in 
their  previous  existence. 

They  fatigue  more  easily,  their  daily  tasks  be- 
come more  burdensome  and  in  many  instances 
they  are  totally  unable  to  go  on  with  their  usual 
line  of  work,  because  of  the  exhaustion  and  weak- 
ness and  general  tired  feeling  which  they  ex- 
perience. They  suffer  more  from  so-called 
“nervous  exhaustion”  at  this  time. 

Emotional  instability  is  a very  common  occur- 
rence. Many  a woman  who  has  been  placid,  well 
controlled,  able  to  meet  practically  all  changes 
and  vicissitudes  of  her  life,  in  a quiet,  poised 
fashion,  now  finds  herself  flashing  through  the 
different  emotions  of  anger,  fear,  hate,  rage,  de- 
pression and  elation,  with  a rapidity  which  star- 
les  those  about  her  greatly  and  herself  even  more 
so.  This  emotional  instability  is  the  cause  of  the 
wrecking  of  many  otherwise  happy  families,  and 
proves  a great  trial  for  her  husband,  her  family, 
her  neighbors,  her  friends,  and  all  those  with 
whom  she  comes  in  contact.  This  is  a symptom 
that  produces  many  of  the  divorces  appearing 
during  the  menopausal  years  and  likewise  much 
of  the  misunderstanding  among  women  in  their 
social  life  and  also  the  driving  away  of  many  of 
their  friends  and  associates. 

In  some  instances  emotional  instability  is  so 
mild  that  the  patient  by  great  effort  and  careful 
watchfulness,  can  keep  it  from  becoming  suffi- 
ciently apparent  to  others,  that  it  will  not  cause 
them  or  those  about  them  any  discomfort.  It  is 
very  likely,  though,  to  get  beyond  their  control 
and  their  ability  to  cover  it  up,  thereby  creating 
animosities  and  impressions  of  unreliability,  and 
unnaturalness  which  the  succeeding  years  cannot 
erase.  Many  a woman  is  termed  “hysterical”  and 
“neurotic”  because  of  the  emotional  instability 


which  appears  as  a part  of  the  menopause  syn- 
drome. 

Worry,  unnecessary  and  unfounded  worry,  like- 
wise is  a common  condition  at  this  time. 

As  a general  rule  it  is  the  trivialities  of  life 
alone  which  are  the  foundation  for  the  worry. 
The  deeper  and  larger  things  oftentimes  are  met 
courageously  and  normally.  This  worry  makes 
the  patient  undecided,  changeable,  and  causes 
them  to  do  unwise  things,  which  later  they  regret 
and  make  great  amends  for.  Many  a home  both 
of  patients  and  others  has  been  wrecked  or  sorely 
disturbed  by  the  worry,  suspicion,  and  unpleasant- 
ness which  appears  in  the  woman  of  mid-life  and 
which  is  due  to  the  ductless  gland  changes  that 
are  taking  place  at  that  time  and  which  in  turn 
is  only  a part  of  the  menopause  syndrome  which 
later  will  clear  away. 

Unpleasant  and  unnatural  as  these  so-called 
nervous  symptoms  are,  they  may  nevertheless,  be 
normal  in  their  appearance.  Few  women  indeed 
escape  them  to  at  least  a mild  degree  during  the 
climacteric  period.  Their  severity  and  not  their 
presence  determine  their  seriousness.  If  mild  they 
usually  go  unheeded  and  untreated  and  if  severe, 
they  prove  a troublesome  problem  to  the  physician, 
family  and  advisors.  Dire  and  unpleasant  as  they 
may  become,  they  are  almost  as  nothing  when 
compared  to  the  psychic  manifestations  which  may 
appear  during  the  menopause  and  it  is  a difficult 
and  serious  problem  oftentimes  to  determine  when 
the  neurotic  symptoms  have  really  and  truly  be- 
come psychotic. 

Since  psychoses  appearing  during  the  changing 
period  of  life  cannot  really  be  considered  a part 
of  the  menopause  syndrome,  we  shall  discuss  them 
later  under  complications. 

The  last  symptom  appearing  in  the  menopause 
syndrome,  aside  from  those  enumerated,  is  the 
change  that  occurs  in  the  sexual  desire.  There 
may  be  a loss,  an  increase  or  in  some  instances  no 
appreciable  change.  The  alteration  which  takes 
place  is  one  of  the  bases  for  the  worry  and 
emotional  instability.  A loss  of  sexual  desire 
usually  adds  to  the  ideas  of  loss  of  charm,  which 
the  woman  at  the  menopause  so  often  experiences 
and  an  increase  of  sexual  desire  frequently  brings 
on  complications  and  hazards  and  changes  in  the 
woman’s  attitude  which  are  worrysome  and 
troublesome  to  herself  and  a matter  of  grave  con- 
cern to  her  family  and  friends.  It  accounts  for 
many  marriages  which  are  consummated  at  this 
period  of  life,  many  scandalous  and  gossipy  ob- 
servations among  the  neighbors,  and  frequently 
serious  moral  entanglements.  More  than  once  the 
physician  needs  to  act  as  a buffer  between  the 
woman  in  the  throes  of  a menopause  syndrome 
and  an  outraged  and  worked  up  family  and  com- 
munity. 

The  complications  in  the  menopause  syndrome 
are  mostly  due  to  the  mental  state  which  may 


424 


The  Ohio  State  Medical  Journal 


Vol.  32— No.  5 


arise  during  this  period.  They  fall  into  three 
main  groups.  First,  the  nervous  symptoms 
enumerated  above  may  expand  until  there  is  great 
question  whether  or  not  the  individual  is  really 
and  truly  mentally  disturbed  and  suffering  from 
a mental  disorder.  As  a general  rule  the  patient 
suffering  from  the  menopause  syndrome,  which  is 
still  within  normal  range  and  not  yet  psychotic, 
has  a large  amount  of  her  normal  nervous  and 
mental  state  remaining.  She  retains  insight  into 
her  condition  and  she  has  greater  or  lesser  periods 
when  she  is  normal  and  when  she  acts  and  be- 
haves as  she  did  under  normal  conditions. 

The  second  group  has  to  do  with  those  where 
the  menopause  syndrome  verges  into  a definite 
psychosis. 

Involution  melancholia,  which  is  the  usual 
psychotic  antecedent  of  the  menopause  syndrome, 
is  a dire,  treacherous  and  serious  malady,  which 
must  be  unhesitatingly  and  unqualifiedly  met. 

Depression,  either  mild  or  severe,  oftentimes 
verging  into  suicidal  states,  is  a common  occur- 
rence in  this  disorder.  Hallucinations  of  many 
kinds  appear.  The  woman  imagines  that  she  is 
pregnant,  that  she  has  syphilis,  that  her  husband 
is  cohabiting  with  other  women,  that  certain  men 
are  in  love  with  her;  that  she  has  poisoned  some 
relative  in  years  gone  by  and  numerous  other 
agonizing  mental  states  appear,  all  demanding 
careful  and  skilled  attention. 

The  third  complication  presenting  with  the 
menopause  syndrome  is  the  awakening  of  some 
latent  mental  disorder.  A recurrence  of  a manic 
depressive  state,  an  awakening  of  a partially  ad- 
justed schizophrenia;  a letting  loose  of  a syphilitic 
psychosis;  all  may  occur  during  this  part  of  a 
woman’s  life  and  be  due  to  the  menopausal  syn- 
drome, which  is  existing,  and  all  should  be  kept 
in  mind  as  the  normal  state  develops  and  changes 
its  severity  or  variety  of  expression. 

The  menopause  syndrome  is  frequently  asso- 
ciated with  other  diseases.  One  of  the  most  com- 
mon is  cancer  of  the  uterus.  Latent  diseases  of 
the  ovaries  or  tubes,  which  have  lain  dormant  or 
been  little  suspected  until  awakened  by  the  altera- 
tion in  the  genitalia  that  appear  at  this  period. 
Likewise,  there  are  liable  to  be  present  alterations 
in  any  one  of  the  ductless  glands,  with  all  of  the 
symptoms  and  disturbances  that  result  when  the 
particular  gland  involved  is  affected  and  altered. 
The  eye,  the  ear,  the  heart,  may  all  develop  dis- 
orders during  this  changing  period  and  thereby 
severely  complicate  the  picture.  It  is  well  to  re- 
member that  the  woman  is  ablating  and  altering 
in  a brief  period  of  months  most  all  of  her  im- 
portant and  necessary  organs. 

The  diagnosis  of  the  menopause  syndrome  is 
comparatively  easy.  The  time  of  life,  the  appear- 
ance of  the  common  symptom  such  as  hot  flashes, 
tinglings,  tachycardia,  etc.,  make  it  rather  easy 
to  recognize.  Its  severity,  its  tendency  to  spread 


into  psychotic  disorders,  its  liability  to  awaken 
latent  manifestations  of  disease  in  other  organs, 
(arthritis  and  cancer),  and  its  association  with 
already  existing  diseases  of  other  types,  makes  it 
necessary  that  one  should  not  be  too  prone  to  take 
the  matter  lightly  and  be  satisfied  with  a simple 
listing  of  the  symptoms  into  this  category  of 
disease. 

The  prognosis  of  the  menopause  syndrome  is 
good.  While  we  now  recognize  that  time  is  not 
the  cause  of  the  disorder,  we  do  know,  that  it  is 
in  most  instances,  the  most  potent  medium  of  re- 
covery in  the  average  case.  Distressed  as  the 
woman  may  seem  at  this  time,  she  can  always 
feel  hopeful  that  her  chances  of  coming  through  it 
satisfactorily  are  extremely  great  and  that  more 
than  likely  with  its  passage  will  come  the  best 
and  most  comfortable  period  of  her  life. 

The  treatment  of  the  menopause  syndrome  falls 
under  six  heads. 

First,  in  most  instances,  nothing  is  to  be  done. 
The  average  woman  understands  her  trouble,  suf- 
fers unflinchingly  the  symptoms  that  are  present, 
makes  the  best  of  the  situation,  waits  for  the 
condition  to  pass  by  and  eventually  recovers.  The 
physician  is  never  called  upon. 

Second,  as  we  see  it  now,  the  endocrine  system 
should  be  treated  by  the  measures  which  we  have 
at  our  command.  The  various  ovarian  extracts, 
such  as  corpus  luteum,  whole  ovarian  extracts, 
thyroid  extracts,  pituitary  products  and  the  like, 
should  all  be  tried.  Corpus  luteum,  both  by  mouth 
and  hypodermically,  has  brought  some  results  in 
our  cases.  Thyroid  has  helped  some,  pituitary  ex- 
tracts, theelin,  ovarian  products  and  the  various 
remedies  having  to  do  with  the  estrus  cycle,  may 
or  may  not  help.  Our  own  opinion  is  that  the  pro- 
fession generally  is  still  far  from  having  a satis- 
factory treatment  to  meet  the  ductless  gland  con- 
ditions, which  are  back  of  the  production  of  the 
syndrome.  As  stated  earlier,  almost  every  month 
now  gives  us  a better  understanding  of  what  is 
taking  place  at  this  time,  its  basis  and  conse- 
quently its  remedies.  Possibly  before  long  we  will 
have  potent  and  adequate  remedies  to  bring  sure 
and  definite  relief. 

Third,  the  various  symptoms  presented  will 
have  to  be  met  individually  according  to  their 
severity  and  the  effect  that  they  have  upon  the 
patient.  Sedatives  of  a mild  nature  will  usually 
bring  great  relief  and  the  physiotherapy  meas- 
ures, such  as  massage,  diathermy,  hot  baths, 
packs,  etc.,  work  wonders  with  many  of  the  cases, 
although  they  hopelessly  fail  with  others. 

Fourth,  occasionally  surgical  procedures  will 
have  to  be  undertaken.  In  former  years  this  was 
the  usual  procedure  that  was  undertaken  first  and 
the  ovariotomies,  salpingectomies,  hysterectomies, 
perineal  repairs,  curettages,  cervical  laceration 
repairs,  etc.,  that  were  performed  are  almost 
numberless.  Generally  now  the  attitude  is  that 
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surgical  measures  should  not  he  undertaken  for 
the  relief  of  the  menopause  syndrome  unless  there 
is  some  very  definite  pathology  that  would  make 
surgical  work  necessary  without  the  syndrome 
being  present. 

Fifth.  Concurrent  symptoms  and  diseases  when 
recognized  should  be  appropriately  treated.  The 
measures  necessary  to  meet  these  conditions 
should  not  be  denied  the  patient  too  long.  Many 
cases  of  menopause  syndrome  become  hopeless 
mental  disorders  because  of  the  early  failure  to 
recognize  the  shift  from  syndromic  state  to  the 
psychotic  state  and  the  failure  to  institute  proper 
measures  to  combat  the  psychotic  state  sufficiently 
early. 

Sixth.  The  physician  should  act  as  counsellor 
and  advisor  to  both  the  patient  and  those  around 
her.  Oftentimes  a full  explanation  of  the  situa- 
tion the  woman  finds  herself  in  will  bring  great 
relief  and  protection.  Hopeful  suggestions  and 
careful  explanations  given  as  the  condition  prog- 
resses, will  so  fortify  the  patient  that  should  dire 
symptoms  appear,  she  will  meet  them  with  cour- 
age and  fortitude,  giving  her  greatest  cooperation 


to  those  who  are  trying  to  help  her.  The  patient’s 
fears  and  worries  should  be  listened  to  and  ex- 
plained to  her.  She  should  be  given  sympathetic 
attention,  mixed  with  tactful,  rigid  and  factual 
handling.  At  times  she  must  be  indulged,  at  others 
rigidly  and  forcefully  handled.  The  physician 
likewise  should  instruct  other  members  of  the 
family  of  the  conditions  that  are  existing  in  the 
patient  and  what  they  may  expect  and  how  they 
must  meet  the  conditions  the  patient  will  present. 
Many  times  the  physician  will  need  to  act  as  a 
buffer  between  the  various  jarring  elements;  like- 
wise he  will  have  to  adjust  difficulties  which  have 
arisen  between  the  patient  and  her  friends  and 
neighbors.  Frequently  his  own  patience  and  con- 
trol will  be  strained  to  the  utmost,  because  a 
menopausal  syndrome  tongue  is  oftentimes  biting, 
sarcastic  and  insulting.  Once  assuaged,  though, 
the  patient  gradually  returns  to  her  normal  self. 
The  tantalizing,  sensory  nervous  and  psychotic 
symptoms  disappear.  Poise,  control,  correct 
thinking  and  emotional  stability  return.  She  en- 
ters the  period  of  life’s  greatest  contentment  and 
becomes  her  doctor’s  greatest  friend. 


observations  on  cataract  extraction* 

By  R.  S.  BINKLEY,  M.D.,  Dayton,  Ohio 


THE  object  of  this  paper  was  instigated  by  a 
group  of  men  discussing  the  various  meth- 
ods used  in  cataract  operations  and  as  the 
discussion  proceeded  I was  impressed  by  one  re- 
mark, “Why  do  these  various  methods  always  give 
such  marvelous  results  in  the  hands  of  the  men 
who  exploit  them,  while  reports  from  the  casual 
operator  the  results  are  not  so  brilliant.” 

In  this  paper  it  is  not  my  purpose  to  give  sta- 
tistics proving  that  one  operation  is  superior  to 
the  other,  but  to  give  my  impressions,  experiences 
and  observations  in  trying  to  collect  from  all,  a 
technique  that  promotes  simplicity,  safety  and 
comfort  to  the  patient. 

We,  as  surgeons,  are  operating  on  an  individual 
whose  span  of  life  is  on  the  decline,  whose  func- 
tional secretions  have  changed,  whose  bloom  of 
life  and  vitality  is  no  more,  whose  mode  of  daily 
routine  remains  constant.  To  take  these  individ- 
uals from  their  present  life  and  immediately 
place  them  in  the  atmosphere  of  a hospital  and 
expect  perfect  patients  of  them  before  they  be- 
come accustomed  to  their  surroundings,  bed,  night 
in  a hospital,  odors  of  the  hospital  and  nervous 

Read  before  the  Eye,  Ear,  Nose  and  Throat  Section,  Ohio 
State  Medical  Association,  at  the  89th  Annual  Meeting,  Cin- 
cinnati, October  2-4,  1935. 
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apprehension  is  asking  more  than  a general  sur- 
geon demands. 

How  many  patients  have  we  had,  who  inform 
us  the  operating  morning  of  their  disturbed  night, 
homesickness,  and  numerous  other  nervous  and 
minor  disturbances?  Still  some  of  these  things 
are  overlooked,  and  patients  operated  on  just  the 
same  for  removal  of  cataract. 

I feel  so  much  can  be  gained  by  a chat  with  the 
patient  the  scheduled  morning  that  may  give  an 
insight  of  the  probable  outcome  of  the  operation 
and  the  future  behavior  of  the  patient  during  and 
after  operation,  and  especially  when  placed  in 
darkness  by  the  eye  pads  and  in  a position  in  bed 
absolutely  foreign  to  the  natural  position  of  rest. 

Pages  have  been  devoted  to  appliances  and  in- 
struments to  facilitate  the  simplicity  of  the 
cataract  operation.  Some  are  of  short  life  while 
others  have  endured  the  test  of  time,  such  as  non- 
locking deviced  instruments.  Seldom  have  I seen 
a speculum  of  the  spring  type  forced  out  by 
squeezing  of  the  lids  and  only  then  when  the  in- 
ferior culdesac  was  very  shallow  and  a sagging 
lower  lid.  In  a very  prominent  eye  vfith  an  in- 
ferior shallow  culdesac  I find  lid  hooks  can  be 
used  to  a greater  success  than  the  spring  specu- 
lum and  does  allay  the  fear  of  the  speculum 
springing  out  during  a critical  moment.  Again 
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the  upper  hook  can  be  shifted  to  give  more  space 
to  complete  a conjunctival  flap  when  the  palpebral 
opening  is  smaller  than  normal.  I believe  too 
much  stress  can  not  be  given  on  the  type  of  grasp 
on  the  globe  by  the  conjunctival  forcep  and  again 
on  the  great  tendency  to  exert  pressure  downward 
and  in  on  the  globe  by  the  conjunctival  forcep 
during  the  completion  of  the  corneal  incision.  The 
more  simplified  construction  the  forcep  the 
greater  the  ease  in  handling  in  an  emergency. 

I have  observed  a common  cause  of  squeezing  of 
the  lids  when  making  the  incision,  is  the  knife 
point  sticking  the  skin  or  margin  of  the  lid  near 
the  completion  of  the  incision.  This  sudden 
sharp  unexpected  pain  can  place  the  operator  in  a 
very  embarrassing  position  for  a few  moments. 
Therefore  care  should  be  used  in  selecting  a knife 
of  not  too  long  blade  and  the  excursion  of  the 
blade  in  making  the  incision. 

My  attention  was  recalled  recently  how  very 
important  it  is  to  keep  the  knife  blade  parallel 
with  the  line  of  the  incision  and  may  I repeat,  this 
is  more  important  when  a conjunctival  flap  is  in- 
cluded in  the  incision.  In  this  instance  the  knife 
blade  remained  parallel  to  the  line  of  the  incision 
until  near  the  completion  of  the  conjunctival  flap 
when  the  blade  was  turned  up  to  complete  the  flap. 
This  caused  a stretch  on  the  conjunctiva  outward, 
resulting  in  an  undue  pressure  to  cut  the  con- 
junctiva. At  this  moment  the  eye  turned  down- 
ward leaving  the  blade  in  an  outward  pull  causing 
a wide  gape  of  the  cornea,  consequently  some 
vitreous  escaped.  If  the  blade  had  remained 
parallel  with  the  sclera  at  this  point  instead  of 
turning  out  of  its  parallel  plane  I feel  no  dis- 
astrous result  would  have  followed  on  movement 
of  the  eye. 

The  entrance  and  exit  of  the  knife  point  in  the 
corneo-scleral  margin  may  mean  the  success  or 
failure  of  a corneal  or  conjunctival  flap  incision 
and  the  rapidity  of  the  union  of  the  incision.  Be- 
fore the  advent  of  the  conjunctival  flap  how  many 
corneal  scar  lines  followed  the  corneal  flap  in- 
cision and  in  some  instances  formed  a decided 
corneal  scar. 

I recall  several  incidents  of  the  separation  of 
the  corneal  incision,  which  refused  to  close  by 
pressure  pads  and  chemical  cautery  and  not  until 
the  patient  was  removed  from  bed  did  the  in- 
cision close.  With  the  corneal  flap  there  is  always 
the  fear  when  the  apposition  of  the  corneal  in- 
cision is  not  perfect,  of  the  cornea  being  folded 
on  itself  which  does  cause  very  anxious  moments 
and  terminates  with  disastrous  results  at  times. 

Some  years  ago  the  Doctors  Greens  of  San 
Francisco  read  a paper  before  the  Academy  of 
Ophthalmology  and  Otolaryngology  which 
brought  forth  information  to  aid  the  less  skilled 
operators  after  the  cornea  incision,  to  determine 
the  type  of  lens  delivery  to  be  selected,  whether 
intra  or  extra  capsular.  Through  their  observa- 


tions they  found  after  the  incision,  the  cornea 
presented  two  shapes,  one  a full  round  curve  as 
of  normal  appearance;  the  other  had  a noticeable 
dimple  in  cornea.  Through  these  visible  signs 
they  concluded  by  proof  it  would  be  safer  to  do  an 
extra  capsular  on  the  full  round  cornea,  while  the 
cornea  that  presented  the  dimple  the  intra  cap- 
sular method  was  recommended.  I find  this  does 
hold  true  and  can  be  a very  good  rule  to  follow 
or  used  as  a warning  to  proceed  with  caution  as 
per  selection  of  the  delivery  of  the  lens. 

I believe  the  conjunctival  flap  has  a distinct 
advantage  over  the  corneal  flap.  With  the  con- 
junctival flap  stitches  in  place  an  assistant  with 
due  caution  can  raise  the  lap  to  give  a good  view 
of  the  iris  so  that  the  type  of  iridectomy  you  care 
to  perform  can  be  seen  in  full  view  and  if  a com- 
plete iridectomy  is  desired  no  stump  need  be  left 
due  to  obstruction  of  vision.  A complete  and  very 
satisfactory  iridectomy  can  be  performed  during 
the  incision  for  a conjunctival  flap  if  the  knife  is 
kept  absolutely  parallel  with  the  incision  and  not 
destroy  the  capsule  with  no  visible  iris  stump  left. 

It  is  possible  by  this  method  to  get  a full  view  of 
the  lens  lying  in  its  natural  position.  Again  a 
hemorrhage  from  iridectomy  can  be  controlled 
with  more  satisfaction;  likewise,  a clot  can  be  re- 
moved by  forceps  with  greater  ease  than  by 
lavage  of  the  anterior  chamber.  The  lens  at  all 
time  can  be  delivered  through  a clear  media  in- 
stead of  a clot  or  hemorrhage  obstructing  the 
view. 

As  we  approach  the  delivery  of  the  lens  I know 
of  no  operation  that  has  so  many  methods  of  pro- 
cedure and  so  many  staunch  advocates  of  their 
respective  methods  as  the  delivery  of  a cataract 
lens. 

I can  not  help  but  think  if  all  would  concentrate 
on  one  of  the  various  methods  or  select  the  best 
from  each  to  make  it  as  simple  as  possible  we 
could  arrive  at  a safe  and  successful  lens  de- 
livery to  the  gratification  of  surgeon  and  patient 
and  could  have  something  known  as  the  perfect 
delivery  for  the  man  who  does  not  reign  over  a 
large  cataract  clinic. 

As  I enter  this  part  of  the  paper,  I do  so  with 
fear  and  trembling,  but  never  the  less  my  con- 
clusions have  been  made  by  observation  and  ex- 
perience on  the  various  methods.  Some  years  past 
we  all  had  the  opportunity  to  observe  the  master 
of  intrascapsular  delivery  at  work  and  were  fas- 
cinated by  the  skill  and  ease  of  that  master,  Col. 
Smith.  But  to  the  assistants  who  had  to  take  care 
of  these  cases  after  the  operation  his  enthusiasm 
was  soon  dampened  by  the  great  many  unsuccess- 
ful results  that  followed.  Frequently  among  the 
skilled  operators  of  the  Smith  method  there  is 
loss  of  vitreous  and  traumatic  keratitis  at  times, 
but  there  is  no  denying  the  results  are  perfect 
when  properly  executed  leaving  a perfect  black  ; 
pupil  with  no  returning  to  the  hospital  for  a 1 


May,  1936 


Cataract  Extraction 


427 


secondary  operation  on  the  capsule.  In  the  hands 
of  the  casual  operator  a great  many  embarrass- 
ing difficulties  can  and  do  ensue,  consequently  this 
method  may  be  successful  in  the  hands  of  a very 
few  but  not  so  successful  for  the  masses. 

Various  attempts  have  been  made  to  simplify 
and  improve  the  intracapsular  delivery  by  a great 
many  men. 

It  has  been  my  good  fortune  to  see  Dr.  O’Brian 
of  the  University  of  Iowa  demonstrate  an  im- 
provement of  the  method  of  Elschnig  intracap- 
sular delivery.  The  salient  points  of  this  delivery 
is  the  grasping  of  the  capsule  in  the  lower  quad- 
rant of  the  lens  by  Elschnig  capsulotomy  forcep. 
A vigorous  lateral  movement  by  the  forcep  causes 
the  rupture  of  the  lower  portion  of  the  zonule, 
then  with  pressure  exerted  by  the  hook  as  in  the 
Smith  method  combined  with  the  effort  of  the  for- 
ceps the  lens  is  tumbled  and  delivered.  The  main 
point  with  the  capsulotomy  forcep  is  to  direct  the 
lens  by  following  the  curve  of  the  internal  surface 
of  cornea.  If  the  capsule  does  rupture,  the  an- 
terior surface  of  the  capsule  can  be  removed  and 
lens  delivered  in  the  regular  way. 

In  two  cases  where  the  capsule  ruptured  the 
lens  lifted  and  filled  the  anterior  chamber  and  by 
a second  grasp  on  the  lens,  the  lens  with  its  cap- 
sule delivered  freely.  I find  this  delivery  more 
simple  to  execute  than  by  the  Smith  method  and 
still  retain  the  black  pupil  with  less  fear  of  loss 
of  vitreous  and  traumatic  keratitis. 

I believe  this  method  has  come  nearer  to  sim- 
plifying the  intracapsular  delivery  than  any  other 
method  and  the  casual  operator  can  feel  free  to 
use  it  with  safety  and  promise  of  good  results. 

Several  incidents  have  been  brought  to  my  at- 
tention with  this  form  of  delivery  combined  with 
the  conjunctival  flap,  by  patients  that  were 
operated  on  before  by  the  Smith  method  with  no 
conjunctival  flap,  that  proved  of  great  value  to 
me  and  set  me  thinking  that  perhaps  our  post- 
operative treatment  is  rather  obsolete  and  that 
we  adhere  too  strongly  to  old  traditions.  I placed 
these  patients  not  flat  on  their  backs  with  orders 
to  remain  perfectly  quiet  for  twenty-four  hours 
as  in  a splint  as  of  former  days  but  elevated  the 
bed  at  an  angle  of  35  degrees  so  they  were  com- 
fortable and  relaxed  and  could  turn  their  head  at 
will,  the  room  with  a subdued  light,  the  bed  to  be 
lowered  slightly  if  patient  desired  for  the  night. 
These  patients  informed  me  the  next  morning  that 
great  comfort  had  been  experienced  rather  than 
the  discomfort  following  the  previous  operation. 

It  has  often  occurred  to  me  to  wonder  if  as 
physicians  in  striving  for  greater  perfection  in 
surgery  and  medicine  we  may  frequently  overlook 
the  simpler  suggestions  as  presented  to  us  by 
the  patient.  If  perhaps  we  placed  ourselves  in 
similar  circumstances  our  inventive  minds  might 
develop  and  probably  change  many  forms  of  treat- 
ment, postoperative  and  otherwise. 


The  conjunctival  flap  from  my  experience  does 
not  cause  the  scratching  and  discomfort  as  the 
corneal  flap  and  again  there  is  always  the  fear  in 
the  surgeon’s  mind  of  a folded  cornea  and  non- 
union of  the  incision.  The  simplicity  of  the  extra 
capsular  extraction  has  its  disadvantage  not  only 
for  a possible  return  for  a decision  but  the  chance 
of  cortical  substance  remaining  in  the  anterior 
chamber. 

I believe  our  conjunctival  needles  should  be  • 
tested  the  same  for  sharpness  as  the  knife  before 
each  operation.  It  was  a great  surprise  to  me 
when  I started  this  to  find  how  many  needle 
points  will  not  stand  this  test  and  very  rarely  to 
get  three  or  four  needles  out  of  a dozen  new  ones 
that  will  stand  the  test.  Since  the  introduction 
of  the  single  armed  eye  suture  of  black  silk  6-0  or 
4-0,  I have  found  the  needle  point  gives  a perfect 
test  and  is  a pleasure  to  use. 

CONCLUSION 

(1)  I wish  to  emphasize  the  type  of  patient 
we  deal  with  in  cataract  work  and  the  mental  at- 
titude and  physical  comfort  before  and  after 
operation  which  can  give  success  or  failure. 

(2)  The  knife,  its  entrance  and  exit  point  in 
cornea  and  its  parallel  position  to  the  corneal 
scleral  margin. 

(3)  The  advantage  of  the  conjunctival  flap. 

(4)  Elschnig  intra-capsular  extraction  more 
useful  for  casual  operator  than  the  Smith  method. 

(5)  The  comfort  and  postoperative  ease  by 
raising  head  of  bed  along  with  motion  of  head  in 
using  conjunctival  flap. 

309  South  Main  Street. 

discussion 

J.  W.  Mellette,  M.D.,  Dayton : Dr.  Binkley  has 
given  us  a paper  without  statistics  or  dogmatic 
conclusions,  which  is  commendably  different  from 
a good  many  we  hear.  The  paper  gives  his  per- 
sonal reactions  to  several  phases  of  the  surgical 
treatment  of  cataract.  With  some  of  these  all  will 
agree,  with  others  all  will  not  agree. 

First  the  patient  preoperatively  is  considered. 
Hearty  accord  will  be  given  to  what  he  says  as 
to  the  inherent  fear  in  the  patient  and  the  neces- 
sity of  attempts  to  dissipate  this  apprehensive 
attitude. 

Not  being  an  emergency  operation,  time  and 
care  should  be  given  to  get  the  absolute  confidence 
of  the  patient.  This  is  a very  difficult  task  in 
quite  a goodly  number  of  cases. 

Keeping  disturbing  visitors  away  is  a great 
help.  The  kindly  soul  who  feels  such  a deep  in- 
terest in  the  outcome  of  the  operation  that  she 
must  caution  the  patient,  for  she  has  heard  that 
Mrs.  So-and-so  did  something  she  should  not  have 
done  and  so  she  lost  her  eye.  Of  course  such  a 
visitor  only  adds  to  the  apprehensiveness  already 
in  the  patient’s  mind.  Better  not  allow  visitors 
except  the  immediate  family  after  the  patient 
enters  the  hospital. 

The  incision  is  a very  important  phase  of  the 
operation.  Shall  it  be  small  and  enlarged  with 
scissors,  shall  it  be  at  the  sclero-corneal  margin 
involving  a half  or  more  of  the  circumference, 
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upward  or  downward  as  practiced  by  Daviel  in 
1752,  or  more  after  the  practice  of  Critchett, 
Bader  and  Lebrun  about  1870;  shall  it  be  with  a 
conjunctival  flap,  or  conjunctival  bridge;  shall  it 
be  with  sutures  corneal  or  conjunctival,  or  what 
will  you? 

Important  as  it  is  the  kind  is  less  important 
than  the  skill  with  which  it  is  done. 

The  puncture,  counter-puncture,  and  cutting 
through  must  be  clean,  accurate  and  smooth.  All 
have  seen  a dull  knife  in  unsteady  hand  almost 
tear  a way  through. 

The  eye  will  sometimes  stand  an  awful  insult. 
Our  custom  is  to  take  into  consideration,  before 
making  the  incision  the  tension  of  the  globe,  the 
position  in  the  socket  (whether  deep-set  or  promi- 
nent) the  depth  of  the  anterior  chamber,  the  con- 
dition of  the  cornea,  whether  there  is  a pro- 
nounced arcus  or  whether  there  are  scars,  etc. 
The  general  condition  of  the  patient,  as  to  blood 
pressure  and  arterial  sclerosis  and  tension. 

Instruments  should  always  be  in  perfect  con- 
dition. As  to  the  kind,  the  operator  should  choose 
those  which  feel  most  comfortable  in  his  hands. 
Some  prefer  a single  grasp  fixation  forceps.  Some 
prefer  the  broad  grasp.  Others  the  sharp  deep 
grasp  as  with  the  Elschnig  forceps.  Dexterity 
and  skill  of  manipulation  are  always  surest  when 
the  instrument  feels  most  comfortable  to  the 
operator’s  touch. 

The  iridectomy  and  extraction  are  important  of 
course.  But  I question  the  wisdom  of  any  one  who 
dogmatically  says  this  or  that  is  the  best,  and  I 
question  still  more  his  right  to  say  all  others  are 
wrong.  There  is  not  and  I am  convinced  that 
there  never  will  be  a perfect  mode  of  delivery  of 
the  cataractous  lens,  which  will  function  equally 
well  in  the  hands  of  equally  skilled  operators. 
Each  operator  should  adopt  that  method  to  which 
his  skill  and  temperament  most  perfectly  fit  him. 
He  must  decide  for  himself,  keeping  in  mind  the 
one  and  only  object  of  such  a procedure,  namely, 
the  patient's  welfare. 

Let  us  forget  statistics  for  awhile  and  remem- 
ber the  patient. 

It  is  my  conviction  from  observation  and  ex- 
perience that  the  ophthalmic  surgeon  who  is 
capable  of  doing  any  cataract  operation  well,  can 
do  any  other  one  just  as  well,  if  he  puts  his  heart 
and  mind  and  skill  to  the  practice  of  it. 

I have  performed  quite  a few  operations  for 
cataract,  and  most  of  them  have  been  by  an  intra- 
capsular  method,  for  the  reason  that  I believe  in 
my  hands  it  promises  more  for  my  patient  than 
any  other  form  I might  adopt. 

Whether  one  does  a simple  or  combined  cap- 
sulotomy  or  an  intracapsular  extraction  after 
Smith,  or  Elschnig,  or  Knapp,  or  Baraquer,  to 
assure  the  best  result  he  must  believe  what  he  is 
doing  is  for  his  patient’s  best  welfare. 

As  to  post  operative  care : In  1916  I read  a 
paper  before  the  Academy  of  Ophthalmology  and 
Oto-laryngology  at  Memphis  in  which  was  dis- 
cussed quite  fully  a very  much  modified  treat- 
ment of  cataract  patients,  and  this  paper  confirms 
what  at  that  time  was  considered  very  radical. 

It  is  wise  to  allow  the  patient  as  much  freedom 
of  action  as  is  possible  without  danger  to  the  eye. 

Time  will  not  allow  a discussion  of  this  phase 
of  the  paper.  It  is  interesting  to  note  how  much 
more  the  patient’s  comfort  lends  toward  a good 
result  than  the  extremely  rigid  regime  of  a few 
years  ago. 

Briefly,  it  is  our  custom  to  have  the  patient  on 


a bed  of  the  hospital  type  the  head  of  which  may 
be  raised  or  lowered  without  strain  on  the  part  of 
the  patient,  the  head  may  be  turned  toward  the 
unoperated  eye.  If  the  back  is  quite  painful  the 
nurse  assists  the  patient  to  turn  somewhat. 

The  next  morning  the  bandage  is  removed,  the 
eye  looked  at  and  re-bandaged,  leaving  the  other 
eye  uncovered. 

The  patient  may  sit  up  in  bed  and  the  next  day 
after  that  he  sits  in  a chair.  Of  course  bowels 
and  bladder  must  be  taken  care  of.  By  giving  the 
patient  the  greatest  amount  of  freedom  possible 
postoperative  dementia,  kidney  and  bladder 
troubles,  are  greatly  relieved  if  not  entirely 
eliminated. 

Dr.  Binkley’s  paper  is  timely  and  shows  a spirit 
of  careful  observation. 

Sanford  R.  Gifford,  M.D.,  Chicago : I have  en- 
joyed Dr.  Binkley’s  paper  very  much.  I certainly 
can  agree  with  what  Dr.  Millette  has  just  said  as 
to  the  advisability  of  allowing  cataract  patients 
as  much  freedom  as  possible  after  operation.  My 
routine  is  approximately  the  same  as  what  he  has 
described.  I feel  sure  we  can  allow  our  patients 
this  freedom  much  more  safely  if  we  employ  a 
sutured  conjunctival  flap.  I prefer  a form  of  flap 
first  used  by  Kuhnt  for  covering  corneal  wounds 
and  applied  to  the  cataract  operation  by  Van 
Lint.  The  conjunctiva  is  loosened  from  the  cornea 
around  the  upper  half  with  a sharp  scissors  and 
is  dissected  free  well  into  the  upper  fold.  Two 
sutures  are  placed  from  the  inner  and  outer  por- 
tions of  this  conjunctival  flap  to  the  bulbar  con- 
junctiva below  and  one  turn  of  a surgical  knot  is 
placed  in  the  sutures.  The  loops  are  laid  aside 
and  any  desired  form  of  cataract  extraction  is 
then  carried  out.  The  flap  is  completely  made 
before  the  eye  is  opened  and  hence  one  is  free  to 
make  an  incision  exactly  at  the  limbus  with  no 
thought  of  the  flap.  One  always  gets  a flap  and 
the  wound  is  always  closed  afterwards  so  that  re- 
opening of  the  wound  and  prolapse  of  the  iris  is 
exceedingly  rare.  The  method  is  especially  val- 
uable in  teaching  assistants  to  operate  for  cata- 
ract. I would  like  to  say  a word  in  favor  of  the 
Verhoeff  method  of  intracapsular  extraction.  I 
carry  out  this  method  with  the  above  described 
flap  and  not  with  the  Verhoeff  corneo-scleral 
suture.  An  iridectomy  is  first  performed.  By 
pressure  with  a hook  at  the  lower  portion  of  the 
cornea,  the  upper  portion  of  the  lens  is  tipped  for- 
ward where  it  can  be  grasped  with  Verhoeff’s 
special  forceps  placed  not  in  the  usual  manner  but 
astride  the  equator  of  the  lens.  Then  by  pressure 
below  and  traction  above  applied  at  the  same  time 
the  lens  is  slowly  removed  in  the  capsule.  About 
two-thirds  of  the  force  is  pressure  with  the  hook 
and  one-third  traction  with  the  forceps  as  nearly 
as  this  can  be  estimated.  This  seems  to  me  a 
much  simpler  method  and  one  freer  from  com- 
plications in  the  hands  of  the  average  operator 
than  those  methods  in  which  the  lens  is  tumbled. 
The  forceps  is  applied  at  the  thickest  part  of  the 
capsule  instead  of  at  the  thinnest  part  and  hence 
is  much  less  apt  to  tear. 

— OSMJ  — 

ITCHING  IN  JAUNDICE 

Itching  associated  with  obstructive  jaundice  indicates 
the  lowering  of,  or  an  absence  of  bile  salts  in  the  blood.  By 
the  same  token,  the  presence  of  itching  in  obstructive 
jaundice  is  a clinical  indication  of  impaired  liver  function. 
Bile  salts  given  by  mouth  have  rapidly  relieved  the  itching 
in  six  cases  of  obstructive  jaundice.- — David  Metheny,  M.D., 
Northwest  Medicine,  35 :93,  March,  1936. 


HAS  THE  USE  OF  ACETYLSALICYLIC  ACID  BEEN  A FACTOR  IN  THE 
INCREASE  IN  FATAL  HEART  DISEASE? 

By  H.  C.  TEMPLE,  M.D.,  Alliance,  Ohio 


SPECIAL  reports  obtained  by  the  United 
States  Public  Health  Service  for  1928,  re- 
ceived from  certain  states,  with  an  aggregate 
population  of  approximately  25,000,000,  showed 
that  228  persons  out  of  every  100,000  died  from 
heart  disease,  as  compared  with  106  from  kidney 
disease,  105  from  cancer,  and  100  from  pneu- 
monia. Thus  it  is  apparent  that  heart  disease  de- 
stroys more  human  lives  than  both  kidney  disease 
and  cancer  combined,  and  more  than  two  and  one- 
fourth  times  that  of  pneumonia;  and  these  are 
three  great  destroyers  of  human  life.  Moreover, 
these  figures  do  not  tell  the  whole  story,  because 
the  number  of  deaths  from  heart  disease  is  in- 
creasing alarmingly,  and  has  been  since  the  be- 
ginning of  the  present  century,  as  is  shown  by 
each  additional  health  report  submitted. 

During  the  eight  years  from  1917  to  1925,  in 
the  registration  area  of  the  United  States,  the 
population  increased  by  about  one-third,  while 
deaths  from  heart  disease  practically  doubled, 
and  the  number  caused  by  heart  disease  as  a con- 
tributing factor  increased  81  per  cent,  although 
the  number  of  deaths  from  all  causes  increased 
only  about  14  per  cent. 

There  is  a cause  for  everything  that  exists. 
Diversities  occurring  in  mind  or  matter  are  not 
accidental  but  the  result  of  cause  and  effect.  The 
rapid  increase  in  the  death  rate  from  heart  dis- 
ease within  recent  years  must  be  the  result  of 
some  harmful  practice  generally  indulged  in 
among  the  people.  To  discover  and  remove  the 
cause  is  the  logical  remedy.  Can  it  be  attributed 
to  modern  customs  and  modes  of  living,  or  to  diet, 
or  to  the  more  general  or  excessive  use  among  the 
people  in  recent  years  of  some  harmful  drug, 
which,  because  of  extensive  advertising  as  harm- 
less, has  come  into  general  use?  We  believe  the 
latter,  at  least  in  great  part,  to  be  a prevalent 
cause. 

It  has  become  a common  practice  among  a great 
many  people  to  make  free  and  unlimited  use  of 
the  drug  called  “aspirin’’  as  a cure-all  for  every 
ache  or  pain  to  which  human  flesh  is  heir.  Aspirin 
is  merely  a commercial  proprietary  name  for  the 
U.S.P.  acetylsalicylic  acid,  by  which  it  is  extensi- 
vely advertised  and  sold  to  the  people  as  a harm- 
less drug  that  may  be  freely  taken  with  safety. 
It  is  classified  in  the  general  group  of  coal-tar 
derivatives,  among  which  are  acetanilid,  anti- 
pyrine,  phenacetine,  etc.,  well  known  heart  de- 
pressants. 


For  information  relative  to  the  author,  see  Who's  Who 
in  This  Issue. 


The  physiological  action  of  any  of  this  general 
group  or  class  of  drugs,  is  to  reduce  arterial  ten- 
sion and  weaken  the  contractility,  or  elasticity  of 
the  muscular  fibers  of  the  heart.  By  the  excessive 
and  continuous  use  of  aspirin,  the  heart  muscles 
become  soft  and  flabby,  the  heart  valves  relax 
and  lose  their  power  to  properly  perform  their 
normal  function,  and  by  degrees  the  blood  begins 
to  regurgitate  with  each  heart  pulsation  back  into 
the  blood  vessels,  thus  gradually  resulting  in  a 
valvular  heart  lesion,  which,  when  once  estab- 
lished is  never  cured,  but  continues  to  grow  worse 
and  worse  until  death  results. 

Acetylsalicylic  acid  (aspirin),  is  potentially  a 
dangerous  drug,  and  its  use  as  a home  remedy  is 
a menace  to  the  good  health  of  the  people.  The 
indiscriminate  use  of  aspirin,  as  urged  in  adver- 
tisements carried  in  periodicals  and  publications 
of  every  description,  and  over  the  radio,  as  a 
harmless  and  innocent  drug,  is  inimical  to  public 
health  and  should  be  discouraged. 

In  view  of  these  facts,  we  ask  the  question — to 
what  extent  has  the  excessive  use  of  aspirin  in- 
fluenced the  rapid  increase  of  fatal  heart  disease 
among  the  people  since  1900?  This  is  a pertinent 
question  that  should  command  the  attention  of 
health  authorities. 

504  North  Union  Avenue. 
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Diet  in  Disease 

Diet  therapy  is  important  in  many  diseases 
with  which  previously  it  had  not  been  associated 
It  is  not  instinct  but  economic  force  which  makes 
us  get  what  we  can  for  sufficient  nourishment. 
The  common  American  diet,  influenced  as  it  is  by 
food  industries,  is  admittedly  deficient  in  certain 
factors,  the  more  obvious  of  which  are  calcium 
and  vitamins.  Other  lesser  known  necessary  fac- 
tors in  foods  are  some  of  the  amino  acids  and 
such  elements  as  copper,  fluorine,  silicon,  and 
possibly  manganese,  zinc,  cobalt,  nickel,  alumi- 
num, boron  and  arsenic. 

There  may  be  several  slight  food  deficiencies 
which,  when  followed  for  a long  period  of  time, 
may  be  responsible  for  various  degrees  of  nutri- 
tional disturbances  without  an  associated  syn- 
drome of  any  well-defined  illness  but  with  notice- 
able ill-health.  Even  a slight  omission  by  a phy- 
sician of  protective  foods  in  a one-sided  diet  im- 
properly followed  or  unduly  prolonged  may  result 
in  symptoms  of  deficiency. 

Many  diseases  would  not  exist  if  we  ate  natural 
foods  in  smaller  quantities  emphasizing  the  base- 
forming, mineral-containing,  vitamin-carrying 
foods.  (Abstract  of  address  before  the  Logan 
County  Medical  Society.) — Omar  C.  Amstutz, 
M.D.,  Bellefontaine,  Ohio. 
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THE  ASTHMATIC  CHILD 
Methods  of  Study  and  Results  of  Treatment* 

By  J.  A.  RUDOLPH,  M.D.,  Cleveland,  Ohio 


NO  SITUATION  in  the  practice  of  medicine 
presents  a more  striking  contrast  than  the 
difference  in  results  between  the  success- 
ful and  the  unsuccessful  management  of  the 
asthmatic  child.  There  is  need  to  emphasize  this 
contrast,  because  the  great  majority  of  cases  are 
still  under  unsuccessful  management  and  many 
physicians  do  not  even  know  that  a better  method 
exists. 

The  recognition  and  description  of  asthma  goes 
back  many  years.  Knowledge  of  the  allergic  back- 
ground, however,  and  the  principles  of  treatment 
based  thereon  are  relatively  recent  developments 
in  medicine.  Allergy  and  its  various  manifesta- 
tions is  today  being  studied  most  intensively  in 
many  medical  centers  in  various  parts  of  the 
world  and  the  results  of  these  researches  have 
already  begun  to  change  the  entire  outlook  on  dis- 
eases of  this  kind.  There  is  much  evidence  of  this 
already  in  the  optimistic  attitude  of  many  of  our 
leading  clinicians  toward  the  prognosis  of  allergic 
diseases. 

In  a consideration  of  asthma  as  an  allergic  re- 
action, it  is  necessary  then  to  explain  the  newly 
recognized  principle  of  the  causation  of  disease. 
This  principle  lies  in  the  interesting  and  sur- 
prising fact  that  antibodies,  which  had  previously 
been  known  to  medicine  chiefly  as  immunizers 
against  disease,  often  actually  represent  the  cause 
of  disease. 

This  fact  was  established  on  the  basis  of  animal 
experiments  in  anaphylaxis  long  before  the 
peculiar  antibodies  of  the  specific  allergic  con- 
ditions in  the  human  being  were  discovered. 

These  strange  human  antibodies  are  not  demon- 
strable in  all  of  the  allergies;  not  in  any  of  those 
exhibited  toward  drugs  such  as  aspirin  and 
quinine,  chemicals  as  platinum,  arsenic  and 
nickel,  and  to  the  causes  of  what  was  formerly  re- 
garded as  dermatitis  venanata,  but  is  now  under- 
stood as  contact  dermatitis.  They  are  also  usually 
missing  in  cases  of  urticaria  or  angioneurotic 
edema  especially  in  those  where  mucus  membranes 
are  not  involved  (nasal,  bronchial,  etc.)  They  are, 
however,  nearly  always  present  in  hay  fever,  in 
bronchial  asthma  wheni  the  asthma  is  caused  by 
a specific  antigenic  agent;  in  the  atopic  or  in- 
herited eczema,  which  is  associated  by  heredity 
with  hay  fever  and  asthma  and  possibly  in  other 
clinical  allergies.  Coca1  has  named  these  “atopic 
reagins”  or  skin  sensitizing  antibodies. 

When  the  antibody-containing  serum  of  a 


* Read  before  the  Pediatric  Section  of  The  Academy  of 
Medicine,  Cleveland,  Ohio,  April  24,  1935. 

For  information  relative  to  the  author,  see  Who’s  Who 
in  This  Issue. 


supersensitive  individual  is  injected  into  the  skin 
of  a normal  person,  the  inoculated  area  within  a 
few  hours  becomes  sensitive  to  the  same  sub- 
stances to  which  the  patient  is  sensitive  and  this 
passively  sensitized  skin  remains  sensitive  for 
about  two  to  three  weeks. 

Obviously  if  the  hypersensitive  person’s  blood 
serum  is  capable  of  sensitizing  another  person’s 
skin,  his  own  skin  must  be  regularly  sensitized  by 
the  blood  passing  through  it;  it  would  seem,  there- 
fore, that  if  the  sensitive  person’s  skin  does  not 
react  to  a given  allergen — assuming  that  the  test 
was  properly  applied — it  would  then  appear  to  be 
useless  to  look  for  antibodies  in  the  blood  with 
the  method  of  passive  skin  sensitization  described 
above. 

Practically,  however,  this  is  not  true  since  in 
some  instances  in  which  the  antibody  content  of 
the  patient’s  serum  is  so  small  that  there  is  only 
a slight  but  nevertheless  significant  dilference  be- 
tween the  reactions  in  the  passively  sensitized 
skin  area  and  the  control,  the  reactions  in  the 
patient’s  skin  are  too  slight  to  be  recognized  as 
specific. 

CUTANEOUS  TESTING 

I feel  somewhat  apologetic  for  bringing  forth 
in  a somewhat  general  paper  on  the  asthmatic 
child,  the  matter  of  cutaneous  testing,  a matter 
which  is  somewhat  controversial  in  nature  as  to 
the  relative  merits  of  the  scratch  and  the  in- 
tradermal  method  of  testing,  yet  I cannot  help  but 
feel  that  the  end  result  in  treatment  is  dependent 
upon  the  proper  diagnosis,  and  the  proper  diag- 
nosis in  turn  depends  on  proper  methods  for  diag- 
nosis. Competent  observers  have  found  that  the 
two  methods  yield  the  same  results  providing  the 
skin  tests  are  properly  applied  and  suitable  aller- 
genic extracts  used. 

On  account  of  this  equality  of  the  two  methods 
as  to  the  results,  the  choice  between  them  will  be 
made  with  regard  to  their  differences  in  other  re- 
spects. Let  us  check  these  differences. 

1.  There  is  no  doubt  that  fewer  constitutional 
or  systemic  reactions  are  produced  with  the 
scratch  method  than  with  the  intradermal  technic. 

2.  There  is  less  chance  of  a non-specific  re- 
action with  the  scratch  test  properly  performed 
than  with  the  intradermal  test  which  is  more 
difficult  to  carry  out  properly. 

3.  The  intradermal  test  requires  more  ma- 
terials and  greater  preparation  for  them  than  is 
needed  for  the  simple  scratch  test. 

4.  The  proper  interpretation  of  the  reactions 
obtained  by  the  intradermal  technic  calls  for  de- 
cidedly more  experience  than  is  usual1  y necessary 
for  the  reading  of  the  scratch  reactions. 

On  account  of  the  above  considerations  the 
scratch  method  is  usually  preferred  by  physicians 
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who  see  allergic  problems  as  a part  of  their  gen- 
eral pediatric  practice. 

On  the  other  hand,  the  intradermal  technic  has 
certain  important  advantages  over  the  scratch 
method.  It  is  cleaner,  quicker,  it  is  not  necessary 
to  keep  a child’s  arm  in  a fixed  position,  re- 
actions appear  quicker,  different  dilutions  of  the 
same  extract  can  be  used  and  there  is  also  the 
advantage  of  being  able  to  use  the  same  extract 
for  treatment  as  well. 

Finally,  the  intradermal  technic  is  indispen- 
sable for  indirect  testing  which  I believe  is  the 
method  of  choice  in  infants  and  small  children. 

The  indirect  test  is  advisable  in  infants  and 
small  children  because  of  the  following  con- 
siderations : 

1.  The  skin  of  infants  and  children  will  not 
react  accurately  in  many  instances. 

2.  Very  few  direct  tests  can  be  applied  at  a 
time,  and  parents  are  often  reluctant  to  have  their 
children  subjected  to  so  many  needle  pricks. 

3.  There  is  often  an  associated  eczema  of  the 
skin  or  the  patient  is  receiving  adrenalin  in  fre- 
quent doses  because  of  constant  asthma. 

4.  Many  tests  can  be  applied  on  the  person  who 
substitutes  for  the  child. 

5.  Presence  of  another  disease.  A patient  is 
too  ill.  A highly  nervous  or  irritable  child. 

6.  In  extremely  sensitive  patients  because  of 
the  possibility  of  systemic  reactions. 

The  indirect  test  is  carried  out  as  follows: 
About  .05  cubic  centimeter  of  the  patient’s  sterile 
serum  is  injected  intradermally  in  thirty  to  forty 
sites  in  the  upper  arms  of  a relative  of  the  child 
who  should  not  be  atopic.  After  three  to  seven 
days  these  sensitized  sites  are  tested  by  the  in- 
tradermal inoculation  of  extracts  of  the  various 
allergens,  and  at  the  same  time  control  injections 
of  the  same  solutions  are  made  in  nonsensitized 
areas.  If  the  reaction  in  the  sensitized  area  is  in 
any  degree  greater  than  that  of  the  nonsensitized 
skin  site,  this  result  is  taken  as  an  indication  of 
a corresponding  sensitivity  in  the  patient.  It 
shows  that  the  child’s  serum  contains  antibodies 
specific  for  the  materials  used. 

This  test  is  plainly  superior  to  any  type  of 
direct  test  except,  of  course,  the  clinical  test 
which  is  carried  out  by  exposing  the  patient  to 
natural  contact  with  the  material  as  by  inhalation 
or  ingestion. 

The  control  is  practically  perfect  and  even 
slight  differences  in  the  reaction  in  the  sensitized 
and  non-sensitized  skin  is  diagnostically  signifi- 
cant. Walzer2  has  stated  that  even  a mild 
erythema  without  wheal  formation  in  the  sen- 
sitized skin  can  be  excepted  as  a specific  reaction 
if  the  non-sensitized  site  produces  no  wheal  or 
erythema. 

THE  SUBCUTANEOUS  TEST 

This  is  employed  less  frequently  and  only  under 
certain  circumstances.  A positively  reacting  al- 
lergen when  injected  beneath  the  skin  will  produce 
a hot,  tender,  thickened,  reddened  area  from  one 


inch  to  several  inches  in  diameter  which  persists 
several  hours  to  one  or  two  days.  A pollen  al- 
lergen which  we  believe  from  the  other  tests  to 
which  the  patient  is  sensitive  will  usually  produce 
this  reaction  if  he  is  truly  sensitive.  If,  on  the 
other  hand,  the  reactions  are  borderline,  but  of 
which  there  is  not  absolute  certainty,  the  sub- 
cutaneous test  can  be  applied.  If  it  is  negative, 
one  may  be  sure  that  he  is  not  dealing  with  the 
right  allergen. 

This  reaction  is  most  often  used  as  a guide  to 
control  the  rapidity  and  intensity  of  treatment. 

MUCUS  MEMBRANE  TESTS 

Nasal 

In  the  diagnosis  of  inhalant  allergy  we  can  re- 
produce the  actual  disease  in  imitation  of  the 
natural  method  by  blowing  a little  of  the  pollen 
or  other  allergen  directly  into  one  side  of  the 
nose.  The  disadvantage  of  this  method  lies  in  the 
occasional  production  of  an  attack  of  hay  fever 
or  asthma  which  may  last  several  days.  The  ad- 
vantage lies  in  the  fact  that  not  all  pollens  which 
give  positive  skin  tests  actually  produce  hay  fever 
in  a given  case.  The  skin  may  be  sensitive,  while 
the  mucus  membranes  are  not.  So,  having  found 
positive  skin  reactions  their  ability  to  cause  hay 
fever  can  be  further  confirmed  by  nasal  insuffla- 
tion. Moreover,  some  pollens  which  are  actually 
responsible  for  trouble  give  negative  skin  re- 
actions. In  this  case  the  opthalmic  reaction  or  the 
nasal  test  will  give  the  desired  information. 

The  test  having  resulted  positively,  the  re- 
action is  usually  promptly  controlled  by  nasal 
washings  with  ephedrin  and  adrenalin,  and  with 
physiologic  salt  solution. 

Ophthalmic  Test: 

This  is  used  with  the  inhalant  allergens — 
especially  the  pollens.  It  more  nearly  reproduces 
natural  conditions.  In  inhalant  allergy  the  al- 
lergen does  not  cause  trouble  because  it  pierces 
the  skin,  but  because  it  comes  in  contact  with  the 
mucus  membranes  of  the  eyes,  nose,  and  bronchi. 
A small  amount  of  pollen  powder  is  placed  inside 
the  lower  eyelid  so  as  to  become  spread  over  the 
conjunctivae.  After  a few  minutes  it  is  washed 
out  again.  A positive  reaction  consists  in  redness 
and  itching  of  the  eye  into  which  the  positively 
reacting  pollen  was  introduced.  We  have  merely 
done  what  nature  does.  The  reaction  does  not  last 
long,  and  can  be  terminated  by  placing  a drop  of 
diluted  adrenalin  solution  in  the  affected  eye. 

Occasionally  a pollen  reaction  which  has  been 
negative  to  the  skin  tests  can  be  demonstrated  as 
positive  by  this  method. 

Constitutional  or  Clinical  Tolerance  Tests: 

(for  foods  and  drugs) 

1.  Inhalation — In  this  test,  vapors  or  solutions 
of  antigens  or  powders  are  sprayed  or  blown  di- 
rectly into  the  upper  respiratory  passages.  When 
followed  by  a typical  attack  of  which  the  patient 
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has  been  suffering  it  must  be  construed  as  a 
positive  reaction. 

2.  Ingestion — Suspected  foods  or  inhaled  sub- 
stances in  very  large  doses  are  fed  and  effects 
are  observed. 

3.  Injection — This  might  be  called  a thera- 
peutic test  and  is  performed  by  injecting  fairly 
good  doses  of  antigen  subcutaneously  and  observ- 
ing the  results. 

It  may  not  be  amiss  at  this  point  to  mention 
that  the  ophthalmic  test  has  been  discarded  by 
some  possibly  because  of  the  serious  damage  to 
the  eye  which  has  been  reported  when  the  test 
was  applied  with  tuberculin  in  tuberculin-sensi- 
tive persons. 

The  tuberculin  reaction  is  inflammatory  and 
appears  after  several  hours.  It  cannot  be  con- 
trolled by  any  known  means.  The  atopic  or 
hypersensitive  ophthalmic  reaction  on  the  con- 
trary is  limited  to  congestion  and  edema;  it  ap- 
pears within  a few  minutes  and  can  usually  be 
controlled  promptly  with  the  local  application  of 
adrenalin  hydrochloride  1-1000  solution. 

The  tests  that  have  been  described  are  all  tests 
of  antibody  or  reaginic  sensitivity;  that  is,  the 
positive  reactions  usually  depend  on  the  presence 
in  the  blood  of  the  patient  of  the  strange  human 
antibodies  known  as  atopic  reagins. 

The  allergic  diseases  that  are  due  to  a reaginic 
sensitivity  are  all  subject  to  Mendelian  hereditary 
influence  which  determines  the  percentage  in- 
cidence of  this  kind  of  allergy  in  the  offspring, 
and  the  clinical  form  of  the  allergy. 

COMPARISON  BETWEEN  INHALANT,  FOOD  AND 
BACTERIAL  ASTHMA 

Before  adequate  treatment  of  the  asthmatic 
child  can  be  given  it  is  important  to  appreciate 
the  life  history  of  this  symptom  complex,  and  for 
this  purpose  the  following  chart  has  been  pre- 
pared. It  shows  that  infection,  while  certainly 
not  negligible  in  the  early  years  is  relatively  less 
important  but  becomes  more  important  with  age, 
and  especially  so  after  the  patient  passes  the 
third  decade  of  life. 


NON-SPECIFIC  FACTORS 

Parents  often  emphasize  the  fact  that  their 
child  will  always  have  an  attack  of  asthma  fol- 
lowing such  causes  as  over-eating,  over-exertion, 
and  changes  in  temperature  and  weather.  It  is 
true  that  any  or  all  of  these  factors  may  pre- 
cipitate an  attack,  but  as  far  as  present  evidence 
goes  these  are  not  fundamental  factors.  The 
bronchial  structures  rendered  more  irritable  by 
long  continued  specific  reactions  do  respond  to 
many  irritations.  The  best  evidence  of  their  non- 
specific action  lies  in  the  fact  that  asthmatic  pa- 
tients freed  from  attacks  for  a reasonable  time 
no  longer  react  to  this  type  of  irritation. 

MEDICAL  TREATMENT  OF  THE  ASTHMATIC  CHILD 

We  are  all  familiar  with  the  medical  treatment 
of  the  acute  asthmatic  attack.  Adrenalin  in  suffi- 
cient dosage  by  hypodermic  injection,  and  re- 
peated if  necessary  at  regular  intervals  fre- 
quently is  the  drug  of  choice.  When  the  attack  is 
severe  and  continuous  it  may  be  necessary  to  use 
oxygen,  especially  if  cyanosis  exists.  Although 
the  opiates  are  generally  to  be  guarded  against, 
under  careful  supervision  small  doses  of  codeine 
may  be  given.  Inhalations  of  steam  medicated 
with  benzoin,  chloretone  or  stromonium  powder 
may  be  tried.  Ipecac  in  emetic  doses  is  preferable 
to  such  expectorant  drugs  as  iodides  and  ammon- 
ium chloride.  Ephedrine  usually  combined  with 
a suitable  barbiturate  is  useful  in  the  milder  at- 
tacks when  the  dyspnea  is  not  too  marked.  Poul- 
tices may  be  applied  to  the  chest  but  care  should 
be  observed  in  the  selection  of  the  agent  used, 
being  certain  that  the  child  is  not  sensitive  to 
such  materials  as  flax,  or  mustard.  Food  should 
not  be  forced.  The  bowels  should  be  kept  open 
with  a mild  laxative  or  an  enema.  The  room 
should  have  warm  circulating  air. 

If  an  associated  infection  of  the  upper  respira- 
tory tract  exists,  care  should  also  be  directed  to- 
wards its  correction  and  elimination. 

More  important,  however,  is  the  treatment  di- 
rected toward  accurate  determination  of  the 
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causes  of  the  asthmatic  state  and  their  elimina- 
tion by  the  various  methods  previously  discussed. 

It  should  be  remembered  that  in  the  manage- 
ment of  these  cases,  we  are  not  dealing  with  a dis- 
ease per  se,  but  rather  with  a condition  which 
may  be  just  one  expression  of  the  inherited  con- 
stitution which  usually  remains  through  life,  and 
that  these  cases  are  not  just  present  problems  but 
should  be  observed  and  examined  for  other  al- 
lergic tendencies  from  time  to  time.  More  satis- 
factory and  permanent  results  are  not  to  be  ex- 
pected in  a short  time.  Therefore,  those  who  are 
especially  interested  in  the  field  of  allergy  can  not 
succeed  alone  but  only  when  the  full  cooperation 
of  the  physician  in  charge  can  be  had.  The  object 
of  treatment  is  of  course  to  check  or  eliminate  the 
present  symptoms  of  allergy,  and  to  prevent  future 
attacks  of  asthma  or  the  development  of  new 
allergic  manifestations.  The  inherited  state  of 
the  child  cannot  be  changed.  In  the  prevention  of 
future  attacks,  measures  must  be  directed  against 
the  specific  cause  while  the  prevention  of  new 
allergies  will  be  alluded  to  later. 

It  must  be  remembered  that  in  asthma  as  in 
any  chronic  ailment  it  is  necessary  to  utilize  all 
measures  which  will  promote  growth  and  im- 
proved physical  condition.  Regular  rest  periods 
should  be  recommended  and  attention  should  be 
paid  to  proper  caloric  food  requirements.  This, 
however,  does  not  mean  forced  feeding  or  large 
evening  meals,  but  rather,  frequent  and  light 
feedings.  Vitamin  A preparations  as  are  found  in 
carrots  or  in  cod  or  halibut  liver  oils  have  a cer- 
tain scientific  basis  in  raising  resistance  to  in- 
fection especially  in  children  who  have  frequent 
winter  colds.  Because  of  the  frequency  with 
which  inhaled  substances  act  as  causes,  meticulous 
cleanliness  about  the  child’s  environment  must  be 
observed.  Household  pets  should  be  taboo  even  if 
they  are  not  factors  at  the  moment  as  they  may 
become  factors  later. 

In  infants  and  children  sensitive  to  foods,  the 
simplest  procedure  is  to  practice  avoidance  of  the 
causative  foods.  Infants  usually  lose  their  food 
sensitiveness  in  a few  years’  time.  This,  however, 
is  not  so  in  older  children  and  avoidance  of  react- 
ing foods  must  be  continued  for  many  years.  In- 
halant substances  cannot  always  be  avoided  and 
injections  have  to  be  given  in  order  to  raise  the 
tolerance  of  the  patient  to  the  specific  allergen. 
Small  graduated  doses  of  the  offending  allergens 
are  given  subcutaneously  at  regular  intervals  and 
continued  until  the  patient  has  sufficient  tolerance 
to  go  without  further  treatment.  This  usually 
takes  several  years  especially  if  the  allergen  is 
pollen  or  dust. 

While  infection  as  a cause  of  asthma  in  chil- 
dren is  not  so  common,  it  nevertheless  occurs  often 
enough  to  merit  due  consideration.  The  infants 
and  children  having  this  type  of  asthma  usually 
show  infection  or  hyperplasia  of  the  lymphoid 


tissue  of  the  pharynx  and  nasopharynx.  As  the 
sinuses  develop  the  infection  spreads  to  them  and 
soon  these  become  definite  foci  of  infection.  This 
may  account  for  the  poor  results  following  the 
removal  of  tonsils  and  adenoids  in  these  children. 
In  such  cases  early  removal  of  tonsils  and  adenoids 
is  thus  indicated  and  advisable. 

The  treatment  of  such  cases  with  autogenous 
vaccine  is  definitely  indicated,  but  as  yet  it  is 
very  difficult  to  evaluate  the  results,  since  equally 
good  results  are  often  obtained  by  non-specific 
means  in  the  use  of  polyvalent  stock  vaccines, 
tuberculin,  peptone,  typhoid  vaccine  and  hista- 
mine. 

Prevention  of  new  allergies  may  be  followed 
successfully  in  some  cases  if  careful  attention  is 
paid  to  children  who  have  many  food  dislikes. 
Often  such  children  have  learned  instinctively  to 
refuse  certain  foods.  Tests  often  have  proved 
these  children  to  be  sensitive  to  these  foods. 
Children  having  such  dislikes  should  not  be  forced 
to  eat  them. 

Animal  contacts  should  be  avoided  in  these 
children  even  though  sensitization  cannot  be  pre- 
vented. At  least  clinical  manifestations  as  a re- 
sult of  such  contacts  may  be  delayed  during  the 
developmental  years  of  the  child’s  life. 

Exposure  to  repeated  “colds”  in  children  who 
show  the  probability  of  infective  asthma  should 
be  avoided  as  far  as  possible.  These  children 
should  have  their  tonsils  and  adenoids  removed 
early  in  life  and  exposure  to  upper  respiratory 
infection  from  persons  in  their  immediate  en- 
vironment should  be  prevented. 

If  treatment  is  started  early  in  all  cases  with 
the  first  indication  of  an  asthmatic  tendency,  the 
chance  of  improvement  is  far  greater  than  after 
structural  changes  have  complicated  the  picture. 
The  results  of  early  treatment  in  tuberculosis, 
syphilis,  and  cancer  justifies  the  propaganda  con- 
cerning the  necessity  of  early  treatment  in  bron- 
chial asthma. 
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A person’s  age  is  not  dependent  upon  the  num- 
ber of  years  that  have  passed  over  his  head  but 
upon  the  number  of  colds  ' that  have  passed 
through  it. — Woods  Hutchinson. 
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URINARY  RETENTION  IN  CHILDREN 

The  causes  of  urinary  retention  in  children  are  largely 
congenital,  of  which  valves,  bladder  neck  contractures, 
meatal  atresias  and  hypertrophy  of  the  verumontanum  are 
the  most  common. — Paul  H.  Nitschke,  M.D.,  Northwest 
Medicine,  35 :95,  March,  1936. 


THE  PSYCHOLOGICAL  APPROACH  TO  READING  DISABILITIES 

By  BLAKE  CRIDER,  Ph.D.,  Cleveland,  Ohio 


FROM  10  to  40  per  cent  of  the  children  in  the 
first  grade  have  difficulty  in  learning  to 
read.  In  the  third  grade  more  than  two- 
thirds  of  the  failures  are  traceable  to  difficulty 
with  reading.  Approximately  20  per  cent  of  the 
children  brought  to  child  guidance  clinics  have 
reading  deficiencies. 

After  a child  has  been  in  school  for  two  or 
three  years  and  has  not  learned  to  read  more 
than  likely  he  will  be  brought  to  the  physician, 
especially  to  the  oculist,  neurologist,  psychiatrist 
or  pediatrician.  It  is  the  purpose  of  this  article 
to  present  a brief  description  of  the  techniques 
used  by  the  psychologist  in  the  diagnosis  and  ad- 
justment of  reading  disabilities. 

When  a child  is  brought  to  the  reading  clinic 
we  first  measure  the  level  of  the  child’s  reading 
ability  with  standardized  educational  tests.  These 
tests  show  how  well  the  child  reads  sentences  and 
paragraphs  as  well  as  giving  his  strength  of 
vocabulary.  The  results  are  expressed  in  terms 
of  grade  placement,  reading  age,  educational 
quotient  (E.Q.)  and  accomplishment  quotient 
(A.Q.)  The  E.Q.  tells  how  well  a child  is  doing 
relative  to  other  children  of  the  same  chronologi- 
cal age.  The  A.Q.  indicates  how  well  a child  is 
doing  relative  to  his  mental  ability.  A low  E.Q. 
is  not  significant  unless  he  also  has  a low  A.Q. 
The  low  A.Q.  (under  90)  is  the  first  clue  that  we 
have  that  the  child  is  a reading  disability  case. 

The  next  step  is  to  inventory  the  symptoms  of 
the  reading  disability.  The  usual  procedure  is  to 
have  the  child  read  a series  of  standardized  read- 
ing paragraphs.  An  analysis  of  the  child’s  re- 
sponses gives  the  child’s  oral  reading  level  and 
the  types  of  mistakes  which  are  peculiar  to  him. 
These  mistakes  may  be  classified  into  omissions, 
confusions,  insertions,  reversals,  substitutions, 
word  calling,  and  improper  phrasing.  We  call 
these  mistakes  symptoms  because  they  are  not 
the  reading  disability  but  only  indicate  the 
presence  of  one. 

After  the  child’s  symptoms  and  his  level  of 
reading  are  determined  we  do  not  as  yet  know 
whether  he  is  a reading  problem.  The  diagnosis 
of  a reading  disability  evolves  around  the  re- 
lationship of  the  child’s  reading  level  to  his  in- 
telligence. A child  may  be  eight  years  of  age 
but  if  he  has  only  the  mentality  of  a six  year  old 
child  we  are  not  alarmed  if  he  has  not  learned  to 
read.  Experimental  results  indicate  that  a child 
to  read  well  should  have  a mental  age  of  six  to 
six  and  one-half  years.  For  reliable  results  in 
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regard  to  his  mentality  we  always  administer  an 
individual  mental  examination.  If  the  child 
scores  below  average  we  check  this  rating  with 
a mechanical  aptitude  or  a non-verbal  mental 
test. 

If  we  find  the  child’s  reading  age  is  below  his 
mental  age,  provided  his  mental  age  is  above  six 
years  and  six  months,  we  generally  consider  him 
a reading  disability  case.  Some  children,  of 
course,  have  not  learned  to  read  because  of  a 
lack  of  opportunity  arising  from  absences,  poor 
teaching,  over-crowded  conditions  and  so  on. 
Such  a child’s  problem  is  less  serious  than  that 
of  the  child  who  has  not  learned  to  read  in  spite 
of  favorable  opportunities. 

Following  the  diagnosis  of  reading  disability 
certain  analytical  procedures  are  applied  to  de- 
termine the  cause  of  the  disability.  We  first  test 
the  child’s  auditory  discrimination  by  presenting 
him  words  in  pairs  which  are  different  but  which 
have  similar  sounds,  such  as  tin-tim  or  bit-bet. 
The  responses  to  these  words  are  standardized  so 
we  know  how  many  mistakes  a child  of  each  age 
level  is  allowed  to  make  and  still  be  considered  as 
having  no  difficulty  in  this  particular  mental 
field.  Experimental  results  show  that  reading 
difficulties  may  occur  where  there  are  difficulties 
in  auditory  discrimination  as  measured  by  this 
particular  technique.  Where  indicated  we  test 
for  audio-frequency  range  and  ability  to  blend 
sounds  into  words. 

Visual  perception  is  a mental  process  directly 
related  to  reading  ability  and  may  be  measured 
by  certain  scientifically  constructed  tests.  These 
tests  determine  whether  a child  can  discriminate 
between  words,  digits,  and  geometrical  figures 
which  are  similar  in  appearance.  A child  who 
cannot  make  these  discriminations  is  handicapped 
in  learning  to  read. 

Perhaps  it  is  unnecessary  to  point  out  that  we 
do  not  evaluate  these  tests  of  auditory  discrimi- 
nation and  visual  perception  until  the  sensory 
abilities  have  been  brought  up  to  normal  through 
proper  medical  supervision.  Psychologically  we 
are  after  a measure  of  the  child’s  mental  pro- 
cesses rather  than  an  indication  of  his  sensory 
acuities. 

Since  ocular  conditions  are  very  significant  in 
conditioning  reading  disabilities  we  insist  upon 
a thorough  eye  examination  before  we  formulate 
our  final  recommendations  in  regard  to  corrective 
and  remedial  procedures.  Eames  finds,  for  ex- 
ample, that  eyes  of  reading  disability  cases  are 
more  exophoric  at  reading  distance  than  is  the 
case  of  normal  readers.  Dearborn  finds  anise- 
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konia  among  disabled  readers.  Occasionally  sus- 
penopsia  explains  why  a child  loses  his  place  or 
skips  a word  or  a line  when  reading.  Refractive 
errors,  of  course,  should  always  be  corrected 
when  recommended  by  the  oculist.  In  brief,  sen- 
sory efficiency  must  be  established  before  the 
psychologist  and  teacher  can  proceed. 

We  always  determine  the  child’s  hand  and  eye 
dominance  although  recent  studies  seem  to  show 
that  this  is  not  an  important  factor  in  causing 
reading  disabilities.  Clinically,  however,  we  fre- 
quently arrive  at  the  conclusion  by  a process  of 
differential  diagnosis  that  this  is  a contributing 
factor  and  sometimes  the  primary  factor  related 
to  the  reading  disability. 

The  child  is  also  put  through  a variety  of  mis- 
cellaneous tests.  We  have  him  write  and  spell 
words.  We  give  paragraphs  for  him  to  read 
from  a mirror.  He  is  required  to  say  his  letters 
as  well  as  to  write  them  from  dictation.  He  is 
asked  to  read  reversible  words,  such  as  saw-was 
and  not-ton.  He  is  tested  to  see  how  many  words 
he  can  give  ending  and  beginning  with  specified 
sounds.  His  speed  of  association  and  rate  of 
articulation  are  carefully  investigated.  In  an- 
other procedure  a list  of  words  is  presented  to  the 
child.  He  is  to  find  in  this  list  words  which  are 
pronounced  to  him  or  shown  to  him  one  at  a time. 
His  auditory  memory  span  is  tested  with  digits, 
letters,  and  non-sense  words.  The  child’s  visual 
memory  is  tested  by  having  him  draw  from 
memory  certain  designs  presented  for  a short  in- 
terval. We  read  a paragraph  to  the  child  to  see  if 
he  can  comprehend  its  meaning  when  freed  from 
all  the  mechanics  of  reading.  All  of  these  tests 
are  given  under  standardized  conditions,  objec- 
tively scored,  and  the  results  compared  with 
similar  performances  of  normal  children. 

Some  children  have  a meager  background  of 
experience.  Others  see  no  purpose  in  reading. 
A few  definitely  lack  verbal  facility  as  shown  by 
the  small  number  of  words  they  use  or  can 
identify.  A foreign  background  and  a low  cul- 
tural and  economic  status  are  contributing  fac- 
tors in  a few  cases.  Interestingly  enough  we  find 
more  reading  disability  cases  among  boys  than 
among  girls. 

Many  reading  clinics  have  devices  for  photo- 
graphing the  child’s  eye  movements  when  he  reads. 
An  analysis  of  the  film  is  made  to  show  the  num- 
ber of  fixations,  the  length  of  the  fixations,  and 
the  number  of  back  sweeps  in  each  line.  There 
are  also  techniques  for  determining  how  far  a 
child’s  voice  trails  behind  his  eyes  when  he  is 
reading  orally.  Tachistoscopes  are  used  to  give 
short  exposures  of  words  for  the  purpose  of  de- 
termining a child’s  facility  for  immediate  non- 
analytical  recognition  of  words. 

On  the  emotional  side  it  is  necessary  to  dis- 


tinguish between  the  results  of  a reading  failure 
and  its  causes.  A child  having  difficulty  in  school 
may  be  inattentive,  a playground  bully,  self  con- 
scious, defiant  and  restless.  We  should  not  say, 
however,  that  these  are  the  direct  causes  of  the 
reading  disability  because  we  usually  find  that 
these  personality  factors  clear  up  when  the  child 
is  more  adequately  adjusted  educationally.  On 
the  other  hand,  social  and  emotional  immaturity, 
infantile  behavior,  over-dependence  and  so  on  are 
occasionally  the  causes  of  reading  retardation. 
In  such  cases  we  must  work  directly  with  the 
child’s  personality  before  we  can  teach  him  to 
read. 

The  remedial  treatment  is  applied  directly  to 
removing  the  causes  of  the  symptoms.  More  cor- 
rectly we  say  that  we  build  on  the  child’s  mental 
assets  and  neglect  his  mental  liabilities.  For  ex- 
ample, if  the  child  shows  inadequate  visual  per- 
ception the  look-say  method  now  in  common  use 
is  contra-indicated.  On  the  other  hand,  if  his 
auditory  abilities  check  low  he  is  almost  certain 
to  fail  where  the  emphasis  is  on  phonic  analysis. 
Words  on  which  the  child  has  special  difficulty 
are  learned  by  having  the  child  write  them  or 
trace  them  in  the  air  with  his  pointed  fingers  at 
the  same  time  that  he  pronounces  them. 

Some  children  may  be  motivated  by  permitting 
them  to  put  tags  on  the  various  articles  of  furni- 
ture. They  may  be  taught  street  signs,  the  words 
drug  store,  doctor,  grocery  and  so  on.  We  make 
no  distinction  between  long  words  and  short 
words  because  the  child  can  learn  one  as  readily 
as  he  can  learn  the  other.  Pictures  are  cut  out 
of  magazines  and  pasted  in  scrap  books.  Under 
each  picture  the  child  writes  its  appropriate  title. 
In  acute  cases  we  have  to  come  back  to  the  old- 
fashioned  ABC  method.  The  child  is  allowed  to 
make  words,  phrases,  and  sentences  with  ana- 
grams or  other  block  letters. 

We  have  found  the  use  of  the  typewriter  an 
effective  means  of  teaching  retarded  readers,  if 
not  used  exclusively  to  all  other  procedures.  The 
child  is  encouraged  to  tell  the  teacher  a story 
or  an  experience.  This  is  written  down  with  the 
typewriter  as  the  child  talks.  Short  sentences, 
short  lines,  double  spaces,  and  capital  letters  are 
used.  When  the  child  has  told  about  fifty  words 
the  material  is  taken  out  of  the  machine  and 
given  to  him  to  read.  He  is  then  reading  material 
dealing  with  his  own  experiences,  within  his  own 
field  of  interest,  and  using  his  own  daily  voca- 
bulary. This  procedure  is  repeated  daily  until 
the  child  has  built  a reader  of  his  own.  As  a 
variation  to  this  procedure  we  permit  the  child 
himself  to  write  on  the  machine. 

Basic  to  all  remedial  treatment  is  the  teacher 
herself.  The  teacher  must  be  interested  in  teach- 
ing children  as  well  as  teaching  reading.  Unless 
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the  child  accepts  the  teacher  there  is  little  chance 
of  making  much  progress  with  her  remedial  and 
more  mechanical  procedures. 

If  the  physician  finds  the  problem  of  reading 
disabilities  of  interest  and  would  like  to  go 


farther  in  its  study  I would  suggest  that  he  read 
Gates,  The  Improvement  of  Reading  and  Monroe, 
Children  Who  Cannot  Read.  Both  of  these  books 
contain  bibliographies  for  more  detailed  study. 
2230  Prospect  Avenue. 


acute  middle  ear  disease 

By  JAMES  R.  DOWLING,  M.D.,  Massillon,  Ohio 


BY  far  the  most  important  of  all  ear  lesions 
is  that  of  the  middle  ear.  This  is  not  said 
reservedly,  but  emphatically,  because  in 
practically  all  cases  of  the  more  severe  lesions  of 
the  ear  and  adnexa,  usually  there  is  always  the 
history  of  the  so-called  “healing  in  the  ear”  or 
acute  middle  ear  infection.  In  fact,  the  relation- 
ship between  middle  ear  disease  and  its  severer 
lesions  is  much  similar  to  that  of  the  common 
cold  and  its  more  severe  pulmonic  lesions.  Middle 
ear  disease  is  also  important  from  the  viewpoint 
of  occurrence;  this  type  of  infection  being  the 
commonest  of  all  acute  ear  diseases.  Anatomic- 
ally, we  speak  of  the  middle  ear  as  that  bony  vault 
in  the  temporal  bone  lodging  the  ossicular  chain 
with  its  ligamental  and  muscular  attachments 
and  communicating  with  the  nasopharynx  by  the 
eustachian  tube.  In  dealing  with  the  middle  ear 
in  disease  it  seemed  best  to  follow  the  anatomical 
arrangement  and  in  consequence  we  shall  begin 
with  the  tubal  catarrh. 

ACUTE  TUBAL  CATARRH.  TUBO-TYMPANIC 
CONGESTION 

Tubal  catarrh  is  the  precursor  of  almost  every 
form  of  tympanic  disease  and  as  such  deserves 
very  important  consideration.  It  can  be  defined 
as  an  acute  inflammation  of  the  tubal  mucosa 
which  may  or  may  not  give  rise  to  aural  symp- 
toms—depending  on  the  degree  of  closure  of  the 
canal. 

As  to  etiology,  it  may  be  said  that  all  conditions 
interfering  with  normal  nasal  respiration  are  pre- 
disposing causes.  The  presence  of  adenoids  is  the 
most  common  and  important.  Other  predisposing 
causes  are  septal  deflections  and  exostoses.  The 
exciting  cause  is  usually  the  “cold  in  the  head” 
or  acute  rhinitis. 

SYMPTOMS 

Complete  absence  of  aural  symptoms  is  by  no 
means  inconsistent  with  moderate  degrees  of 
tubal  catarrh.  It  is  probable  therefore  that  most 
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of  us  are  occasional  sufferers  from  this  lesion 
without  experiencing  symptoms  referable  to  the 
ear.  When  the  degree  occlusion  gives  rise  to 
tympanic  disturbance  the  symptoms  usually  pre- 
sent themselves  in  following  manner: 

The  attack  is  usually  ushered  in  by  a feeling  of 
occlusion  in  the  ear.  This  symptom  is  usually 
described  by  patients  as  a feeling  of  stuffiness  in 
the  ear.  This  may  persist  for  a few  days  and  dis- 
appear or  it  may  be  the  definite  forerunner  of 
further  trouble.  Associated  with  this  stuffiness, 
the  patients  complain  of  marked  impairment  of 
hearing.  Functional  tests  reveal  it  to  be  of  the 
conductive  type,  e.g.,  increased  bone  conduction — 
Rinne  negative,  elevation  of  lower  tone  limit,  etc. 
Another  common  symptom  is  tinnitus — head 
noises  in  the  ear.  These  are  usually  of  high  pitch 
often  described  as  sounding  similar  to  escape  of 
steam.  Aural  pain  is  absent  during  this  early 
stage  of  tubal  catarrh — so  too  are  any  constitu- 
tional disturbances  such  as  fever,  rise  in  pulse, 
etc.,  unless  such  are  present  as  a result  of  inter- 
current disorder  to  which  the  tubal  catarrh  is 
secondary,  e.g.,  rhinitis,  etc. 

Inspection  of  the  ear  drum  with  reflected  light 
presents  the  following  picture:  The  drum  mem- 
brane is  retracted — the  degree  is  variable.  Re- 
traction of  drum  is  evidenced  by  apparent  shor- 
tening of  handle  of  malleus — prominence  of  short 
process  and  alterations  to  various  degrees  of  the 
light  reflex.  The  explanation  of  the  drum  re- 
traction is  as  follows : As  long  as  eustachian  tube 
remains  patent,  it  is  enabled  to  carry  out  its 
normal  functions,  one  of  which  is  to  keep  an 
equalizing  pressure  on  inner  sides  of  ear  drum. 
In  tubal  catarrh  or  congestion,  there  is  tumefac- 
tion or  swelling  of  the  mucosa,  which  cuts  down 
the  calibre  of  the  lumen  of  the  tube,  directly  pro- 
portionally to  amount  of  swelling.  If  the  swelling 
is  so  great  that  the  tube  is  completely  occluded  as 
is  the  case  in  many  instances,  the  air  in  the  mid- 
dle ear  is  trapped.  Then  there  is  absorption  of 
certain  amount  of  its  gaseous  volume  and  in  con- 
sequence the  pressure  in  the  middle  ear  becomes 
negative.  The  pressure  outside  the  middle  ear  is 
positive,  and  the  separating  partition  is  the 
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membrana  tympani,  consequently  it  is  obvious  the 
reason  of  the  retraction  of  ear  drum. 

TREATMENT 

The  treatment  of  tubal  catarrh  may  be  directed 
along  three  lines — viz:  (1)  Internal  and  local 

remedies  intended  to  relieve  nasopharyngeal  con- 
gestion; (2)  Local  treatment  to  tube,  aiming  to 
restore  its  normal  function;  and  (3)  Correction  of 
nasal,  or  nasopharyngeal  lesions  which  might  act 
as  influences  toward  recurrence. 

If  the  condition  is  the  result  of  an  acute  rhinitis 
or  common  head  cold,  measures  should  be  taken 
to  combat  these.  Therefore,  confining  the  patient 
to  bed,  brisk  catharsis  and  antipyretics,  such  as 
quinine,  aspirin,  phenacetin,  will  do  much  to 
shorten  the  attack.  Locally,  the  spraying  of  nose 
and  throat  with  some  mild  astringent  antiseptic 
solution  is  of  benefit.  Some  authorities  advise  the 
use  of  silver  salts  in  some  form.  Personally,  I 
seldom  use  any  form  of  silver  in  acute  naso- 
pharyngeal infections,  unless  it  is  in  colloidal 
form.  It  has  been  my  experience  that  the  ordinary 
silver  salts  are  very  irritant  to  the  delicate 
mucosa  of  the  nose  and  that  their  use  in  many 
cases  causes  severe  local  irritative  reactions.  I 
have  noted  too  a selective  susceptibility  in  this 
respect.  Some  individuals  seemingly  tolerate  sil- 
ver quite  well,  others  not  so  well. 

The  other  step  in  treatment  is  inflation.  This 
can  be  done  by  Pclitzer  or  by  eustachian  catheter- 
ization methods.  The  latter  is  the  method  of 
choice  because  we  can  regulate  pressure  in  each 
individual  ear.  Do  not  believe  in  all  cases  both 
ears  are  simultaneously  involved  with  this  lesion. 
It  may  be  one,  or  both,  more  commonly  only  one. 
If  the  tubal  congestion  is  the  result  of  a severe 
acute  rhinitis  or  nasopharyngitis,  I believe  it  is 
wiser  not  to  inflate,  especially  during  the  active 
and  acuteness  of  the  lesion.  I have  found  that  in 
such  cases,  conservative  measures,  such  as  nasal 
spray  or  topical  applications  of  astringents  to 
eustachian  orifice  will  give  desired  results.  In- 
flation in  such  cases  runs  very  great  risks  of  in- 
troducing infectious  material  further  into  the 
tube,  even  into  middle  ear.  In  individuals  who 
suffer  recurrent  attacks  it  is  advisable  to  in- 
vestigate the  nose  and  nasopharynx  for  obstruc- 
tive lesions.  Submucus  resections  will  relieve  any 
nasal  septal  spurs  or  deflections,  and  adenoidec- 
tomy  any  hypertrophied  mass  of  adenoids. 

ACUTE  MIDDLE  EAR  INFLAMMATION 

Before  discussing  separately  acute  tympanic 
lesions,  we  should  endeavor  to  define  as  clearly  as 
possible  just  what  we  mean  by  the  terms  “acute 
catarrhal  otitis  media,  O.M.C.A.”  and  “acute 
purulent  otitis  media,  O.M.P.A.”  From  the  stand- 
point of  otology  today,  we  consider  acute  inflam- 
mation of  the  middle  ear  under  two  heads : 

(1)  Acute  catarrhal  otitis  media — any  in- 


flammation, purulent  or  non-purulent,  confined  to 
atrium,  and 

(2)  Acute  purulent  otitis  media — an  acute  in- 
flammation involving  both  atrium  and  vault  of  the 
middle  ear. 

ACUTE  CATARRHAL  OTITIS  MEDIA  (O.M.C.A.) 

An  acute  inflammatory  process  confined  to 
atrium.  It  may  be  serous  or  purulent. 

Etiology — The  causes  of  this  lesion,  I shall 
briefly  enumerate. 

(1)  Predisposing  factors.  (A)  Depressed  con- 
stitutional states  and  exhausting  diseases.  (B) 
Obstructive  lesions  of  nose  and  nasopharynx, 
septal  spurs,  adenoids,  etc. 

(2)  Exciting  Causes.  (A)  Acute  nasopharyn- 
gitis. (B)  Acute  infectious  diseases,  scarlet  fever, 
diphtheria,  measles.  (C)  Diving  and  swimming  in 
water.  (D)  Nasal  douches.  (E)  Traumatic  in- 
juries to  drum,  permitting  entrance  of  germs  into 
middle  ear.  (Rare.) 

BACTERIOLOGY 

For  a long  time,  studies  of  the  bacteriologic 
flora  in  middle  ear  suppurations  have  been  of  in- 
terest to  otologists.  There  is  now  a correlation  of 
the  bacteriological  studies  with  the  clinical  find- 
ings. Bannahan  found  that  the  streptococcus  at- 
tacked middle  ear  at  all  stages  of  life  and  that' 
this  group  produces  a severe  clinical  picture  with 
high  fever,  and  that  there  result  from  the  in- 
vasion of  the  streptococcus  organism,  pathological 
changes  that  produce  marked  destruction  of  bone, 
but  not  necessarily  much  pus  formation.  Kopetsky 
states  the  pneumococcus  seems  to  attack  young 
children  mostly,  and  seems  to  cause  little  systemic 
reaction  and  that  general  sepsis  rarely  occurs 
with  middle  ear  suppuration  as  a focus  and 
pneumococcus  as  the  invading  organism.  How- 
ever, in  contradistinction  to  streptococcus  there  is 
marked  purulency  present.  Ordinarily  prognosis 
for  recovery  is  good.  The  pneumococcus  type  3, 
(Strep.  Mucosus  Capsulatus)  Bonnahan  believes 
attacks  mostly  old  and  enfeebled  persons.  How- 
ever, I have  seen  several  cases  in  youngsters 
where  this  has  been  the  invading  organism.  It  is 
one  of  the  most  virulent,  causing  severe  general 
systemic  reactions — high  fever,  etc.  and  very  little 
pus  formation.  It  causes  a marked  destruction  of 
bone  and,  in  my  opinion,  is  the  most  common 
organism  causing  intracranial  complications. 
Other  organisms  are  staphylococcus  aureus  and 
albus  and  less  common  bacillus  proteus  and 
pyocyaneus.  From  these  facts  it  is  obvious  there- 
fore that  the  prognosis  is  most  favorable  with  the 
staphylococcic  organisms  as  the  invaders,  and  re- 
latively favorable  with  pneumococci  but  less 
favorable  with  the  streptococcic  group  inclusive  of 
pneumococcus  type  3.  It  therefore  is  of  decided 
advantage  to  culture  every  middle  ear  infection. 
In  many  clinics  this  is  routine  procedure  and  often 
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times  a very  valuable  one  especially  right  after  a 
myringotomy  has  been  performed. 

SYMPTOMS 

When  acute  catarrhal  otitis  media  occurs  as  a 
complication  of  one  of  the  acute  infectious  dis- 
eases the  otitic  symptoms  may  be  for  a time  more 
or  less  masked  by  those  of  the  initial  disease. 
When  on  the  other  hand  the  aural  disease  is  not 
secondary  to  a systemic  infection,  the  onset  is 
sudden  and  clearly  defined. 

A prodromal  symptom  of  stuffiness  in  one  ear 
may  be  the  first  sign  and  when  present,  is  due  to 
tubal  catarrh.  However,  as  a rule  the  first  symp- 
tom is  one  of  pain.  This  earache  is  sudden  in  its 
development.  Following  a few  premonitory 
twinges,  it  soon  assumes  the  character  of  a con- 
stant pain  reaching  an  unbearable  degree  of 
severity.  With  formation  of  pus  the  ache  becomes 
throbbing  or  drawing  in  character.  Sleep  is  im- 
possible and  the  pain  is  so  severe  that  conscious- 
ness is  distracted  from  other  signs — such  as  tin- 
nitus and  loss  of  hearing. 

The  constitutional  symptoms  vary  widely  with 
the  age  of  the  patient.  With  adults,  temperature 
may  be  normal  or  slightly  elevated.  With  infants 
and  children  on  the  other  hand,  the  mildest  type 
of  acute  ear  inflammation  will  cause  a tempera- 
ture ranging  from  102F  to  105F.  Digestive  dis- 
turbances may  accompany  this  sudden  rise  in  tem- 
perature. Other  subjective  symptoms  present  are 
tinnitus  aurum  and  impairment  of  hearing.  The 
character  and  nature  of  the  head  noises  are 
variable  and  as  stated  before,  the  patient  is  un- 
aware of  them  many  times  owing  to  severity  of 
the  pain.  The  deafness  is  of  the  conductive  type, 
with  increased  bone  conduction,  etc.  This  is  no 
doubt  due  to  effusion  in  the  middle  ear  and  the 
changes  in  the  drum  membrane. 

Spontaneous  rupture  of  the  drum  may  or  may 
not  occur.  If  it  does  it  usually  happens  six  to 
twenty-four  hours  after  onset  of  the  earache. 
With  the  rupture  of  the  drum  membrane  and  the 
appearance  of  aural  discharge,  there  is  usually 
complete  cessation  of  pain.  The  adult  patient 
immediately  experiences  relief  and  the  infant  who 
has  been  tossing  about  bed  in  distress  now  falls 
into  a sleep  of  exhaustion.  The  temperature  also 
drops  within  a few  hours,  to  approximate  normal 
level. 

PHYSICAL  CHANGES  IN  DRUM  MEMBRANE 

The  physical  changes  in  drum  membrane  vary 
materially  with  the  time  which  has  elapsed  since 
onset.  The  earliest  changes  consist  of  the  appear- 
ance of  congestion  around  margins  of  membrana- 
tensa.  As  a rule,  no  pain  is  present  then,  stuffi- 
ness being  only  subjective  complaint.  Later  at 
onset  of  aural  pain,  examination  reveals  a drum 
membrane  entirely  red.  A few  hours  later  and 
the  drum  is  still  red  but  is  bulging  outwards  now ; 
the  short  process  and  umbo  are  obliterated;  the 


light  reflex  is  gone.  Finally,  spontaneous  rupture 
of  the  drum  occurs.  This  may  be  so  minute  as  to 
be  difficult  to  find. 

A few  words  about  the  discharge.  Its  nature  is 
variable,  serous  or  sero-purulent,  sero-sanguinous, 
which  to  a great  extent  depends  on  the  infecting 
organisms  and  vitality  of  patient.  As  a rule,  the 
discharge  for  the  first  twelve  hours  is  moderate, 
but  after  that  time,  tends  to  increase  in  amount, 
reaching  maximum  on  the  second  or  third  day. 
From  this  point,  it  may  be  exceedingly  profuse, 
gradually  receding  until  it  is  a minimum  amount, 
finally  stopping  with  closure  and  healing  of  drum 
membrane. 

Prognosis  is  ultimately  good.  The  drum  heals 
without  any  noticeable  cicatrices  or  structural  de- 
fects. Permanent  impairment  to  hearing,  is  rare. 

ACUTE  PURULENT  OTITIS  MEDIA 

This  is  a suppurative  inflammation  occupying 
both  atrium  and  vault.  The  etiology  and  bac- 
teriology are  same  as  were  discussed  when  deal- 
ing with  the  acute  catarrhal  lesion.  There  are  a 
few  anatomical  conditions  that  influence  the  path- 
ology of  this  lesion.  The  vault  is  directly  con- 
tinuous posteriorly  with  the  mastoid  antrum.  Pus 
collecting  in  a primary  infection  in  the  vault  is 
not  therefore  quickly  subjected  to  pressure,  flow- 
ing rather  backward  along  lines  of  least  resist- 
ance into  the  mastoid  antrum.  The  antrum  is 
early  involved  in  acute  suppurative  otitis  media 
and  from  onset  danger  of  suppurative  mastoiditis 
is  greater  than  in  catarrhal  lesion  and  is  due  to 
the  facts  that  there  is  no  natural  pathway  provid- 
ing for  the  free  escape  of  pus  from  the  vault  and 
even  extensive  incision  of  drum  does  not  provide 
free  and  adequate  drainage  of  antrum — finally 
the  vault  presents  numerous  folds  of  mucosa 
which  acts  distinctly  favorable  for  retention  of 
pus  and  the  spread  of  infection. 

SYMPTOMS  AND  SIGNS 

The  subjective  symptoms  of  acute  purulent 
otitis  media  do  not  differ  greatly  from  those  of 
the  simpler  form.  Earache  is  usually  the  first 
purely  aural  symptom,  which  in  many  cases  is 
not  as  severe  as  the  pain  experienced  in  a catar- 
rhal lesion.  Too,  there  is  not  the  instantaneous 
relief  experienced  with  rupture  or  incision  of 
drum  membrane.  The  pain  is  of  a boring  or 
throbbing  nature,  gradually  reaching  the  degree 
of  severity,  rendering  sleep  and  rest  impossible. 
There  is  also  tinnitus  aurium  and  impairment  of 
hearing,  although  these  are  masked  greatly  by 
the  pain  and  earache. 

A fever  is  usually  present.  In  adults  tempera- 
ture may  reach  102F.  In  infants  and  children 
the  temperature  often  is  very  high,  even  reaching 
105  F.  Owing  to  fever  and  pain  there  are  few 
circumscribed  lesions  which  will  exhaust  the 
patient  as  quickly  as  an  acute  otitis  media. 

Spontaneous  rupture  of  the  drum  membrane  is 
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delayed  in  relative  comparison  of  the  simpler  form 
of  otitis.  It  varies  from  48  hours  to  a week.  This 
delay  is  accountable  to  the  direction  and  path  of 
infection  the  lesion  may  take — forward  into 
atrium  (early)  or  backwards  into  antrum  (late). 

The  physical  signs  of  the  drum  membrane  will 
depend  greatly  to  the  time  relative  to  onset  that 
it  is  examined.  These  changes  may  be  enumerated 
in  their  progressive  stages  as  follows: 

(1)  At  or  just  before  onset  membrana  tensa 
looks  perfectly  normal — but  Shrapnel’s  membrane 
is  deep  red ; may  even  be  bulging. 

(2)  Gradual  extension  of  the  redness  to  mem- 
brana tensa  from  above  downwards. 

(3)  Entire  drum  is  red  and  bulging. 

(4)  Canal  full  of  pus-perforation  in  drum,  sag- 
ging post-superior  canal  wall.  Mastoid  antrum 
tenderness  is  present  in  majority  of  cases  of  acute 
suppurative  otitis  media. 

COURSE  OF  DISEASE 

The  course  of  an  uncomplicated  case  of  sup- 
purative otitis  media  is  somewhat  similar  to  that 
of  the  acute  catarrhal  form  but  is  usually  more 
prolonged.  Some  severe  cases  however  make 
startling  rapid  recoveries.  As  a rule  following 
perforation  or  myringotomy  of  drum  the  dis- 
charge is  as  a rule  profuse.  This  depends  greatly 
on  virulence  of  infection — degree  of  infection  and 
of  course  patient’s  resistance.  In  favorable  cases, 
discharge  may  cease  and  drum  heal  in  period 
from  ten  days  to  four  weeks. 

ACUTE  OTITIS  MEDIA  IN  INFANTS 

This  is  by  far  one  of  the  most  common  lesions 
in  infants  and  small  children  and  deserves  much 
consideration.  I say  this  because  there  are  many 
cases  of  acute  otitis  media  in  children  and  infants 
that  are  never  recognized  simply  because  the  in- 
fant presents  the  typical  case  of  an  acute  in- 
testinal intoxication,  with  the  cardinal  signs  of 
diarrhoea — vomiting,  drowsiness,  absence  pus,  or 
blood  in  stool;  temperature  102  to  103;  ashen  gray 
skin,  sunken  eyes,  cold  and  clammy  feet  and  hands, 
and  varying  degrees  of  dehydration.  Alden 
showed  from  his  studies  of  a large  group  of  these 
cases  that  acute  suppurative  otitis  media  or  mas- 
toiditis was  present.  It  consequently  has  been  long 
debatable  whether  the  middle  ear  lesion  was 
primary  or  secondary  to  systemic  condition.  At 
this  time  it  is  of  little  concern  which  is  the 
causative  factor.  The  fact  remains  that  in  many 
cases  of  acute  intestinal  toxemia  in  infants  and 
young  children,  an  acute  middle  ear  lesion  is  many 
times  present  and  many  times  unobserved. 
Routine  examination  of  all  sick  infants’  ear  drums 
is  the  only  safe  plan. 

Another  point  of  importance  I believe  can  be 
mentioned  here  is  the  treatment  of  acute  otitis  in 
children.  By  far  too  often  does  the  pediatrician 
incise  a red  ear  drum.  It  is  now  unquestionably 
agreed  that  otitis  media  simplex,  or  catarrhal 


otitis  never  requires  incision  of  ear  drum  for  its 
cure  in  children.  This  is  the  result  of  exhaustive 
studies  by  Wanner  and  Van  Poole.  I call  atten- 
tion to  Wanner’s  findings  only  because  it  is  of  the 
utmost  importance  to  the  pediatricians  that  the 
otologic  point  of  view  should  be  given  considera- 
tion, i.e.,  that  myringotomy  is  performed  solely 
for  evacuation  of  pus.  In  the  absence  of  a diag- 
nosis of  purulent  exudate  in  middle  ear  infections, 
myringotomy  is  not  indicated. 

TREATMENT  OF  ACUTE  MIDDLE  EAR  DISEASE 

All  cases  of  acute  middle  ear  disease  should  be 
treated  generally  as  well  as  locally.  We  therefore 
speak  first  of  such  general  measures  as  are  of 
value  in  the  management  of  any  case  of  acute 
otitis  media  and  then  of  the  local  treatment  ap- 
plicable to  each  of  two  main  varieties  of  the  dis- 
ease. 

GENERAL  TREATMENT 

When  aural  lesion  occurs  as  complication  of 
some  systemic  disease  (diphtheria,  scarlatina, 
etc.)  the  general  care  and  treatment  must  ob- 
viously include  the  treatment  of  that  disease. 
When  aural  lesion  is  not  secondary  to  infectious 
disease  the  general  treatment  aims  to  put  patient 
under  most  favorable  conditions  for  combating 
local  infection.  These  are: 

(1)  Complete  rest  in  bed. 

(2)  Catharsis. 

(3)  Regulation  of  diet. 

(4)  Regulation  of  room  temperature  (65  de- 
grees)— free  of  draughts,  etc. 

The  local  measures  of  treatment  depend  upon 
the  question  of  whether  a purulent  exudate  is  or 
is  not  present  within  the  middle  ear,  consequently 
the  local  treatment  resolves  itself  into  “surgical 
or  non-surgical”  measures. 

The  non-surgical  measures  are  often  spoken  of 
as  “abortive  measures”  and  from  an  otological 
point  of  view  are  applicable  in  a minority  of  cases, 
because  usually  it  is  late  before  the  otologist  is 
called  in  on  many  cases.  These  measures  consist 
of  complete  rest  in  bed,  active  catharsis,  liquid 
diet,  hot  water  bottle  to  ear,  administration  of 
sedatives  for  pain  (opiates  are  contra-indicated). 
If,  at  the  end  of  twenty-four  hours  there  is  no 
relief,  incise  drum. 

Surgical  treatment  is  indicated  whenever  lesion 
has  advanced  to  stage  of  pus  formation  and  con- 
sists of  incision  of  ear  drum,  or  myringotomy. 
Time  does  not  permit  me  to  go  into  technique  of 
this  procedure  other  than  to  add  your  incision 
should  always  be  made  in  posterior  segment  and 
not  carried  too  high  up.  The  point  of  knife  should 
not  penetrate  the  middle  ear  to  any  depth  for  fear 
entering  round  window.  There  have  been  cases, 
one  of  which  I have  witnessed,  of  septic  meningitis 
following  within  twenty-four  hours  after  a 
myringotomy,  no  doubt  due  to  entrance  of  knife 
into  round  window.  A culture  should  be  taken 
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whenever  possible,  and  following  this  the  canal 
should  be  irrigated  with  warm  antiseptic  solution, 
to  wash  away  the  blood  clot  and  purulent  matter. 
Unless  this  latter  receives  attention  a clot  may  be 
left  in  the  depths  of  the  canal,  partly  or  wholly 
defeating  the  purpose  of  the  operation.  It  is  also 
better  to  wait  five  to  ten  minutes  following 
myringotomy  before  irrigating  so  as  to  insure 
that  all  bleeding  has  ceased. 

During  the  first  few  days  following  myringo- 
tomy, the  ear  should  be  irrigated  at  rather  fre- 
quent intervals  with  some  antiseptic  solution. 
Ordinarily  every  three  hours  is  sufficient,  but  if 
the  discharge  is  profuse  it  may  be  necessary  to  do 
so  every  two  hours. 

As  the  discharge  begins  to  wane  in  amount 
being  assured  there  is  of  course  adequate  facilities 
for  tympanic  drainage,  the  wick  treatment  can  be 
substituted  for  the  irrigations.  This  works  on 
the  principle  of  capillary  traction;  the  sterile 
gauze  absorbing  the  discharge  in  a suction  man- 
ner. It  may  be  necessary  at  first  to  change  the 
wick  twice  a day  depending  on  the  amount  of  dis- 
charge. 

In  the  ordinary  case  these  lines  of  treatment 
are  usually  all  that  are  necessary  for  its  safe 
resolution.  Occasionally,  or  perhaps  it  should  be 
said  not  infrequently,  does  one  come  in  contact 
with  a case  in  which  there  is  retarded  resolution 
following  a myringotomy.  This  may  be  ascribed 
to  the  fact  that  the  patient’s  power  of  resistance 
is  below  par,  but  not  infrequently  is  it  due  to 
premature  closure  of  the  incision  in  the  drum.  If 
at  any  time  one  feels  there  is  not  sufficient  outlet 
for  drainage,  one  should  never  hesitate  to  re-in- 
cise  the  drum  membrane  again.  This  may  have  to 
be  repeated  several  times. 

Despite  all  these  measures  there  are  those 
cases  that  continue  to  go  on  and  on  with  invasion 
of  the  mastoid  process,  necrosis  of  the  bony  struc- 
ture and  ultimatelly  acute  suppurative  mastoiditis. 
806  Ohio  Merchants  Building. 

— OSM  J — 

URINARY  FREQUENCY  IN  WOMEN 

The  records  of  100  women  who  were  examined  for  this 
symptom,  exclusive  of  those  who  had  obvious  cases  of 
pyelonephritis,  tuberculosis,  tumor,  etc. 

The  most  common  condition  among  these  women  was  a 
low  grade  chronic  pyelonephritis.  The  diagnoses  were : 
Pyelitis,  chronic  low  grade  one  side  or  both,  49  cases  ; early 
tuberculosis — 1 ; pelvic  stone — 3 ; ureteral  stricture — 5 ; and 
ptosis — 3.  In  18  of  these  61  cases,  the  bladder  appeared 
normal. 

In  17  cases  the  trouble  was  found  below  the  bladder. 
The  diagnoses  were:  Urethral  stricture — 9;  urethritis — 5; 

and  urethral  caruncle — 3.  In  six  of  the  cases  the  bladder 
was  normal  to  inspection. 

In  eight  cases  the  bladder  was  found  to  be  the  primary 
seat  of  the  trouble.  The  diagnoses  here  were : Trigonitis 

—3  ; cystitis  with  cystocele — 1 ; papilloma — 1 ; and  bladder 
irritability  due  to  application  of  radium  to  the  cervix  uteri 
—2. 

In  11  cases  the  pathology  was  found  outside  the  urinary 
tract.  Uterine  fibroid — 4 ; pelvic  inflammation — 3 ; cord 
tumor — 1 ; spina  bifida — 2 ; lack  of  training — 1. 

In  three  cases  no  cause  for  the  frequency  was  found. 
The  author  uses  these  figures  to  confirm  his  impression 
that  urinary  frequency  does  not  always  indicate  that  the 
bladder  is  the  seat  of  the  trouble. — John  B.  Wear,  M.D., 
Wise.  Med.  Jour.,  35:189  (March)  1936. 


FRACTURES:  FORM  OR  FUNCTION? 

By  Barney  J.  Hein,  M.D.,  F.A.C.S., 

Toledo,  Ohio 

IN  treating  fractures  one  is  frequently  con- 
fronted with  the  question:  Is  this  the  best 
possible  position  of  the  fragments,  or  should 
other  attempts  be  made  to  improve  the  position? 
This  is  often  difficult  to  decide  for  we  have  all 
seen  fractures  with  a great  amount  of  deformity 
heal  with  little  or  no  functional  impairment;  and 
we  have  also  seen  fractures  with  little  or  no  dis- 
placement, heal  with  marked  disability. 

Our  attention  in  the  past  has  been  centered 
primarily  on  the  deformity  instead  of  a disability. 
This  probably  was  quite  natural  as  deformities 
are  something  that  one  can  see.  It  is  easy  to  at- 
tribute any  disability  to  an  obvious  deformity;  it 
is  of  course  more  difficult  to  prove  it.  We  have 
all  been  interested  in  form,  because  form  has 
been  associated  with  beauty  as  against  deformity 
which  has  been  associated  with  ugliness.  One 
aims  for  form  because  it  is  pleasing  to  the  eye, 
and  a good  roentgenological  reduction  has  been 
more  important  than  a perfect  functional  result. 
This  has  been  the  ritual  of  form  and  has  its 
shortcomings. 

The  day  of  treating  a fractured  limb  by  first 
reduction,  then  the  plaster  cast  for  six  to  eight 
weeks,  then  discarding  the  cast  and  telling  the 
patient  to  use  the  limb  is  rapidly  disappearing. 
This  is  still  the  procedure  of  the  form  worship- 
pers who  do  not  appreciate  the  value  of  treat- 
ment of  the  soft  parts  in  order  to  restore  the 
maximum  efficiency  of  the  limb,  and  thereby 
shorten  the  disability. 

In  reality  the  treatment  of  a fracture  is  not  so 
much  the  treatment  of  a broken  bone  as  it  is  the 
treatment  of  a disability,  for  if  the  disability  did 
not  exist  there  would  be  no  good  excuse  for  treat- 
ing the  fracture,  except  for  appearance.  The 
fracture  interests  us  only  inasmuch  as  it  inter- 
feres with  function.  Then  in  judging  the  position 
of  the  fragments  of  a fracture  one  must  consider 
what  influence  it  would  have  on  future  function, 
and  all  our  treatment  must  be  directed  towards  a 
maximum  recovery  of  function  in  a minimum 
length  of  time. 

For  information  relative  to  the  author  see  Who’s  Who 
in  This  Issue. 

■ — oSMj  — 

The  First  International  Congress  of  Sanatoria 
and  Private  Nursing  Homes  will  be  held  in  Buda- 
pest during  the  month  of  September,  1936. 

— OSM  J — 

Dr.  Charles  A.  Doan,  director  of  medical  and 
surgical  research,  Ohio  State  University  College 
of  Medicine,  was  elected  president  of  the  Ohio 
Academy  of  Science  at  its  46th  annual  meeting 
at  Toledo,  April  10-11. 


CASE  RECORD  PRESENTING  CLINICAL  PROBLEMS 

“AN  ATYPICAL  INFLUENZA” 

Presented  by 

RALPH  I.  FRIED,  M.D.,  and  HARRY  L.  REINHART,  M.D. 


CASE  HISTORY 

Dr.  Ralph  I.  Fried: 

The  patient  was  a young  strapping  male,  who 
had  been  a cowboy  in  Oklahoma  until  two  months 
prior  to  his  hospitalization.  During  the  two 
months  immediately  preceding  his  admission,  he 
had  been  employed  on  a farm.  He  was  brought  to 
the  Emergency  Room  of  this  Hospital,  late  in  the 
afternoon  by  his  employer.  He  was  acutely  ill, 
carrying  a temperature  of  104°  F.  He  was  super- 
ficially examined  and  admitted  to  the  medical 
service  as  a possible  case  of  pneumonia. 

At  first  glance,  I believe  most  anyone  would 
admit  this  presumptive  diagnosis  was  warranted. 
He  had  been  sick  for  about  one  week,  with 
malaise,  aching  pains  throughout  the  body,  sore 
throat  and  hoarseness.  When  I first  saw  him,  he 
had  a hacking  cough,  productive  of  a small 
amount  of  sputum,  the  classical  malar  flush  so 
common  in  pneumonia,  a respiratory  rate  of  40 
per  minute  and  his  pulse  was  fast  and  bounding. 
All  of  the  above  facts  dovetailed  nicely  into  the 
pattern  of  pneumonia. 

As  I continued  my  examination  I had  my 
first  inkling  that  all  was  not  as  it  appeared  to  be. 
I asked  the  patient  to  take  a full  breath  that  I 
might  watch  for  respiratory  lag  and  the  result- 
ing expansion  of  the  thoracic  cage  would  have 
been  creditable  to  a prize  fighter.  As  further 
examination  of  the  chest  by  auscultation  and  per- 
cussion revealed  an  occasional  moist  rale  and 
nothing  else,  I tried  to  allay  my  incipient  doubts 
of  the  presumptive  diagnosis,  with  the  thought 
that  this  was  probably  a very  early  case  in  which 
the  physical  signs  had  not  yet  developed. 

At  this  point  the  patient  volunteered  the  in- 
formation that  his  arms,  legs  and  face  had  been 
swollen  for  several  days,  and  there  was  indeed  a 
small  amount  of  edema  still  present  about  the 
cheeks.  This  information  immediately  suggested 
kidney  disease  and  a history  to  support  this 
hypothesis  was  very  easily  elicited.  The  patient 
had  suffered  from  all  the  streptococcal  diseases 
that  usually  precede  a nephritis,  and  in  addition, 
during  the  past  year,  he  had  a furunculosis  which 
might  have  provided  a toxic  basis  for  a nephritic 
exacerbation.  Nothing  else  of  importance  was 
found  on  physicial  examination. 


*This  was  presented  by  an  interne  at  the  Interne’s  Con- 
ference of  the  Starling  Loving  Hospital,  Ohio  State  Uni- 
versity, Columbus,  Ohio. 

For  information  relative  to  the  authors,  see  Who’s  Who 
in  This  Issue. 


Laboratory  Investigation: 

The  blood  count  revealed  16,450  leucocytes,  of 
which  83  per  cent  were  neutrophiles,  5 per  cent 
eosinophiles,  10  per  cent  lymphocytes  and  2 per 
cent  monocytes.  There  were  4,820,000  erythrocy- 
tes with  85  per  cent  hemoglobin. 

There  were  no  elements  in  the  urinalysis  that 
justified  the  suspicion  of  nephritis.  One  more 
thing  was  done  that  night — a chest  plate  was 
taken  with  a portable  X-ray  and  it  also  was  com- 
pletely negative. 

Everything  necessary  to  make  the  diagnosis 
was  there  that  night,  had  only  the  clues  been 
recognized  and  the  leads  properly  followed. 

Progress:  The  next  morning  the  patient  was 
seen  by  the  attending  staff  men.  Clinically,  he 
was  unchanged  and  very  little  was  added  to  make 
a diagnosis  that  day.  The  hoarseness  and 
pharyngitis  were  considered  important  and  bac- 
terial cultures  of  the  upper  respiratory  system 
were  requested. 

On  the  morning  of  the  second  hospital  day, 
dramatic  changes  had  developed.  The  patient’s 
temperature  was  almost  normal.  Subjectively  he 
felt  fairly  well.  We  were  almost  ready  to  make 
a diagnosis  of  influenza,  based  on  the  history  of 
malaise,  a three  day  fever,  beginning  high  and 
rapidly  declining  and  attended  by  respiratory 
tract  symptoms.  On  ward  rounds  that  morning, 
Dr.  Hatfield  recalled  a recent  “epidemic  of 
atypical  influenza”  in  a neighboring  community, 
which  had  proved  to  be  trichinosis.  He  at  once 
questioned  our  patient  and  in  a few  moments  he 
had  elicited  the  facts,  that  the  patient  had  eaten 
poorly  cooked  pork  recently,  that  there  were  a 
number  of  other  cases  in  his  community  of  a 
similar  nature,  that  he  had  palpebral  edema  prior 
to  admission  and  that  his  pain  was  not  joint  pain, 
but  most  distinctly  muscle  pain. 

^rom  this  point  on  the  denouement  was  rapid. 
An  immediate  repetition  of  the  leucocyte  count 
revealed  9,750  leucocytes  with  16  per  cent 
eosinophiles.  The  employer  of  the  patient  visited 
the  hospital  and  volunteered  to  get  some  of  the 
pork  in  question.  Examination  by  the  laboratory 
revealed  myriads  of  trichinella  spiralis.  Sixteen 
individuals  who  ate  this  meat  were  traced,  and 
nine  of  these  were  sick,  presumably  with  trichi- 
nosis. 

In  reviewing  the  facts  involved  in  this  case  we 
can  clearly  see  now  several  things  that  were 
previously  obscure. 

That  which  was  interpreted  as  joint  pain  and 


441 


442 


The  Ohio  State  Medical  Journal 


Vol.  32— No.  5 


malaise  incidental  to  the  toxemia  of  a respiratory- 
infection  was  in  reality  an  acute  myositis.  Fur- 
thermore, a little  more  critical  inspection  might 
have  shown  that  the  patient’s  muscles  stood  out 
not  only  because  they  were  so  well  developed  but 
also  because  some  of  them  were  in  a state  of  con- 
traction from  the  inflammation. 

The  hoarseness  and  sore  throat  were  not  cor- 
rectly interpreted  at  first.  I remember  now  that 
the  appearance  of  the  pharynx  was  not  that  of 
an  acutely  inflamed  streptococcal  infection,  but 
rather  a dull  dusky  red.  There  is  no  doubt  that 
the  hoarseness  and  angina  were  due  to  the  edema 
of  the  laryngeal  muscles  caused  by  invasion  of 
the  larvae.  Indeed  the  tissues  of  the  pharynx  and 
larynx  are  notable  sites  of  election  for  the  para- 
sites in  this  disease. 

The  patient  had  a long  and  stormy  course  in 
the  hospital.  After  ten  weeks  he  was  discharged, 
apparently  in  good  health. 

CASE  DISCUSSION 

Dr.  H.  L.  Reinhart: 

Trichinosis,  or  infestation  with  “pork  worm” 
was  probably  responsible  for  the  old  Jewish  law 
against  the  eating  of  “unclean”  swine.  The 
trichina  spiralis  resembles  a coiled  hair,  both  in 
appearance  and  size;  Gay  reports  that  “as  early 
as  1846  Joseph  Leidy  found  the  encapsulated 
worms  in  a pork  sandwich,  while  taking  his  noon 
lunch”.  Human  infestation  was  demonstrated  in 
this  country  in  1842. 

The  laboratory  diagnosis  of  “Trichinosis”  in 
this  case  was  based  upon  the  eosinophilia,  demon- 
stration of  infestation  of  the  pork,  some  of  which 
had  been  ingested  by  the  patient,  the  muscle 
biopsy,  and  the  Bachman  intradermal  skin  test. 

The  leucocyte  count  presents  the  simplest  and 
one  of  the  most  valuable  of  laboratory  aids  to  the 
diagnosis  of  trichinosis.  While  4 per  cent  eosino- 
philes  is  considered  the  upper  limit  of  the  relative 
differential  count,  300  eosinophiles  is  considered 
the  upper  limit  of  the  absolute  count.  The  sig- 
nificance is  well  illustrated  in  this  case,  where  the 
relative  eosinophilia  of  5 per  cent  in  itself  made 
little  impression.  However,  5 per  cent  of  16,450 
leucocytes  represents  823  eosinophiles,  which  is  a 
decided  absolute  eosinophilia,  and  of  considerable 
importance  in  connection  with  this  history.  In 
this  case  an  absolute  eosinophilia  of  about  1879 
eosinophiles  was  maintained  for  at  least  3 weeks, 
the  highest  count  being  4278.  The  eosinophilia 
rarely  appears  before  the  stage  of  muscular  in- 
vasion by  the  trichinae. 

Microscopic  examination  of  the  implicated 
sample  of  pork  sausage  revealed  an  extremely 
heavy  infestation  of  trichinella  spiralis. 

The  muscle  biopsy  from  the  patient  revealed 
multiple  areas  of  focal  myositis,  manifested  by 
marked  edema,  muscle  degeneration,  polymor- 
phonuclear infiltration,  giant  cell  formation  and 


trichinella  spiralis  in  the  pre-encysted  stage.  The 
classical  illustration  in  text  books  is  of  the 
encysted  larvae.  The  trichinella  spiralis  may  be 
readily  overlooked  in  the  pre-encysted  stage,  if 
one  is  searching  for  the  classical  illustration.  The 
muscle  biopsy  is  not  a necessary,  and  probably 
not  a desirable  diagnostic  procedure. 

The  Bachman  intradermal  skin  test  was  posi- 
tive. This  is  the  most  valuable  and  specific  of  the 
“Trichinosis”.  It  is  completely  described  in  the 
laboratory  tests  used  in  the  diagnosis  of 
recent  article  on  “The  Diagnosis  of  Trichinosis” 
by  Spink  and  Augustine  in  the  J.A.M.A.  of  May 
18,  1935. 

Incidence:  There  are  no  accurate  statistics  of 
the  incidence  of  trichinosis  in  the  United  States. 
The  Ohio  State  Board  of  Health  placed  trichi- 
nosis on  the  list  of  reportable  diseases  in  August, 
1928.  Since  then,  89  cases  have  been  reported,  37 
or  about  50  per  cent  being  reported  in  1935.  Dur- 
ing the  past  7 years,  8 deaths  have  been  re- 
ported in  Darke  County,  Ohio,  a community  with 
either  relatively  high  infestation,  or  acute  diag- 
nostic acumen.  The  “party  incidence”  of  the  in- 
festation is  well  illustrated  by  the  Steubenville 
outbreak  reported  early  in  February  of  this  year, 
6 cases  following  the  ingestation  of  spiced  saus- 
ages. 

Rats  in  and  around  slaughter  houses  are  a con- 
stant reservoir  of  infestation.  Some  years  ago  an 
investigation  revealed  77  per  cent  of  the  rats 
caught  in  and  around  a Boston  abattoir  to  be  in- 
fested with  trichina.  Hogs  acquire  the  disease  by 
eating  the  carcasses  of  rats  infested  with  trichi- 
nae or  the  offal  from  infested  pork,  frequently 
fed  as  garbage.  Certainly  incineration  of  gar- 
bage and  slaughter  house  refuse,  as  well  as  rat 
extermination  are  justifiable  public  health 
measures. 

Infested  pork  may  be  rendered  safe  for  eating 
by  proper  curing  and  thorough  cooking.  Proper 
cooking  means  boiling  of  trichinized  meat  for  a 
period  of  one  half  hour  for  each  pound  of  flesh. 
If  the  encysted  worms  have  not  been  destroyed 
in  this  manner,  and  are  ingested,  they  are  freed 
from  their  capsules  by  the  gastric  juice,  pass  to 
the  upper  part  of  the  small  intestines,  mature 
and  mate,  and  give  birth  to  young  embryos 
(they  are  vivaparous,  therefore  eggs  are  not 
found  in  thei  feces),  in  6 to  7 days  after  eating 
the  trichinous  meat.  This  represents  the  “stage 
of  digression”  which  lasts  for  about  1 week  and 
may  be  characterized  by  gastro-intestinal  symp- 
toms. Anthelmintics  are  useless  in  about  3 days 
after  the  ingestion  of  infested  meat.  The  larval 
worms  or  embryos  may  be  found  in  the  circulat- 
ing blood  from  the  eighth  to  the  25th  day  after 
infestation.  Identification  of  the  larvae  in  the 
blood  stream  is  a difficult,  but  well  established 
diagnostic  laboratory  procedure.  The  “stage  of 
muscular  invasion,  or  digression”  of  the  larvae 
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usually  appears  within  2 weeks  after  ingestion 
and  continues  until  the  sixth  or  seventh  week. 
This  stage  is  characterized  by  the  symptoms 
noted  above.  The  Bachman  intradermal  skin  test 
is  usually  positive  about  the  17th  day,  while  the 
precipitin  or  “blood  test”  is  usually  positive  at 
the  end  of  the  fourth  week.  The  utilization  of  the 
two  tests  in  conjunction  would  seem  to  be  of  value 
in  the  laboratory  differentiation  of  old  and  recent 
infestations.  The  “stage  of  regression”  is  char- 
acterized by  capsule  formation  which  begins 
about  a month  after  infestation  and  is  completed 
about  the  9th  week.  Calcification  of  the  capsule 
begins  about  6 months  after  infestation,  the  sar- 
cophagus being  completed  about  12  months  later. 

Encapsulated  larvae  have  been  known  to  live 
as  long  as  24  years  in  the  muscles  of  man. 

— OSMJ  — 

TECHNICALLY,  WE  WERE  WRONG 

The  Jou't'Tial  is  in  receipt  of  a letter  from  Dr. 
R.  J.  Ochsner,  registrar  of  vital  statistics,  Cleve- 
land, with  reference  to  comment  published  on 
page  355  of  the  April,  1936,  issue,  with  respect  to 
signing  of  death  certificates  by  physicians. 

The  Journal  did  not  intend  that  the  advice 
offered  should  be  taken  too  literally.  However  it 
is  glad  to  publish  Dr.  Ochsner’s  criticism  in  order 
to  clarify  the  procedure  in  signing  death  cer- 
tificates and  eliminate  misunderstandings  or  con- 
fusion. 

The  Ohio  State  Medical  Journal, 

Columbus,  Ohio. 

Sirs : 

The  April  number  of  the  Ohio  State  Medical 
Journal  lists  some  “Important  ‘Don’ts’  Recom- 
mended for  All  Physicians”  on  page  355.  One  of 
these  is  the  following: 

“Don’t  sign  a death  certificate  if  you  have  not 
seen  the  patient  within  36  hours  before  death. 
Call  the  coroner.” 

This  is  very  bad  advice,  not  only  legally,  but 
from  a statistical  standpoint,  and  because  it  is 
inconvenient  and  causes  a lot  of  unnecessary 
trouble  and  expense. 

The  Ohio  state  code,  Sec.  210,  specifies,  “The 
medical  certificate  shall  be  made  and  signed  by 
the  physician,  if  any,  last  in  attendance  on  the 
deceased,  * * *”.  No  special  time  limit  is  men- 
tioned. 

According  to  Sec.  212,  G.C.,  cases  of  death  oc- 
curring without  medical  attention  are  ordinarily 
reported  to  the  registrar  and  are  taken  care  of 
through  the  local  health  officer  or  his  representa- 
tive. Only  when  it  appears  that  the  death  was 
caused  by  unlawful  or  suspicious  means  does  the 
registrar  call  the  coroner,  as  provided  in  Sec. 
213,  G.  C. 

According  to  Sec.  2856,  G.  C.  as  amended  109 
Ohio  laws,  543,  the  coroner  may  also  be  called 
directly,  but  he  will  make  an  investigation  only 
if  the  case  appears  to  be  one  caused  by  unlawful 
or  suspicious  means.  If  it  does  not  seem  so,  he 
refers  it  back  to  where  it  belongs. 

Very  truly  yours, 

R.  J.  Ochsner,  M.D., 
Registrar  of  Vital  Statistics, 

Cleveland,  Ohio. 


COMING  MEETINGS 


Ohio  State  Medical  Association,  Cleveland, 
October  7,  8,  9. 

American  Medical  Association,  Kansas  City, 
Mo.,  May  11-15. 

American — 

Academy  of  Ophthalmology  and  Oto-Laryn- 
gology,  New  York,  Sept.  26-Oct.  3. 

Academy  of  Pediatrics,  Kansas  City,  Mo., 
May  11-12. 

Association  of  Obstetricians,  Gynecologists 
and  Abdominal  Surgeons,  Breton  Woods,  N.H., 
September  14-16. 

College  of  Surgeons,  Philadelphia,  Pa.,  Octo- 
ber 19-23. 

Dermatological  Association,  Swampscott, 
Mass.,  June  4-6. 

Gastro-Enterological  Society,  Atlantic  City, 
N.  J.,  May  4-5. 

Gynecological  Society,  Absecon,  N.  J.,  May 
25-27. 

Heart  Association,  Kansas  City,  May  12. 

Hospital  Association,  Cleveland,  September 
28-October  2. 

Laryngological  Association,  Detroit,  May 
11-25. 

Neurological  Association,  Atlantic  City, 
June  1-3. 

Ophthalmological  Society,  Hot  Springs,  Va., 
June  1-3. 

Orthopedic  Association,  Milwaukee,  May 

18-21. 

Otological  Society,  Detroit,  May  28-29. 

Psychiatric  Association,  St.  Louis,  May  4-8. 

Radium  Society,  Kansas  City,  Mo.,  May  11- 

12. 

Society  for  Clinical  Pathologists,  Kansas 
City,  May  6-10. 

Society  for  Clinical  Investigation,  Atlantic 
City,  May  4. 

Surgical  Association,  Chicago,  May  7-9. 

Therapeutic  Society,  Kansas  City,  May  8-9. 

Urological  Association,  Boston,  May  18-21. 

Association  of  American  Physicians,  Atlantic 
City,  May  5-6. 

Southern  Medical  Association,  Baltimore,  Md., 
November  17-20. 

— OSMJ  — 

The  American  Association  for  the  Study  and 
Control  of  Rheumatic  Diseases  will  hold  its  fifth 
conference  at  the  Phillips  Hotel,  Kansas  City, 
May  11,  beginning  at  9:00  A.  M.  An  educational 
program  on  the  differential  diagnosis  of  diseases 
of  joints  will  be  presented.  Dr.  Russell  L.  Haden, 
Cleveland,  is  president  of  the  association. 


THE  EQUIPMENT  OF  A COUNTRY  DOCTOR  OF  NORTHERN  OHIO  IN  1822 

By  Frederick  C.  Waite,  Ph.D.,  Cleveland,  Ohio 


DR.  GIDEON  CASE  was  born  in  West  Sims- 
bury, Hartford  County,  Connecticut,  in 
February,  1779,  a member  of  a prominent 
family.  He  studied  medicine  under  Dr.  Samuel 
Everest,  a noted  preceptor,  in  his  native  town 
about  1800.  He  probably  did  not  attend  any  one 
of  the  six  medical  schools  then  existing  in  the 
United  States.  He  began  practice  in  the  neigh- 
boring town  of  Hartland,  Connecticut,  before 
1806. 

After  at  least  10  years  practice  in  Connecticut 
he  came  to  the  Western  Reserve  in  northeastern 
Ohio  probably  in  1815.  In  1816  he  bought  a farm 
of  80  acres  adjacent  to  the  village  of  Hudson, 
since  1840  in  Summit  County,  Ohio.  This  village 
then  had  about  300  inhabitants,  and  like  many 
country  doctors  he  combined  farming  and  medical 
practice. 

There  is  much  local  contemporary  evidence  that 
Dr.  Case  was  a successful  and  well-to-do  physi- 
cian and  was  highly  esteemed  both  professionally 
and  personally.  His  success  is  shown  by  the  fact 
that  from  time  to  time  he  invested  in  more  land 
in  adjacent  townships. 

On  May  22,  1822,  Dr.  Case  died  at  Hudson  at 
the  age  of  43.  His  estate  was  probated  in  Por- 
tage County  of  which  Hudson  was  then  a part, 
and  it  is  from  the  files  of  Probate  Case  Number 
26  in  that  county  that  the  following  information 
is  secured. 

One  of  the  three  appraisers  of  the  estate  was 
his  colleague  in  the  same  town,  Dr.  Jonathan 
Metcalf,  who  had  attended  Dartmouth  Medical 
College  for  one  session  in  1810-1811,  but  did  not 
xemain  to  graduate.  Dr.  Metcalf,  a practitioner 
in  Hudson  for  over  50  years,  was  a man  of  the 
highest  repute  and  since  he  made  affidavit  that 
the  “foregoing  appraisal  is  a full,  true,  and  ac- 
curate account”  we  have1  a reliable  list  of  the  pro- 
fessional equipment  of  Dr.  Case  at  the  time  of  his 
death,  together  with  the  money  value  of  each  of 
the  items.  It  must  be  remembered  that  a dollar 
then  represented  much  more  than  now.  Common 
labor  received  37%  cents  and  skilled  labor  50 
cents  for  a twelve-hour  day,  and  the  doctor’s 


Dr.  Waite  is  professor  of  Histology 
and  Embryology,  School  of  Medicine, 
Western  Reserve  University.  His  hobby 
has  been  for  years  the  collection  of  his- 
torical data  on  early  medicine  in  the 
Western  Reserve  from  which  he  has 
written  many  papers.  This  paper  is  an 
important  one  because  of  the  authenti- 
city both  as  to  the  items  and  the  prices, 
the  inventory  having  been  made  by  a 
competent  and  experienced  physician  of 
the  same  town. 


charge  for  an  office  call  was  25  cents  and  for  an 
obstetrical  case  two  dollars. 

The  appraisal  consists  of  177  items,  including 
farm  animals,  implements,  household  furniture,  a 
watch  and  chain,  and  professional  equipment. 
From  these  items  have  been  selected  all  that  are 
of  a professional  nature,  and  grouped  under  three 
heads,  namely  books,  instruments  and  accessories, 
and  drugs.  To  these  is  added  a few  supplement- 


ary items  of  interest. 

(Books) 

Quincy’s  Lexicon  $2.00 

Darwin’s  Zoonomia  4.00 

Elwell’s  Chemistry 2.00 

Conversation  in  Chemistry 1.00 

Cheselden’s  Anatomy 1.50 

American  Dispensatory 3.00 

Collin’s  Materia  Medica 1.00 

Hamilton  on  Purgatives 87% 

Willson  on  Febrile  Diseases 4.00 

Jackson  on  Fevers .50 

Thomas’  Practice  2.75 

Cullen’s  Practice  1.25 

Underwood,  Diseases  of  Children ....  1.75 

Eclectic  Referatory  .75 

Beddoe’s  Observations  .50 

Charles  Bell,  Operative  Surgery 2.00 

Denman’s  Midwifery  1.50 

Hamilton’s  Midwifery  37% 
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Burns’  Obstetrical  Work 1.50 

Townsend’s  Guide  to  Health 2.00 

*Medical  Museum  1.00 


($35.25) 

( Instruments  and  Accessories ) 

Tourniquet  $1.00 

Pocket  Case  of  Instruments 4.00 

Set  of  Tooth  Instruments 1.00 

One  male  catheter 2.50 

One  female  catheter 1.25 

Four  Lancets  and  cases 1.00 

Iron  Mortar  and  Pestle 1.00 

One  Syringe  1.25 

One  set  scales  and  weights 1.00 

One  set  scales  and  weights .50 

3%  doz.  Phials 1.50 

One  dozen  Bottles 1.08 

Cork  Screw  .25 


($17.33) 

( *Drugs ) 

2%  oz.  Emetic  Tart 37% 

Sal  Martis  (Sulphate  iron) 12% 

Flor.  Benz  (oic) 50 

Bals.  Capivi  25 

Oil  Peppermint  25 

011  Mint 12% 

6 oz.  Ipecac 2.50 

2 oz.  Nit.  Acid 12% 

3 oz.  Muriatic  acid 18% 

Bals.  Peru  12% 

Ungent  Oxzi  (Oxide  Zinc) 50 

6 oz.  Calomel 75 

4 oz.  Merc.  Precp.  Rub  (ra) .50 

5 lbs.  Peruvian  Bark 3.12% 

8 oz.  Flor.  Cam(omile) 37% 

6 oz.  Orange  Peel 12% 

6 oz.  Cloves 66 

6 oz.  Sug(ar  Lead) 25 

% lb.  Borax 37% 

6 oz.  Squills 25 

Gum  Ammoniac  75 

% lb.  Digitalis 44 

1 lb.  Rosin 12% 

12  oz.  Gum  Guiacum 44 

3 oz.  Cantharides 56 

8 oz.  Emp  (lastrum)  Stom  (acticum) 

Olivea  37% 

% lb.  Magnesia  62% 

7 oz.  Arsenic 25 

% lb.  Sal.  Saturnin  (lead  acetate)..  .37% 

5 oz.  Pulv.  Rhei 44 

2 oz.  Liq(ourice)  Ball 12% 

4 oz.  Castile  Soap 12% 

6 oz.  Gum  Asafoetida 44 

7 oz.  Aloes 25 

4 oz.  White  Oil 12% 


*This  is  a Philadelphia  Medical  Journal. 

^Notations  in  parentheses  are  not  in  the  original,  but 
are  supplied  by  the  author  of  this  paper. 


Camphor  87% 

Spirit  Turp 12% 

Cream  Tart 12% 

Vol.  Alcali  (ammonium  hydroxide) - .18% 

Laudanum  12% 

2 lbs.  Salts 31% 


($18.66) 

( Supplementary ) 

One  horse $150.00 

One  mare  40.00 

One  cutter  20.00 

One  man’s  saddle 4.00 

One  pair  saddle  bags 1.00 

One  set  of  harness  and  whip 10.00 


($225.00) 

The  total  of  his  book  accounts  and  notes  from 
patients  at  his -death  was  $311.66.  His  adminis- 
trator collected  almost  all  of  this  amount. 

These  lists  show  us  what  Dr.  Case  had  to  work 
with.  The  nearest  point  of  drug  supply  wTas  Pitts- 
burgh, with  which  there  was  a semi-weekly  con- 
nection by  stage.  It  is  evident  that  Dr.  Case  did 
all  his  visits  on  horseback  except  perhaps  in  the 
winter  when  he  might  use  the  “cutter”  which  was 
a light  sleigh.  His  two  horses  were  probably  de- 
voted entirely  to  professional  riding  since  he  had 
two  pair  of  oxen  for  the  farm  work.  He  had  no 
buggy  or  chaise.  It  is  known  there  was  no  wheeled 
vehicle,  except  wragons,  in  the  town  until  1834 
when  the  new  president  of  Western  Reserve  Col- 
lege brought  a spring  buggy.  For  this  he  was 
severely  criticized  and  the  use  of  a spring  buggy 
was  called  unchristian  since  it  was  too  much 
suggestive  of  ease  and  luxury. 

It  is  seen  Dr.  Case  had  no  obstetrical  forceps. 
They  were  very  rare  in  the  Western  Reserve  until 
some  time  later.  Also  he  had  no  amputation 
knives  or  saws  and  no  patent  splints  for  frac- 
tures. The  physician  of  that  time  whittled  the 
splint  for  each  patient  out  of  a convenient  shingle. 
There  is  no  hint  of  aseptics,  but  the  castile  soap 
and  syringe  indicate  the  favorite  clyster  (rectal 
enema)  of  that  period.  The  crude  drugs  such  as 
Peruvian  bark  and  aloes  and  the  mortar  and 
pestle  and  phials,  show  how  medicines  were  pre- 
pared by  the  physician  himself,  and  from  this 
authentic  list  one  can  get  some  idea  of  the  therapy 
of  that  day.  The  lancets  indicate  the  favorite 
phlebotomy  of  the  period.  The  “set  of  tooth  in- 
struments” was  probably  a turnkey  with  several 
claws,  one  pair  of  forceps  and  a cauterizer  and  a 
file.  Every  country  physician  then  extracted 
teeth,  but  did  no  filling. 

This  equipment  with  wrhich  an  experienced 
pioneer  physician  carried  on  a successful  practice 
should  make  a modern  physician  hesitate  at  com- 
plaining when  something  is  not  at  hand  at  the 
moment  he  wants  it,  and  lead  him  to  emulate 
somew'hat  the  resourcefulness  of  the  pioneer. 
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Annual  Meeting  Program  and  Arrangements ; Political  and  Legislative 
Problems ; Miscellaneous  Questions  Discussed  at  April  5 Meeting 


THE  Council  of  the  Ohio  State  Medical  As- 
sociation met  in  regular  session  at  the 
State  Headquarters  Office,  Columbus,  Sun- 
day, April  5,  1936. 

The  following  were  present:  President-Elect 

Huston,  Past  President  Caldwell;  Treasurer 
Beer;  Councilors  Hogue,  Klotz,  Hein,  Jenkins, 
Skipp,  Kirkland,  Brush  and  Sherburne;  Dr. 
Upham,  chairman,  and  Drs.  Alcorn  and  Platter, 
members,  Committee  on  Public  Policy;  Dr.  Bige- 
low, chairman,  Committee  on  Medical  Economics; 
Dr.  Forman,  Editor,  The  Journal;  Executive 
Secretary  Nelson  and  Assistant  Executive  Secre- 
tary Saville. 

On  motion  by  Dr.  Sherburne,  seconded  by  Dr. 
Caldwell  and  carried,  the  minutes  of  the  Council 
meeting  held  on  February  2,  1936,  (pages  242  to 
247,  inclusive,  of  the  March,  1936,  issue  of  The 
Journal ),  were  approved  as  published. 

Dr.  Huston,  presiding,  announced  that  Presi- 
dent Hendershott  was  unable  to  attend  because 
of  his  recent  illness,  whereupon  the  Council  ex- 
pressed the  hope  that  Dr.  Hendershott’s  convales- 
cence would  be  rapid  and  that  he  would  be  able 
in  the  near  future  to  assume  his  official  duties. 

REPORTS  BY  INDIVIDUAL  COUNCILORS 
Dr.  Hogue — Announcement  of  the  annual 
meeting  of  the  Second  Councilor  District  to  be 
held  on  April  15  was  made  by  Dr.  Hogue,  Coun- 
cilor of  that  district,  and  an  invitation  extended 
to  the  Councilors  and  Officers  to  be  present. 

Dr.  Klotz — Dr.  Klotz  of  the  Third  District  re- 
ported that  he  had  contacted  all  the  societies  in 
his  district  urging  a large  attendance  at  the  Mid- 
Year  Organization  Conference  on  April  26.  He 
announced  that  the  annual  meeting  of  the  North- 
western Ohio  Medical  Society  would  be  held  June 
2 in  Findlay,  and  extended  an  invitation  to  the 
Officers  and  Councilors  to  be  present.  Dr.  Klotz 
also  reported  that  he  had  attended  several  county 
society  meetings  during  the  past  two  months  and 
that  all  the  societies  in  his  district  were  unusually 
active. 

Dr.  Hein — Visits  to  meetings  of  the  county  so- 
cieties in  Defiance  and  Ottawa  Counties  were  re- 
ported by  Dr.  Hein,  Councilor  of  the  Fourth  Dis- 
trict. 

Dr.  Jenkins — Dr.  Jenkins,  Councilor  of  the 
Fifth  District,  reported  on  visits  to  the  county 
societies  in  Geauga,  Lake,  Huron  and  Erie  Coun- 
ties, and  stated  that  he  had  been  accompanied  on 
such  visits  by  Cleveland  physicians  who  addressed 
the  respective  societies. 
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Dr.  Skipp — It  was  reported  by  Dr.  Skipp, 
Councilor  of  the  Sixth  District,  that  he  had  at- 
tended meetings  in  all  the  county  medical  so- 
cieties in  his  district,  with  one  exception,  since 
February  2,  andi  that  he  had  been  working  with 
the  officers  of  the  Sixth  District  Society  in  ar- 
ranging the  program  for  a meeting  of  the  dis- 
trict to  be  held  at  Ashland,  May  20. 

Dr.  Kirkland — Dr.  Kirkland  reported  with  re- 
gret that  because  of  the  floods  in  southeastern 
Ohio  he  had  been  unable  to  make  any  recent 
visits  to  the  societies  in  his  district. 

Dr.  Brush — Dr.  Brush  reported  on  a meeting  of 
the  Licking  County  Medical  Society  at  Newark, 
and  described  it  as  one  of  the  best  county  society 
meetings,  which  he  had  ever  attended.  He  stated 
that  due  to  illness  he  had  been  unable  to  visit 
any  of  the  other  societies  in  his  district. 

Dr.  Sherburne — Dr.  Sherburne  reported  that  he 
had  not  visited  any  societies  since  February  2, 
having  contacted  all  in  his  district  previous  to 
that  time.  However,  he  announced  that  he  is 
planning  to  pqy  all  the  societies  a second  visit  in 
the  near  future  and  that  he  is  intending  to  com- 
municate with  them  relative  to  the  Organization 
Conference  on  April  26. 

ANNUAL  MEETING 

Partial  and  Tentative  Program — Dr.  Sherburne, 
reporting  for  the  Program  Committee  for  the 
90th  Annual  Meeting  in  Cleveland,  October  7,  8 
and  9,  1936,  in  the  absence  of  Dr.  Smith,  the 
chairman,  briefly  reviewed  the  selections  of 
speakers  and  papers  made  to  date  for  the  gen- 
eral and  section  programs.  He  announced  that  by 
the  time  of  the  next  Council  meeting  the  com- 
mittee will  have  the  program  in  final  shape  and 
ready  for  submission  to  the  Council  for  official 
approval. 

Local  Arrangements — Dr.  Jenkins,  chairman  of 
the  Council  Committee  on  Arrangements,  re- 
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viewed  the  plans  which  have  been  worked  out 
with  the  Cleveland  Public  Auditorium  and  the 
Hotel  Cleveland  for  the  Annual  Meeting.  Also  he 
submitted  to  the  Council  the  personnel  of  the 
Cleveland  committees  selected  to  handle  Annual 
Meeting  details,  and  such  committees  were  ap- 
proved by  the  Council  without  a record  vote. 

Scientific  and  Commercial  Exhibits — A report 
was  submitted  relative  to  the  sale  of  Commercial 
Exhibit  space  and  the  plans  for  the  Scientific 
Exhibit.  Members  of  the  Council  were  urged  to 
assist  in  every  possible  way  in  interesting  phar- 
maceutical and  surgical  supply  houses  in  the  pur- 
chase of  exhibit  space  and  in  stimulating  interest 
in  the  Scientific  Exhibit. 

LEGISLATIVE  AND  POLITICAL  DEVELOPMENTS 

Review  of  Special  Session,  Ohio  General  As- 
sembly— Dr.  Upham,  chairman  of  the  Committee 
on  Public  Policy,  summarized  developments  in 
the  special  session  of  the  State  Legislature,  re- 
porting that  the  committee  had  checked  carefully 
the  various  proposals  which  were  enacted  to  per- 
mit Ohio  to  participate  in  the  Federal  Social 
Security  Act,  viz.,  measures  dealing  with  old  age 
pensions,  crippled  children,  dependent  children, 
the  blind  and  public  health  activities. 

Active  Interest  in  Party  Primaries  Urged — 
Members  of  the  Council  were  urged  by  Dr.  Up- 
ham to  contact  the  officers  and  legislative  com- 
mitteemen of  the  county  medical  societies  in  their 
districts  in  an  effort  to  stimulate  activity  on  the 
part  of  members  of  the  medical  profession  in 
the  campaigns  of  those  seeking  party  nomina- 
tions for  public  office,  especially  seats  in  the  Ohio 
General  Assembly.  Dr.  Upham  pointed  out  why 
it  is  vital  for  physicians  to  actively  assist  in  the 
nomination  of  well-qualified,  conservative  can- 
didates for  the  Legislature,  stating  that  the  next 
General  Assembly,  which  will  convene  early  in 
1937,  will  be  confronted  with  many  radical  pro- 
posals, some  of  which  will  be  of  direct  interest  to 
the  medical  profession.  He  said  that  proponents 
of  cult  and  anti-medical  legislation  are  quite 
active  and  are  attempting  to  nominate  candidates 
in  sympathy  with  their  destructive  measures.  Dr. 
Upham  pointed  out  the  possibility  of  a drive  next 
year  in  Ohio  for  the  enactment  of  compulsory 
sickness  insurance. 

Immediate  Action  Essential — In  conclusion,  Dr. 
Upham  emphasized  the  importance  of  action  on 
the  part  of  physicians  at  this  time  in  seeing  that 
dependable  candidates  are  nominated  and  elected, 
and  stressed  the  danger  in  delaying  active  in- 
terest in  political  and  legislative  activities  until 
after  the  Legislature  has  convened.  He  expressed 
the  hope  that  each  Councilor  would  make  it  a 
point  to  urge  all  physicians  in  his  respective  dis- 
trict to  contact  candidates  for  public  office  now, 
secure  their  views  on  medical  and  public  health 


questions,  and  keep  them  informed  on  the  policies 
of  the  medical  profession. 

OHIO’S  SOCIAL  SECURITY  PROGRAM 
Public  Health  Phases  of  Program  Discussed — 
Dr.  Upham,  a member  of  the  Advisory  Council 
for  the  Bureau  of  Child  Hygiene,  State  Depart- 
ment of  Health,  reported  on  a meeting  of  that 
group  held  on  Sunday,  March  29.  He  stated  that 
the  carefully  prepared  program  for  maternal  and 
child  health  activities  in  Ohio  as  a part  of  the 
social  security  program,  had  been  approved  by  the 
Advisory  Council.  Dr.  Upham  said  that  the  pro- 
gram as  prepared  limited  the  activities  to  educa- 
tional conferences  for  physicians,  public  health 
nurses  and  the  public,  and  that  care  had  been 
taken  to  exclude  any  activities  which  would  be  an 
infringement  on  the  field  of  the  private  physician. 
It  was  pointed  out  by  Dr.  Upham  that  it  is  the 
desire  and  intention  of  the  State  Department  of 
Health  to  secure  the  advice  and  cooperation  of 
the  Ohio  State  Medical  Association  and  the  re- 
spective component  societies  of  the  Association, 
in  carrying  on  the  contemplated  activities,  also 
to  secure  the  recommendations  of  the  State  As- 
sociation in  the  selection  of  speakers  to  be  sent 
into  the  various  counties,  especially  rural  com- 
munities, to  conduct  the  educational  work.  Dr. 
Upham  expressed  the  belief  that  the  State  As- 
sociation could  be  of  material  assistance  in  this 
program  and  that  through  proper  cooperation  the 
proposed  educational  work  could  be  made  of 
much  value  to  members  of  the  medical  profession, 
as  well  as  the  laity. 

Prenatal  Care  Classes — Dr.  Jenkins,  during  the 
discussion  of  Dr.  Upham’s  report,  pointed  out 
that  prenatal  care  classes  are  being  held  in  the 
Cleveland  Medical  Library  in  charge  of  speakers 
furnished  by  the  Cleveland  Academy  of  Medicine. 
He  stated  that  such  classes  had  been  of  great 
value  to  those  attending  and  recommended  that 
the  societies  in  other  large  cities  undertake  such 
a project. 

MID-YEAR  ORGANIZATION  CONFERENCE 

Program  Approved — A report  was  submitted 
on  arrangements  and  the  program  for  the  Mid- 
Year  Organization  Conference,  April  26,  at  the 
Deshler-Wallick  Hotel,  Columbus,  and  on  motion 
by  Dr.  Brush,  seconded  by  Dr.  Hein  and  carried, 
the  report  was  approved.  Members  of  the  Coun- 
cil were  urged  to  promote  interest  in  this  con- 
ference in  their  various  districts. 

WORKMEN’S  COMPENSATION 

Recent  Developments  Discussed — An  informal 
discussion  was  held  on  various  workmen’s  com- 
pensation questions  and  on  recent  conferences  at- 
tended by  officials  of  the  State  Industrial  Com- 
mission and  officers  of  the  Ohio  State  Medical 
Association. 

Resolution  Adopted — The  following  resolution 
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was  presented  by  Dr.  Hein  and  on  motion  by  Dr. 
Hein,  seconded  by  Dr.  Jenkins  and  carried 
unanimously,  was  adopted: 

“That  the  Council  of  the  Ohio  State  Medical 
Association  commends  the  State  Industrial 
Commission  on  its  good  judgment  and  fore- 
sight in  the  selection  of  Dr.  Sidney  M.  Mc- 
Curdy, Youngstown,  as  chief  of  the  Medical 
Division;  expresses  sincere  appreciation  to 
Dr.  H.  H.  Dorr,  former  chief  of  the  division, 
for  his  splendid  cooperation  over  a long  period 
with  the  medical  profession  on  workmen’s 
compensation  questions;  and  offers  its  active 
support  and  cooperation  to  the  Commission 
and  Dr.  McCurdy.” 

report  of  judicial  committee 

Dr.  Huston,  chairman  of  the  Judicial  Commit- 
tee, reported  on  a number  of  questions  submitted 
tcv  the  committee  since  the  last  Council  meeting. 

Seneca  County  Amendments — The  committee 
recommended  that  the  following  proposed  amend- 
ments to  the  By-Laws  of  the  Seneca  County 
Medical  Society,  submitted  by  that  society,  be  ap- 
proved with  the  understanding  that  honorary 
members  admitted  to  such  society  in  compliance 
with  the  said  provisions,  would  not  be  entitled  to 
membership  in  the  Ohio  State  Medical  Associa- 
tion unless  their  annual  dues  in  the  State  Asso- 
ciation are  paid  either  by  them  or  by  the  Seneca 
County  Medical  Society: 

1.  That  Chapter  1 of  the  By-Laws  be  amended 
by  insertion  of  the  following  section  to  be  known 
as  Section  2B : 

“Any  physician  otherwise  eligible  to  mem- 
bership in  this  Society  who  has  retired 
from  active  practice,  whether  or  not  he 
has  been  a member  of  this  Society,  may 
become  a candidate  for  honorary  member- 
ship. The  same  procedure  shall  be  followed 
as  in  applying  for  active  membership  ex- 
cept that  in  the  case  the  applicant  is  an 
active  member  in  good  standing  at  the  time 
of  application  for  honorary  membership 
only  the  vote  of  the  Society  is  necessary  to 
elect  to  honorary  membership.” 

2.  That  Chapter  5,  Section  1,  of  the  By-Laws 
be  amended  by  adding  the  words  “except  ap- 
plication for  honorary  membership.” 

Montgomery  County  Amendments — The  fol- 
lowing proposed  substitute  Section  1 of  Chapter 
3 of  the  By-Laws  of  the  Montgomery  County 
Medical  Society,  which  provides  a change  in  the 
method  of  electing  officers,  was  recommended  for 
approval  by  the  committee : 

“The  officers  of  the  Society  shall  be  declared 
elected  at  the  Annual  Meeting  in  June.  The 
nominations  to  be  made  in  the  last  meeting  in 
May.  Within  five  days  following  the  last  meet- 
ing in  May,  ballots  shall  be  prepared  and  one 
sent  to  every  qualified  voter  in  the  Society.  The 
votes  must  be  in  the  office  of  the  Executive  Secre- 
tary by  twelve  noon  on  the  day  of  the  Annual 
Meeting.  The  ballots  to  be  opened  and  counted 
to  be  ready  for  announcement  at  the  Annual 


Meeting.  The  ballots  are  to  be  opened  and 
counted  in  the  presence  of  the  President  and 
Executive  Secretary  by  a committee  of  three 
appointed  by  the  President  at  the  last  meeting  in 
May.  The  candidate  receiving  the  majority  of 
vote»  shall  be  declared  elected.  In  case  of  a tie, 
voting  must  be  renewed  in  the  Annual  Meeting 
until  there  is  an  election.  If  there  be  more  than 
two  candidates  for  the  same  office  and  the  ma- 
jority of  votes  have  not  been  received  by  any 
candidate,  the  Society  shall,  at  the  Annual  Meet- 
ing, vote  for  the  highest  two  candidates,  the  one 
receiving  the  majority  of  votes  to  be  declared 
elected.  If  there  be  any  office  for  which  there  is 
no  nominee,  nomination  and  election  shall  be  had 
at  the  Annual  Meeting.” 

Summit  County  Amendments — Amendments  to 
the  By-Laws  of  the  Summit  County  Medical  So- 
ciety in  which  had  been  incorporated  certain 
revisions  suggested  by  the  Council  on  February 
2,  were  recommended  for  approval. 

On  motion  by  Dr.  Klotz,  seconded  by  Dr.  Cald- 
well and  carried,  the  report  and  recommenda- 
tions of  the  Judicial  Committee  were  officially 
approved,  and  the  Executive  Secretary  instructed 
to  notify  the  proper  officers  of  the  respective 
county  societies. 

speakers’  bureau 

Dr.  Skipp,  chairman  of  the  Special  Committee 
on  Speakers’  Bureau,  reported  that  since  the  last 
meeting  of  the  Council,  the  committee  had  given 
careful  consideration  to  the  criticism  and  sug- 
gestions made  by  members  of  the  Council  to  a 
proposed  plan  for  the  organization  of  a speakers’ 
bureau,  and  that  the  committee  offered  the  fol- 
lowing revised  set-up  for  action  by  the  Council: 

Speakers’  Bureau  Committee: 

The  Speakers’  Bureau  of  the  Ohio  State  Medi- 
cal Association  shall  be  operated  under  the  direc- 
tion and  supervision  of  a committee  selected  by 
the  President  with  the  approval  of  the  Council. 

Duties  and  Functions  of  the  Committee  and 
Bureau : 

1.  The  committee  shall  formulate  a list  of 
well-qualified  speakers  willing  to  accept  speak- 
ing engagements  at  county  medical  society  meet- 
ings. Such  list  shall  be  revised  periodically  and 
shall  include  such  speakers  representing  the 
various  specialties,  as  well  as  the  field  of  general 
practice. 

2.  The  list  may  be  divided  by  the  committee  on 
a geographical  basis  into  sublists  to  facilitate 
routings  of  speakers  and  minimize  expenses. 

3.  Upon  receipt  of  a request  for  a speaker, 
the  bureau  shall  promptly  submit  to  the  secre- 
tary of  the  society  making  such  request,  the 
names  of  available  speakers,  using  the  sublist 
designated  for  that  particular  section  of  the 
state. 

4.  The  county  society  will  be  expected  to  make 
its  own  selection  of  a speaker  and  make  all  neces- 
sary arrangements  directly  with  the  speaker 
chosen. 

5.  In  requesting  suggestions  from  the  bureau, 
a county  society,  if  possible,  should  state  a pref- 
erence of  subjects  and  specialties. 

6.  Whenever  possible,  the  county  society  will 
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be  expected  to  pay  the  expenses  of  the  speaker 
selected. 

7.  If  a county  society  cannot  meet  the  ex- 
penses of  such  speaker,  it  may  ask  the  bureau  to 
defray  his  actual  traveling  expenses  and  shall 
notify  such  speaker  that  he  may  submit  an 
itemized  statement  of  his  traveling  expenses  to 
the  bureau  for  payment. 

8.  The  bureau  will  not  pay  the  traveling  ex- 
penses of  more  than  six  speakers  appearing  be- 
fore a county  society  during  any  calendar  year. 

9.  The  headquarters  of  the  bureau  will  be  the 
State  Headquarters  Office,  Columbus,  Ohio. 

10.  The  Executive  Secretary  shall  be  the  sec- 
retary of  the  bureau  and  shall  handle  routine 
matters  in  connection  with  the  bureau’s  activities. 

Following  an  extended  discussion,  on  motion 
by  Dr.  Brush,  seconded  by  Dr.  Sherburne  and 
carried,  the  plan  recommended  by  the  special 
committee  was  approved. 

MISCELLANEOUS 

Medical  Defense  and  Insurance  Problems — 

Communications  from  several  members  of  the 
State  Association  and  from  liability  insurance 
companies  were  read  and  discussed  by  the  Coun- 
cil. 

A.  M.  A.  Meeting  in  Kansas  City — Attention 
was  called  to  the  next  Annual  Session  of  the 
American  Medical  Association  at  Kansas  City, 
Missouri,  May  11-15.  Without  a record  vote,  the 
Council  expressed  its  confidence  in  the  Ohio  dele- 
gation in  the  House  of  Delegates  of  the  A.M.A. 
to  use  its  good  judgment  in  all  matters  presented 
for  consideration  and  action. 

Hospital  Questions  — Communications  from 
officials  of  the  Ohio  Hospital  Association  present- 
ing information  on  plans  and  programs  of  that 
association  and  promising  to  secure  the  counsel 
and  cooperation  of  the  State  Medical  Association 
on  such  questions,  were  read. 

Montgomery  County  Resolutions — Correspond- 
ence and  resolutions  pertaining  to  official  action 
of  the  Montgomery  County  Medical  Society  in 
making  it  a censorable  offense  for  members  of 
that  society  to  consult  with  or  cooperate  with  any 
practitioner  other  than  a qualified  doctor  of  medi- 
cine, and  urging  pharmaceutical  houses  to  refuse 
to  sell  narcotic  drugs  to  practitioners  not  per- 
mitted under  the  Ohio  Medical  Practice  Act  to 
dispense  and  administer  drugs,  were  read  and 
discussed.  During  the  discussion  Dr.  Platter, 
secretary  of  the  State  Medical  Board,  reviewed 
the  Ohio  statutes  and  regulations  governing  the 
practice  of  limited  practitioners  and  pointed  out 
certain  difficulties  encountered  by  the  State 
Medical  Board  in  enforcement  of  these  provisions. 
Dr.  Platter  emphasized  particularly  the  necessity 
for  close  cooperation  between  local  medical  so- 
cieties and  local  law  enforcement  agencies  on 
such  matters. 

Conference  on  Educational  and  Professional 
Relationships — Dr.  Platter  reported  on  a con- 
ference held  Saturday,  April  4,  with  officers  of 


the  Ohio  State  Nurses’  Association  and  hospital 
officials,  at  which  mutual  professional  problems 
were  discussed. 

Inactive  Societies — Several  members  of  the 
Council  reported  on  the  necessity  for  reviving  the 
activity  of  a few  county  medical  societies.  The 
question  of  combining  two  county  societies  in 
several  sections  of  the  state  was  discussed,  but 
no  action  was  taken  at  this  time.  Members  of 
the  Council  were  urged  to  impress  upon  all  so- 
cieties the  importance  and  necessity  of  holding 
regular  meetings  and  taking  an  active  interest  in 
medical  and  public  affairs. 

Cooperative  Movements — Newspaper  clippings 
concerning  proposals  to  include  medical  service  in 
cooperative  purchasing  programs  in  one  or  two 
communities,  were  read  and  discussed  and  each 
Councilor  requested  to  make  a check-up  in  his 
district  on  any  projects  of  this  character  pro- 
posed or  under  way. 

High  School  Debates — It  was  reported  that  ap- 
proximately 250  packages  of  debate  material, 
aggregating  between  6,000  and  7,000  individual 
pieces  of  literature,  had  been  mailed  out  by  the 
State  Headquarters  Office  to  high  school  and  col- 
lege debaters,  debate  coaches,  etc.,  to  assist  the 
negative  teams  participating  in  the  debate  on 
socialized  medicine.  The  Council  was  informed 
that  a rough  tabulation  on  decisions  rendered  in 
such  debates  reveals  that  the  negative  teams  had 
been  successful  in  a majority  of  the  debates  held. 

California  Resolution — A resolution  adopted  by 
the  council  of  the  California  Medical  Association 
criticizing  the  activities  of  an  official  of  the 
American  Medical  Association,  was  read.  The 
Council  took  no  action  on  the  resolution,  believ- 
ing it  to  be  a matter  which  would  come  within 
the  jurisdiction  of  the  Ohio  delegation  to  the 
A.M.A.  House  of  Delegates. 

Marriage  Health  Certificates — Information  was 
submitted  relative  to  a partial  report  of  the 
State  Bar  Association’s  Commission  on  Marriage, 
Divorce  and  Separation  in  which  proposed  legis- 
lation which  would  require  the  signing  of  health 
certificates  by  all  applicants  for  marriage 
licenses  was  recommended.  This  question  was 
referred  to  the  Committee  on  Public  Policy  for 
consideration. 

Attorney  General  Opinions — Council’s  atten- 
tion was  called  to  a recent  opinion  of  the  At- 
torney General  holding  that  municipal  and 
county  hospitals  are  prohibited  from  participat- 
ing in  group  hospital  insurance  programs  similar 
to  that  now  in  operation  in  Cuyahoga  County, 
and  an  opinion  to  the  effect  that  medical  services 
provided  indigents  under  the  new  State  Relief 
Act  are  a part  of  direct  relief  and  should  not  be 
considered  administrative  activity  or  the  costs 
regarded  as  administrative  expense. 

WPA  Medical  Problems — Correspondence  from 
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a member  complaining  about  the  attitude  of  a 
WPA  supervisor  in  his  county,  was  read  and  dis- 
cussed. The  Council  was  informed  that  the  mat- 
ter had  been  taken  up  with  the  state  WPA  offi- 
cials and  that  a proper  adjustment  of  the  diffi- 
culties is  anticipated. 

Membership  Figures — A membership  report 
was  submitted  showing  that  on  April  4 a total  of 
5,003  physicians  had  paid  their  1936  State  Asso- 
ciation dues,  compared  with  4,883  on  the  same 
date  a year  ago  and  with  a total  of  5,488  for  the 
year  1935. 

There  being  no  further  business  the  Council 
adjourned  to  meet  at  the  call  of  the  President. 

Signed:  C.  C.  Sherburne,  M.D., 

Secretary  of  Council. 

— OSMJ  — 

Excellent  Program  Being  Planned  For 
Northwestern  Ohio  Meeting  on 
June  2 at  Findlay 

An  excellent  program  has  been  arranged  for 
the  92nd  Annual  Meeting  of  the  Northwestern 
Ohio  Medical  Association  at  Findlay,  Tuesday, 
June  2,  1936. 

Preceding  the  meeting,  a golf  tournament  will 
be  held  at  the  Findlay  Country  Club,  Monday, 
June  1,  beginning  at  1:00  P.  M. 

The  scientific  sessions  will  be  held  at  the  Find- 
lay High  School  Auditorium.  The  dinner  and 
evening  meeting  will  take  place  at  the  Elks' 
Club. 

The  complete  program  follows: 

9 :45  to  10:00  A.M — Business  Session. 

10:00  to  10  :45  A.M. — “Puerperal  Infections”,  by 
T.  K.  Brown,  M.D.,  St. 
Louis,  Mo.,  professor  of 
obstetrics,  Washington 
University. 

10  :45  to  11 :30  A.M. — “The  Use  of  X-ray  in  the 
Treatment  of  Cancer  of 
the  Breast”,  by  John  T. 
Murphy,  M.D.,  Toledo,  O., 
president,  American  Col- 
lege of  Radiology. 

11:30  A.M.  to  12:15  P.M.— “A  Critical  Evalua- 
tion of  Recent  Advances  in 
Contagious  Diseases”,  by 
John  A.  Toomey,  M.D., 
Cleveland,  Ohio,  associate 
professor  of  pediatrics  and 
contagious  diseases,  West- 
ern Reserve  University. 
Luncheon. 

1:30  to  2:15  P.M. — “The  Modern  Treatment  of 
Cancer  of  the  Lower  Gas- 
tro-Intestinal  Tract”,  by 
Fred  W.  Rankin,  M.D., 
Lexington,  Ky. 


2:15  to  3:00  P.M. — “The  Diagnosis  and  Man- 
agement of  Patients  with 
Cardao- Vascular  Disease”, 
by  R.  W.  Scott,  M.D.,  Cleve- 
land, Ohio,  professor  of 
clinical  medicine,  Western 
Reserve  University. 

3:00  to  3:45  P.M. — To  be  announced. 

3:45  to  4:30  P.M. — “The  Modern  Methods  of 
Combating  Urinary  Infec- 
tion”, by  S.  B.  Woodruff, 
M.D.,  Jersey  City,  N.  J., 
associate  professor  of  urol- 
ogy,  Columbia  University 
and  N.  Y.  Post-graduate 
Medical  School  and  Hos- 
pital. 

6:00  P.M.  — Dinner — Elk's  Club. 

7:00  P.M.  - — Address  by  Amos  O. 

Squire,  M.D.,  New  York, 
former  chief  physician  of 
Sing  Sing  Prison,  author 
of  “Sing  Sing  Doctor”. 

— OSMJ  — 

New  York  Physicians  Present  Splendid 
Program  April  30  at  Youngstown 
Assembly 

Many  physicians  from  Youngstown  and  vicinity 
attended  the  Ninth  Annual  Post-graduate  As- 
sembly of  the  Mahoning  County  Medical  Society 
at  Youngstown,  April  30. 

A course  of  lectures  was  presented  by  a group 
from  the  College  of  Physicians  and  Surgeons, 
Columbia  University,  and  the  Presbyterian  Hos- 
pital, New  York  City. 

At  the  morning  session,  Dr.  Dana  W.  Atchley, 
professor  of  medicine,  lectured  on  “The  Nephrotic 
Syndrome”;  Dr.  Alvin  L.  Barach,  assistant  pro- 
fessor of  medicine,  discussed  “Therapeutic  Use  of 
Helium  in  Asthma  and  Obstructive  Lesions  in  the 
Larynx  and  Trachea”;  and  Dr.  Walter  W.  Pal- 
mer, professor  of  medicine,  read  a paper  on 
“Thyroid  Function  and  the  Low  Basal  Metabolic 
Rate”. 

In  the  afternoon,  Dr.  Allen  O.  Whipple,  pro- 
fessor of  surgery,  spoke  on  “Recent  Advances  in 
Surgery  of  the  Pancreas”;  Dr.  Atchley's  subject 
was  “The  Role  of  Peripheral  Circulatory  Failure 
in  Medicine”,  and  Dr.  Barach  discussed  “Recent 
Advances  in  the  Treatment  of  Pulmonary 
Oedema,  Cough  and  Dyspnoea”. 

Following  dinner  at  the  Youngstown  Club,  the 
meeting  was  concluded  by  an  evening  session,  at 
which  Dr.  Whipple  lectured  on  “The  Medical  and 
Surgical  Treatment  of  Thrombocytopenic  Pur- 
pura”, and  Dr.  Palmer  presented  “Problems  in 
the  Medical  and  Surgical  Treatment  of  Hyper- 
thyroidism”. 
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INVESTIGATE  AND  VOTE ! 

“TT  F Americans  are  to  keep  America  for  themselves,  they  will  have  to  pick 
candidates  for  public  office  whom  they  can  trust.  One  of  the  reasons 
we  have  so  many  unsolved  problems  today  is  that  so  few  educated,  intelli- 
gent Americans  have  interested  themselves  in  politics.  Instead  they  have  turned 
more  and  more  to  business.  If  young  and  intelligent  Americans  do  not  keep 
an  eye  on  politics  and  government,  there  won’t  be  any  business  left.” — Excerpt 
from  “A  Business  Man  Looks  at  Relief”,  by  Robert  L.  Johnson  in  the  Saturday 
Evening  Post.  * * * * * 


ON  Tuesday,  May  12,  the  citizens 
of  Ohio  will  be  expected  to  go 
to  the  polls  to  select  party 
nominees  for  the  General  Election  on 
November  3 — an  election  which  may 
be  recorded  in  history  as  one  of  the 
most  important  in  the  annals  of  this 
state. 

How  many  physicians  of  Ohio 
can  be  counted  on  to  cast  their 
votes  at  the  approaching  pri- 
maries? 

How  many  physicians  of  Ohio 
have  made  a thorough  investiga- 
tion of  the  qualifications  of  the 
candidates  for  various  state  and 
county  offices? 

How  many  physicians  of  Ohio 
have  shown  any  interest  to  date 
in  the  candidacies  of  aspirants 
for  important  executive  and  legis- 
lative offices? 

These  are  vital  questions. 
Physicians  as  citizens  and  mem- 
bers of  a professional  group  which 
believes  in  good  government  and 
especially  is  concerned  in  keeping  on 
a high  plane  those  branches  of  state 
and  local  government  which  directly 
or  indirectly  have  jurisdiction  over 
activities  bearing  on  public  health, 
scientific  medicine  and  medical  edu- 
cation must  not  shirk  their  responsi- 
bility. 

This  is  not  a plea  for  the  medical 
profession  of  Ohio  to  engage  in  par- 
tisan politics. 

That  is  exactly  what  the  medical 
profession  should  avoid. 

However,  the  physician  as  a citi- 
zen has  the  obligation  to  engage  in 
politics  to  this  extent: 

1.  Check  the  qualifications  and 
records  of  those  running  for  office. 

2.  Endeavor  to  secure  accurate 
information  about  all  candidates. 


3.  Lend  its  unofficial  support  to 
candidates  well-fitted  for  the  office 
sought  and  especially  those  whose 
judgment  on  public  health  and 
medical  questions  can  be  relied 
upon. 

4.  Vote,  and  urge  other  respec- 
table citizens  to  vote. 

Now  is  the  time  for  members  of 
the  medical  profession  to  prepare  for 
the  critical  months  ahead. 

By  helping  to  weed  out  undesira- 
bles at  the  May  12  Primaries  and 
nominating  those  who  merit  support 
at  the  November  election — regard- 
less of  political  affiliations — physi- 
cians will  be  saving  themselves,  as 
well  as  the  public,  a lot  of  grief  dur- 
ing the  ensuing  months. 

This  is  especially  true  in  the  mat- 
ter of  selecting  nominees  for  the 
State  Legislature,  a regular  session 
of  which  will  convene  early  in  1937. 

Much  dangerous  legislation  may 
be  anticipated  next  year  unless  intel- 
ligent and  conservative  candidates 
for  the  General  Assembly  are  nomi- 
nated and  elected. 

Backers  of  radical,  special-interest, 
and  destructive  proposals  are  active. 
They  will  occupy  the  driver’s  seat  on 
November  4 unless  the  substantial, 
conservative  and  thoughtful  citizens 
of  Ohio  get  busy. 

The  medical  profession,  with  its 
extensive  contacts  and  potential 
strength,  can  be  a mighty  factor  in 
public  affairs. 

Will  it  muff  this  opportunity? 
That  is  the  big  question. 

The  first  round  of  the  big  fight 
which  will  culminate  on  November 
3 is  scheduled  for  May  12. 
Investigate  and  Vote! 


REDUCTION  OF  20  PER  CENT  IN  WORKMEN’S  COMPENSATION 
MEDICAL  FEE  BILLS  RESCINDED;  ORDER  RESTORING 
FORMER  SCHEDULE  OF  FEES  EFFECTIVE  JULY  1 


THE  executive  order  issued  by  the  State  In- 
dustrial Commission  on  May  24,  1933, 
placing  a reduction  of  20  per  cent  on  all 
bills  for  medical  services  to  workmen’s  compensa- 
tion claimants,  with  minor  exceptions,  has  been 
rescinded  by  the  Commission. 

Effective  July  1,  1936 — the  beginning  of  a new 
fiscal  year  for  all  state  departments — medical 
and  surgical  bills  will  be  paid  in  accordance  with 
the  General  and  Special  Fee  Schedules  which 
have  been  in  effect  since  February  1,  1926,  and 
amended  in  only  a -few  instances  since  that  date. 

Official  announcement  of  the  action  of  the 
Commission  eliminating  the  20  per  cent  reduction 
was  made  by  Dr.  S.  M.  McCurdy,  newly-ap- 
pointed director  of  the  Medical  Division,  State 
Industrial  Commission,  at  the  Mid-Year  Or- 
ganization Conference  of  the  Ohio  State  Medical 
Association,  Sunday,  April  26,  at  the-Deshler- 
Wallick  Hotel,  Columbus. 

The  Background: 

Early  in  1933  at  the  depth  of  the  economic 
depression  and  shortly  before  the  so-called 
“bank  holiday”,  the  State  Industrial  Commis- 
sion was  confronted  with  critical  financial  and 
administrative  problems.  These  were  the  re- 
sult of  the  prolonged  business  slump,  reduc- 
tion in  premium  income,  increase  in  the  aver- 
age costs  per  claim,  and  other  economic  fac- 
tors. 

In  an  effort  to  solve  these  acute  questions, 
the  Commission  determined  to  take  drastic 
action.  Curtailment  of  payments  from  the 
state  insurance  fund  was  deemed  essential  to 
maintain  the  fund  on  a sound  basis  and  so  all 
reasonable  demands  could  be  met.  Among 
proposals  considered  was  a general  revision 
downward  of  the  General  and  Special  Fee 
Schedules  for  medical  services. 

The  Commission  sought  the  counsel  of  the 
Ohio  State  Medical  Association.  A series  of 
conferences  was  held.  A special  committee 
representing  the  State  Medical  Association 
considered  all  angles  of  these  questions  and 
on  May  8,  1933,  submitted  a report  to  the 
State  Industrial  Commission  (June,  1933, 
issue  of  The  Journal,  pages  377-380)  strongly 
recommending  no  reductions  in  the  medical 
and  surgical  fee  schedules  and  pointing  out 
that  such  reductions  would  not  solve  the 
problems  confronting  the  Commission. 

Although  admitting  that  the  recommenda- 
tions of  the  State  Medical  Association’s  com- 


mittee were  meritorious,  the  Commission  felt 
that  immediate  decrease  in  medical  expendi- 
tures was  imperative.  On  May  24,  1933,  it 
ordered  a temporary  20  per  cent  reduction  in 
all  medical  bills,  except  bills  for  X-ray  service 
and  special  examinations  ordered  by  the  Com- 
mission. No  change  was  made  in  the  fee 
schedules,  except  that  portion  dealing  with 
X-ray  services.  In  making  the  reduction  in 
medical  payments  only  temporary,  the  Com- 
mission partially  met  the  recommendations  of 
the  State  Medical  Association  which  had  con- 
tended if  any  reduction  was  made  by  the 
Commission  it  should  be  temporary  in  char- 
acter. 

A short  time  later  another  report  was  sub- 
mitted to  the  Commission  by  the  State  Medi- 
cal Association,  recommending  practical 
methods  which  could  be  utilized  by  the  Com- 
mission in  eliminating  abuses  and  improving 
the  administrative  system.  It  was  emphasized 
that  these  in  the  final  analysis  would  result 
in  much  larger  savings  and  do  away  with  the 
necessity  for  the  temporary  cut  in  medical 
bills. 

Since  that  time  officials  of  the  State  Medical 
Association  have  held  many  conferences  with 
members  of  the  State  Industrial  Commission 
on  this  and  other  problems.  Some  of  the 
recommendations  of  the  State  Association 
have  been  adopted  by  the  Commission.  The 
Council  of  the  State  Association  has  made 
careful  investigations  of  the  financial  con- 
dition of  the  state  insurance  fund  from  time 
to  time.  As  soon  as  economic  conditions  gen- 
erally and  the  condition  of  the  state  insurance 
fund  began  to  show  improvement,  the  Council 
officially  requested  the  Commission  to  repeal 
the  20  per  cent  reduction. 

The  Council’s  request  was  taken  under  con- 
sideration by  the  Commission  and  after  the 
Commission  was  fully  convinced  that  the 
period  of  emergency  had  passed;  the  fund  had 
shown  sufficient  improvement  to  justify  in- 
creased expenditures,  and  the  Commission  felt 
it  was  in  a position  to  initiate  additional  im- 
provements in  administrative  procedure,  it 
took  the  action  reported  in  this  article. 

Physicians  handling  workmen’s  compensation 
cases  should  keep  in  mind  that  the  20  per  cent 
reduction  will  apply  to  fee  bills  for  services  ren- 
dered prior  to  July  1,  1936,  and  that  all  bills 
for  services  rendered  on  and  after  that  date  will 
be  paid  in  accordance  with  the  General  and  Spe- 
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cial  Fee  Schedules,  except  services  commenced 
before  July  1 which  are  subject  to  a flat  fee. 

In  order  that  members  of  the  State  Association 
will  be  fully  informed  on  the  provisions  of  the 
General  and  Special  Fee  Schedules  now  in  effect, 
the  rules  and  regulations  pertaining  to  medical, 
hospital  and  nursing  services,  general  instruc- 
tions issued  by  the  Commission,  forms  used  by 
physicians,  etc.,  the  following  excerpts  from  the 
printed  fee  schedules  are  published  and  should 
be  filed  for  future  reference: 

IMPORTANT  INSTRUCTIONS 

You  Can  Help  the  Commission  Pay  Your  Bills 
with  Reasonable  Promptness: 

1.  By  making  your  reports  complete  even  in 
trivial  injuries.  Death  not  infrequently  follows 
minor  injuries. 

2.  By  using  a separate  letterhead  for  each 
claim. 

3.  By  plainly  marking  and  numbering  each 
X-ray  film  or  print  filed.  (See  Rules  on  X-ray). 

4.  By  submitting  your  bill  in  accordance  with 
the  fees  listed  in  this  booklet. 

5.  By  signing  your  name  and  address  legibly. 

RULES  AND  REGULATIONS  FOR  THE  GUIDANCE  OF 
PHYSICIANS,  HOSPITALS  AND  NURSES 

1.  It  is  the  duty  of  the  physician  to  submit  a 
report  of  progress  at  least  every  thirty  days  in 
all  cases  where  disability  exceeds  this  period. 
Approval  of  bills  will  be  based  largely  on  the  in- 
formation given  in  the  written  reports  furnished 
during  the  progress  of  the  case , provided  the  re- 
ports disclose  the  actual  facts. 

2.  If  the  claimant  suffers  from  any  disability 
or  disease  independent  of  the  injury,  it  is  the 
physician’s  duty  to  inform  the  Commission 
promptly. 

3.  Fees  will  not  be  approved  for  treatment  by 
more  than  one  physician  or  surgeon  for  the  same 
injury  or  disability  over  the  same  period  of  time. 
This  does  not  apply  to  consultants,  anesthetists, 
assistants  or  cases  where  the  need  of  an  ophthal- 
mologist is  clearly  shown. 

4.  A claimant  shall  not  be  permitted  to  change 
from  one  doctor  to  another  or  from  one  hospital 
to  another  without  setting  forth  his  reasons  in 
writing  and  obtaining  the  written  consent  of  the 
Commission  for  such  transfer.  A copy  of  such 
written  request  will  be  furnished  the  last  attend- 
ing physician  or  hospital.  This  does  not  apply 
to  cases  referred  to  a specialist  by  the  attending 
physician  when  the  nature  of  the  case  warrants 
nor  to  transfers  made  immediately  following 
emergency  or  first-aid  services.  (See  Rule  3). 

5.  Flat  fees  shall  not  apply  to  cases  which 
terminate  fatally  within  one  week  after  the  date 
of  injury,  but  the  fees  approved  will  be  based  on 
the  attention  given  as  reported  by  the  attending 
physician. 

6.  Fees  for  daily  dressing  will  not  be  approved 


unless  the  proof  of  record  clearly  shows  the 
necessity.  (In  most  cases  wounds  heal  much 
more  rapidly  when  the  dressing  is  not  disturbed 
too  often). 

7.  Fees  for  electrical  treatments,  X-ray  treat- 
ments, massage  and  all  other  types  of  physio- 
therapy will  not  be  approved  unless  written  au- 
thority has  been  given  in  advance. 

8.  Upon  the  completion  of  treatment  in  all 
compensation  cases,  physicians  shall  promptly 
notify  the  Commission  and  in  addition  thereto 
shall  render  their  final  bills,  on  forms  provided 
by  the  Commission,  within  sixty  days  thereafter. 
In  cases  requiring  prolonged  treatment,  physi- 
cians may  file  partial  bills,  fully  itemized,  at  in- 
tervals of  sixty  days.  The  questions  on  the  re- 
verse of  Form  C-19  shall  be  fully  answered  in 
all  cases. 

9.  Except  in  emergencies  or  where  the  con- 
dition of  the  patient  might  be  endangered  by  de- 
lay, consent  from  the  Commission  must  be  ob- 
tained in  advance  where  plastic  or  reconstructive 
surgery  is  contemplated  or  where  open  bone  sur- 
gery in  the  later  reduction  of  fractures  is  re- 
quired. No  bills  for  major  surgery  will  be  ap- 
proved, even  when  authorized,  until  a copy  of  the 
hospital  record  of  operation  has  been  placed  on 
file. 

10.  No  fees  for  hospital  care  for  more  than 
one  day  will  be  approved  where  the  proof  on  file 
indicates  that  claimant  is  ambulatory,  unless  the 
case  is  unusual  in  nature,  in  which  event  the  at- 
tending physician  shall  explain  in  detail  why 
additional  hospital  care  was  given. 

11.  When  a claimant  has  reached  the  state 
where  further  hospital  residence  becomes  a mat- 
ter of  personal  convenience  only,  it  is  the  duty  of 
of  the  hospital  superintendent  or  executive  to 
notify  the  Commission  at  once.  When  a claimant 
is  confined  to  a hospital  for  an  extended  period, 
bills  must  be  filed  monthly  with  the  hospital 
record  covering  the  period  of  the  bill. 

12.  No  hospital  bills  will  be  accepted  unless  a 
brief  history  of  the  case  sufficient  to  show  the 
nature  of  the  injury  and  character  of  the  treat- 
ment is  given  on  the  face  of  the  fee  bill  blank  or 
attached  thereto. 

13.  In  cases  of  urgent  necessity,  a registered 
nurse  or  registered  nurses  may  be  employed  for 
not  to  exceed  seven  days.  The  fee  for  such  special 
nursing  service  shall  be  $.50  per  hour,  including 
board.  Written  authority  must  be  obtained  in 
advance  for  special  nursing  service  in  excess  of 
the  initial  seven-day  period;  and,  unless  it  is 
specifically  authorized  in  addition,  because  of  the 
severity  of  the  case,  not  more  than  $10.00  per  day 
will  be  paid  for  special  nursing  service  at  the 
rate  of  $.50  per  hour  after  the  seven-day  period. 

14.  Fees  for  practical  nursing  service  by  a 
member  of  claimant’s  family  or  anyone  else  will 
not  be  honored  unless  written  authority  has  been 
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obtained  in  advance.  The  fee  in  each  case  will  be 
fixed  by  the  Commission. 

15.  The  Commission  reserves  the  right  to  re- 
ject bills  for  hospital,  medical  or  nursing  care 
unless  proof  submitted  clearly  shows  the  neces- 
sity of  the  services  charged  for. 

16.  When  the  medical  limit  of  $200.00  has  been 
reached,  further  fees  for  medical,  hospital  and 
nursing  attention  will  not  be  approved  by  the 
Commission  except  in  unusual  cases,  wherein  it 
is  clearly  shown  that  the  actually  necessary 
medical,  nurse  and  hospital  services  and  medi- 
cines exceed  the  amount  of  $200.00. 

MEDICAL  ONLY  CLAIMS— FORM  C-3 

1.  In  all  “Medical  Only”  cases  in  which  the 
medical  treatment  does  not  exceed  two  weeks, 
Form  C-3  shall  be  filed  not  later  than  one  month 
following  the  date  of  injury.  If  medical  treat- 
ment is  not  completed  at  the  end  of  two  weeks, 
the  physician  shall  file  Form  C-3  at  that  time, 
submitting  at  the  same  time  a complete  report 
showing  the  need  for  further  treatment,  upon  re- 
ceipt of  which  the  Commission  shall  furnish  the 
attending  physician  with  the  file  number  of  the 
case  and  with  Form  C-19  blanks  to  be  used  by  the 
physician  in  making  semi-monthly  reports  show- 
ing why  treatment  is  continued  and  for  filing 
supplemental  fee  bills.  The  payment  of  medical 
bills  in  cases  requiring  more  than  two  weeks’ 
treatment  will  depend  entirely  upon  the  reports 
the  attending  physician  submits  to  the  Commis- 
sion. 

2.  If  any  operative  treatment  other  than  first- 
aid  or  emergency  operation  is  needed,  a complete 
report  shall  be  bled  describing  the  condition  and 
the  operation  necessary,  and  asking  and  obtain- 
ing authority  for  such  operation  before  proceed- 
ing with  it. 

FEE  SCHEDULE 
Miscellaneous 


Minor  injuries  (first  dressing)  day  at  office $ 3.00 

Minor  injuries  (first  dressing)  home  or  hospital 5.00 

Minor  injuries  (first  dressing)  night  (9  P.  M.  to 

6:30  A.  M.)  7.00 

Subsequent  treatment  at  office 1.50 

Hospital  visit  2.00 

House  call  3.00 

Administration  of  anesthetic  by  physician  (minor 

operation)  5.00 

Administration  of  anesthetic  by  physician  (major 

operation)  10.00 

Administration  of  anesthetic  by  hospital  anesthetist 5.00 

Assistant  to  surgeon  (physician)  minor  operation 5.00 

Assistant  to  surgeon  (physician)  major  operation 10.00 

Removal  foreign  body  eye  (ordinary) 2.00 

Suturing  small  cuts  or  lacerations,  office 5.00 

Injection  antitetanic  serum  (including  cost  of  the 

serum)  5.00 

Plaster  casts  (including  material  and  depending  on 


Wasserman  examination  5.00 

Blood  examination  5.00 

Urinalysis  (chemical)  2.00 

Urinalysis  (microscopical  and  chemical) 5.00 

Special  Operations 

Laparotomy — Minimum  fee  with  after  care $100.00 

Note:  on  account  of  the  vast  differ- 

ence in  such  cases,  claim  for  services 
rendered  should  be  based  on  special 
correspondence. 


Herniorrhaphy— Single  (including  after  care) 75.00 

Herniorrhaphy— Double  (including  after  care) 100.00 


Tendon  Suture,  including  after  care : 

Minimum  25.00 

Maximum  50.00 

Reducing  hernia  by  taxis  and  after  care 5.00 


Note:  Truss  will  be  paid  for  upon  presentation  of 

statement  showing  cost. 

Dislocations 

Flat  rate,  including  reduction  and  subsequent  treatment. 

In  case  of  more  than  one  dislocation,  the  fee  shall  be 
the  major  one,  plus  an  additional  fifty  per  cent  of  the  fee 
prescribed  for  each  of  the  others  herein  classified. 


Shoulder  $ 35.00 

Clavicle  y_ i 50.00 

Elbow  50.00 

Hip  50.00 

Knee  50.00 

Patella  t. 5.00 

Ankle  25.00 

Finger  10.00 

(With  50  per  cent  additional  for  more  than  one) 

Toe  5.00 

(With  50  per  cent  additional  for  more  than  one) 

Lower  Jaw  10.00 

Semi-lunar  (carpal)  50.00 

Other  carpal  bones 25.00 


Fractures 

Flat  fee,  including  reduction  and  subsequent  treatment. 
In  a case  where  more  than  one  bone  is  fractured,  the  fee 
shall  be  the  major,  plus  an  additional  fifty  per  cent  of  the 
fee  prescribed  for  each  of  the  others  as  herein  classified. 


Humerus  $ 75.00 

One  bone  of  the  forearm  shaft .... 50.00 

Both  bones  of  the  forearm  shaft 75.00 

Colies  fracture  (including  fracture  tip  of  styloid  and 

dislocation  of  head  of  ulna) i 50.00 

Carpal  bones,  one  or  more l. . 15.00 

Femur  . : 100.00 

Tibia  50.00 

Fibula  25.00 

Tibia  and  Fibula  75.00 

Patella,  with  operation  — 100.00 

Patella,  without  operation  50.00 

Os  calcis  30.00 

Astragalus  30.00 

Tarsal,  other  than  os  calcis  or  astragalus • 15.00 

Rib — Single  or  multiple  (uncomplicated) 10.00 

Nasal  bones  - 10.00 

Phalanx,  metatarsal  or  metacarpal 15.00 


(With  50  per  cent  additional  for  additional  fractures) 
Pelvis — A proportionate  fee  on  the  basis  of  other 
fees  listed  will  be  determined  according  to  con- 
ditions present. 

Coccyx,  without  operation  10.00 

Coccyx,  with  operation 35.00 

Lower  Jaw  (not  including  dental  work) 40.00 

Upper  Jaw — Non-operative  15.00 

Upper  Jaw — Operative  fee  determined  according  to 
conditions. 

Clavicle  50.00 

Scapula  40.00 

Skull,  operative  or  non-operative $25.00  to  100.00 

Vertebrae — Minimum  , 25.00 

Note : On  account  of  vast  differences  in  eases 

of  fractures  of  vertebrae,  claims  for  ad- 
ditional services  should  be  based  on 
special  correspondence. 

Compound  fractures — Additional  charge  of  50  per  cent 
may  be  added  in  compound  frac- 
tures. 

Open  operation- — An  additional  charge  of  50  per  cent 
may  be  added  when  it  is  necessary 
to  perform  open  operation.  This  is 
not  in  addition  to  amount  allowed 
for  compound  fractures. 

In  unoperated  complicated  fractures  in  which  union  is 
not  taking  place  within  ninety  days  an  additional  charge 
may  be  allowed  at  the  discretion  of  the  Industrial  Com- 
mission. 

Amputations 

Flat  rate,  including  amputation  and  subsequent  treat- 
ments. 

Note:  The  minimum  fees  in  the  items  under  this  section 
are  intended  to  be  applied  in  those  cases  where  the  injuries 
were  so  serious  that  death  resulted  within  one  week  follow- 
ing the  operation.  The  maximum  and  intermediate  fees 
are  intended  to  cover  more  extended  subsequent  attention. 

In  case  of  more  than  one  amputation,  the  fee  shall  be 
the  major,  plus  50  per  cent  of  each  of  the  others  herein 


classified. 

Hip  joint  $100.00  $150.00 

Leg,  at  knee  or  above 75.00  125.00 

Foot,  ankle  or  below  knee 50.00  75.00 

Arm,  at  shoulder  joint 75.00  100.00 

Hand,  wrist,  forearm  or  arm 50.00  75.00 

One  toe  or  finger 25.00 


(With  50  per  cent  additional  fee  for  more  than  one) 
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Injuries  to  and  Diseases  of  the  Eye 

Note:  These  fees  will  be  approved  only  to  physi- 

cians of  recognized  standing  whose  prac- 
tice is  strictly  limited  to  eye,  ear,  nose  and 
throat  work. 


Foreign  body  of  cornea  and  sclera : 

(a)  Attached  to  cornea  or  sclera  but  not  im- 


(b)  Simple  imbedded  3.00 

(c)  Difficult  or  complicated — including  cases  re- 


Cauterization  of  corneal  ulcer  (Chemical) 5.00 

Cauterization  of  corneal  ulcer  (Thermal) 10.00 

Laceration  of  lids  or  conjunctiva  requiring  suturing  - 10.00 

Extraction  of  foreign  body  from  inside  the  eye-ball 

with  or  without  magnet $50.00  to  75.00 

Treatment  extensive  burns  of  the  cornea  (initial  treat- 
ment)   $5.00  to  10.00 

Penetrating  wounds : 

(a)  Not  requiring  surgical  interference 10.00 

(b)  Requiring  surgical  interference  (e.  g.,  lacer- 

ated cornea  with  prolapsed  iris  requiring 
iridectomy)  50.00 

Enucleation  of  eyeball  (Flat  rate  including  after  care)  : 

(a)  Simple  enucleation  50.00 

(b)  Implantation  operation  „ 75.00 

Plastic  operation  on  lids $50.00  to  100.00 

Extraction  of  traumatic  cataract  (Flat  rate  including 

after  care)  100.00 

Discission  of  capsule  (Flat  rate  including  after  care)  50.00 

Operation  of  pterygium  (Flat  rate  including  after 

care)  25.00 

Consultation  10.00 

Complete  Ophthalmological  examination  and  report 10.00 

Complete  Ophthalmological  examination  and  report 
for  court  purposes  and  only  upon  order  of  the 

Commission  25.00 

Refraction,  when  authorized  by  the  Commission 

$5.00  to  10.00 

Office  calls  2.00 

Home  calls  4.00 

Hospital  calls  3.00 


Note:  Inasmuch  as  this  schedule  is  to  be  used 

by  specialists  of  recognized  standing,  it 
will  be  necessary  for  the  specialist  to  in- 
dicate on  fee  bill  filed  that  his  practice  is 
limited  solely  to  disease  of  the  eye,  or  the 
eye,  ear,  nose  and  throat,  and  that  he  is 
recognized  as  a specialist  along  these  lines 
in  the  community  in  which  he  practices. 

Rules  on  X-ray 

The  following  rules  and  schedule  of  fees  will  govern  the 
making  of  X-ray  examinations  of  injured  workmen  pro- 
tected by  the  Workmen’s  Compensation  Act. 

1.  X-ray  examination  may  be  made  upon  request  of  the 
attending  physician  in  any  case  where  it  can  be  clearly 
shown  that  such  an  examination  is  essential  in  the  diag- 
nosis or  treatment  of  an  industrial  case. 

2.  It  is  understood  that  before  the  Industrial  Commis- 
sion may  assume  responsibility  for  such  examination  the 
claimant  shall  make  application  to  the  Commission,  properly 
certified  by  the  employer  and  recognized  by  the  Commission 
as  a compensable  claim. 

3.  A fee  of  $10.00  will  be  allowed  for  X-ray  of  all  parts 
of  the  body  except  fingers  and  toes,  for  which  parts  a fee 
of  $5.00  will  be  allowed.  These  fees  must  not  be  exceeded 
except  under  the  following  conditions : 

(a)  An  additional  charge  of  $5.00  will  be  allowed  for 
an  examination  for  each  additional  part  of  the  body 
when  necessary,  up  to  and  including  a maximum  of 
$25.00  at  one  sitting. 

(b)  A fee  of  $5.00  will  be  allowed  for  subsequent  ex- 
aminations if  such  are  necessary. 

(c)  An  additional  fee  of  $5.00  will  be  allowed  for  the 
accurate  localization  of  a foreign  body  in  the  eye. 

(d)  $25.00  for  complete  X-ray  examination  of  gastro- 
intestinal tract. 

(e)  $15.00  for  complete  X-ray  of  skull  (not  less  than 
two  views  in  different  directions). 

(f)  $15.00  for  pyelograms. 

(g)  50  per  cent  extra  for  stereoscopic  negatives  when 
authorized. 

4.  Cervical,  dorsal  and  lumbar  regions  of  the  spine  are 

considered  as  separate  parts  in  approving  bills  and  both 
antero-posterior  and  lateral  views  must  be  submitted. 
Entire  pelvis  and  upper  third  of  femurs  is  considered  one 

part.  Wrist  and  hand  one  part.  Views  in  two  directions 

of  the  same  part  (skull  excluded)  are  considered  as  one 
examination  of  the  part  and  are  covered  by  one  fee. 

5.  A written  report  and  fee  bill  accompanied  by  prints 
or  duplitized  films  must  be  on  file  with  the  claim  before 
charges  will  be  approved. 

(a)  Reports  of  X-ray  examinations  should  give  the 
number  of  the  claim,  name  of  the  claimant  ex- 
amined, name  of  the  employer,  name  of  the  at- 

tending physician,  date  of  examination,  date  upon 
which  the  injury  was  sustained,  a complete  inter- 


pretation of  the  examination  made,  and  should  be 
signed  by  the  roentenologist  making  the  examina- 
tion. 

(b)  Films  and  prints  should  be  plainly  marked  for 
identification  with  name  of  claimant,  name  of 
physician  and  the  number  of  the  claim. 

(c)  Films,  interpretation  and  bill  should  be  securely 
pinned  together  before  mailing. 

GENERAL  INFORMATION 

Reconstructive  work  to  be  paid  for  must  be 
taken  up  with  the  Industrial  Commission  and  fee 
decided  upon  prior  to  operation.  This  rule  will 
be  rigorously  enforced. 

A proportionate  fee  will  be  paid  by  the  Com- 
mission in  any  case  terminating  fatally  within  a 
few  hours. 

In  plastic  operations  and  all  other  surgical 
procedures  not  included  in  this  schedule,  fees  will 
be  paid  in  keeping  with  other  fees  outlined. 

In  the  event  one  physician  renders  first  aid 
and  the  claimant  is  subsequently  referred  to 
another  physician  for  completion  of  treatment 
and  after  care  due  to  lack  of  proper  facilities  or 
for  any  other  reason,  a fee  will  be  paid  by  the 
Commission  in  keeping  with  the  services  ren- 
dered and  in  addition  to  the  flat  rate  schedule. 
In  all  cases,  it  is  incumbent  upon  the  physician 
to  set  forth  clearly  the  services  rendered. 

Cases  requiring  prolonged  or  unusual  treat- 
ment not  contemplated  under  ordinary  circum- 
stances may  receive  adidtional  compensation  at 
the  discretion  of  the  Industrial  Commission.  Com- 
plete detailed  explanation  should  be  submitted 
with  the  fee  bill,  which  must  be  itemized. 

In  minor  injuries  daily  dressings  will  not  be 
paid  for  unless  the  necessity  for  same  is  clearly 
set  forth. 

Fees  shall  not  be  approved  for  the  services  of 
more  than  one  attending  physician  or  surgeon 
over  the  same  period  of  time  This  does  not 
apply  to  consultants,  anesthetists,  assistants  or 
cases  where  the  need  of  an  ophthalmologist  is 
clearly  shown. 

Fees  for  high  frequency,  diathermy  or  other 
electrical  treatment  will  not  be  approved  unless 
specifically  authorized  by  the  Commission. 

Extra  fees  for  dressing  material  and  drugs  will 
not  be  approved  except  in  unusual  cases  wherein 
an  extraordinary  amount  of  such  material  or 
drugs  is  used.  In  such  cases,  the  material  or 
drugs  used  will  be  paid  for  at  cost. 

It  should  be  remembered  that  each  physician 
accepting  an  industrial  case  assumes  an  imme- 
diate obligation  to  make  a medical  report  of  such 
a case  to  the  Commission  in  order  that  the 
claimant  may  be  permitted  to  receive  his  com- 
pensation in  regular  bi-weekly  payments  during 
the  period  of  his  disability.  His  failure  to  make 
such  reports  promptly  oftentimes  embarrasses 
the  Commission  as  well  as  the  claimant. 

Inasmuch  as  the  Physician’s  Report  of  dis- 
ability is  an  essential  part  of  the  proof  in  each 
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claim  it  is  extremely  important  that  this  report 
be  submitted  to  the  Commission  promptly. 

The  Fee  Bill  Blank  may  be  retained  until  the 
services  are  completed.  It  is  then  to  be  itemized 
fully  and  the  certificate  at  the  bottom  of  the 
blank  filled  out  showing  the  exact  date  the 
claimant  was  able  to  resume  work.  Additional 
information  not  included  in  the  original  report 
and  which  will  tend  to  give  the  Commission  a 
clearer  idea  of  the  nature  and  extent  of  the  in- 
jury may  be  shown  on  the  reverse  side  of  the 
Fee  Bill  blank. 

In  claims  involving  injury  to  more  than  one 
part  of  the  body,  care  should  be  taken  that  all 
injuries  are  reported,  even  those  that  appear  to 
be  trivial  at  the  time. 

In  cases  of  continuing  disability  after  the 
Physician’s  First  Report  is  filed,  he  will  be  re- 
quested from  time  to  time  to  file  supplemental 
reports  on  blanks  which  will  be  provided.  In 
each  instance  it  is  important  that  great  care  be 
exercised  in  giving  a clear  clinical  picture  of  the 
conditions.  One  of  the  main  causes  of  delay  in 
payment  of  compensation  is  lack  of  definite  in- 
formation as  to  the  claimant’s  condition. 

In  estimating  the  period  of  probable  disability 
the  Commission  desires  a safe  estimate  only.  In 
other  words,  it  is  better  to  under-estimate  than 
to  over-estimate.  If  it  is  found  that  the  first 
estimate  is  too  low,  a supplemental  report  may 
be  made  at  any  time.  In  each  case  it  is  the  Com- 
mission’s desire  to  compensate  the  claimant  for 
the  full  period  of  disability  arising  from  the  in- 
jury. 

In  amputation  cases  be  sure  to  mark  the  exact 
point  of  amputation  on  the  diagram  on  the  re- 
verse side  of  the  Medical  Report  blank. 

In  order  to  avoid  error  you  should  also  accu- 
rately describe  the  amputation  in  your  written 
report  and  then  care  should  be  taken  to  see  that 
the  marking  agrees  with  the  written  report. 

Inasmuch  as  there  is  a difference  of  opinion  as 
to  the  nomenclature  used  in  describing  fingers 
and  phalanges,  the  Commission  will  consider  it  a 
favor  if  physicians  will  follow  the  terminology 
as  given  on  reverse  side  of  report  blanks  in 
describing  parts  injured.  For  instance,  the  index 
finger  is  the  first  finger;  the  little  finger  is  the 
fourth  finger,  and  so  on.  Also  the  phalanges  of 
the  hand  are  numbered  first,  second  and  third, 
beginning  with  the  proximal  phalanx.  The  proxi- 
mal phalanx  is  the  first  and  the  distal  phalanx 
the  third. 

When  writing  the  Commission  for  information 
on  a certain  claim,  always  give  the  claim  number 
if  possible.  The  claimant  and  employer  are  ad- 
vised as  to  the  number  of  a claim  as  soon  as  one 
has  been  assigned.  If  unable  to  secure  the  claim 
number,  give  the  name  of  the  claimant,  name  of 
employer  and  date  of  injury. 


Appropriate  forms  for  submitting  reports  are 
mailed  to  all  whose  names  appear  on  the  first 
application  filed.  Forms  will  be  promptly  mailed 
to  all  others  rendering  services  upon  receipt  of 
names  and  addresses. 

When  asking  for  information  on  more  than  one 
claim,  use  a separate  letterhead  for  each,  as  all 
letters  are  placed  in  the  file  as  part  of  the  record. 
Moreover,  by  following  this  suggestion  you  will 
receive  more  prompt  replies  to  your  letters. 

Correspondence  on  purely  medical  matters 
should  always  be  addressed  to  the  Chief  Medical 
Examiner. 

Fees  for  special  nursing  services  will  be  ap- 
proved when  the  services  are  necessary  and  or- 
dered by  the  attending  physician.  In  very  severe 
injuries  where  it  appears  that  such  services  may 
be  required  for  more  than  one  week,  the  Com- 
mission should  be  promptly  notified  and  authority 
requested  for  the  same. 

We  make  every  effort  to  answer  all  corre- 
spondence promptly,  but  it  sometimes  happens 
that  reply  is  somewhat  delayed  on  account  of 
inability  to  secure  the  file  promptly,  or  it  may 
be  that  the  claim  is  in  process  of  hearing  and 
cannot  be  diverted  for  the  purpose  of  answering 
correspondence. 

The  original  Workmen’s  Compensation  Act 
provided  for  a maximum  allowance  of  $200.00 
for  all  medical,  hospital  and  nursing  services  and 
medicines.  An  amendment,  effective  June  28, 
1917,  authorizes  the  Commission  to  exceed  this 
allowance  in  unusual  cases  wherein  it  is  clearly 
shown  that  the  actually  necessary  medical,  nurse 
and  hospital  services  and  medicines  exceed  the 
amount  of  $200.00. 

Acting  in  accordance  with  this  authority,  the 
Commission  adopted  the  following  rule: 

“In  unusual  cases  wherein  the  sum  of  $200.00 
is  not  sufficient  to  pay  the  cost  of  medical,  nurse 
and  hospital  services  and  medicines,  before  any 
additional  sum  therefor  shall  be  disbursed  from 
the  State  Insurance  Fund,  it  shall  be  clearly 
shown  to  the  Industrial  Commission  that  such 
medical,  nurse  and  hospital  service  and  medi- 
cines are  necessary.” 

An1  order  for  payment  of  such  excess  fees  re- 
quires the  unanimous  approval  of  the  Commis- 
sion and  it  is  incumbent  upon  the  person  render- 
ing the  service  to  show  that  the  case  is  clearly  an 
unusual  one  as  contemplated  by  the  statute.  This 
amendment  applies  only  to  bills  for  services  ren- 
dered subsequent  to  June  28,  1917. 

On  account  of  the  statutory  requirements,  in 
these  cases,  payment  of  bills  cannot  be  made  as 
promptly  as  in  the  ordinary  claim.  In  case  of 
any  unusual  or  prolonged  delay  after  filing  bill, 
the  physician  or  hospital  should  write  to  the 
Claims  Department  asking  for  information  as  to 
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the  status  of  the  bill  and  the  reason  for  the  delay 
in  payment. 

FORMS  FOR  USE  OF  PHYSICIANS,  HOSPITALS, 
DENTISTS  AND  NURSES 

C-  1 Preliminary  application  and  physicians’ 
report  (used  when  the  claimant  is  disabled 
for  more  than  seven  (7)  days). 

C-  3 Preliminary  application,  medical  report 
and  fee  bill  (used  when  the  claimant  is  dis- 
abled for  less  than  seven  (7)  days). 

C-16  Hospital  Fee  Bill. 

Med.  17  Hospital  patient  report. 

C-18  Oculists’  report  (used  only  for  examina- 
tions ordered  by  Commission). 

C-19  Physicians’  Fee  Bill. 

C-22  Special  hernia  form  for  claimant  and  phy- 
sician. 

C-84  Supplemental  report  of  attending*  physi- 
cian. 

C-108  Dental  Surgeons’  combined  report  and  fee 
bill. 

C-20  Nurses’  Fee  Bill. 

C-lll  Specialists’  report  (used  only  for  examina- 
tions ordered  by  Commission). 

— OSMJ  — 

Negative  Debaters  Have  the  Edge  in 
State  Medicine  Contests  Due  to 
Help  of  O.  S.  M.  A. 

Upholding  the  negative  side  of  the  question  of 
socialized  medicine,  Troy  High  School  won  the 
championship  of  the  Ohio  High  School  Debating 
League  in  the  final  contest  conducted  at  Ohio 
State  University,  Columbus,  April  3.  Represen- 
tatives of  Marysville  High  School  presented  the 
affirmative  side. 

These  two  schools  were  the  survivors  of  a 
series  of  elimination  contests  participated  in  by 
86  Ohio  high  schools  which  were  members  of  the 
league. 

A tabulation  of  the  official  debates  conducted 
by  the  league  shows  that  121  resulted  in  a de- 
cision for  the  negative  side  and  92  for  the  affirm- 
ative. 

The  subject  was:  “Resolved,  That  the  several 
states  should  enact  legislation  providing  for  a 
system  of  complete  medical  care  available  to  all 
citizens  at  public  expense”. 

Many  other  Ohio  high  schools  debated  the 
same  question  before  school  assemblies,  service 
clubs,  women’s  organizations,  granges,  etc. 

More  than  250  packages  of  debate  material, 
containing  approximately  7,000  individual  pieces 
of  literature  on  sickness  insurance,  state  medi- 
cine, and  medical  economics,  prepared  by  the 
American  Medical  Association  and  the  Ohio 
State  Medical  Association,  were  mailed  by  the 
State  Headquarters  Office  to  debaters,  school 
officials  and  debate  coaches  throughout  the  state 
to  assist  debaters  in  the  preparation  of  argu- 
ments on  the  negative  side  of  state  medicine. 


PRACTICAL  PREVENTIVE 
MEDICINE 

Editor’s  Note : The  Committee  on  Preventive  Medicine 

and  Periodic  Health  Examinations  of  the  Ohio  State  Medical 
Association  has  propounded  certain  questions  to  a number 
of  authoritative  physicians  throughout  the  state.  Each  ques- 
tion deals  with  some  problem  in  preventive  medicine.  The 
answers  will  be  published  in  The  Journal  to  assist  all 
physicians  in  determining  how  these  problems  might  be  met. 
The  second  of  this  series  follows : 

Q. — In  doing  a periodic  health  examination  upon 
a middle  aged  business  man,  it  is  disclosed  that 
this  coming  summer  he  and  his  wife  are  going 
to  take  a long  automobile  trip  for  their  vacation, 
one  daughter  is  going  to  Europe  while  the  other 
members  of  the  family  are  spending  the  summer 
vacation  at  his  cottage  on  one  of  the  Ohio  reser- 
voirs. What  will  you  tell  him  about  vaccination 
against  typhoid  fever. 

A. — I would  advise  him  that  the  entire  family 
should  be  vaccinated,  and,  if  necessary  to  con- 
vince him  of  the  efficacy  of  the  procedure,  I would 
say  something  similar  to  this: 

“In  the  Spanish  American  War,  when  typhoid 
vaccination  was  unknown,  the  typhoid  death  rate 
was  one  to  every  72  soldiers;  in  the  World  War, 
when  typhoid  vaccination  was  compulsory,  the 
rate  was  one  to  25,641.  Among  the  civilians, 
who  undoubtedly  at  that  time  (1917)  were  under 
much  better  hygienic  surroundings  than  the  sol- 
diers, the  death  rate  was  one  to  7,143”. 

I would  inform  him  that  some  reaction  might 
be  expected  but  that,  if  the  course  was  completed, 
they  would  all  be  safe  from  any  but  a very  mas- 
sive infection. 

By:  W.  H.  Hartung,  M.D.,  State  Director 

of  Health. 

— oSMJ  — 

Ohioans  at  Tri-State  Meeting 

Several  hundred  Ohio,  Indiana  and  Michigan 
physicians  attended  the  63rd  annual  meeting  of 
the  Northern  Tri-State  Medical  Association  held 
at  Fort  Wayne,  Indiana,  April  14. 

Ohio  physicians  appearing  on  the  program 
were  Dr.  William  E.  Lower,  Cleveland,  who  spoke 
on  “The  Prostatic  Question”;  and  Dr.  Claude  S. 
Beck,  Cleveland,  who  gave  the  principal  address 
at  the  association  banquet,  on  “The  Heart  as  a 
Surgical  Organ”. 

Officers  of  the  association  for  the  ensuing  year 
are:  Dr.  W.  H.  Marshall,  Flint,  Mich.,  president; 
Dr.  G.  E.  Jones,  Lima,  Ohio,  vice-president;  Dr. 
R.  H.  Elrod,  Toledo,  secretary;  Dr.  J.  N.  Kelly, 
LaPorte,  Indiana,  treasurer;  Dr.  W.  M.  Mc- 
Donald, Detroit,  Mich.,  Dr.  Bert  Hibbard,  Lima, 
and  Dr.  L.  T.  Rales,  Fort  Wayne,  Indiana,  coun- 
sellors. Officers  for  1935-36  included  Dr.  Edward 
P.  Gillette,  Toledo,  president  and  Dr.  B.  F.  Thutt, 
Elida,  counsellor. 
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Information  on  Economic  Aspects  of  Medical  Practice  Not  Difficult  to  Obtain  If  the 
Physician  Will  Only  Inquire  and  Read — Citations  Listed  for  His  Convenience 


THAT  an  increasing  number  of  physicians 
are  devoting  critical  thought  to  the  eco- 
nomic aspects  of  medical  practice  is  evi- 
denced by  the  increasing  number  of  requests 
made  by  members  of  the  medical  profession  for 
authentic  data  on  social  and  economic  questions 
affecting  the  profession  and  the  increasing  num- 
ber of  physicians  who  are  appearing  before  lay 
groups  to  discuss  these  problems. 

This  is  as  it  should  be. 

Physicians  must  become  better  informed  on 
economic  issues,  especially  those  affecting  medical 
practice,  so  that  they  can  discuss  them  intelli- 
gently before  lay  groups  and  among  themselves. 

For  the  benefit  of  physicians  sufficiently  in- 
terested to  make  a thorough  study  of  some  of 
these  problems,  The  Journal  has  compiled  a list 
of  books,  bulletins,  reports,  pamphlets,  etc.,  pre- 
senting information  on  miscellaneous  topics  in 
the  field  of  medical  economics  and  which  may  be 
secured  in  many  instances  without  cost. 

PUBLICATIONS  OF  THE  A.M.A. 

The  following  booklets  have  been  prepared  by 
and  may  be  obtained  from  the  American  Medical 
Association,  535  North  Dearborn  Street,  Chicago, 
Illinois.  (A  limited  supply  of  most  of  these 
pamphlets  is  available  at  the  Headquarters  Office 
of  the  State  Association,  Columbus,  for  use  of 
members)  : 

Sickness  Insurance  Catechism. 

Some  Defects  in  Insurance  Propaganda. 
Sickness  Insurance  and  Sickness  Costs. 
Sickness  Insurance  Not  the  Remedy. 

A Critical  Analysis  of  Sickness  Insurance. 
Prepayment  Plans  for  Hospital  Care. 

Health  Insurance  in  England  and  Medical 
Society  Plans  in  the  United  States. 

Income  from  Medical  Practice. 

Group  Practice. 

Contract  Practice. 

New  Form  of  Medical  Practice. 

Handbook  of  Sickness  Insurance,  State  Medi- 
cine and  the  Cost  of  Medical  Care. 

Care  of  Indigent  Sick. 

Medical  Service  Plans. 

Radio  Debate  on  State  Medicine. 

Collecting  Medical  Fees. 

Introduction  to  Medical  Economics. 

Some  Phases  of  Contract  Practice. 


Medical  Relations  Under  Workmen’s  Compen- 
sation. 

Supplement  to  Income  from  Medical  Practice. 

MISCELLANEOUS  REFERENCES 

Innumerable  books  and  pamphlets  have  been 
published  by  other  organizations  and  individuals 
in  recent  years  on  the  medical  aspects  of  social 
and  economic  questions.  It  is  impossible  to  carry 
a complete  list  of  them.  The  following  are  among 
the  most  worth-while  and  better  known  reference 
books  and  pamphlets: 

The  Medical  Profession  and  the  Public,  The 
American  Academy  of  Political  and  Social 
Science,  3457  Walnut  Street,  Philadelphia,  $1.00. 

Social  Security,  American  Association  for 
Social  Security,  22  E.  Seventeenth  Street,  New 
York  City,  $1.75. 

Medical  Care  for  the  Unemployed  and  Their 
Families,  American  Public  Welfare  Association, 
850  E.  Fifty-Eighth  Street,  Chicago. 

The  Cost  of  Medical  Care,  Metropolitan  Life 
Insurance  Company,  New  York  City. 

Report  of  the  Committee  of  Five  of  the  Cali- 
fornia State  Medical  Association,  California  State 
Medical  Association,  450  Sutter  Street,  San  Fran- 
cisco. 

Report  of  Committee  on  Economics  of  Canadian 
Medical  Association,  Canadian  Medical  Associa- 
tion. 

Economic  Problems  in  Medicine,  A.  C.  Christie, 
M.D.,  Macmillan  Company,  New  York  City,  $2.00. 

How  to  Budget  Health,  Evans  Clark,  Harpers, 
New  York  City,  $4.00. 

Final  Report  of  the  Commission  on  Medical 
Education,  630  W.  168th  Street,  New  York  City, 
$2.50. 

Reports  of  the  Committee  on  Costs  of  Medical 
Care,  University  of  Chicago  Press,  prices  rang- 
ing from  25  cents  to  $4.00. 

Sickness  Insurance  and  Group  Hospitalization, 
Editorial  Research  Reports,  1503  Twenty-First 
Street,  N.W.,  Washington,  D.C. 

Formulating  An  American  Plan  for  Health  In- 
surance, I.  S.  Falk,  131  E.  Twenty-Third  Street, 
New  York  City. 

Purchase  of  Medical  Care  Through  Fixed 
Periodic  Payment,  Pierce  Williams,  National 
Bureau  of  Economic  Research,  51  Madison  Ave., 
New  York  City. 
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Medicine  and  the  State,  Arthur  Newsholme, 
Williams  and  Wilkins  Company,  Baltimore,  $3.50. 

Red  Medicine,  Doubleday,  Doran  and  Co.,  Inc., 
Garden  City,  N.Y.,  $2.50. 

The  Socialization  of  Medicine,  Reference  Shelf, 
H.  W.  Wilson  Company,  New  York  City,  90  cents. 

Group  Budgeting-  for  Hospital  Care,  18  E. 
Division  Street,  Chicago. 

The  Layman’s  View  About  the  Costs  of  Medical 
Care,  Rosenwald  Fund,  Chicago. 

The  Way  of  Health  Insurance,  A.  M.  Simons 
and  Nathan  Sinai,  University  of  Chicago  Press, 
$2.00. 

Socialized  Medicine,  Debate  Handbook,  Bower 
Aly,  Lucas  Brothers,  Columbia,  Missouri,  (two 
volumes),  75  cents  per  volume. 

Handbook  on  State  Medicine,  J.  Weston  Walch, 
Debaters’  Information  Bureau,  45  Free  Street, 
Portland,  Maine,  $2.50. 

Free  Medical  Care,  E.  C.  Buehler,  debaters’ 
help  book,  Noble  and  Noble,  100  Fifth  Avenue, 
New  York  City,  $2.00. 

State  Medical  Service,  debaters’  handbook,  A. 
W.  Heath,  Waverly  Press,  Waverly,  Illinois,  75 
cents. 

The  Doctor’s  Bill,  Hugh  Cabot,  M.D.,  Columbia 
University  Press,  New  York  City,  $3.00. 

PLENTY  OF  DATA  AVAILABLE 

The  above  citations  are  presented,  regardless 
of  the  policies  and  views  expressed  by  the  authors, 
to  aid  the  physician  planning  to  make  a thorough 
study  of  medical  economics  and  help  him  to  secure 
comments  on  both  the  affirmative  and  negative 
sides  of  the  various  topics  studied. 

It  is  essential  that  the  physician  be  informed 
on  both  sides  of  these  public  issues.  He  cannot 
provide  adequate  support  for  his  own  opinions 
unless  he  is. 

No  physician  can  offer  as  an  excuse  for  his 
lack  of  knowledge  of  these  important  questions 
the  statement  that  adequate  information  is  not 
available. 

Authentic  information  is  available  and  may  be 
secured  from  many  sources  by  the  physician  who 
will  make  the  effort  to  secure  it. 

Incidentally,  physicians  who  make  it  a point 
to  read  diligently  each  issue  of  The  Ohio  State 
Medical  Journal  and  The  Joui'nal  of  the  American 
Medical  Association,  as  well  as  the  A.  M.  A. 
Bulletin,  will  not  find  themselves  lacking  in  in- 
formation on  numerous  public  questions  affecting 
medicine  since  these  publications  constantly  try 
to  present  articles  and  comments  which  will  pro- 
voke thought  along  these  lines  among  their 
readers. 

— OSMJ  — 

Taking  for  granted  that  undergraduate  prep- 
aration is  essential  to  all  professions,  it  remains 
true  that  in  none  is  continued  post-graduate  edu- 
cation more  imperative  than  in  medicine. — Ralph 
H.  Pino,  M.D.,  Detroit. 


At  the  time  this  was  written,  the  Ohio  Supreme 
Court  had  under  consideration  a request  of  the 
State  Superintendent  of  Insurance  that  the  court 

appoint  a mas- 

Honest  Physicians  Need  ter  commis- 

,r  r ^ , sioner  to  con- 

A of  F ear  Proposed  duct  an  investi_ 

Insurance  Fraud  Probe  gation  of  alleged 

insurance 

frauds  in  various  sections  of  the  state. 

The  communication  to  the  court  charged  that 
the  alleged  frauds  are  being  carried  on  by  certain 
insurance  company  adjusters,  certain  attorneys, 
certain  claimants,  certain  physicians,  and  other 
individuals. 

If  conducted  properly  and  courageously  the 
proposed  state-wide  investigation  under  the  juris- 
diction of  the  Supreme  Court  probably  would 
have  a beneficial  effect. 

The  serious  charges  made  against  the  above 
groups  should  be  proved  or  disproved  under 
proper  legal  procedure. 

The  thousands  of  honest  and  self-respecting 
physicians  of  Ohio  need  have  no  fear  of  the  out- 
come. They  should  welcome  the  exposure  and 
prosecution  of  the  few  physicians  who  may  have 
been  engaging  in  dishonest  practices  and  prosti- 
tuting their  profession. 

The  medical  profession  as  a group,  believing  in 
high  standards  and  good  ethics,  holds  no  brief 
for  the  shady  practitioner.  The  quicker  he  is 
weeded  out,  the  better  off  the  profession  as  a 
whole  will  be,  to  say  nothing  of  the  effect  on  the 
public. 

Now  that  the  charges  have  been  made,  let’s 
have  the  investigation;  but  let’s  have  an  im- 
partial, efficient,  one,  free  from  influences  and 
ulterior  motives. 

— OSMJ  — 

Obstacles  challenge,  but  do  not  frighten  brave 
men. — Woodrow  Wilson. 

— OSMJ  — 

One  of  the  present  outstanding  studies  in  con- 
trast is  the  Townsend  National  Weekly,  official 
publication  of  the  famous  Townsend  Plan  now 
under  fire  in  a Congressional  probe. 

The  venture  of 

One  Way  the  $200  Per  its  advertising  de- 
1/f.  j ^ 7 t-w  7 partment  into  the 

Month  Townsend  Dole  m e d i c a 1 and 

Will  Be  Squandered  health  field  is  of 

particular  i n- 

terest. 

The  paragrapher  of  the  magazine,  Today,  has 
done  such  a good  job  in  picturing  the  startling  in- 
consistencies of  Dr.  Townsend’s  bulletin  that  we 
will  let  him  tell  you  in  his  own  words. 

Quoting: 

“The  Toivnsend  National  Weekly  is  well  worth 
reading,  if  only  for  the  edifying  contrast  in  its 
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pages  between  the  loftiness  of  its  spiritual  mes- 
sage and  the  earthly  nature  of  the  goods  sold  by 
the  advertisers  who  help  support  it.  In  one 
column  we  find  a statement  that  ‘if  our  people 
will  persist  in  the  purity  of  their  desires,  evil  will 
vanish’;  in  another  these  same  people  are  urged 
by  a Louisiana  Frog  Canning  Company  to  ‘Raise 
Giant  Frogs’.  Side  by  side,  the  Townsend 
Weekly  exalts  ‘infinite  good’  and  remedies  for 
spastic  colitis,  the  ‘law-abiding  older  members  of 
society’  and  medicines  which  will  help  them  to 
‘banish  all  desire  for  drinking’,  ‘loyalty,  trust, 
charity,  compassion,  pity’,  and  quick,  easy  ways 
to  combat  asthma,  pyorrhea,  ruptures,  boils, 
rheumatism  and  bladder  weakness.” 

To  paraphrase  for  the  benefit  of  Townsend 
Weekly  readers: 

Verily,  what  profiteth  a man  if  he  gets  his  $200 
per  month  but  wasteth  the  health  of  his  remain- 
ing years  by  patronizing  the  quacks  and  the 
frauds  exploited  in  his  weekly  newspaper. 

— oSMj  — 

If  ever  the  time  arrives  that  existence  becomes 
so  easy  that  effort  and  courage  are  not  required, 
the  decline  and  fall  of  civilization  will  be  at  hand. 
The  glory  of  our  history  has  been  the  display  of 
these  qualities. — Calvin  Coolidge. 

— OSMJ  — 

Literature  purported  to  have  been  issued  by  a 
committee  of  the  Illinois  State  Society  of  Op- 
tometrists is  so  worded  that  the  casual  lay  reader 

is  quite  likely  to  be- 

Questionable  Conduct  lieve  an  optometrist 
. is  as  well  qualified 

of  borne  Optometrists  as  an  oculist  to  care 

Cant  Be  Ignored  for  the  eyes,  accord- 

ing to  an  investiga- 
tion made  by  officials  of  the  American  Medical 
Association. 

This  is  a situation  which  organized  medicine 
as  an  agency  of  public  service  cannot  ignore 
and  will  have  to  combat  if  matters  come  to  a 
showdown. 

As  far  as  is  known,  there  is  no  similar  move- 
ment under  way  in  Ohio. 

In  fact,  the  official  organization  of  optometrists 
in  this  state  has  been  a leader  in  activities  di- 
rected at  unprofessional  and  unethical  conduct 
on  the  part  of  optometrists.  There  is  no  indica- 
tion at  present  that  this  policy  of  demanding  that 
optometrists  stay  within  their  limitations  will 
be  modified. 

It  is  true  that  some  Ohio  optometrists  have  re- 
fused to  do  so  and  have  exploited  themselves 
through  the  use  of  questionable  and  fraudulent 
publicity  and  advertising.  To  put  an  end  to  such 
activities  should  be  the  goal  of  law  enforcement 
officers  and  those  optometrists  who  believe  in 
ethical  and  professional  standards. 

Also,  it  is  true  that  a few  licensed  physicians  in 


Ohio  are  aiding  and  abetting  certain  optical  firms 
in  fooling  the  public.  To  stop  this  should  be  the 
goal  of  law  enforcement  agencies  and  organized 
medicine,  if  it  has  jurisdiction. 

Obviously,  there  is  a sharp  distinction  between 
the  field  of  the  ophthalmologist  and  the  opto- 
metrist. Yet,  there  need  be  no  conflict  providing 
the  latter  stays  within  his  own  field.  Action  will 
be  required  in  exceptional  cases. 

■ — OSMJ  — 

Few  physicians  are  more  useless  than  the  man 
whose  mind  is  stored  with  facts  but  who  does  not 
understand  men  and  women  and  can  neither  ob- 
serve properly  nor  reason  logically. — James  S. 
McLester,  M.D.,  president,  A.M.A. 

— OSMJ  — 

A recent  action  by  the  Committee  on  Profes- 
sional Ethics  of  the  Cleveland  Bar  Association 
is  an  example  of  taking  the  bull  by  the  horns 

when  disciplinary 
Admirable  Example  Set  Procedure  is  ad- 

By  Bar  Association  The  questi0n 

in  Ethical  Procedure  which  was  put  up 

to  the  committee  is 
summarized  in  the  first  paragraph  of  the  opinion 
rendered  by  the  committee  which  reads  as  fol- 
lows: 

“A  Cleveland  newspaper  is  making  arrange- 
ments to  publish  a special  photogravure  section 
to  be  on  sale  and  delivered  to  homes  during  the 
time  that  the  Republican  Convention  is  in  Cleve- 
land. Some  pages  will  be  devoted  to  photo- 
graphs of  members  of  the  Bar  and  some  members 
of  the  Bar  are  now  being  asked  to  permit  the 
use  of  their  photographs  and  to  pay  approxi- 
mately $50  for  the  cost  of  publishing  the  photo- 
graph in  the  special  edition.  A member  of  the 
association,  who  has  been  approached,  requests 
the  opinion  of  the  committee  in  reference  to  such 
procedure. 

“The  committee  is  of  the  opinion  that  the  pub- 
lication of  photographs  of  attorneys  over  their 
name  under  any  designation  that  they  are  at- 
torneys, the  cost  thereof,  approximately  $50,  to 
be  paid  by  the  attorneys,  would  constitute  a vio- 
lation of  Canon  27  of  the  Canons  of  Professional 
Ethics  of  the  American  Bar  Association,  from 
which  the  following  ds  quoted: 

“ ‘Solicitation  of  business  by  circulars  or  ad- 
vertisements or  by  personal  communications  or 
interviews,  not  warranted  by  personal  relations, 
is  unprofessional.  * * * Indirect  advertisement 
for  business  by  furnishing  or  inspiring  news- 
paper comments  concerning  causes  in  which  the 
lawyer  has  been  or  is  engaged  or  concerning  the 
manner  of  their  conduct,  the  magnitude  of  the 
interests  involved,  the  importance  of  the  lawyer’s 
positions  and  all  other  like  self -laudation,  defy 
the  traditions  and  lower  the  tone  of  our  high 
calling  and  are  intolerable.’  ” 

Physicians  will  not  have  to  strain  their  mem- 
ories to  remember  that  the  medical  profession 
occasionally  has  been  solicited  by  advertising  rep- 
resentatives of  newspapers  and  other  publica- 
tions. 
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Also,  it  will  be  recalled  that  some  physicians 
have  purchased  space. 

Comparison  of  the  Canons  of  Professional 
Ethics  of  the  American  Bar  Association  and  the 
Principles  of  Medical  Ethics  of  the  American 
Medical  Association  will  reveal  that  the  provi- 
sions with  respect  to  advertising  and  self -promo- 
tion are  similar  in  principle. 

The  legal  profession,  like  the  medical  profes- 
sion, must  constantly  be  concerned  with  the  job 
of  keeping  some  of  its  members  in  line. 

The  stand  taken  by  the  Cleveland  committee 
is  admirable.  Its  effect  should  be  beneficial.  It 
is  an  example  of  something  that  the  proper 
officials  of  both  local  bar  associations  and  local 
medical  societies  can  do  to  safeguard  professional 
standards. 

• — OSMJ  • — 

Every  recipient  of  The  Journal  of  the  A.M.A. 
should  read  with  care  the  1936  reports  of  the 
officers  and  bureaus,  published  in  the  April  4 
issue.  After  doing  so  he  will  have  a better  knowl- 
edge and  understanding  of  the  multiple  activities 
carried  on  by  the  national  organization  for  him 
and  his  colleagues. 

— OSMJ  — 


In  a number  of  counties,  public  health  educa- 
tion projects  are  being  carried  on  in  connection 
with  the  program  of  the  Works  Progress  Adminis- 
tration of  the  Fed- 

Careful  Check-up  On 
Local  W.P.A.  Health 
Projects  Advised 


eral  government. 
These  are  local 
scope  and  the 


m 


administrative  de- 
tails are  in  charge 


of  local  W.P.A.  officials. 


Doubtless,  good  is  being  accomplished  by  some 
of  these  projects  and  they  are  filling  a need  in 
some  communities. 

Nevertheless,  they  should  be  carefully  analyzed 
by  the  local  medical  society  or  academy  of  medi- 
cine. 

First,  it  is  important  that  each  project  be 
sound  from  a public  health  and  medical  stand- 
point. Second,  that  it  does  not  extend  into  the 
field  of  medical  practice.  Third,  that  it  is  being 
conducted  by  qualified  persons. 

Few,  if  any,  persons  other  than  physicians  and 
registered  nurses  are  qualified  or  competent  to 
engage  in  public  health  instruction.  Diagnosing, 
prescribing  and  administering  of  medicine  by 
anyone  other  than  a licensed  physician  should  not 
be  tolerated.  Of  course,  these  properly  belong  to 
the  field  of  medical  service  and  every  health  edu- 
cation program  should  be  set  up  in  such  a way 
that  such  practices  cannot  occur. 

There  is  danger  for  the  public  in  any  medical 
and  health  program  which  is  improperly  pre- 
pared and  administered. 

The  medical  society  in  communities  where  they 


are  under  way  should  make  a check-up  im- 
mediately. If  irregularities  are  discovered, 
prompt  contact  with  local  W.P.A.  officials  should 
be  made. 

• — OSMJ  — 

Studies  made  of  the  diets  and  food  tendencies 
of  groups  of  families  of  the  low  income  classes 
reveal  that  there  is  a distinct  relation  between 
character  of  diet  and  the  family  income.  Here  is 
additional  evidence  that  changes  in  medical  prac- 
tice alone  will  not  solve  the  problems  of  costs  and 
incidence  of  illness. 

— OSMJ  — 

It  will  be  remembered  that  at  the  Cincinnati 
Annual  Meeting,  the  House  of  Delegates  adopted 
a resolution  petitioning  the  officials  of  the  medical 

schools  of  the 

Medical  Neophytes  co“ntry  to  Pr°- 

. vide  instruction 

and  Membership  in  for  their  students 

Organized  Medicine  on  the  benefits 

and  advantages 
of  membership  in  medical  organization.  (Novem- 
ber 1935  issue,  The  Journal,  page  864). 

The  reaction  of  the  heads  of  the  various  medi- 
cal schools  to  this  suggestion  has  been  nothing 
less  than  surprising  and  particularly  encouraging. 

Acknowledgments  have  been  received  from  the 
majority  of  deans  to  whom  a copy  of  the  resolu- 
tion was  sent.  Some  stated  that  such  instruction 
is  already  being  provided  for  medical  under- 
graduates; others  expressed  the  opinion  that  the 
suggestion  is  meritorious  and  that  an  effort  would 
be  made  to  carry  out  the  idea. 

Favorable  reaction  also  was  manifest  by  the 
medical  associations  in  other  states. 

As  an  example  we  quote  in  part  from  the  com- 
ments of  the  editor  of  the  Indiana  State  Medical 
Journal: 

“A  resolution  was  presented  to  the  House  of 
Delegates  of  the  Ohio  State  Medical  Association, 
at  the  recent  Cincinnati  convention,  relative  to  a 
more  personal  contact  between  recent  graduates 
in  medicine  and  the  State  Medical  Association. 
For  a long  time  we  have  preached  the  doctrine  of 
‘get  ’em  in  early  and  they  are  more  likely  to  be- 
come permanent  members.’ 

“As  was  pointed  out  by  the  author  of  this  reso- 
lution, ‘Too  many  of  our  graduates  of  medical 
colleges  apparently  are  unfamiliar  with  the  ob- 
jectives and  activities  of  organized  medicine  and 
lack  a clear  understanding  of  the  benefits  to  be 
derived  through  membership  in  local,  state,  and 
national  medical  societies.’  This  is  at  once  a 
truism  and  an  indictment:  truism  because  it  is 
true  that  we  have  been  lax  in  looking  after  the 
neophytes  at  a time  when  they  especially  need  the 
guidance  of  older  heads  in  getting  set  toward  the 
right  direction;  an  indictment  because  we  must 
admit  that  we  have  overlooked,  to  a very  great 
degree,  the  urging  of  these  young  chaps  to 
identify  themselves  at  once  with  their  local  so- 
cieties. 

“It  has  often  been  said  that  the  county  society 
is  the  very  backbone  of  organized  medicine;  with- 
out it  we  would  have  no  state  organization  and 
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probably  no  national  association.  Imagine,  if  you 
can,  the  sad  state  in  which  medicine  would  find 
itself  had  we  not  had  the  county  medical  society 
for  the  past  fifty  or  seventy-five  years.  Where 
would  we  turn  for  those  exchanges  of  experiences 
that  go  to  make  up  a very  great  part  of  present 
day  medical  education;  where  would  one  seek  an 
outlet  for  the  presentation  of  his  findings?  Cer- 
tainly our  medical  journals  would  fall  far  short 
of  their  present  efficiency,  were  it  not  for  our 
medical  organizations.  There  would  be  little  in- 
centive for  a doctor  to  spend  hours  and  hours  in 
the  preparation  of  a paper  if  he  were  not  certain 
that  it  would  receive  merited  attention. 

“We  must  all  agree  that  these  premises  are 
correct  for  we  know  they  are  correct,  and  knowing 
this,  what  good  reason  exists  for  not  getting  after 
our  recent  graduates  and  explaining  to  them  the 
necessity  of  joining  their  local  county  society  im- 
mediately after  establishing  an  office?  Our  re- 
sponsibility does  not  end  there.  After  these  young 
men  have  become  identified  with  us,  it  becomes 
our  duty  to  see  to  it  that  they  have  some  part  in 
our  proceedings.  We  do  not  mean  to  say  that 
right  off  the  bat  the  tyro  should  be  asked  to  pre- 
sent a weighty  discussion,  though  we  have  known 
some  who,  even  in  their  interne  days,  stood  ready 
to  discourse  on  any  subject  with  the  assurance 
that  their  utterances  were  the  very  last  word! 

“It  is  a trite  saying  that  the  non-member  doctor 
soon  finds  himself  behind  the  procession;  read  as 
he  will,  if  he  does  not  have  society  contacts,  he 
soon  becomes  lost.  We  are  almost  prompted  to  de- 
clare that  a young  doctor  with  a good  teaching 
background,  an  active  member  in  an  up  and  going 
medical  society,  can  keep  almost  abreast  of  cur- 
rent medical  progress. 

“The  advantages  of  membership  are  apparent 
to  us  all  and  it  takes  but  little  time  to  explain  them 
to  the  younger  men.  The  accomplishments  of  or- 
ganized medicine  during  the  past  five  years  alone 
will  supply  sufficient  argument  to  convince  any 
open-minded  person  that  such  activities  should  be 
supported.” 

— OSM  J — 

Occasionally,  physicians  whose  lack  of  interest 
has  hindered  their  local  medical  society  from  be- 
coming an  alert,  active  organization,  wonder  why 
so  many  local  citizens  are  apathetic  and  often 
antagonistic  on  medical  and  public  health  mat- 
ters. The  answer  and  the  solution  are  obvious. 

- — oSMJ  — 

There  are  in  Ohio  a number  of  professional  ac- 
ceptance agencies  which  make  loans  for  the  pay- 
ment of  medical,  hospital  and  nursing  bills  or 

discount  bills  of 

Cooperation  With  Nurse  physicians,  hos- 

■ i *7  pitals  and 

on  Financial  Details  nurses. 

Should  Be  Practiced  A problem 

which  has 

arisen  in  connection  with  the  operations  of  some 
of  these  agencies  merits  brief  comment. 

In  most  cases  where  the  acceptance  agency 
makes  a loan  to  the  patient,  the  physician  and 
hospital  are  fully  aware  that  their  bills  will  be 
handled  in  this  way  and  have  agreed  to  the  de- 
duction of  the  agency  fee  for  this  collection  ser- 
vice. 


However,  the  nurse  who  had  been  called  in  on 
the  case  frequently  does  not  know  that  the  bills 
are  to  be  handled  through  the  acceptance  agency 
and  needless  to  say  is  somewhat  perturbed  when 
she  finds  that  her  bill  for  services  is  to  be  paid  at 
a discount. 

True,  the  ffiurse  does  not  have  to  accept  the 
services  of  .the  agency  and  can  insist  to  the 
patient  that  he  pay  the  full  amount  of  her  bill. 
Yet,  this  may  be  whistling  up  the  wind  and  the 
nurse  usually  would  rather  take  less  than  noth- 
ing. 

The  point  is  that  the  nurse  is  entitled  to  know 
something  about  the  financial  arrangements  made 
by  the  patient,  physician  and  hospital  so  that  she 
can  determine  in  advance  whether  she  will  accept 
the  case  or  can  make  her  own  arrangements 
directly  with  the  patient. 

The  physician  can  well  afford  to  cooperate  with 
the  nurse  on  this  matter  by  giving  her  an  oppor- 
tunity to  know  the  details  of  financial  arrange- 
ments or  plans. 

Individual  cooperation  between  allied  profes- 
sions is  just  as  important  as  organized  coopera- 
tion. Try  it.  It  pays. 

— oSMJ  — 

A.  M.  A.  Golf  Tournament  to  Be  Held  at 
Kansas  City  on  May  11 

The  American  Medical  Golfing  Association  will 
hold  its  twenty-second  annual  tournament  at  the 
Mission  Hills  Country  Club  and  the  Kansas  City 
Country  Club  in  Kansas  City  on  Monday,  May 
11,  1936. 

Thirty-six  holes  of  golf  will  be  played  in  com- 
petition for  the  70  trophies  and  prizes  to  be 
awarded  in  nine  events. 

Officers  of  the  association,  which  has  1,150 
members,  are  Dr.  M.  M.  Cullom,  Nashville,  Tenn., 
president;  Dr.  W.  Albert  Cook,  Tulsa,  Okla.,  and 
Dr.  Walt  P.  Conaway,  Atlantic  City,  N.  J.,  vice- 
presidents;  and  Wm.  J.  Burns,  Lansing,  Mich., 
executive  secretary.  Included  in  the  list  of  living 
past-presidents  are  Dr.  Thomas  Hubbard  and 
Dr.  Charles  Lukens,  Toledo. 

All  male  Fellows  of  the  American  Medical  As- 
sociation are  eligible  to  membership  in  the 
A.M.G.A.  Full  particulars  may  be  obtained  by 
writing  Mr.  Burns  at  2020  Olds  Tower,  Lansing, 
Mich. 

— OSM  J — 

Stark  County  Society  Issues  Bulletin 

Dr.  R.  K.  Ramsayer,  Canton,  is  editor  of  the 
Stark  County  Medical  Society  Bulletin,  the  first 
issue  of  which  was  recently  published.  Associate 
editors  are : Dr.  C.  A.  LaMont,  Dr.  G.  L.  King, 
Jr.,  Dr.  R.  L.  Klunk,  Dr.  J.  E.  Purdy,  Dr.  J.  P. 
DeWitt  and  Dr.  0.  T.  Wilson.  The  business  man- 
ager is  Dr.  Clair  B.  King,  an  I Dr.  Joseph  A. 
Mack  is  associate  manager. 
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Do  You  Know  - - - 

That  all  products  advertised  in  The  Ohio 
State  Medical  Joui~nal  bear  the  stamp  of  approval 
of  the  Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association  and,  therefore,  are 
of  proven  value? 

That  all  advertisements  published  in  The  Jour- 
nal have  been  carefully  censored  and  conform  to 
the  regulations  of  the  Cooperative  Medical  Ad- 
vertising Bureau  of  the  American  Medical  As- 
sociation? 

This  bureau  was  organized  by  the  A.M.A.  23 
years  ago  to  assist  the  state  medical  journals  in 
obtaining  high-class  ethical  advertising.  During 
that  time,  it  has  placed  advertisements  produc- 
ing a total  revenue  of  $2,027,869. 

In  1935  its  gross  advertising  revenue  was 
$134,447,  which  was  distributed  among  the  32 
medical  journals  which  it  served. 

The  Bureau  renders  valuable  assistance  to  The 
Ohio  State  Medical  Journal  not  only  in  placing 
national  advertising,  but  in  collecting  for  busi- 
ness contracted.  It  is  not  operated  for  profit. 

The  advertising  pages  of  The  Journal  contain 
much  information  which  can  be  of  invaluable  aid 
to  the  physician. 

He  can  accept  the  claims  made  for  products 
with  the  assurance  that  they  have  been  thor- 
oughly investigated. 

Advertisers  in  The  Joimial  deserve  the  support 
of  its  readers.  Revenue  from  its  advertisements 
helps  to  make  publication  of  The  Journal  pos- 
sible. Also,  such  advertisers  are  ethical  and  re- 
liable. 

The  advertising  prestige  of  The  Journal  can 
be  improved  if  more  physicians  will  give  credit 
for  their  purchases  to  advertisements  which  they 
have  read  in  The  Ohio  State  Medical  Journal. 

— OSM  J — 

Purchases  By  Physicians  From  Firms 
Outside  Ohio  Subject  to  “Use”  Tax 

Physicians  who  purchase  drugs,  supplies,  ap- 
pliances, equipment,  etc.,  used  in  their  offices  and 
in  connection  with  their  professional  services, 
from  companies  located  outside  of  Ohio  will  be 
interested  in  and  affected  by  the  regulations  re- 
cently issued  by  the  State  Tax  Commission  re- 
lating to  the  new  “Ohio  Use  Tax  Law”. 

The  “Ohio  Use  Tax  Law”  is  a supplement  to 
the  Ohio  Retail  Sales  Tax  Act.  It  imposes  a tax 
similar  to  the  sales  tax  on  the  privilege  of 
“using”  in  Ohio  any  tangible  personal  property 
purchased  outside  of  the  state.  The  purpose  of 
the  “use  tax”  is  to  protect  Ohio  merchants  from 
discrimination  arising  from  purchases  made  from 
non-Ohio  firms.  The  taxes  levied  are  the  same  as 
those  provided  for  in  the  sales  tax  act. 

Physicians  have  been  designated  “consumers” 


with  respect  to  the  sales  tax  act  and  must  pay  a 
sales  tax  on  supplies  purchased  from  Ohio  firms. 

The  same  is  true  with  respect  to  the  “use  tax” 
law  and  purchases  made  from  non-Ohio  com- 
panies. 

These  procedures  in  relation  to  the  payment 
and  collection  of  the  “use  tax”  are  important: 

1.  If  a physician  purchases  supplies  from  an 
out-of-state  firm,  at  the  time  of  such  purchase  he 
should  pay  the  tax  to  the  company,  providing  the 
company  maintains  a place  of  business  in  Ohio, 
and  should  obtain  a tax  receipt  therefor.  (The 
State  Tax  Commission  has  ruled  that  a company 
maintains  a place  of  business  in  Ohio  if  orders 
are  solicited  in  Ohio  by  agents  or  representatives.) 

2.  If  a physician  purchases  supplies  from  an 
out-of-state  firm  which  does  not  maintain  a place 
of  business  in  Ohio  (a  mail-order  firm),  he  should 
at  the  time  of  the  purchase  pay  a tax  to  the  com- 
pany, providing  the  company  has  obtained  a cer- 
tificate of  registration  from  the  State  Tax  Com- 
mission authorizing  it  to  collect  tax,  make  pre- 
payments and  issue  a tax  receipt. 

3.  If  a physician  buys  supplies  from  an  outT 
of-state  company  which  does  not  maintain  a place 
of  business  in  Ohio  and  has  not  made  the  proper 
arrangements  to  collect  the  tax  and  issue  tax  re- 
ceipts, he  is  liable  for  payment  of  the  tax  direct 
to  the  State  Treasurer. 

In  this  case  the  procedure  is  as  follows:  He 
must  file  a return  with  the  State  Tax  Commission 
on  or  before  the  15th  day  of  the  month  following 
each  calendar  quarter  showing  the  price  of  each 
purchase  and  furnishing  other  information  re- 
quired by  the  Commission.  At  the  same  time  he 
must  file  a duplicate  report  with  the  State  Treas- 
urer and  pay  the  tax  imposed  by  the  “use  tax” 
law. 

Heavy  penalties  are  provided  for  violation  of 
this  and  other  provisions. 

Physicians  can  avoid  the  red  tape  and  trouble 
involved  in  paying  the  tax  direct  to  the  State 
Treasurer  by  confining  their  purchases  to  Ohio 
firms  or  those  out-of-state  companies  which  have 
made  the  proper  arrangements  to  prepay  the  tax, 
collect  from  consumers,  and  issue  tax  receipts. 

— OSMJ  — 

Portage  County  Relief  Plan 

The  Portage  County  Medical  Society  has  joined 
the  list  of  county  societies  which  have  been  suc- 
cessful in  working  out  an  administrative  plan 
with  the  county  commissioners  and  township 
trustees  for  medical  care  of  the  indigent.  The 
plan  allows  relief  clients  free  choice  of  physicians 
and  operates  under  an  agreed  fee  schedule. 

— OSMJ  — 

The  American  Neisserian  Medical  Society  will 
hold  its  second  annual  meeting  on  May  18,  1936, 
at  the  Hotel  Statler,  Boston,  Mass. 


IMPROVEMENT  IN  OHIO  MORTALITY  RATES  WILL  BE  OBJECTIVE 
OF  MATERNAL  AND  CHILD  HYGIENE  EDUCATIONAL  PROJECT 


IN  the  April,  1936,  issue  of  The  Ohio  State  Medical  Journal , there  was  published  an 
article  summarizing  in  a general  way  some  of  the  proposed  public  health  projects 
to  be  carried  on  in  Ohio  under  the  provisions  of  the  Federal  Social  Security  Act. 
One  of  the  projects  will  be  an  educational  program  among  the  medical  profession 
and  the  public  on  maternal  and  child  hygiene. 

Some  interesting  data  which  will  be  used  as  a basis  for  this  public  health  program 
has  been  assembled  by  Dr.  A.  L.  Van  Horn,  chief,  Bureau  of  Child  Hygiene,  State  De- 
partment of  Health,  and  is  presented  in  the  following  article  written  especially  for 
The  Journal: 

MATERNAL  AND  CHILD  HEALTH  NEEDS  IN  OHIO 

by 

A.  L.  Van  Horn,  M.D.,  Columbus,  Ohio,  Chief,  Bureau  of  Child  Hygiene,  State  Department  of  Health 


IT  IS  the  purpose  of  this  article  to  briefly 
point  out  some  of  the  pertinent  facts  regard- 
ing the  needs  for  maternal  and  child  hygiene 
activities  in  Ohio. 

Certainly,  before  initiating  any  program  re- 


needs of  the  state  justify  a more  intensive  pro- 
gram in  the  field  of  maternal  and  child  hygiene, 
we  must  first  turn  to  the  available  vital  statistics 
in  which  such  needs  are  readily  reflected.  Vital 
statistics  are  not  infallible;  however,  they  do 


INFANT  MORTALITY  IN  OHIO 


quiring  the  expenditure  of  public  funds,  it  is 
essential  that  we  have  a clear  picture  of  what 
our  present  needs  are  and  in  what  manner  they 
can  best  be  met. 

Not  infrequently  in  the  past,  departments  of 
health  have  exposed  themselves  to  a certain 
amount  of  just  criticism  by  embarking  on  pro- 
jects in  the  field  of  public  health  which  have  been 
of  questionable  value  and  which  have  required  no 
small  outlay  of  public  money. 

It  is  with  this  very  thought  in  mind  that  every 
attempt  is  being  made  to  develop  our  present 
program  under  the  Social  Security  Act  on  sound 
principles. 

If  we  are  to  determine  whether  or  not  the 


TABLE  I. 

MATERNAL  DEATH  RATES*  IN  THE  UNITED  STATES 


AND  OHIO 


Year 

U.  S. 

Ohio 

1925 

6.5 

6.6 

1926 

6.6 

6.7 

1927 

6.5 

6.2 

1928 

6.9 

6.1 

1929 

7.0 

6.6 

1930 

6.7 

5.7 

1931 

6.6 

6.1 

1932 

6.3 

5.8 

1933 

6.1 

6.0 

1934 

5.7 

6.0 

*Number  of  maternal  deaths  per  1,000  live  births. 
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serve  as  guide  posts  in  the  field  of  public  health, 
pointing  the  way  to  specific  needs  for  promoting 
various  phases  of  the  public  health  program. 

MATERNAL  MORTALITY 

Much  controversy  has  arisen  in  recent  years 
regarding  the  high  maternal  death  rate  in  this 
country.  Recent  detailed  statistical  studies  by 


chart  ir. 


Tandy  of  the  Federal  Children’s  Bureau  prompted 
him  to  declare  that  “no  matter  what  methods  of 
assignment  are  used,  the  maternal  mortality  rate 
in  the  United  States  retains  an  exceedingly  high 
rate  as  compared  with  other  countries.” 

In  Table  I are  listed  the  comparative  maternal 
mortality  rates  (number  of  maternal  deaths  per 
1,000  live  births)  for  the  past  ten  years  in  the 
United  States  as  a whole  and  in  Ohio.  It  will  be 
noted  that  there  is  relatively  little  difference  be- 
tween the  rates  for  the  entire  country  and  for 
the  State  of  Ohio.  From  this  comparison  one 
must  conclude  that  if  the  maternal  death  rate  for 
the  United  States  is  excessive,  then  the  same 
must  be  true  for  Ohio. 

In  the  April,  1936,  issue  of  The  Journal,  Run- 
nels presented  the  most  reliable  studies  on  ma- 
ternal mortality  that  have  been  made  up  to  the 
present  time.  It  is  encouraging  to  know  that  the 
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Hospital  Obstetric  Society  of  Ohio  will  carry  on 
these  important  investigations,  and  will  un- 
doubtedly contribute  much  to  the  clarification  of 
facts  regarding  maternal  deaths. 

With  regard  to  the  important  question  of  pre- 
ventability,  the  excellent  detailed  studies  made  by 
the  Philadelphia  County  Medical  Society  revealed 
that  56.7  per  cent  of  the  717  maternal  deaths 
investigated  could  be  classified  as  being  prevent- 
able. 

INFANT  MORTALITY 

In  contrast  to  the  stationary  character  of  the 
high  maternal  death  rate  in  Ohio,  there  has  been 
a steady  decline  in  the  infant  mortality  rate  as 
is  shown  in  Chart  I. 

The  reason  for  this  decrease  in  infant  deaths 
has  been  assigned  to  a number  of  causes,  such  as 
improved  milk  and  water  supply,  improved  sani- 
tary conditions  within  the  homes,  more  wide- 
spread information  among  the  laity  regarding 
infant  care  and  more  interest  in  the  field  of 
pediatrics  by  physicians.  Certain  it  is  that  no 
one  factor  has  been  responsible  but  rather  a com- 
bination of  causes  which  has  resulted  in  a lower- 
ing of  the  infant  mortality  rate. 

In  spite  of  the  fact  that  the  rate  has  dropped 
for  the  entire  state,  there  are  still  certain  dis- 
tricts in  Ohio  which  have  an  exceedingly  high 
infant  mortality  rate.  As  is  shown  in  Chart  II, 
these  districts  are  largely  in  the  south  central 
section  of  the  state  and  are  for  the  most  part 
rural  in  character. 

Our  present  problem  centers  largely  about  the 
new-born  infant.  Whereas  20  years  ago  pre- 
maturity accounted  for  approximately  20  per 
cent  of  the  infant  deaths  during  the  first  year 
of  life,  it  now  causes  three  times  as  many  deaths 
as  any  other  single  cause  and  accounts  for  ap- 
proximately 32  per  cent  of  total  infant  deaths 
during  the  first  year.  In  1933,  64  per  cent  of  the 
infants  dying  during  the  first  year  of  life  failed 
to  survive  the  first  month  and  56  per  cent  of 
these  died  on  the  first  day.  There  is  little  doubt 
that  a large  percentage  of  these  infant  deaths  are 
preventable. 

THE  PRESCHOOL  AND  SCHOOL  CHILD 

The  fact  that  nearly  200  Ohio  children  die  an- 
nually from  diphtheria  is  sufficient  reason  for 
intensifying  our  efforts  for  eliminating  this  pre- 
ventable disease. 

The  fact  that  two-thirds  of  our  school  children 
have  physical  defects  which  are  largely  correct- 
able is  a challenge  to  all  physicians  and  public 
health  administrators. 

The  fact  that  over  200  Ohio  children  of  high 
school  age  succumb  to  tuberculosis  annually  is  an 
additional  reason  for  promoting  child  health  ac- 
tivities. 


CONCLUSIONS 

In  view  of  the  few  facts  which  we  have  pre- 
sented, we  believe  that  a program  for  promoting 
maternal  and  child  health  activities  in  Ohio  is 
entirely  justified  and  should  be  an  essential  and 
important  part  of  any  public  health  program. 

We  are  of  the  opinion  that  it  is  not  within  the 
province  of  the  health  department  to  furnish 
medical  service,  but  that  this  should  be  a duty 
of  the  practicing  physician.  The  health  depart- 
ment, however,  should  function  as  a coordinating 
and  administrative  unit  in  public  health  activities 
and  should  promote  a sound  program  in  health 
education. 

The  problems  which  have  been  briefly  referred 
to  in  this  article  are  not  beyond  solution.  With 
the  knowledge  that  the  medical  profession  has  at 
hand  it  is  known  that  these  maternal,  infant  and 
childhood  deaths  are  largely  preventable.  In  a 
subsequent  issue  of  The  Joun'nal  will  be  presented 
the  proposed  maternal  and  child  health  program 
in  Ohio. 

— OSMJ  — 

Mid-Summer  Examinations  of  State 
Medical  Board  to  Be  June  16-19 

Mid-summer  examinations  given  by  the  State 
Medical  Board  will  be  held  at  Columbus  June  16, 
17,  18  and  19,  the  board  decided  at  its  meeting 
held  in  Columbus,  April  7. 

The  Board  granted  licenses  through  reciprocity 
to  practice  medicine  and  surgery  to  the  follow- 
ing 21  physicians:  Dr.  Samuel  A.  Brown,  Akron, 
Howard  University;  Dr.  James  O.  Clayton,  Cleve- 
land, Creighton  Medical  College;  Dr.  Herman  K. 
Dimlich,  Cleveland,  Hahnemann  Medical  College; 
Dr.  George  J.  Edam,  Lakewood,  St.  Louis  Uni- 
versity, Dr.  George  T.  Flesher,  Willard,  Medical 
College  of  Virginia;  Dr.  Glen  K.  Folger,  Cleve- 
land, University  of  Nebraska;  Dr.  John  L.  Ham- 
ilton, Steubenville,  University  of  Pennsylvania; 
Dr.  Iredell  M.  Hinnant,  Cleveland,  Medical  Col- 
lege, State  of  South  Carolina;  Dr.  Franklin  C. 
Hugenberger,  Columbus,  Harvard  Medical 
School;  Dr.  John  LoCricchio,  Cincinnati,  Univer- 
sity of  Michigan;  Dr.  James  R.  Mack,  Cincinnati, 
Harvard  Medical  School;  Dr.  George  K.  Mahl, 
Ironton,  Duke  University  Medical  College;  Dr. 
George  M.  McKelvey,  Youngstown,  Harvard 
Medical  School;  Dr.  Rose  Ruth  Middleman, 
Youngstown,  University  of  Pittsburgh;  Dr.  Alois 
E.  Moore,  Cincinnati,  Tulane  University;  Dr. 
McKinnie  L.  Phelps,  Cincinnati,  Rush  Medical 
College;  Dr.  Dean  D.  Smith,  Cincinnati,  Johns 
Hopkins  Medical  School;  Dr.  Paul  Frederick 
Tillman,  Lorain,  St.  Louis  University;  Dr.  Max- 
well S.  Udelf,  Cleveland,  St.  Louis  University; 
Dr.  George  F.  Weber,  Delphos,  University  of 
Louisville,  and  Dr.  Richard  Wehr,  Upper  San- 
dusky, University  of  Louisville. 


REVISED  REGULATIONS  GOVERNING  MEDICAL  DEFENSE 
PLAN  ISSUED  BY  COMMITTEE 


IN  order  to  clarify  the  regulations  governing 
the  Medical  Defense  Plan  of  the  Ohio  State 
Medical  Association  and  the  procedure  to  be 
followed  in  the  operation  of  the  plan,  the  Com- 
mittee on  Medical  Defense,  composed  of  Dr.  J.  E. 
Tuckerman,  Cleveland,  chairman,  Dr.  W.  H. 
Snyder,  Toledo,  and  Dr.  F.  P.  Anzinger,  Spring- 
field,  with  the  consent  of  the  Council,  has  promul- 
gated a revised  set  of  regulations. 

The  revised  regulations  which  became  effective 
March  15,  1936,  following  official  approval  by  the 
committee,  are  as  follows : 

PURPOSES  OF  THE  MEDICAL  DEFENSE  PLAN 
The  Medical  Defense  Plan  of  the  Ohio  State 
Medical  Association  is  promulgated  and  main- 
tained for  the  purpose  of  aiding  members  of  the 
Association  in  the  defense  of  claims  asserted 
against  such  members  and  arising  out  of  their 
professional  relationships  with  their  patients.  It 
is  the  object  of  the  plan  to  aid  in  preventing  the 
filing  of  suits  and  to  assist  in  the  defense  of  suits 
which  are  filed. 

THOSE  ELIGIBLE  FOR  DEFENSE 
Medical  defense  shall  be  available  only  to 
members  of  the  Association  in  good  standing. 
As  used  herein,  membership  in  good  standing 
means  that  membership  dues  are  paid  up  both  at 
the  time  of  the  alleged  cause  of  action  and  at  the 
time  of  institution  of  suit.  To  be  in  good  standing 
throughout  the  year  for  the  purpose  of  assistance 
in  medical  defense,  a member’s  dues  for  the  cur- 
rent year  must  be  remitted  to  the  office  of  the 
Association  at  Columbus,  Ohio,  on  or  before  Jan- 
uary 1.  A member  in  arrears  is  not  in  good 
standing. 

A member  will  not  be  assisted  in  case  of  suit, 
if  the  alleged  cause  of  suit  occurred,  or  if  suit 
was  filed,  during  a period  for  which  the  member 
is  or  was  in  arrears,  or  in  the  case  of  suit  the 
alleged  cause  of  which  occurred  previous  to  mem- 
bership in  the  Association. 

The  records  of  the  Executive  Secretary  shall  be 
final  and  conclusive  as  to  membership  status. 

SCOPE  OF  PLAN 

Medical  defense  shall  extend  only  to  civil  mal- 
practice suits,  and  shall  under  no  circumstances 
be  available  to  any  member  who,  after  investiga- 
tion by  the  Committee  on  Medical  Defense,  is  be- 
lieved to  be  guilty  of  criminal  abortion,  feticide, 
homicide  or  any  criminal  act,  or  who  has  not  con- 
formed to  recognized  ethical  laws.  The  Associa- 
tion will  only  assist  in  the  defense  of  suits 
brought  for  claims  arising  in  the  course  of  legiti- 
mate professional  work. 

The  Association  assumes  no  legal  obligation  to 


any  member,  but  will,  to  the  extent  and  under  the 
proper  circumstances,  to  be  determined  by  the 
Committee  on  Medical  Defense,  contribute  to  the 
expense  of  such  defense  and  will  otherwise  co- 
operate with  the  member  sued  in  the  making  of 
investigations,  assisting  in  obtaining  witnesses, 
recommending  legal  counsel  (if  requested),  fur- 
nishing the  advice  and  assistance  of  the  General 
Counsel  of  the  Association  to  the  legal  counsel 
employed  by  the  member  sued,  and  otherwise  ex- 
tending such  aid  and  support  as  the  committee 
may  find  practicable  and  proper. 

The  Association  will  not  assist  in  the  defense  of 
a suit  in  any  case  of  fracture  or  like  injury  where 
an  X-ray  has  not  been  taken  and  kept  on  file,  un- 
less it  can  be  shown  to  the  satisfaction  of  the 
Committee  on  Medical  Defense  that  at  the  time 
and  place  it  was  impossible  to  secure  an  X-ray. 

SUPPLEMENTAL  RULES 

1.  A member  sued  or  threatened  with  suit  for 
alleged  malpractice  shall  at  once  report  the  facts 
and  circumstances  of  the  case  to  the  Committee 
on  Medical  Defense.  This  report  should  be  made 
on  blanks  supplied  by  the  committee  and  which 
can  be  secured  either  from  the  secretary  of  the 
county  society,  the  local  defense  committeeman  or 
the  Executive  Secretary  of  the  State  Association. 
The  Association  will  not  assist  in  the  defense  of 
any  member  unless,  within  ten  days  after  the  ser- 
vice of  summons,  his  report  and  application  for 
defense  is  sent  to  the  Executive  Secretary,  1005 
Hartman  Theatre  Building,  Columbus,  Ohio. 

2.  In  case  a member  is  threatened  with  suit,  he 
should  not  wait  for  suit  to  be  filed,  but  should  im- 
mediately notify  the  Executive  Secretary,  by 
filling  out  and  mailing  to  him  the  report  and  ap- 
plication blank.  This  will  then  be  placed  im- 
mediately in  the  hands  of  the  Committee  on  Medi- 
cal Defense,  in  order  that  all  possible  and  proper 
steps  may  be  taken  to  avoid  suit. 

3.  A member  who  has  been  sued  or  threatened 
with  suit  may  employ  counsel  of  his  own  selec- 
tion, but  upon  request  of  such  member  the  Com- 
mittee on  Medical  Defense,  or  General  Counsel  of 
the  Association,  will  recommend  competent  legal 
counsel  to  such  member.  The  legal  counsel  em- 
ployed by  the  member  sued  or  threatened  with 
suit  shall  be  entitled  to  advise  or  confer  with  the 
General  Counsel  of  the  Association  in  all  matters 
pertaining  to  defense  of  the  case.  The  Association 
will  not  in  any  event,  contribute  to  the  expense 
incurred  by  such  member,  unless  the  legal  counsel 
employed  by  him  shall  cooperate  fully  with  the 
Committee  on  Medical  Defense  and  the  General 
Counsel  of  the  Association. 

4.  The  Association  will  not  contribute  to  the 
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expense  in  the  defense  of  a suit  if  brought  on  a 
cross-complaint,  where  the  physician  has  sued  to 
collect  his  bill  for  services  within  one  year  of  the 
termination  of  such  services. 

5.  The  Association  will  not  pay  damages,  or 
pay  or  contribute  to  any  judgment  or  fine 
awarded  or  imposed,  or  the  expense  of  witnesses 
residing  within  the  county. 

6.  Where  the  claim  asserted  against  the  mem- 
ber is  covered  by  a policy  of  indemnity  insurance 
held  by  such  member,  or  the  member  is  in  the 
employ  of  any  governmental  or  other  agency  re- 
sponsible for  his  defense,  the  Association  will  not 
ordinarily  contribute  any  expense,  but  will  give 
such  aid  as  the  Committee  on  Medical  Defense 
shall  deem  appropriate. 

7.  It  should  be  understood  by  members  of  the 
Association  that  the  fund  for  medical  defense  is 
not  large,  and  consequently  it  should  be  conserved 
by  every  effort  on  the  part  of  the  membership  of 
the  Association. 

8.  Members  of  the  component  medical  society 
will  be  expected  to  give  not  only  their  moral  sup- 
port, but  also  active  participation  in  the  conduct 
of  the  trial,  in  any  way  that  they  may  best  assist, 
such  service  to  be  without  thought  of  pecuniary 
returns. — Effective  March  15,  1936. 

— osmj  — 

Cleveland  Academy  Committees  at  Work 
on  Arrangements  for  Annual 
Meeting,  Oct.  7-9,  1936 

With  Dr.  Harry  V.  Paryzek  as  general  chair- 
man, the  following  committees  of  the  Cleveland 
Academy  of  Medicine  are  at  work  on  local  ar- 
rangements for  the  90th  Annual  Meeting  of  the 
Ohio  State  Medical  Association,  which  will  be 
held  at  Cleveland,  Wednesday,  Thursday  and 
Friday,  October  7,  8 and  9,  1936: 

Reception  Committee 

Chairman:  Lester  Taylor,  M.D. 

(Complete  personnel  to  be  selected  later). 

Banquet  Committee 

Chairman:  H.  D.  Piercy,  M.D.,  C.  W.  Stone, 
M.D.,  C.  T.  Way,  M.D. 

Hotels  and  Meeting  Places  Committee 

Chairman:  C.  H.  Heyman,  M.D. 

Medicine:  M.  L.  Siegel,  M.D.,  Harley  Williams, 
M.D. 

Surgery:  R.  S.  McGinnis,  M.D.,  J.  V.  Seids, 
M.D. 

Obstetrics  and  Gynecology:  J.  L.  Reycraft, 

M.D.,  O.  B.  Pomeroy,  M.D. 

Pediatrics:  J.  E.  McClelland,  M.D.,  E.  A.  Peter- 
son, M.D. 

Ophthalmology,  Otology,  Laryngology  and 
Rhinology:  C.  E.  Kinney,  M.D.,  H.  C.  Rosen- 

berger,  M.D. 


Nervous  and  Mental:  Joseph  Fetterman,  M.D., 
G.  H.  Reeve,  M.D. 

Public  Health:  James  A.  Doull,  M.D.,  R.  A. 
Bolt,  M.D. 

Information  Committee 

Chairman:  Justin  A.  Garvin,  M.D. 

(Complete  personnel  to  be  selected  later). 

Committee  on  Scientific  Exhibits 

Chairman:  Russell  L.  Haden,  M.D. 

A.  C.  Ernstene,  M.D.,  B.  S.  Kline,  M.D. 

Committee  on  Clinics 

Chairman:  Frank  S.  Gibson,  M.D. 

Barney  Crile,  M.D.,  Alan  R.  Moritz,  M.D.,  R. 
M.  Stecher,  M.D. 

Committee  on  Stereopticon 

Chairman:  M.  A.  Thomas,  M.D. 

Medicine:  A.  D.  Nichol,  M.D.,  R.  0.  Egeberg, 
M.D. 

Surgery:  C.  H.  Kuhlman,  M.D.,  D.  A.  Cham- 
bers, M.D. 

Orthopedics  and  Industrial  Surgery:  C.  A. 

Swan,  M.D.,  T.  A.  Willis,  M.D. 

Neurology:  J.  H.  Nichols,  M.D.,  Joseph  Fetter- 
man,  M.D. 

Obstetrics  and  Gynecology:  C.  H.  Phillips, 

M.D.,  H.,  P.  Taylor,  M.D. 

Ophthalmology,  Otology,  Laryngology  and 
Rhinology:  C.  E.  Kinney,  M.D.,  H.  C.  Rosenber- 
ger,  M.D. 

Committee  on  Commercial  Exhibits 

Chairman:  A.  G.  Cranch,  M.D. 

Eugene  Arday,  M.D.,  R.  B.  Crawford,  M.D., 
R.  C.  Engel,  M.D.,  C.  G.  LaRocco,  M.D.,  B.  C. 
Scudder,  M.D.,  Chas.  A.  Swan,  M.D. 


ALL  members  of  the  State  Association 
can  be  of  material  assistance  in  pro- 
moting enthusiasm  in  the  Commer- 
cial Exhibit  to  be  held  at  the  Ninetieth  An- 
nual Meeting  in  Cleveland  October  7,  8 and 
9,  1936. 

The  Commercial  Exhibit  is  one  of  the  at- 
tractive features  of  the  Annual  Meeting. 
The  more  exhibitors,  the  better  the  exhibit. 
Why  not  make  the  1936  exhibit  the  best? 

When  members  are  contacted  by  sales- 
men for  pharmaceutical  and  supply  houses, 
they  should  boost  the  Commercial  Exhibit 
and  ask  the  detail  men  to  recommend  to 
their  superiors  that  their  firms  apply  for 
exhibit  space. 

Have  them  write  the  State  Headquarters 
Office,  Columbus. 


IMPOSING  PROGRAM  WILL  BE  PRESENTED  AT  A.M.A.  SESSION  AT 
KANSAS  CITY;  OHIO  WILL  BE  WELL  REPRESENTED 


THE  Eighty-Seventh  Annual  Session  of  the 
American  Medical  Association  will  be  held 
at  Kansas  City,  Mo.,  May  11-15,  1936. 

The  session  will  open  at  10:00  A.  M.,  Monday, 
May  11,  when  the  House  of  Delegates  convenes 
at  the  Hotel  Muehlbach. 

The  Scientific  Exhibit,  Technical  Exhibit  and 
registration  bureau,  all  housed  in  the  Municipal 
Auditorium,  will  open  at  8:30  A.  M.,  Monday, 
May  11. 

The  general  scientific  meetings,  beginning  at 
2:00  P.  M.,  Monday,  May  11,  and  continuing 
through  the  morning  and  afternoon  of  Tuesday, 
May  12,  will  also  be  held  in  the  Municipal  Audi- 
torium. 

Meetings  of  the  scientific  sections  will  be  held 
Wednesday,  Thursday  and  Friday,  May  13,  14 
and  15.  The  Section  on  Gastro-Enterology  and 
Proctology  and  the  Section  on  Preventive  and 
Industrial  Medicine  and  Public  Health  will  meet 
in  the  Congress  Room  of  the  Hotel  President.  All 
other  sections  will  meet  in  the  Municipal  Audi- 
torium. 

The  usual  special  railroad  rates  have  been 
granted  for  the  benefit  of  members  of  the  A.M.A., 
and  dependent  members  of  their  families  who 
attend  the  Kansas  City  session.  To  have  the 
benefit  of  a return  rate  of  one-third  fare,  it  will 
be  necessary  for  each  member  to  secure  a cer- 
tificate from  the  railroad  ticket  agent  from  whom 
he  purchases  his  ticket  to  Kansas  City. 

A complete  program  of  the  A.M.A.  meeting, 
and  data  concerning  railroad  rates,  hotel  ac- 
commodations, etc.,  were  published  in  the  April 
11  issue  of  The  Journal  of  the  American  Medical 
Association. 

OHIO  TO  BE  WELL  REPRESENTED 

The  Ohio  State  Medical  Association  will  be 
represented  in  the  House  of  Delegates  by  Dr. 
Wells  Teachnor,  Sr.,  Columbus;  Dr.  Ben  R.  Mc- 
Clellan, Xenia;  Dr.  E.  R.  Brush,  Xenia;  Dr.  C. 
W.  Stone,  Cleveland;  Dr.  J.  P.  DeWitt,  Canton; 
Dr.  C.  E.  Kiely,  Cincinnati,  and  Dr.  C.  W.  Wag- 
goner, Toledo. 

Dr.  Clyde  L.  Cummer,  Cleveland,  will  represent 
the  Section  on  Dermatology  and  Syphilology,  in 
the  House  of  Delegates. 

Other  Ohio  physicians  who  are  officers  of  the 
A.M.A.  and  will  participate  in  the  business  ac- 
tivities are : Dr.  J.  H.  J.  Upham,  Columbus, 

member  of  the  Legislative  Committee;  Dr.  Geo. 
Edw.  Follansbee,  Cleveland,  chairman  of  the 
Judicial  Council;  Dr.  Torald  Sollmann,  Cleve- 
land, chairman,  and  Dr.  H.  N.  Cole,  Cleveland, 
member  of  the  Council  on  Pharmacy  and  Chemis- 


try, and  Dr.  Howard  T.  Karsner,  Cleveland,  mem- 
ber of  the  Council  on  Physical  Therapy. 

The  following  Ohio  physicians  are  officers  of 
scientific  sections:  Dr.  Joseph  T.  Wearn,  Cleve- 
land, secretary  of  the  Section  on  Practice  of 
Medicine;  Dr.  A.  Graeme  Mitchell,  Cincinnati, 
member  of  the  executive  committee  of  the  Sec- 
tion on  Pediatrics;  Dr.  Russell  L.  Haden,  Cleve- 
land, secretary  of  the  Section  on  Pharmacology 
and  Therapeutics;  Dr.  John  T.  Murphy,  Toledo, 
secretary  of  the  Section  on  Radiology. 

Included  in  the  section  representatives  of  the 
Scientific  Exhibit  are  Dr.  R.  S.  Dinsmore,  Jr., 
Cleveland,  Surgery,  General  and  Abdopiinal,  and 
Dr.  Paul  A.  Davis,  Akron,  Preventive  and  Indus- 
trial Medicine  and  Public  Health. 

Ohio  physicians  who  will  take  part  in  the  Kan- 
sas City  session  as  essayists  or  discussants  are 
Dr.  Joseph  M.  Hayman,  Jr.,  Cleveland;  Dr.  M.  A. 
Blankenhorn,  Cincinnati;  Dr.  Albert  D.  Frost, 
Columbus;  Dr.  Albert  L.  Brown,  Cincinnati;  Dr. 
Derrick  T.  Vail,  Cincinnati;  Dr.  Samuel  Iglauer, 
Cincinnati;  Dr.  Henry  M.  Goodyear,  Cincinnati; 
Dr.  Harris  H.  Vail,  Cincinnati;  Dr.  Edward  D. 
King,  Cincinnati;  Dr.  John  Hart  Davis,  Cleve- 
land; Drs.  D.  E.  Jackson  and  Helen  L.  Jackson, 
Cincinnati;  Dr.  Norman  A.  David,  Cincinnati; 
Dr.  O.  W.  Barlow,  Cleveland;  Drs.  Milton  B. 
Cohen,  Benjamin  S.  Kline  and  Anna  May  Young, 
Cleveland;  Dr.  Walter  M.  Simpson,  Dayton;  Dr. 
E.  W.  Netherton,  Cleveland;  Drs.  J.  R.  Driver, 
land;  Dr.  Charles  C.  Higgins,  Cleveland;  Dr.  T. 
E.  Jones,  Cleveland;  Dr.  Albert  H.  Freiberg,  Cin- 
cinnati; Dr.  B.  K.  Wiseman,  Columbus,  and  Dr. 
Mabel  E.  Gardner,  Middletown. 

SPECIAL  FEATURES  PLANNED 

Included  in  the  Scientific  Exhibit  will  be  a 
special  exhibit  on  “Diabetes”,  and  one  on 
“Fractures”.  Dr.  Wallace  S.  Duncan,  Cleveland, 
will  be  one  of  the  demonstrators  in  the  fracture 
exhibit. 

Other  Ohioans  who  will  participate  in  the 
Scientific  Exhibit  are : Dr.  Russell  L.  Haden, 

Cleveland;  Dr.  Robert  M.  Stecher,  Cleveland; 
Dr.  Albert  L.  Brown,  Cincinnati,  and  Dr.  W. 
J arnes  Gardner,  Cleveland. 

One  of  the  innovations  in  the  Scientific  Ex- 
hibit will  be  a “Symposium  on  Traffic  Accidents”. 
This  group  of  exhibits  is  intended  to  give  the 
physician  practical  information  in  the  treatment 
of  such  accidents. 

Entertainment  of  the  visiting  physicians  has 
been  well  provided  for.  A dinner  and  entertain- 
ment for  the  delegates  and  officers  of  the  Ameri- 
can Medical  Association  has  been  arranged  for 
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Monday  evening,  May  11.  There  will  be  a lunch- 
eon for  the  officers  and  members  of  the  House  of 
Delegates  of  the  A.M.A.,  Tuesday  noon,  May  12. 
A reception  and  ball  in  honor  of  the  President 
of  the  A.M.A.  will  take  place  Thursday  evening, 
May  14.  These  three  functions  will  be  held  at 
the  Hotel  Muehlbach. 

Fraternity  luncheons  are  scheduled  for  Wed- 


A  dinner  meeting  of  alumni  of  the  Ohio 
State  University  College  of  Medicine,  will 
be  held  at  Kansas  City,  Wednesday  evening, 
May  13.  John  B.  Fullen,  alumni  secretary, 
will  speak  and  exhibit  motion  pictures  of 
the  Buckeyes’  1935  football  season.  Ohio 
Staters  planning  to  attend  the  meeting 
should  notify  Dr.  Arthur  L.  Osborn,  600 
Professional  Building,  Kansas  City,  Mo., 
who  is  in  charge  of  local  arrangements. 


nesday  noon,  May  13,  and  alumni  dinners  on 
Wednesday  evening. 

The  American  Medical  Golfing  Association  will 
hold  its  22nd  annual  tournament  at  the  Mission 
Hills  and  Kansas  City  Country  Clubs  on  Mon- 
day, May  11.  A skeet  and  trap  shoot  will  be  held 
Sunday  afternoon,  May  10,  at  Elliott  Gun  Park 
under  the  auspices  of  the  American  Medical 
Skeet  and  Trap  Shooters’  Association,  which  has 
been  formed  by  a group  of  Kansas  City  physi- 
cians, with  the  hope  that  the  organization  will 
become  permanent. 

— OSMJ  — 

Largely-Attended  Meeting  of  the  Second 
Councilor  District  Held  at  Spring- 
field  on  April  15 

A highly  successful  meeting  of  the  Second 
Councilor  District  held  at  City  Hospital,  Spring- 
field,  April  15,  was  attended  by  approximately 
200  physicians  from  the  counties  of  the  district, 
and  several  officers  of  the  State  Association. 

Papers  read  at  the  morning  clinical  session  by 
Springfield  physicians  included,  “Meningitis”,  by 
Dr.  H.  B.  Martin,  “Rheumatic  Heart  in  Chil- 
dren”, by  Dr.  C.  L.  Jones;  “Practical  Points  in 
Ophthalmology  for  the  General  Practitioner”,  by 
Dr.  Carl  Reuter;  “Presentation  of  Orthopedic 
Cases”,  by  Dr.  J.  A.  Link;  “The  Early  Recogni- 
tion and  Treatment  of  Coronary  Disease”,  by  Dr. 
L.  H.  Mendelson  and  “Hay  Fever”,  by  Dr.  D.  W. 
Hogue. 

At  the  afternoon  session  Dr.  Walter  M.  Simp- 
son, Dayton,  discussed  “The  Maya  Civilization”. 
Dr.  George  M.  Curtis,  Columbus,  presented 
papers  on  “Iodine  as  Related  to  Thyroid  Disease”, 
and  “Enlargements  of  the  Spleen”.  Dr.  Albert  M. 
Snell  spoke  on  “Recent  Studies  in  the  Liver  and 
Biliaty  Tract”,  and  “Clinical  Observations”. 


The  high  spot  of  the  banquet  held  at  the  Shaw- 
nee Hotel  was  an  address  on  “Evolution  of 
Quackery”,  by  Dr.  Morris  Fishbein  editor,  The 
Journal  of  the  American  Medical  Association. 

Arrangements  for  the  meeting  were  in  charge 
of  Dr.  D.  W.  Hogue,  Councilor  for  the  Second  Dis- 
trict; the  district  officers,  Dr.  C.  C.  Hussey,  Sid- 
ney, president;  Dr.  Harry  R.  Huston,  Dayton, 
secretary;  Dr.  H.  C.  Hanning,  Dayton,  treasurer, 
and  a committee  of  the  Clark  County  Medical  So- 
ciety, headed  by  Dr.  R.  R.  Richison,  president. 

Dr.  G.  A.  Woodhouse,  Pleasant  Hill,  was  elected 
president  of  the  Second  District  Association  for 
the  ensuing  year. 

— OSMJ  — 

Fourth  Post-Graduate  Day  of  the 
Summit  County  Society, 

April  22 

The  Fourth  Post-Graduate  Day  of  the  Summit 
County  Medical  Society  was  held  at  St.  Thomas 
Hospital,  Akron,  April  22,  1936. 

The  following  papers  were  presented:  “Pelvic 
Fractures”,  by  Dr.  W.  A.  Hoyt;  “Injection  Treat- 
ment of  Varicose  Veins”,  by  , Dr.  A.  F.  Dorner; 
“Hyperpyrexia  Treatment  of  Chorea”,  by  Dr.  J. 
M.  Ulrich;  “Indications  for  Electrocardiogram”, 
by  Dr.  D.  C.  Brennan;  “Painful  Feet”,  by  Dr.  R. 
V.  Luce;  “Indications  for  Refractions”,  by  Dr.  V. 
C.  Malloy;  “Sore  Throat”,  by  Dr.  M.  J.  Pierson; 
“Clinical  Examination  of  Breasts”,  by  Dr.  J.  L. 
McEvitt,  “Inhaled  Foreign  Bodies”,  by  Dr.  P.  C. 
Langan;  “Rheumatic  Conditions”,  by  Dr.  S. 
Morgenroth;  “Conservative  Treatment  of  Severe 
Traumatic  Fractures”,  by  Dr.  W.  A.  Parks; 
“Late  Toxemia  in  Pregnancy”,  by  Dr.  R.  G. 
Werner;  “Significance  and  Treatment  of  Hemor- 
rhage During  Pregnancy”,  by  Dr.  J.  G.  Lemon; 
“Cervical  Lymphadenitis”,  by  Dr.  J.  R.  Shoe- 
maker; “Common  Cold”,  by  Dr.  A.  J.  Devaney; 
“After  Care  of  Fractures”,  by  Dr.  H.  R.  Conn; 
“Hypoglycemia”,  by  Dr.  J.  G.  Kramer;  “Modern 
Treatment  of  Gonorrhea”,  by  Dr.  H.  J.  Gordon; 
“Conditions  of  the  Kidney  Besides  Nephritis”,  by 
Dr.  H.  H.  Musser;  “Thyro-Toxicosis”,  by  Dr.  C. 
R.  Steinke;  “Treatment  of  Common  Rectal  Les- 
ions”, by  Dr.  E.  C.  Barker,  and  “Diagnosis  and 
Treatment  of  Occiput  Posterior”,  by  Dr.  L.  L. 
Bottsford. 

The  Post-Graduate  Study  Committee  consisted 
of  Dr.  P.  C.  Langan,  chairman,  Dr.  E.  B.  Dyson, 
Dr.  V.  C.  Malloy,  Dr.  G.  P.  Parke  and  Dr.  P.  C. 
Doran. 

• — oSMj  — 

The  twelfth  scientific  session  of  the  American 
Heart  Association  will  be  held  on  Tuesday,  May 
12,  1936,  at  Hotel  Phillips,  Kansas  City,  Mo. 
The  program  will  be  devoted  to  cardiac  insuffi- 
ciency. 


BUCKEYE  NEWS  NOTES 


Toledo — “Religion  from  a Physician’s  View- 
point”, was  discussed  by  Dr.  Glenn  J.  Reams  at  a 
Lenten  service  in  Old  Trinity  Church. 

Dayton — Changes  in  the  medical  staff  of  the 
National  Military  Home  include  the  appointment 
of  Dr.  Roy  H.  Bryant  as  chief  medical  officer 
succeeding  Dr.  C.  S.  Deathridge,  who  is  retiring 
because  of  ill  health;  Dr.  H.  T.  Floyd,  from  the 
Veterans’  Hospital,  New  York  City,  clinic  direc- 
tor; Dr.  James  Gould,  from  the  Veterans’  Ad- 
ministration regional  office,  Cincinnati,  as  ward 
surgeon  specializing  in  nervous  diseases,  and  Dr. 
Henry  S.  Drummond,  also  from  the  Cincinnati 
office,  as  ward  surgeon  specializing  in  diseases  of 
the  eye,  ear,  nose  and  throat. 

Cleveland — A collection  of  books  on  medical 
history  was  left  to  the  Cleveland  Medical  Library 
Association  by  the  late  Dr.  Roger  G.  Perkins, 
provided  the  trustees  agree  to  keep  the  collection 
permanently  shelved  under  the  title  “History  of 
Preventive  Medicine”. 

Centerville — Dr.  Benj.  W.  Dudley  Keever  has 
been  made  an  honorary  member  of  the  Mont- 
gomery County  Medical  Society  in  recognition  of 
his  52  years  of  service  to  the  community. 

Dover — X-ray  equipment  in  the  Dover  Clinic 
was  badly  damaged  by  fire  recently.  Cause  of 
the  fire  was  undetermined. 

Cincinnati — Dr.  Richard  S.  Austin,  professor 
of  pathology,  University  of  Cincinnati  College  of 
Medicine,  discussed  “Cancer”  at  the  second  of  a 
series  of  public  health  lectures  sponsored  by  the 
College  of  Medicine  and  the  Cincinnati  Academy 
of  Medicine. 

Ashland — “Patent  Medicine  and  Quackery” 
was  the  subject  of  a talk  given  by  Dr.  Paul  E. 
Kellogg  before  the  Lions’  club. 

Cleveland — One  of  the  lecturers  on  the  post- 
graduate course  in  syphilis  presented  by  the 
Medical  Society  of  Milwaukee  County,  Wisconsin, 
was  Dr.  R.  W.  Scott,  who  discussed  “Cardio-vas- 
cular  Syphilis”. 

Xenia — Dr.  Ben  R.  McClellan  is  president  of 
the  Greene  County  Museum  Association. 

Columbus — Dr.  Charles  A.  Doan,  director  of 
medical  and  surgical  research,  Ohio  State  Uni- 
versity College  of  Medicine,  presented  two  papers 
on  the  general  topic  “Clinical  Implications  of 
Modern  Physiologic  Hematology”,  before  the 
Wayne  County  (Michigan)  Medical  Society. 

Wauseon — At  a clinical  institute  conducted  at 
the  DeEtte  Harrison  Detwiler  Memorial  Hospital, 
March  26,  Dr.  E.  H.  Baxter,  Columbus,  lectured 


on  “Modern  Trends  and  Advances  in  Pediatrics”, 
and  presented  clinical  cases. 

Toledo — Dr.  Ralph  Deming  read  a paper  on 
“X-ray  Diagnosis  of  Tuberculosis”  at  a meeting 
of  the  Toledo  Medical  Study  Club. 

Dover — Dr.  K.  Earl  Shaweker  will  sail  from 
New  York  on  May  6 for  Vienna,  Austria,  where 
he  will  spend  eight  weeks  taking  advanced  work 
in  medicine  and  surgery  at  the  University  of 
Vienna. 

Mt.  Vernon — Dr.  J.  D.  Landesman,  formerly 
senior  assistant  physician  at  the  Ohio  State 
Sanatorium,  is  now  on  the  staff  of  the  U.  S. 
Veteran’s  Hospital,  W.  Los  Angeles,  California. 

Springfield — Dr.  John  Srail  has  been  appointed 
superintendent  of  the  Clark  County  Sanatorium, 
succeeding  Dr.  J.  D.  Thomas  who  resigned  April  1. 

Columbus — Officers  of  the  Mercator  Club  in- 
clude Dr.  T.  R.  Fletcher,  president;  Dr.  J.  E. 
Kerchner,  first  vice-president;  Dr.  D.  G.  Sanor, 
secretary.  Dr.  Wayne  Brehm  is  a director. 

Wadsworth — Dr.  E.  J.  Koontz  recently  cele- 
brated the  40th  anniversary  of  his  entrance  into 
the  medical  profession. 

Amherst — Dr.  Dean  H.  Minnis,  senior  resident 
physician  of  the  Sunny  Acres  Sanatorium  at 
Warrensville  has  been  appointed  superintendent 
of  the  Pleasant  View  Sanatorium,  succeeding  Dr. 
A.  H.  Smith  who  resigned  to  return  to  private 
practice. 

Sebring — Dr.  G.  L.  King,  Jr.,  gave  an  illus- 
trated talk  on  “The  History  of  Medicine”  at  a 
recent  meeting  of  the  Rotary  Club. 

"West  Union — Dr.  0.  T.  Sproull  recently  com- 
pleted his  50th  year  in  the  practice  of  medicine. 

Akron — Dr.  A.  S.  McCormick  recently  lectured 
to  the  Hudson  Rotary  Club  on  “South  Africa”. 

Canton — “Fifty  Years’  Progress  in  Medicine” 
was  the  subject  discussed  by  Dr.  George  F.  Zin- 
ninger  at  a recent  meeting  of  the  Churchmen’s 

Clubr 

Cleveland — Dn  Maxwell  Harbin  recently  ad- 
dressed the  Women’s  Medical  Society  on  “Recon- 
struction Problems  of  Bone”. 

Barberton — “Socialized  Medicine”  was  dis- 
cussed by  Dr.  J.  N.  Weller,  Akron,  at  a recent 
meeting  of  the  Kiwanis  Club. 

Morral — Dr.  Carter  L.  Pitcher  is  taking  a two 
month’s  postgraduate  course  at  Chicago. 

Dayton — Announcement  has  been  made  of  the 
election  of  Dr.  Albert  F.  Kuhl  as  chief  of  the 
medical  staff,  and  Dr.  Robert  C.  Austin  as  chief 
of  the  surgical  staff,  Good  Samaritan  Hospital. 
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IN  MEMORIAM 


Nathan  Wallace  Abbott,  M.D.,  Cincinnati; 
Miami  Medical  College,  Cincinnati,  1879;  aged 
82;  died  March  29,  following  an  illness  of  14 
months.  Dr.  Abbott  retired  a year  and  a half  ago 
after  having  practiced  in  West  Cincinnati  for  55 
years.  He  was  a life-long  member  of  the  Metho- 
dist Church.  He  is  survived  by  a daughter. 

Robert  Edwin  Atkinson,  M.D.,  Proctorville ; 
Columbus  Medical  College,  1878;  aged  84;  died 
April  2,  following  a long  illness.  Dr.  Atkinson 
had  practiced  in  Lawrence  County  for  almost  50 
years.  He  was  a member  of  the  board  of  trustees 
of  the  Methodist  Church  and  the  Odd  Fellows’ 
Lodge.  Surviving  are  his  widow,  four  daughters, 
two  sons  and  a sister. 

Thomas  Leland  Baxter,  M.D.,  Newark;  Rush 
Medical  College,  University  of  Chicago,  1902; 
aged  57;  member  of  the  Ohio  State  Medical  As- 
sociation and  Fellow  of  the  American  Medical 
Association;  died  March  7,  of  pneumonia.  Dr. 
Baxter  had  practiced  in  Newark  since  1913,  after 
several  years’  practice  at  Fayette.  He  was  on  the 
staff  of  the  Newark  City  Hospital,  and  was  a 
member  of  the  K.  of  P.  Lodge,  Masonic  Order 
and  the  Trinity  Episcopal  Church.  Surviving  are 
his  widow,  a son  and  his  parents. 

Benjamin  Franklin  Cain,  M.D.,  Cincinnati; 
Medical  College  of  Ohio,  Cincinnati,  1900;  aged 
67;  former  member  of  the  Ohio  State  Medical  As- 
sociation and  the  American  Medical  Association; 
died  March  27,  following  a heart  attack.  Follow- 
ing government  service  in  Price  Hill,  a suburb  of 
Cincinnati,  during  the  influenza  epidemic  at  the 
start  of  the  World  War,  Dr.  Cain  established  an 
emergency  hospital  there.  Surviving  are  his 
widow,  a brother  and  a sister. 

Oscar  Silas  Cox,  M.D.,  McArthur;  Starling 
Medical  College,  Columbus,  1892;  aged  71;  mem- 
ber of  the  Ohio  State  Medical  Association  and  the 
American  Medical  Association;  died  March  19, 
following  a year’s  illness.  Dr.  Cox  practiced 
medicine  in  Sharonville,  Chillicothe  and  Allens- 
ville  before  locating  in  McArthur  about  30  years 
ago.  He  was  president  of  the  Vinton  County 
Medical  Society  and  formerly  legislative  com- 
mitteeman. For  many  years  Dr.  Cox  was  chair- 
man of  the  Democratic  Executive  Committee  for 
Vinton  County.  He  was  a member  of  the  Masonic, 
Wise  Men  and  Odd  Fellows  lodges,  the  Green 
Valley  Grange  and  the  Church  of  Christ.  His 
widow  and  two  brothers  survive  him. 

George  E.  Davis,  M.D.,  West  Mansfield;  Eclec- 
tic Medical  College,  Cincinnati,  1895;  aged  75; 
member  of  the  Ohio  State  Medical  Association 


and  the  American  Medical  Association;  died 
March  20,  of  pneumonia.  Dr.  Davis  was  widely 
known  in  Logan  County,  having  practiced  in  Mid- 
dleburg,  Lewistown,  Lakeview,  West  Liberty  be- 
fore opening  an  office  in  West  Mansfield  16  years 
ago.  He  was  a former  president  of  the  Logan 
County  Medical  Society,  and  was  a member  of 
the  Masonic  and  K.  of  P.  lodges  and  the  Metho- 
dist Church.  Surviving  are  his  widow,  a daughter 
and  a son,  Dr.  W.  C.  Davis,  Tucson,  Arizona. 

John  Frederick  Gordon,  M.D.,  Otway;  Univer- 
sity of  Louisville  School  of  Medicine,  1894;  aged 
67;  member  of  the  Ohio  State  Medical  Associa- 
tion and  the  American  Medical  Association;  died 
March  27,  following  a heart  attack.  Dr.  Gordon 
had  practiced  in  Otway  for  41  years,  and  was 
also  active  in  community  affairs  in  that  part  of 
Scioto  County.  He  was  a member  of  the  K.  of  P. 
and  Masonic  lodges  and  the  Methodist  church. 
Surviving  are  his  widow,  two  sons  and  a daugh- 
ter. 

Ezra  S.  Harroun,  M.D.,  Lyons;  Physio-Medical 
Institute,  Cincinnati,  1884;  aged  83;  died  March 
5.  Dr.  Harroun  was  a life-long  resident  of  Lyons, 
wffiere  he  practiced  until  his  retirement  because 
of  ill  health.  He  was  a member  of  the  Masonic 
Order  and  the  Modern  Woodmen  of  America. 
His  widow,  a son,  two  daughters  and  two  broth- 
ers survive. 

Edward  Vance  Kyle,  M.D.,  Bryan;  Baltimore 
University  School  of  Medicine,  1896;  aged  61; 
former  member  of  the  Ohio  State  Medical  Asso- 
ciation and  the  American  Medical  Association; 
died  January  29.  Dr.  Kyle  had  practiced  in  Hicks- 
ville  before  opening  an  office  in  Bryan  about  a 
year  and  a half  ago.  He  is  survived  by  a daugh- 
ter. 

Roger  Griswold  Perkins,  M.D.,  Cleveland; 
Johns  Hopkins  University  School  of  Medicine, 
1898;  aged  62;  member  of  the  Ohio  State  Medical 
Association,  Fellow  of  the  American  Medical 
Association  and  member  of  the  Society  of  Ameri- 
can Bacteriologists;  died  March  28,  at  Providence, 
Rhode  Island,  following  an  operation.  Dr.  Per- 
kins was  formerly  professor  of  hygiene  and  pre- 
ventive medicine  at  Western  Reserve  University 
School  of  Medicine.  He  was  a member  of  the 
board  of  the  Brush  Foundation,  and  as  a leader 
in  the  field  of  public  health,  was  instrumental  in 
forming  the  Cleveland  Public  Health  Council,  of 
which  he  was  chairman  for  five  years.  From  1914 
to  1923,  Dr.  Perkins  was  chief  of  the  bureau  of 
laboratories  of  the  City  Division  of  Health.  He 
was  a member  of  the  American  Red  Cross  Corn- 
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mission  to  Roumania  in  1917-18  and  was  director 
of  the  sanitation  division  of  the  commission  in 
the  Balkan  states  in  1919.  Dr.  Perkins  resigned 
his  professorship  at  Western  Reserve  University 
in  1930,  and  moved  to  the  home  in  Rhode  Island 
where  he  had  spent  his  Summers  for  30  years. 
He  is  survived  by  two  sons. 

David  Herbert  Richardson,  M.D.,  Celina;  Star- 
ling Medical  College,  Columbus,  1869;  Medical 
College  of  Ohio,  Cincinnati,  1879;  aged  88;  mem- 
ber of  the  Ohio  State  Medical  Association  and 
the  American  Medical  Association;  died  March 
20  of  a heart  attack.  Dr.  Richardson  was  the 
oldest  practicing  physician  in  Mercer  County, 
having  opened  an  office  in  Celina  in  1869.  From 
1870  to  1878  he  practiced  in  Ft.  Recovery.  Follow- 
ing post-graduate  training,  he  returned  to  Celina 
in  1882,  where  he  practiced  until  his  death. 

John  Henry  Seiler,  M.D.,  Akron;  University  of 
Michigan  Medical  School,  1886;  aged  78;  member 
of  the  Ohio  State  Medical  Association  and  the 
American  Medical  Association;  died  March  31,  of 
a heart  ailment,  at  Southern  Pines,  N.  C.  Dr. 
Seiler,  one  of  the  deans  of  the  medical  profession 
in  Akron,  had  practiced  in  Akron  for  48  years 
and  for  30  years  was  on  the  staff  of  City  Hos- 
pital. He  was  president  of  the  Summit  County 
Medical  Society  in  1898  and  1903,  and  secretary 
during  the  year  1891-92;  secretary-emeritus  of 
the  Union  Medical  Association  of  which  he  was 
secretary  and  a leading  member  for  many  years; 
and  a former  member  of  the  Akron  Board  of 
Education.  He  is  survived  by  a daughter. 

John  H.  Snively,  M.D.,  West  Lebanon;  Medical 
College  of  Ohio,  Cincinnati,  1891;  aged  73;  for- 
mer member  of  the  Ohio  State  Medical  Associa- 
tion and  the  American  Medical  Association;  died 
March  31,  following  a heart  attack.  Dr.  Snively 
had  practiced  in  West  Lebanon  for  45  years,  and 
was  widely  known  in  Wayne  County.  He  is  sur- 
vived by  his  widow,  three  sons,  one  of  whom  is 
Dr.  Lloyd  Snively,  one  daughter,  a brother,  Dr. 
George  Snively,  and  a sister. 

John  Nelson  Stone,  M.D.,  Newark;  Starling 
Medical  College,  Columbus,  1892;  aged  67;  former 
member  of  the  Ohio  State  Medical  Association 
and  the  American  Medical  Association;  died, 
March  17,  following  a heart  attack.  Dr.  Stone 
had  practiced  in  Newark  for  the  past  38  years 
and  had  practiced  in  Hanover  for  six  years.  He 
was  a member  of  the  Masonic  Order.  Surviving 
are  his  widow,  a daughter  and  a brother. 

Charles  Clyde  Tidd,  M.D.,  Mineral  Ridge; 
Western  Reserve  University  School  of  Medicine, 
Cleveland,  1899;  aged  61;  died  March  13,  after  15 
months’  illness.  Dr.  Tidd  had  practiced  in  Mineral 
Ridge  for  35  years.  He  was  very  active  in  the 
civic  life  of  the  community,  a member  of  the 
I.  O.  O.  F.,  the  Presbyterian  Church  and  a veteran 


of  the  Spanish- American  War.  He  is  survived  by 
his  widow,  a daughter  and  a sister. 

Owen  A.  West,  M.D.r,  Sabina;  Eclectic  Medi- 
cal College,  Cincinnati,  1891;  aged  72;  member  of 
the  Ohio  State  Medical  Association  and  the 
American  Medical  Association;  died  April  6,  fol- 
lowing a heart  attack.  Dr.  West  had  practiced  in 
Sabina  for  40  years.  He  was  a director  of  the 
First  National  Bank  of  Sabina,  a member  of  the 
Masonic  Lodge  and  the  Methodist  church.  Sur- 
viving are  his  widow,  three  brothers  and  two 
sisters. 

Joseph  Milton  Wine,  M.D.,  Dayton;  Chicago 
Homeopathic  Medical  College,  1890;  aged  71; 
member  of  the  Ohio  State  Medical  Association 
and  the  American  Medical  Association;  died 
March  20.  Dr.  Wine  retired  four  years  ago,  after 
having  practiced  medicine  in  Dayton  for  38  years. 
Surviving  are  his  widow,  a son,  Dr.  Charles  R. 
Wine,  Dayton,  one  brother  and  five  sisters. 

— OSMJ  — 


THOSE  GOING  TO  A.  M.  A.  SESSION 
SHOULD  VOTE  NOW 

Ohio  physicians  who  are  planning  to  at- 
tend the  A.  M.  A.  meeting  at  Kansas  City, 
May  11-15,  should  take  advantage  of  the 
absent  voter’s  law  inasmuch  as  they  will  be 
away  from  home  on  May  12,  the  day  of  the 
party  primaries. 

The  simplest  procedure  is  for  the  voter 
to  call  at  the  office  of  the  clerk  of  the 
county  board  of  elections,  make  application 
for  a ballot,  and  cast  his  vote.  However  a 
request  for  a ballot  may  be  made  by  letter. 

Under  the  Ohio  election  law,  any  quali- 
fied elector  who  finds  that  he  will  be  un- 
avoidably absent  from  the  county  on  an 
election  day,  provided  that  his  absence  from 
the  county  must  be  at  a distance  of  more 
than  ten  miles  from  the  precinct  in  which 
he  is  a qualified  elector,  may,  not  more  than 
30  days  or  less  than  three  days  prior  to 
the  election  date,  make  application  in  per- 
son or  in  writing  to  the  clerk  of  the  county 
board  of  elections  for  any  official  ballot  to 
be  voted  on  at  the  election. 


Gallipolis — Dr.  Charles  E.  Holzer  is  president 
of  the  Ohio  Valley  Conservation  and  Flood  Con- 
trol Congress,  which  is  conducting  an  active  cam- 
paign for  a proposed  system  of  39  dams  on  Ohio 
River  tributaries  to  control  the  main  stream. 

Newark — Dr.  Andre  Crotti,  Columbus,  spoke  on 
“Medicine  Through  the  Centuries”,  at  a recent 
meeting  of  the  Progressive  Club. 
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Things  We  Sometimes 


In  dealing’  with  psychiatric  cases,  a physician 
is  quite  likely  to  fail  in  securing  satisfactory  end- 
results  and  may  create  unexpected  complications 
if  he: 

1.  Calls  all  mental  conditions  “just  nervous”. 

2.  Terms  all  emotional  conditions  “hysterical”. 

3.  Fails  to  recognize  the  “secondary  gain”  of 
any  illness. 

4.  Treats  mental  sickness  as  something  that 
is  disgraceful. 

5.  Assumes  a hopeless  attitude  when  con- 
fronted with  a mental  disease. 

6.  Assumes  that  most  cases  of  mental  disease 
are  best  treated  in  a hospital. 

7.  Fails  to  realize  that  most  abnormal  mental 
conditions  should  be  treated  by  the  general 
practitioner. 

8.  Tells  a patient  that  his  mental  symptoms 
are  “just  imaginary  and  to  forget  them”. 

9.  Makes  the  mistake  of  believing  mental  dis- 
ease can  be  cured  by  a dose  of  medicine  or 
a pat  on  the  back  and  fails  to  realize  much 
time  and  patience  are  required. 

10.  Does  not  understand  something  about 
psycho-therapy,  even  that  which  physi- 
cians are  unconsciously  using  with  every 
patient  they  treat,  no  matter  for  what 
disease. 

11.  Neglects  to  make  an  elementary  physical 
and  neurological  examination  in  order  to 
rule  out  organic  conditions  when  con- 
fronted with  a patient  whose  manifest 
symptoms  are  mental. 

12.  Treats  a somatic  complaint  without  recog- 

nizing the  psychogenic  basis  of  the  disease 
in  many  illnesses.  By:  Thomas  A.  Rat- 

liff, M.D.,  Cincinnati. 

— OSMJ  — 

Rules  Medical  Care  “Direct  Relief” 

In  response  to  a request  from  the  prosecutor 
of  Erie  County,  Attorney  General  John  W. 
Bricker  ruled  on  April  4,  1936  (Opinion  No. 
5329),  that  medical  service  to  the  indigent  on 
county  relief  rolls  should  be  regarded  as  “direct 
relief”  and  the  cost  of  such  service  should  not  be 
figured  as  a part  of  the  5 per  cent  limitation  on 
administrative  costs  established  by  the  recently- 
enacted  relief  act. 

— OSM  J — 

Edgar  Sydenstricker,  scientific  director  of  the 
Milbank  Fund  and  for  many  years  chief  statis- 
tician of  the  U.  S.  Public  Health  Service,  died 
March  19  of  cerebral  hemorrhage. 


THE  value  and  success  of  the  Scientific 
Exhibit  to  be  held  as  a part  of  the 
1936  Annual  Meeting  of  the  State 
Association  in  Cleveland  will  depend  on  the 
degree  of  cooperation  by  the  membership. 

Those  who  have  an  exhibit  should  apply 
for  space.  Those  who  know  of  some  re- 
search or  experimental  work  being  done  by 
an  Ohio  physician  which  would  have  an  ap- 
peal and  be  of  value,  should  suggest  to  the 
Scientific  Exhibit  Committee  that  he  be 
contacted.  Physicians  chosen  as  section  or 
general  session  essayist  should  plan  to 
have  an  exhibit  on  the  subject  to  be  dis- 
cussed, if  possible  for  one  to  be  arranged. 

Send  your  suggestions  and  comments  to 
Dr.  Russell  L.  Haden,  chairman  of  the  com- 
mittee, 2020  East  Ninety-Third  Street, 
Cleveland. 


Tuberculosis  Mortality  Declines 

The  tuberculosis  death  rate  in  Ohio  per  100,000 
inhabitants  has  declined  two-thirds  in  the  last  24 
years,  according  to  the  report  of  a survey  re- 
leased by  the  Ohio  Public  Health  Association. 

In  1910,  the  survey  showed,  the  tuberculosis 
death  rate  in  Ohio  per  100,000  was  150.7.  It  was 
50.03  in  1934,  when  deaths  in  Ohio  from  tuber- 
culosis numbered  3,511,  compared  with  3,640  in 
1933,  with  a death  rate  of  52.4. 

In  Ohio  in  1934,  214  persons  from  15  to  19 
years  of  age,  inclusive,  died  of  tuberculosis;  382 
were  from  20  to  24;  396  were  from  25  to  29;  364 
were  from  30  to  34;  310  were  from  35  to  39,  and 
332  were  from  '40  to  44  years  of  age.  From  this 
point,  the  death  rate  declined  steadily.  Tuber- 
culosis caused  the  death  of  nine  persons  between 
the  ages  of  85  and  89,  and  one  person  was  over 
90. 

— OSMJ  — 

Dr.  Parran  Heads  U.  S.  Health  Service 

Dr.  Thomas  H.  Parran,  Jr.,  New  York  state 
health  commissioner,  has  been  appointed  Surgeon 
General  of  the  United  States  Public  Health  Ser- 
vice, succeeding  Dr.  Hugh  S.  Cumming,  who  re- 
tired recently  after  having  served  16  years  in 
that  office.  Dr.  Parran  has  been  on  leave  of 
absence  from  the  U.  S.  Public  Health  Service 
since  February  28,  1930,  when  President  Roose- 
velt, then  Governor  of  New  York,  appointed  him 
state  health  commissioner. 

— OSM  J — 

Marion — Speakers  at  a recent  meeting  of  the 
Marion  chapter  of  the  Pan-American  Medical 
Society  were  Dr.  E.  C.  Sherman,  Cardington,  and 
Dr.  George  E.  Thorn,  Columbus. 
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New  Radium  Rental  Rates 
are  Substantially  Lower... 


50  milligrams  or  less,  for  use  36  hours  or  less  (1800  milligram- 
hours)  can  now  be  obtained  for  Ten  Dollars. 

Larger  amounts  and  longer  periods  of  use  are  at  proportionate 
rates. 

Needles  range  in  radium  content  from  1.0  milligrams  to  13.3 
milligrams,  with  0.5  millimeter  platinum  filtration.  Tubes 
range  from  5 to  50  milligrams,  with  platinum  filtration  of 
1.0  millimeters  or  more.  Plaques  in  half  and  full  strength. 

Applicators  and  equipment  loaned.  Special  delivery  mail  ser- 
vice. Rates  apply  to  teh  actual  time  of  use. 

All  applicators  prepared  under  competent  medical  and  technical 
supervision. 

Details  of  rates,  containers  and  equipment  sent  upon  request. 


RADIUM  AND  RADON 
CORPORATION 

Marshall  Field  Annex 

25  East  Washington  Street  - Chicago 

Telephone  Randolph  8855 


ACTIVITIES  OF  COUNTY  SOCIETIES 


First  District 

(COUNCILOR:  PARKE  G.  SMITH,  M.D.,  CINCINNATI) 

ADAMS 

At  a meeting  of  the  Adams  County  Medical 
Society  held  April  22  at  the  Court  House,  West 
Union,  the  following  program  was  presented: 
“Liver  Disease”,  by  Dr.  Leon  Schmidt,  Cincinnati, 
with  discussion  by  Dr.  Ray  Vaughen,  Cedar  Mills; 
“The  Etiology  and  Treatment  of  Gallstone  Dis- 
ease”, by  Dr.  Symmes  F.  Oliver,  Cincinnati,  with 
discussion  by  Dr.  Samuel  C.  Clark,  Cherry  Fork; 
“Cerebral  Hemorrhage,  Cerebral  Embolism,  Their 
Differentiation”,  by  Dr.  L.  H.  Leonard,  Man- 
chester, with  discussion  by  Dr.  A.  R.  Carrigan, 
Manchester. — 0.  T.  Sproull,  M.D.,  secretary. 

BUTLER 

“Prophylaxis  in  Childhood”,  was  the  subject 
of  a paper  read  by  Dr.  Simon  Rosin  at  a meeting 
of  the  Butler  County  Medical  Society  held  at 
Middletown,  March  11. — News  clipping. 

HAMILTON 

The  following  programs  were  presented  by  the 
Academy  of  Medicine  of  Cincinnati  during  April: 

April  7 — “Diagnostic  Gastroscopy”,  with  spe- 
cial reference  to  the  flexible  gastroscope,  by  Dr. 
Rudolph  Schindler,  professor,  University  of  Chi- 
cago; “Toxic  Encephalopathy  and  Volatile  Sol- 
vents in  Industry”,  by  Dr.  Dorothy  E.  Donley, 
with  discussion  by  Dr.  William  E.  Brown;  “Fecal 
Impaction”,  by  Dr.  A.  Gerson  Carmel,  with  dis- 
cussion by  Dr.  Charles  E.  Howard. 

April  14 — The  Committed  on  Diabetes  of  the 
Public  Health  Federation  of  Cincinnati  in  con- 
junction with  the  Academy  of  Medicine  of  Cin- 
cinnati, presented  Dr.  Elliott  P.  Joslin,  professor 
of  medicine,  Harvard  Medical  School,  who  dis- 
cussed “Diabetes”. 

April  21 — Symposium  on  the  newer  methods  in 
the  treatment  of  peptic  ulcer.  “Emetin  Treat- 
ment”, by  Dr.  Walter  R.  Griess;  “Mucin  Treat- 
ment”, by  Dr.  Cecil  Hickam;  “Silicon  Treatment”, 
by  Dr.  Henry  Lee;  “Larostidin  and  Other  Treat- 
ments”, by  Dr.  Henry  Gelson.  Dr.  Leon  Schiff 
acted  as  correlator. 

April  28 — “The  Function  of  the  Medical  Pro- 
fession”, by  Dr.  John  C.  Oliver,  with  discussion 
by  Dr.  Albert  H.  Freiberg,  Dr.  Samuel  Iglauer 
and  Dr.  L.  Howard  Schriver. — Bulletin. 

Second  District 

(COUNCILOR:  D.  W.  HOGUE,  M.D.,  SPRINGFIELD) 

CLARK 

The  feasibility  of  adopting  a fee  schedule  to  be 
used  as  a standard  for  the  physicians  of  the 


county  was  discussed  at  a meeting  of  the  Clark 
County  Medical  Society  held  at  the  Hotel  Ban- 
croft, Springfield,  March  26.  A schedule  will  be 
presented  for  further  discussion  at  the  next  meet- 
ing of  the  society. 

Following  the  business  meeting,  Dr.  L.  H.  Men- 
delson  gave  a very  well-prepared  paper  on 
“Coronary  Diseases  and  Different  Diagnosis  of 
Pain  in  the  Chest  and  Abdomen”.  The  paper  was 
discussed  by  Dr.  C.  L.  Jones,  Dr.  E.  P.  Greena- 
walt  and  Dr.  I.  H.  Boesel. — G.  M.  Lane,  M.D., 
secretary. 

GREENE 

Dr.  Reyburn  R.  McClellan  spoke  on  “Water 
Metabolism”  at  a meeting  of  the  Greene  County 
Medical  Society,  March  5,  at  Xenia. — News  clip- 
ping. 

At  a meeting  of  the  society  held  at  Xenia, 
April  2,  Dr.  C.  D.  Fife,  Dayton,  discussed  “Some 
Considerations  of  Nephritis”. — News  clipping. 

MIAMI 

Dr.  John  T.  Quirk,  Piqua,  discussed  “The  Diag- 
nosis and  Treatment  of  Angina  Pectoris”  at  a 
meeting  of  the  Miami  County  Medical  Society, 
April  3,  at  the  Piqua  Memorial  Hospital.  A 
motion  picture  on  “The  Treatment  of  Empyema” 
was  shown  through  the  courtesy  of  The  Mead 
Johnson  Company. — G.  A.  Woodhouse,  M.D.,  sec- 
retary. 

MONTGOMERY 

A symposium  on  cancer,  emphasizing  the  neces- 
sity of  early  diagnosis  and  education  of  the  pub- 
lic in  seeking  medical  advice  early,  was  presented 
by  the  Montgomery  County  Medical  Society, 
April  3,  at  Dayton.  The  program  consisted  of  the 
following  papers,  “Skin  Cancer”,  by  Dr.  R.  K. 
Finley;  “Cancer  of  the  Breast”,  by  Dr.  E.  F. 
Pfanner;  “Cancer  of  the  Cervix”,  by  Dr.  E.  F. 
Damstra;  “Cancer  of  the  Rectum”,  by  Dr.  W.  S. 
Powell;  “Economics  of  Deep  X-ray  Therapy”,  by 
Dr.  R.  J.  Price;  report  of  the  chairman  of  the 
Publicity  Committee  relative  to  cancer,  by  Dr. 
G.  C.  Grout. 

At  a meeting  of  the  society,  April  17,  at  Day- 
ton,  Dr.  Walter  M.  Simpson,  department  of  diag- 
nostic laboratories,  Miami  Valley  Hospital,  spoke 
on  “Some  Studies  on  the  Physiology  of  Fever”, 
and  Dr.  Worley  Kendall,  department  of  fever 
therapy,  discussed  “Gonorrheal  Arthritis”. — 
Mildred  E.  Jeffrey,  executive  secretary. 

PREBLE 

Dr.  Jerold  K.  Hoerner,  Dayton,  lectured  on 
“Puerperal  Complications”,  at  a meeting  of  the 
Preble  County  Medical  Society  held  on  March  26 
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HOW  C/y\AP  MAKES 

‘individual'  inexpensive  supports 

IN  this  matter  of  supports  the  profession  is  interested 
not  alone  in  garments  which  are  scientifically  de- 
signed to  alleviate  or  improve  the  specific  conditions  for 
which  they  are  prescribed.  Physicians  are  interested  in 
such  garments  only  if  they  fit  accurately  the  individual 
patients  for  whom  they  are  intended.  For,  without  ac- 
curate individual  fit,  the  scientific  principles  of  design 
have  no  application  whatever. 

S.  H.  Camp  & Company  have  devoted  their  best 
efforts  in  their  twenty-seven  years  in  the  support  field 
to  provide  individual  garments  at  a reasonable  price.  To 
accomplish  this  an  extensive  study  of  the  three  basic 
types  of  build  with  their  proportionate  irregularities  has 
been  conducted.  Every  skill  in  design  has  been  called 
forth  to  type  garments  and  at  the  same  time  to  accom- 
modate the  differences  in  waist,  hip  and  thigh  measure- 
ments and  in  the  proportionate  irregularities  in  height 
of  thin,  intermediate  and  stocky  types.  This  extensive 
study  and  skill  in  design  has  resulted  in  the  manufac- 
ture of  supports  which  are  in  effect  individual. 

An  example  of  skill  in  design  is  the  famous  and  ex- 
clusive Camp  Patented  Adjustment  Feature,  a block  and 
tackle  system  of  lacers  with  self-locking  buckles,  which 
provides  the  means  for  tightening  or  loosening  a gar- 
ment at  will.  The  lacers  are  so  arranged— they  may  be 
placed  at  the  back  or  on  the  side  and  there  may  be  either 
one  or  two  sets  on  a garment— that  the  pull  quadruples 
support  and  distributes  it  wherever  it  is  needed  or  de- 
sired by  the  individual  and  his  or  her  condition. 

Camp  typed  supports  are  sold  at  reasonable  prices  by 
authorized  Camp  support  dealers— department  stores, 
corset  shops,  surgical  supply  houses  and  drug  stores. 
These  stores  are  staffed  by  trained  fitters  and  maintain 
quite  complete  stocks  of  supports,  so  that  most  every 
patient  can  be  fitted  accurately  without  delay.  This  is  all 
part  of  the  Camp  Professional  Support  Service. 


First  With 

SEALED 

PROTECTION 


This  program  is  of  interest  to  all  Physi- 
cians. If  you  do  not  specialize  in  Oph- 
thalmology you  should  refer  your  Pa- 
tients, needing  glasses,  to  an  Eye  Phy- 
sician. He  can,  and  should,  prescribe 
glasses  of  sealed  protection.  Write  for 
our  booklets:  “Facts  You  Should  Know 
About  Uhlemann  Physician’s  Quality 
Glasses.” 

Uhlemann  Optical  Co. 

OFFICES:  Chicago  . . . Detroit . . . To- 

ledo . . . Springfield  . . . Appleton  . . . 
Evanston  . . . Oak  Park 

" Exclusive  Opticians  for  Eye 
Physicians ” 


Uhlemann 


S.  H.  CAMP  & COMPANY,  JACKSON,  MICH. 

Manufacturers 

Chicago  New  York  Windsor,  Canada  London,  England 


SSIIJN  ATSDP  P Q ffTS  EflOTE 


Accepted  by  the  Council  on  Physical  Therapy 
of  the  American  Medical  Association 


Physician’s  Quality 

Glasses 

This  advertisement  has  been  accepted  by  the  Journal  of 
the  American  Medical  Association — the  official  organ  of 
the  A.  M.  A. 
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at  Seven  Mile  Tavern,  Eaton. — E.  P.  Trittschuh, 
M.D.,  secretary. 

SHELBY 

Dr.  C.  C.  Hussey  read  a very  interesting-  paper 
on  “The  X-ray  as  an  Aid  in  the  Diagnosis  of  Dis- 
eases of  the  Chest”  at  a meeting  of  the  Shelby 
County  Medical  Society  held  at  Memorial  Hos- 
pital, Sidney,  April  3.  He  enumerated  the  various 
conditions  in  which  the  X-ray  was  a help  and 
briefly  touched  on  recent  progress  in  surgery  of 
the  chest. — A.  B.  Gudenkauf,  M.D.,  secretary. 

Third  District 

(COUNCILOR:  O.  P.  KLOTZ,  M.D.,  FINDLAY) 

ALLEN 

Dr.  Walter  M.  Simpson,  Dayton,  spoke  on 
“Artificial  Fever  Therapy”  at  a meeting  of  the 
Academy  of  Medicine  of  Lima  and  Allen  County 
held  at  Lima,  March  17.  Dr.  Simpson  outlined 
the  development  of  fever  therapy  from  the 
original  short-wave  apparatus  to  the  present 
more  perfected  air-conditioned  cabinet.  Results 
in  the  treatment  of  early  and  late  syphilis  and 
gonorrhea  seem  to  promise  a wonderful  improve- 
ment in  the  treatment  of  these  diseases. 

Members  of  the  academy  were  guests  of  Dr.  R. 
E.  Bushong  at  a dinner  meeting,  April  21,  at  the 
Lima  State  Hospital. 

The  Educational  Committee  has  secured  Dr. 
Samuel  A.  Levine,  associate  professor  of  medi- 
cine, Harvard  University,  for  the  Annual  Post- 
Graduate  Week  in  September,  1936.  His  subject 
will  be  “The  Heart  and  Allied  Subjects”. — H.  C. 
Weisenbarger,  M.D.,  secretary. 

AUGLAIZE 

One  of  the  largest  and  most  enjoyable  meet- 
ings in  the  history  of  the  Auglaize  County  Medi- 
cal Society  was  held  at  the  Commercial  Club, 
Minster,  on  April  1. 

Following  an  interesting  address  by  Dr.  J.  F. 
Beachler,  Piqua,  on  “Early  Diagnosis  and 
Prophylaxis  in  Female  Genital  Cancer”,  members 
of  the  society  were  the  dinner  guests  of  Dr.  C.  L. 
Dine  in  honor  of  the  50th  anniversary  of  his  en- 
trance into  the  medical  profession  at  Minster. 

In  response  to  an  expression  of  appreciation 
of  the  host’s  long  service  in  the  practice  of  medi- 
cine by  Dr.  E.  F.  Heffner,  president  of  the  so- 
ciety, Dr.  Dine  greeted  his  guests  and  spoke 
briefly  of  his  experiences  through  the  years. 
Toasts  to  Dr.  Dine  were  also  given  by  Dr.  Harry 
S„  Noble,  St.  Marys;  Dr.  J.  R.  Tillotson,  Lima; 
Dr.  L.  M.  Otis,  Celina;  Dr.  F.  W.  Watson,  Co- 
lumbus; Dr.  J.  D.  Fouts,  Dayton,  and  Dr.  W.  H. 
Parent,  Lima. — Chas.  C.  Berlin,  M.D.,  secretary. 

HARDIN 

Dr.  Paul  M.  Holmes,  Toledo,  spoke  on  “Some 
Phases  of  Tuberculosis”  at  a meeting  of  the 


Hardin  County  Medical  Society  held  at  Kenton, 
March  19. — News  clipping. 

LOGAN 

Dr.  0.  C.  Amstutz,  Bellefontaine,  presented  a 
well-prepared  paper  on  “Diet  in  Disease”  at  a 
meeting  of  the  Logan  County  Medical  Society 
held  at  the  Logan  Hotel,  Bellefontaine,  March  13. 
The  subject  was  discussed  by  Dr.  H.  L.  Mikesell, 
Dr.  L.  E.  Traul,  Dr.  J.  P.  Harbert  and  Dr.  R.  H. 
Butler. 

At  its  business  meeting  the  society  considered, 
but  took  no  action,  on  a proposed  resolution  to 
the  Industrial  Commission  concerning  a restora- 
tion of  the  20  per  cent  cut  in  the  fee  schedule. 

Dr.  0.  P.  Klotz,  Findlay,  Councilor  for  the  Third 
District,  spoke  on  “The  Relationship  between  the 
County  Medical  Society  and  the  State  Associa- 
tion”. He  stressed  the  importance  of  constant 
close  contact  between  the  -county  and  state  or- 
ganizations.— F.  Blair  Webster,  M.D.,  secretary. 

MARION 

The  following  papers  were  presented  at  a 
meeting  of  the  Marion  Academy  of  Medicine  held 
at  the  Marion  City  Hospital,  April  7:  “Pre-natal 
care  and  Its  Importance”,  by  Dr.  J.  G.  Mc- 
Namara; “The  Management  of  Normal  Labor”, 
by  Dr.  R.  T.  Morgan;  “Repair  of  the  Pelvic  Out- 
let”, by  Dr.  C.  G.  Smith  and  “Ceaserian  Section”, 
by  Dr.  J.  A.  McNamara.  At  the  request  of  Dr. 
John  LoCricchio  for  cooperation  with  the  annual 
Pre-school  Clinic,  it  was  decided  that  all  members 
would  donate  their  services  as  in  previous  years. 
— Carter  L.  Pitcher,  M.D.,  secretary. 

MERCER 

The  Mercer  County  Medical  Society  met  at 
Celina,  March  19.  Dr.  Fred  Ruby,  Union  City, 
was  the  speaker. — News  clipping. 

SENECA 

“Infant  Feeding”,  was  the  subject  of  an  in- 
teresting talk  by  Dr.  Donald  C.  Mebane,  Toledo, 
at  a meeting  of  the  Seneca  County  Medical  So- 
ciety held  at  the  Shawan  Hotel,  Tiffin,  March  19. 

Motion  pictures  of  “Novocain  Anesthesia  in 
Obstetrics”  were  shown  at  a meeting  of  the 
Seneca  County  Medical  Society  held  at  Tiffin, 
April  16. — Edmund  F.  Ley,  M.D.,  secretary. 

Fourth  District 

(COUNCILOR:  B.  J.  HEIN,  M.D.,  TOLEDO) 

LUCAS 

The  following  programs  were  presented  by  the 
Academy  of  Medicine  of  Toledo  and  Lucas 
County  during  April: 

April  3 — General  Meeting.  “Hormonology  of 
the  Testis”,  by  Dr.  E.  Perry  McCullagh,  Cleve- 
land; “Help  Your  Neighbor”,  an  educational 
motion  picture  film  depicting  the  activities  of  the 
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THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL 

(ORGANIZED  1881) 

THE  PIONEER  POST-GRADUATE  MEDICAL 
INSTITUTION  IN  AMERICA 


EYE,  EAR,  NOSE 
and  THROAT 


PLASTIC  REPARATIVE 
SURGERY 

This  course  includes  diagnosis  and  determination 
of  treatment;  pre-operative  preparation;  anes- 
thesia; operative  technique;  dressings;  post-oper- 
ative care;  with  special  reference  to  utilization  of 
the  skin  and  other  tissues  in  correction  of  dis- 
figurement and  replacement  of  loss,  congenital  or 
acquired.  Operations  on  the  cadaver.  Particular 
attention  is  given  to  lectures,  studies  and  demon- 
strations of  advances  in  surgical  anatomy,  path- 
ology, etc.,  with  special  reference  to  the  problem 
actually  under  consideration. 


For  Information  Address 

MEDICAL  EXECUTIVE  OFFICER:  345  West  50th  St.,  New  York  City 


f \ 

COOK  COUNTY  GRADUATE 
SCHOOL  OF  MEDICINE 

(In  affiliation  with  COOK  COUNTY  HOSPITAL) 

Announces  Continuous  Courses 

MEDICINE — Informal  Course  first  of  every  week ; 

Intensive  Personal  Courses  July  and  August. 
SURGERY — General  Course  One,  Two,  Three  and 
Six  Months ; Intensive  Course  Surgical  Tech- 
nique every  two  weeks ; Special  Courses. 
GYNECOLOGY — Three  Months  Course ; Two  Weeks 
Intensive  Course;  Four  Weeks  Intensive  Per- 
sona] Course  starting  August  17th. 

OBSTETRICS — Informal  Course ; Special  Courses. 
FRACTURES  AND  TRAUMATIC  SURGERY— In- 
formal Practical  Course ; Intensive  Ten  Day 
Course  starting  July  13th. 

PEDIATRICS — Informal  Course ; Personal  Courses. 
EAR,  NOSE  AND  THROAT— Informal  Course;  Per- 
sonal Courses ; Intensive  Two  Weeks  Course 
Starting  October  5th. 

UROLOGY — General  Course  Two  Months ; Intensive 
Course  Two  Weeks ; Special  Courses. 
CYSTOSCOPY — Intensive  Course  every  two  weeks 
(attendance  limited. ) 

General,  Intensive  and  Special  Courses  in  Tuber- 
culosis, Ophthalmology,  Roentgenology,  Dermatology 
and  Syphilology,  Pathology,  Neurology,  Electro- 
cardiography, Topographical  and  Surgical  Anatomy, 
Physical  Therapy,  Gastro-Enterology,  Allergy,  Rectal 
Diseases,  Varicose  Veins. 

TEACHING  FACULTY  — ATTENDING 
STAFF  OF  COOK  COUNTY  HOSPITAL 

Address : 

Registrar,  427  S.  Honore  Street, 
CHICAGO,  ILLINOIS 


THE  EIGHTH  ANNUAL 
POST  GRADUATE  COURSE 

offered  by 

Lima  and  Allen  County  Academy 
of  Medicine 

Presents 

Dr.  Samuel  A.  Levine 

Assistant  Professor  of  Medicine  at 
Harvard  University 

— Subject — 

DISEASES  OF  THE  HEART  AND 
ALLIED  PATHOLOGY 

Two  Lectures  Daily — 4:30-5:30;  6:30-7:30. 
Course  Fee  $10.00  (includes  banquet) 
Single  lecture  tickets  $1.00 

Lima,  Ohio 

September  21-25  inclusive 

For  information  write : 

DR.  H.  C.  WEISENBARGER 

Lima,  Ohio 
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various  agencies  and  institutions  supported  by 
the  Toledo  Community  Chest,  was  shown. 

April  10 — Section  of  Pathology,  Experimental 
Medicine  and  Bacteriology.  “Oxygen  Therapy”, 
by  Dr.  K.  C.  McCarthy,  with  discussion  by  Dr.  L. 
A.  Levison,  Dr.  J.  L.  Stifel  and  Dr.  W.  W.  Stone. 

April  17 — Medical  Section.  “Some  Practical 
Points  in  the  Handling  of  the  Allergic  Patient”, 
by  Dr.  L.  E.  Prickman,  Rochester,  Minn. 

April  24 — Surgical  Section.  “Imperforate 
Anus”,  a report  of  three  cases,  each  demanding 
different  treatment,  by  Dr.  W.  W.  Green;  “In- 
dications for  Denervation  of  Adrenals”,  including 
a report  of  several  cases,  by  Dr.  Norris  W.  Gil- 
lette.— Bulletin. 

' PUTNAM 

A well-attended  meeting  of  the  Putnam  County 
Medical  Society  was  held  at  Ottawa  April  7. 
Dr.  Burt  Hibbard,  Lima,  spoke  on  “Hypotension”, 
and  Dr.  W.  W.  Beauchamp,  Lima,  discussed 
“Newer  Aspects  in  Regard  to  Pituitary”.  The 
subjects  were  well  handled  and  an  interesting 
discussion  followed. — J.  R.  Eichelbarger,  M.D., 
corresponding  secretary. 

Fifth  District 

(COUNCILOR:  A.  A.  JENKINS.  M.D.,  CLEVELAND) 

CUYAHOGA 

The  following  programs  were  presented  by 
the  Academy  of  Medicine  of  Cleveland  during 
April : 

April  3 — Clinical  and  Pathological  Section, 
Lakeside  Hospital.  “Effect  of  Large  Doses  of 
Liver  Extract  on  Pernicious  Anemia,  A Case”, 
by  Dr.  F.  R.  Miller;  “Hernia  of  the  Pericardium, 
A Case”,  by  Dr.  E.  H.  Cushing;  “Urticaria”,  by 
Dr.  R.  0.  Egeberg;  “Mild  Migratory  Myelitis”, 
by  Dr.  Joseph  Fetterman;  “Preliminary  Pain  in 
Coronary  Thombosis”,  by  Dr.  Harold  Feil;  “Pre- 
sentation of  Dermatological  Cases”,  by  Dr.  H.  N. 
Cole. 

April  8 — Practice  of  Medicine  Section,  Herrick 
Room. 

“Cases  of  Pernicious  Anemia  Refractory  to 
Liver  Therapy”,  by  Dr.  Franklin  R.  Miller; 
“Twenty  Years  of  Goiter  Prophylaxis”,  by  Dr. 
0.  P.  Kimball,  with  discussion  by  Dr.  H.  G.  Sloan 
and  Dr.  T.  S.  Jackson;  “A  Revaluation  of  the 
Normal  Electrocardiogram”,  by  Dr.  R.  A.  Ship- 
ley  and  Dr.  W.  R.  Hallaran. 

April  15 — Industrial  Medicine  and  Orthopedic 
Section,  Herrick  Room.  “The  Physician  in  Court 
from  the  Standpoint  of  the  Judge”,  by  Judge 
David  Ralph  Hertz,  Court  of  Common  Pleas; 
“Role  of  the  Genito-Urinary  System  in  the  Pro- 
duction of  Joint  Lesions”,  by  Dr.  Wallace  Dun- 
can. 

April  24 — Opthalmological  and  Oto-Laryng- 
ological  Section,  Medical  Library  Auditorium. 

“Pharyngeal  Lymphatics  as  an  Unrecognized 


URINE  DARK  FIELD— SPIROCHETA 

BLOOD  BASAL  METABOLISM 

BLOOD  CHEMISTRY  AUTOGENOUS  VACCINES 
SPUTUM  SURGICAL  PATHOLOGY 

FECES-VACCINES  MEDICO-LEGAL  AUTOPSIES 
EFFUSIONS  X-RAY  DIAGNOSIS 

STOMACH  CONTENTS  ALLERGY 
PREGNANCY  TEST  ELECTROCARDIOGRAPHY 
AGGLUTINATION  WASSERMANN  & KAHN 
TESTS  TESTS 

LABORATORY 

Clinical  and  Pathological 


Established  1904 

Approved  by  the  American  Medical  Association 

Columbus,  Ohio  370  E.  Town  Street 


J.  J.  COONS,  Director, 

B.  Sc.,  M.D.,  D.  Sc.,  F.A.C.P. 

H.  M.  Brundage,  M.D. 

H.  A.  Baughn,  A.B.,  M.D. 

M.  D.  Godfrey,  M.D. 

Frances  Coup,  A.B. 

Marian  Guild,  A.B. 
Alice  Gerlinger,  A.B. 

PPOMPT  SERVICE 

Immediate  Report  on  Frozen  Sections  of  all  Tumors 


CHAS.  F.  BOWEN,  M.D. 

SPECIALIZES 

in 

Superficial 

Malignancies 

Removal  of 

Foreign  Bodies 

Radium  and 

X-Ray 

Diagnosis  and 

Therapy 


332  E.  State  Street 
COLUMBUS,  OHIO 
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Edward  Reinert 

Ph.G.,  M.D. 

247  East  State  Street  Columbus,  Ohio 

Radium  and  Deep  X-Ray  Therapy 
X-Ray  Diagnosis 
Electro  Coagulation 
Grenz  Ray  - 


Associates 

FRANK  GALLEN,  M.D.,  LEE  A.  HAYS,  M.D., 

Dermatology  Roentgenology 

Tel.  Main  1537  University  5842 


W.  H.  MILLER,  M.  D. 

328  East  State  St.  Columbus,  Ohio 

Office  Telephone,  MAin  3743  Residence,  EVergreen  5644 

Specializes  in 

Superficial  Malignancy  Electro-Coagulation 

Deep  Malignancy  X-ray  Diagnosis 

High  Voltage  X-ray  Therapy  Portable  X-ray. 

Prompt  and  Full  Report 
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Foci  of  Infection”,  by  Dr.  L.  E.  Brown,  Akron; 
“The  Value  of  a Proper  Eye  Examination  to  the 
General  Practitioner”,  by  Dr.  A.  D.  Ruedemann; 
“The  Value  of  Bronchoscopy  in  General  Prac- 
tice”, by  Dr.  Hugh  G.  Beatty,  Columbus.  The  dis- 
cussion was  opened  by  Dr.  E.  C.  Goldcamp, 
Youngstown. 

ERIE 

“Five  Common  Mistakes  Made  in  Obstetrics”, 
was  the  subject  discussed  by  Dr.  J.  J.  Thomas, 
Cleveland,  at  a meeting  of  the  Erie  County  Medi- 
cal Society  held  at  Sandusky,  March  26.  Dr.  A. 
A.  Jenkins,  Cleveland,  Councilor  for  the  Fifth 
District,  spoke  on  organization  problems. 

The  society  adopted  a resolution  calling  upon 
the  Industrial  Commission  to  rescind  the  20  per 
cent  cut  in  its  fee  schedule. — Ross  M.  Knoble, 
M.D.,  secretary. 

HURON 

Dr.  A.  A.  Jenkins,  Councilor  for  the  Fifth  Dis- 
trict, addressed  a meeting  of  the  Huron  County 
Medical  Society  at  Norwalk,  March  25. — News 
clipping. 

LORAIN 

An  illustrated  address  on  “Skin  Lesions  in 
Syphilis”  was  given  by  Dr.  Clyde  L. . Cummer, 
Cleveland,  at  a meeting  of  the  Lorain  County 
Medical  Society,  April  14,  at  Lorain.  Dr.  A.  A. 
Jenkins,  Councilor  for  the  Fifth  District,  spoke 
on  organization  problems. — L.  H.  Trufant,  M.D., 
secretary. 

MEDINA 

At  a meeting  of  the  Medina  County  Medical 
Society  held  on  March  26  at  the  Evanon  Inn, 
Medina,  four  DeLee  films  on  “Local  Anesthesia 
in  Obstetrics”  were  shown. — J.  K.  Durling,  M.D., 
secretary. 

Sixth  District 

( COUNCILOR : W.  M.  SKIPP,  M.D.,  YOUNGSTOWN) 

PORTAGE 

Dr.  Roy  W.  Scott,  Cleveland,  chief  of  medical 
staff,  Cleveland  City  Hospital,  and  head  of  the 
medical  department,  Western  Reserve  Univer- 
sity School  of  Medicine,  spoke  on  “Diseases  of 
the  Heart,  Especially  Those  Associated  with 
Arteriosclerosis”,  illustrated  by  colored  slides,  at 
a meeting  of  the  Portage  County  Medical  Society 
held  at  the  office  of  Dr.  J.  H.  Krape,  Kent,  April  2. 
— E.  J.  Widdecombe,  M.D.,  secretary. 

STARK 

Dr.  W.  M.  Allen,  associate  in  obstetrics  and 
gynecology  to  Strong  Memorial  Hospital,  Uni- 
versity of  Rochester,  addressed  the  Stark  County 
Medical  Society  on  April  13. — Bulletin. 

SUMMIT 

“The  Significance  of  the  So-called  Precancerous 
Lesions”,  was  the  subject  of  an  excellent  address 
given  by  Dr.  R.  H.  Jaffe,  professor  of  pathology, 


LABORATORY  APPARATUS 

Coors  Porcelain  Pyrex  Glassware 

R.  & B.  Calibrated  Ware 
Chemical  Thermometers 
Hydrometers  Sphygmomanometers 


J.  T.  Baker  & Co/#  C.  P.  Chemicals 

Stains  and  Reagents 
Standard  Solutions 


BIOLOGICALS 

Serums  Bacterins  Media 

Antitoxins  Vaccines  Pollens 


We  are  completely  equipped,  and  solicit 
your  inquiry  for  these  lines  as  well  as  for 
Pharmaceuticals,  Chemicals  and  Supplies, 
Surgical  Instruments  and  Dressings. 

& 

The  Rupp  & Bowman  Co. 

319  Superior  St.  Toledo,  Ohio 


The  Wendt -Bristol 
Company 

Two  complete  ethical  stores  in 
Columbus 

51  E.  State  St.  721  No.  High  St. 

for  the  convenience  of  the  Physicians  and 
Surgeons — and  the  many  people  they  serve 

Two  Prescription  Departments 

maintained  in  a high  class  manner  with 
eight  registered  Pharmacists 

Other  Complete  Departments 

office  equipment 

PHYSIO  THERAPY  APPARATUS 
HOSPITAL  SUPPLIES 

HEALTH  FOODS 

[===1 

W-B  Pharmaceutical  Supplies 

JOBBING  STOCKS  ALL  LEADING 
MANUFACTURERS 

Antitoxins  and  Vaccines  in  Special 
Refrigeration  Plants 

E====1 

Prompt  Service  on  Phone  Orders 


May,  1936 


County  Societies’  Activities 


483 


in  the  treatment  of 

syphilis  • • 


chemotherapeutic  agents  of  the  highest 
quality  available  should  be  employed. 
Merck  & Co.  Inc.  has  attained  an 
enviable  reputation  as  a manufacturer 
of  fine  chemicals  through  many  years 
of  service  to  the  medical  profession. 


<***.  W.  *,  Xkf . 

C»ue«>««  * A«iw«n»w»*So Jutlon 
Sodium  B»*mutho-TaHr»te 
SMO&Oh  in  (--suijK&ljKra  «j  0.  f<?  Patoanium  S^diaa**  Bixmatfto- 


"TJX 


ARSPHEN AMINE  MERCK  ★ NEO-ARSPHEN AMINE  MERCK 
SULPHARSPHEN AMINE  MERCK  ★ BISMOSOL 
TRYPARSAMIDE  MERCK 

(for  neurosyphilis) 

Literature  on  any  one  or  all  of  these  products  may  be  obtained  from 

MERCK  & CO.  Inc.  Manufacturing  Chemists  RA,HW^A.Yf  N.  J. 
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University  of  Illinois.  The  paper  was  discussed 
by  Drs.  F.  C.  Potter,  E.  L.  Saylor,  B.  M.  Hatha- 
way, H.  H.  Musser  and  D.  H.  Morgan.  A resolu- 
tion for  the  employment  of  an  executive  secre- 
tary was  introduced.  The  question  will  be  voted 
upon  at  the  May  meeting. — A.  S.  McCormick, 
M.D.,  secretary. 

Seventh  District 

(COUNCILOR:  C.  W.  KIRKLAND,  M.D.,  BELLAIRE 

BELMONT 

“The  Management  of  Prostatic  Obstruction’', 
was  discussed  by  Dr.  W.  C.  D.  McCuskey,  at  a 
meeting  of  the  Belmont  County  Medical  Society 
held  at  Kilkenny  Inn,  Bellaire,  April  2. — H.  E. 
Ring,  M.D.,  president. 

COLUMBIANA 

At  a meeting  of  the  Columbiana  County  Medi- 
cal Society  held  at  Lisbon,  April  14,  Dr.  Gail  A. 
Roose,  Salem,  spoke  on  “Pro’s  and  Con’s  of  Volun- 
tary Insurance  for  Group  Practice”  “Existing 
Quarantine  and  Precautionary  Measures  in  Use 
in  Communicable  Diseases”,  was  discussed  by  Dr. 
W.  J.  Horger,  East  Liverpool  “Publicity  Through 
Press,  Movies,  Radio  and  Platform  Promoting 
Public  Health”,  was  the  subject  of  an  address  by 
Dr.  R.  T.  Holzbach,  Salem. — Paul  H.  Beaver, 
M.D.,  secretary. 

TUSCARAWAS 

Dr.  Frank  W.  Harrah  and  Dr.  Charles  F. 
Bowen,  Columbus,  spoke  at  a meeting  of  the 
Tuscarawas  County  Medical  Society  at  New- 
comerstown,  March  12. — News  clipping. 

At  a meeting  of  the  society  held  at  New  Phila- 
delphia, April  9,  Dr.  Max  Shaweker,  Dover,  dis- 
cussed “Heredity”. — News  clipping. 

Eighth  District 

(COUNCILOR:  E.  R.  BRUSH,  M.D.,  ZANESVILLE) 

ATHENS 

The  Athens  County  Medical  Society  met  at  the 
First  Methodist  Church,  Athens,  April  6.  Dr. 
Charles  F.  Bowen,  Columbus,  delivered  a very 
fine  illustrated  lecture  on  “Cancer”.  A resolution 
was  adopted  requesting  the  Industrial  Commis- 
sion to  restore  the  old  fee  schedule  without  the 
20  per  cent  reduction. — T.  A.  Copeland,  M.D., 
secretary. 

GUERNSEY 

Dr.  F.  C.  Wagenhals,  Columbus,  addressed  a 
meeting  of  the  Guernsey  County  Medical  Society 
held  at  the  Berwick  Hotel,  Cambridge,  March  19. 
— News  clipping. 

Motion  pictures  on  “Allergy”  were  shown  at  a 
meeting  of  the  society  held  at  Cambridge,  April 
2. — News  clipping. 

LICKING 

Dr.  Claude  S.  Beck,  Cleveland,  was  the  speaker 


So  und  Advice 


MILLIONS  smoke  cigarettes 
apparently  without  harm.  In  a 
small  minority  of  cases,  smokers  with 
sensitive  throats  are  affected  by  the 
irritant  properties  of  smoke.  Physi- 
cian’s advice  to  stop  smoking,  at  least 
temporarily,  is  too  often  not  obeyed. 
The  next  best  advice  is,  try  Philip 
Morris  — the  only  cigarette  proved  less 
irritating.* 

Even  normal  conditions  suggest  smok- 
ing a cigarette  known  to  be  milder 
and  less  likely  to  cause  disturbance  of 
the  mucous  membrane. 

In  Philip  Morris  cigarettes  only  dieth- 
ylene glycol  (instead  of  glycerine)  is 
used  as  the  hygroscopic  agent. 


★ Laryngoscope  1935  XLV,  149-154 

Proc.Soc.  Exp.  Biol,  and  Med.,  1934,32,241-245 
N.Y.  State  Jour.  Med.  1935,  35-TSIo.  11,590 

. ■ V 

Philip  Morris  & Co.  Ltd.  Inc.  Fifth  Ave.,  N.Y. 


■ 
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PHILIP  MORRIS  &.  CO.  LTD.  INC. 

119  FIFTH  AVENUE  NEW  YORK 

Absolutely  without  charge  or  obligation  of  any 
kind,  please  mail  to  me 
★ Reprint  of  papers  from 

N.  Y.  State  Jour.  Med.  1935,  35  — ( I 
No.  11,590;  Laryngoscope  1935  XLV,  ’ — 1 
149-154.  Proc.  Soc.  Exp.  Biol,  and 
Med.,  1934,  32,  241-245. 

For  my  personal  use,  2 packages  of  I 
Philip  Morris  Cigarettes,  English  Blend.  — 
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ADDRESS  — 
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CANNED  FOODS  AND  THE  PUBLIC  HEALTH 


IV.  BOTULISM 


• Several  of  our  readers  have  inquired  as  to 
the  possibility  of  botulism  resulting  from 
the  consumption  of  commercially  canned 
foods.  The  canning  industry  is  proud  of  the 
part  it  has  played  in  the  eradication  from  its 
products  of  this  deadly  type  of  food  intoxi- 
cation. We  are  glad  to  devote  this  space  to  a 
discussion  of  this  important  topic. 

During  recent  years,  the  daily  press  pe- 
riodically carries  reports  relating  how  one 
or  more  members  of  a family,  or  of  a group 
of  persons,  were  stricken  after  a meal,  usu- 
ally with  fatal  results.  Sometimes  these  ac- 
counts describe  how  an  "anti-toxin”  was 
rushed  to  the  scene— an  indication  that  bot- 
ulism was  involved.  These  press  reports 
often  include  the  statement  that  a "canned 
food”  was  incriminated  as  the  cause  of  the 
illness. 

We  wish  to  emphasize  that  as  far  as  the 
records  go,  these  outbreaks  without  excep- 
tion are  not  attributed  to  foods  commer- 
cially canned  in  this  country.  In  practically 
every  instance,  it  was  found  that  the  foods 
—usually  of  a non-acid  or  semi-acid  nature 
—had  been  preserved  at  home  by  the  use  of 
inadequate  heat  sterilization  processes  (1). 
These  press  reports,  by  not  stating  correctlv 
the  type  of  food  involved,  have  done  much 
to  cast  unwarranted  suspicion  on  commer- 
cially canned  foods  as  possible  causes  of 
botulism. 

Botulism,  or  acute  toxemia  due  to  clos- 
tridium  botulinum,  is  by  no  means  a new 
affliction.  As  early  as  1802— ninety-five  years 
before  van  Ermengem  discovered  the  true 
cause  of  the  intoxication— warnings  were 
issued  against  botulism.  However,  not  until 
severe  outbreaks  occurred  in  this  country 
some  fifteen  years  ago,  was  it  realized  that 
cognizance  should  be  taken  of  the  fact  that 


foods  canned  by  the  methods  used  in  those 
days  could  become  contaminated  with  the 
toxin  of  this  organism.  This  fact  having  been 
realized,  the  canning  industry  took  imme- 
diate steps  to  prevent  such  contamination  of 
their  products. 

Research  was  inaugurated  and  has  been 
continued  to  which  the  industry  has  con- 
tributed not  only  financially,  but  also  by 
the  studies  of  scientists  associated  directly 
with  the  canning  industry  (2).  The  end  re- 
sult of  these  researches  was  the  development 
of  scientific  methods  of  determination  of 
heat  sterilization  treatments,  or  heat  proc- 
esses as  they  are  known  to  the  industry, 
which  would  be  adequate  to  insure  the 
safety  of  canned  foods  from  the  standpoint 
of  botulism  (3). 

The  effectiveness  of  the  measures  gener- 
ally adopted  by  the  canning  industry  of  the 
United  States  is  evidenced  by  the  fact  that  no 
case  of  botulism  attributable  to  an  American 
commercially  canned  food  has  occurred  dur- 
ing the  past  ten  years  (la) . Foods  packed  in 
commercial  canneries  are  heat  processed 
not  only  to  insure  protection  from  bacterial 
spoilage  causing  merely  the  loss  of  the  food, 
but  to  render  them  safe  from  the  standpoint 
of  botulism,  as  well.  In  fact,  a sterilizing 
process  sufficient  to  insure  the  destruction 
of  the  most  heat  resistant  strain  of  Cl.  bot- 
ulinum ever  isolated  is  considered  the  min- 
imum requirement  of  heat  treatment  of  com- 
mercially canned  foods.  The  National  Can- 
ners  Association  has  issued  lists  of  scientific- 
ally determined  processes  for  non-acid  can- 
ned foods  with  which  canners  comply  (4) . 

Such  are  the  facts.  The  American  canning 
industry  offers  its  products  to  the  consuming 
public  for  what  they  are;  namely,  whole- 
some and  nutritious  foods. 


AMERICAN  CAN  COMPANY 

230  Park  Avenue,  New  York  City 


1.  1935  Amer.  J.  Public  Health,  25.  301 

b)  1935  J.  Amer.  Diet.  Assn.  11,  18 


2.  [1936  J.  Bacteriology  31 . No.  1 P.  71 
1923  Amer.  J.  Public  Health,  13,  108 
1922  J.  Inf.  Dis.  31,  630 


3.  1923  Natl.  Re9.  Council  Bulletin,  7, 
No.  37 


4.  jov  N.C.  A.  Bulletin  26-L, 
Revised 


This  is  the  twelfth  in  a series  of  monthly  articles,  which  will  summarize, 
for  your  convenience,  the  conclusions  about  canned  foods  which  au- 
thorities in  nutritional  research  have  reached.  We  want  to  make  this 
series  valuable  to  you,  and  so  we  ask  your  help.  Will  you  tell  us  on  a 
post  card  addressed  to  the  American  Can  Company,  New  York,  N.  Y., 
what  phases  of  canned  foods  knowledge  are  of  greatest  interest  to  you? 
Your  suggestions  will  determine  the  subject  matter  of  future  articles. 


The  Seal  of  Acceptance  denotes  that  the 
statements  in  this  advertisement  are 
acceptable  to  the  Committee  on  Foods 
of  the  American  Medical  Association. 
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at  a meeting  of  the  Licking  County  Medical  So- 
ciety at  Newark,  March  31. — News  clipping. 

MUSKINGUM 

Dr.  S.  A.  Cunningham,  Marietta,  presented  a 
paper  on  “The  Future  of  Medicine”  at  a meeting 
of  the  Muskingum  County  Academy  of  Medicine, 
April  1,  at  the  Rogge  Hotel,  Zanesville. — Bea- 
trice T.  Hagen,  M.D.,  secretary. 

WASHINGTON 

The  Washington  County  Medical  Society  met 
at  Memorial  Hospital,  Marietta,  April  8.  Dr. 
Howard  A.  Smith,  read  a paper  on  “Shakespeare’s 
Medical  Knowledge”.  Dr.  S.  E.  Edwards  dis- 
cussed “Skeletal  Muscle  Sarcoma”.  The  society 
endorsed  a resolution  protesting  the  continuance 
of  the  20  per  cent  reduction  in  the  Industrial 
Commission  fee  schedule. — R.  W.  Riggs,  M.D., 
secretary. 

Ninth  District 

(COUNCILOR:  I.  P.  SEILER,  M.D.,  PIKETON) 

HOCKING 

A meeting  of  the  Hocking  County  Medical  So- 
ciety, April  9,  at  Logan,  was  addressed  by  Dr. 
George  J.  Heer,  Columbus,  on  “Prostate  Gland”, 
and  by  Dr.  Albert  B.  Landrum,  Columbus,  on 
“Duodenal  and  Peptic  Ulcer”. — M.  H.  Cherring- 
ton,  M.D.,  secretary. 

SCIOTO 

The  Hempstead  Academy  of  Medicine  met  at 
Portsmouth,  April  13.  Dr.  Charles  J.  Shepard,  Co-, 
lumbus,  spoke  on  “Some  Common  Skin  Diseases”. 
— W.  M.  Singleton,  M.D.,  secretary. 

Tenth  District 

(COUNCILOR:  C.  C.  SHERBURNE,  M.D.,  COLUMBUS) 

CRAWFORD 

Dr.  Edwin  J.  Stedem,  Columbus,  discussed 
“Some  of  the  Newer  Developments  of  Endo- 
crinology in  Women”  at  a meeting  of  the  Craw- 
ford County  Medical  Society  at  Bucyrus,  April  6. 
The  society  concurred  in  the  Lawrence  and  Put- 
nam County  resolutions  concerning  restoration  of 
the  20  per  cent  cut  in  Industrial  Commission  fees. 
Darrel  D.  Bibler,  M.D.,  secretary. 

FRANKLIN 

Dr.  R.  G.  Leland,  director  of  the  Bureau  of 
Medical  Economics  of  the  American  Medical  As- 
sociation, addressed  a meeting  of  the  Columbus 
Academy  of  Medicine,  March  23,  on  the  subject: 
“Changes  Confronting  Modem  Medicine”. 

The  following  programs  were  presented  by  the 
academy  during  April: 

April  6 — Symposium  on  Tuberculosis  “Tuber- 
culin Test”,  by  Dr.  John  E.  Brown,  Jr.;  “Modem 
Diagnostic  Methods  in  Tuberculosis”,  by  Dr. 
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Accepted  by  the  Council  on  Pharmacy  and 
Chemistry  of  the  American  Medical 
Association  ( N.N.R .) 

ANTISEPTIC 

An  aid  for  the  prevention  of  ringworm 
infection 

For  irrigating,  swabbing  and  dressing 
infected  cases  wherever  an  anti- 
septic is  needed. 

For  Hand  and  Skin  Sterilization. 

To  Make  a Dakin’s  Solution  of  Correct 
Hypochlorite  Strength  and  Alkalinity. 

NON-POISONOUS 

NON-IRRITATING 

Write  for  Literature 

BETHELHEM  LABORATORIES 

INCORPORATED 

300  Century  Building 
PITTSBURGH,  PENNA. 


CLASSIFIED  ADVERTISEMENTS 

Rates  for  advertisements  under  this  heading  are  BO  cents 
per  line,  payable  in  advance.  Minimum  charge  of  $1.00 
for  each  insertion.  Price  covers  the  cost  of  remailing 
answers.  Forms  close  16th  of  the  month  preceding 
publication. 


For  Sale — Medical  Library  and  surgical  instruments. 
Write  Mrs.  Luella  Casey,  Minerva,  Ohio. 


For  Sale — Equipment  and  furniture  (no  real  estate) 
physician’s  office  for  over  30  years,  near  hospital.  Owner 
retiring  due  to  ill  health..  For  particulars  address  F.  G. 
care  Ohio  State  Medical  Journal. 


For  Sale — Almost  new  Fischer  Galvanic  and  contractile 
currents  generator,  complete  with  cabinet  and  accessories. 
Operates  on  110  volt,  60  cycle  alternating  current.  Informa- 
tion on  request.  W.  E.  H.,  care  Ohio  State  Medical  Journal. 


For  Rent — Doctor’s  office.  For  information  inquire  P.  O. 
Box  11,  Seville,  Ohio. 


Donald  Yochem;  “Tuberculous  Management  Other 
Than  Surgical”,  Dr.  C.  H.  Benson;  “Modern  Sur- 
gical Aspects  of  Tuberculosis”,  by  Dr.  Louis 
Mark. 

April  13 — “Cineplastic  Amputation”,  by  Dr.  H. 
H.  Kessler,  Newark,  N.  J. 

April  20 — Children’s  Hospital  Clinic.  “Con- 
stant Intravenous  Drip”  (demonstration),  by  Dr. 
Seymour  Fisher;  “Diarrhoea  in  Infancy”,  by  Dr. 
E.  H.  Baxter;  “Broncho-Pneumonia  in  Childhood”, 
by  Dr.  S.  D.  Edelman;  “Lead  Poisoning”  (case 
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lieadlk^  assimilable  fat 

- - an  essential  in 
FEEDING  THE  PREMATURE 

IN  a recent  study  of  fat  metabolism  in  infants,  Holt,  Tidwell  and  Kirk* 
report  that  olive  oil  showed  the  highest  percent  retention  (95.1%)  of 
all  fats  studied  but  one,  olein  (97.5%).  These  authors  found  the  fat 
of  SIMILAC  (which  is  20%  olive  oil)  showed  a better  percent  retention 
(92.6%)  than  butter  fat  (88.9%) — and  as  high  a retention  as  breast  milk 
fat  (92.4%). 

To  quote  these  authors — “the  differences  in  fat  retention  on  these  various 
fats  as  shown  on  normal  infants  are  not  great;  for  the  normal  infant  it  is 
probably  immaterial  whether  he  absorbs  85%  or  95%  of  his  fat  intake.  It 
seemed  possible,  however,  that  in  subjects  who  have  difficulty  in  fat  assimi- 
lation, such  as  premature  infants,  the  observed  small  differences  might 
become  large  differences.  A few  observations  made  on  premature  infants 
and  twins  have  borne  this  out — .” 

The  observations  referred  to  covered  only  three  prematures  fed  on  differ- 
ent fats,  but  showed  an  average  of  78.4%  retention  for  olive  oil  as  com- 
pared to  only  52.5%  retention  for  butter  fat. 

*Holt,  Tidwell  and  Kirk,  Studies  on  Fat  Metabol- 
ism in  Infants — Acta  Pediatrica.  Vol.  XVI.  1933. 


SIMILAC 

has  given  noticeably  good  results  in 
feeding  the  premature  infant.  One 
of  the  reasons  lies,  as  here  pointed 
out,  in  the  composition  of  its  fat. 
Another  reason  is  its  consistently 
zero  curd  tension.  The  finer  the 
curd  the  greater  the  surface  area. 
The  greater  the  surface  area  the 
more  exposed  are  the  fats,  carbohy- 
drates, proteins  and  salts  to  the  di- 
gestive enzymes.  Result  . . . the 
food  substances  are  more  quickly 
and  readily  utilized. 

SIMILAC  is  made  from  fresh  skim 
milk  (casein  modified)  with  added 
lactose,  salts,  milk  fat,  and  vege- 
table and  cod  liver  oils. 


The  fact  that  SIMILAC  is  well  assimilated  by  the  immature 
digestive  tract  of  the  premature  indicates  how  entirely  suit- 
able it  is  for  all  those  infants  who  are  deprived  of  breast  milk. 


M & R DIETETIC  LABORATORIES,  Inc.,  Columbus,  Ohio 
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demonstration),  by  Dr.  Earl  Smith;  “Prematur- 
ity”, by  Dr.  John  E.  Brown,  Jr.;  “Birth  Injury”, 
by  Dr.  H.  E.  LeFever;  “Still’s  Disease”  (case 
demonstration),  by  Dr.  Edw.  H.  Wagenaar; 
“Acute  Abdomen  in  Childhood”,  by  Dr.  H.  E. 
Boucher. 

April  27 — General  Practitioners’  Section.  “Cor- 
onary Occlusion — Diagnosis  and  Management”, 
by  Dr.  H.  M.  Clodfelter,  with  discussion  by  Dr. 
George  Nelson. — Bulletin. 

MORROW 

The  Morrow  County  Medical  Society  held  its 
monthly  meeting  April  14  at  the  W.  R.  C.  Hall, 
Mt.  Gilead.  Following  dinner,  Dr.  Edward  T. 
Kirkendall,  Columbus,  spoke  on  “Cancer”. — T. 
Caris,  M.D.,  secretary. 


Behind 


Mercurochrome 

>4^  (dibrom-oxymercuri-fluorescein-sodium) 

<?iVwJ2>  is  a background  of 


Precise  manufacturing  methods  in- 
juring uniformity 

Controlled  laboratory  investigation 

Chemical  and  biological  control  of 
each  lot  produced 


Extensive  clinical  application 


— oSMj  — 

Group  Medical  Service  Plan  Held  Unethical 
by  Cincinnati  Academy 

Affiliation  of  its  members  with  a proposed 
plan  of  group  medical  practice,  similar  to  the 
Ross-Loos  Clinic  in  Los  Angeles,  was  recently 
disapproved  by  the  Academy  of  Medicine  of  Cin- 
cinnati. 

The  plan  contemplated  “providing  as  a clinic 
medical,  surgical  , and  hospital  service  and  care  to 
wage-earners  who  have  formed  themselves  into 
associations  for  the  purpose  of  receiving  such 
care  in  return  for  a regular  monthly  fee  paid  to 
the  group,  according  to  the  terms  of  agreements 
entered  into  by  the  worker,  the  association,  his 
employer  and  the  group”. 

In  response  to  a request  from  the  organizer  of 
the  group,  a Cincinanti  physician  who  was  not  a 
member  of  the  academy,  for  a ruling  as  to  what 
attitude  would  be  taken  towards  members  of  the 
academy  who  might  become  members  of  the 
group,  the  council  of  the  academy  ruled  that  such 
a request  could  be  considered  only'  when  pre- 
sented by  a member  of  the  academy. 

Shortly  thereafter  a letter  was  received  from  a 
member  of  the  academy  asking  whether  belong- 
ing to  the  group  would  jeopardize  in  any  way  his 
standing  in  the  academy. 

The  matter  was  made  a special  order  of  busi- 
ness at  the  regular  meeting  of  the  academy  on 
March  10,  at  which  approximately  350  members 
were  present. 

After  prolonged  discussion,  the  academy  made 
the  following  decision,  with  only  a few  dissenting 
votes : 

1.  Practice  under  a prepayment  group  plan 
such  as  is  being  here  proposed  and  which  does 
not  include  all  the  legally  qualified  physicians  of 
the  community,  but  restricts  itself  to  a small 
group,  constitutes  a violation  of  Article  VI,  Sec- 
tion 2,  of  the  Principles  of  Ethics  of  the  A.M.A. 

2.  Membership  in  the  Academy  of  Medicine  of 


Thirteen  years’  acceptance  by  the 
Council  of  Pharmacy  and  Chem- 
istry of  the  American  Medical 
Association 


A booklet  summarizing  the  impor- 
tant reports  on  Mercurochrome  and 
describing  its  various  uses  will  be 
sent  to  physicians  on  request. 


Hynson,  Westcott  & Dunning,  Inc. 
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Binder  and  Abdominal  Supporter 


Gives  perfect  up- 
lift. Is  worn  with 
comfort  and  sat- 
isfaction. Made 
of  Cotton,  Linen 
or  Silk.  Washable 
as  u n d e r w ear. 
Three  distinct 
types,  many  vari- 
ations of  each. 


The  Picture  Shows  “Type  N” 

Storm  belts  adaptable  to  all  conditions, 
Ptosis,  Hernia,  Pregnancy,  Obesity,  Sacro- 
iliac Relaxations,  High  and  Low  Opera- 
tions, etc. 
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Katherine  L.  Storm,  M.D. 
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"ftcLlt  fcejieti  and.  7utute  7eatd 

In  addition  to  difficulty  in  putting  away  the  cares  and  worries  of  “dead  yesterday” 
and  “unborn  tomorrow”  some  of  your  sleepless  patients  have  the  additional  hurdle  of 
fear.  Fear  — engendered  by  recollection  of  other  sleepless  nights  — that  sleep,  so  much 
needed,  will  again  elude  them;  fear  that  continued  loss  of  sleep  will  break  down  health. 

Insomnia,  whatever  its  cause,  may  easily  become  chronic,  and  establishment  of 
normal  sleep  habits  frequently  requires  temporary  use  of  a hypnotic. 

Ortal  Sodium  is  effective  — one  five-grain  capsule  will  usually  induce  quiet,  restful 
sleep  (a  three-grain  capsule  is  often  sufficient).  Its  effect  is  not  unduly  prolonged;  the 
patient  is  usually  alert  and  refreshed  the  following  morning. 

Ortal  Sodium  ( sodium  hexyl-ethyl  barbiturate ) is  supplied  in 
capsules  of  3/4,  3,  and  5 grains,  in  bottles  of  25,  100,  and  500. 
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Cincinnati  shall  be  withheld  from  physicians  who 
are  practicing  in  violation  of  this  rule. 

3.  Violation  of  this  rule  by  a member  of  the 
academy  shall  constitute  sufficient  reason  for  the 
termination  of  his  membership. 

— OSMJ  — 

Many  Physicians  Participate  In  Meeting 
of  Hospital  Groups 

The  following  Ohio  hospital  organizations  held 
a joint  convention  at  the  Deshler-Wallick  Hotel, 
Columbus,  April  14,  15  and  16:  Ohio  Hospital 
Association,  Ohio  Dietic  Association,  Ohio  Asso- 
ciation of  Record  Librarians,  Ohio  Association  of 
Nurse  Anesthetists,  Hospital  Obstetric  Society  of 
Ohio,  American  Society  of  Clinical  Laboratory 
Technicians  of  Ohio,  and  the  Ohio  Chapter, 
American  Physio-therapy  Association. 

Officers  of  the  associations  included  the  follow- 
ing Ohio  physicians:  Dr.  M.  F.  Steele,  Columbus, 
president,  Dr.  C.  S.  Woods,  and  Dr.  E.  R.  Crew, 
Dayton,  trustees,  Ohio  Hospital  Association;  Dr. 
A.  J.  Skeel,  Cleveland,  president,  Dr.  Walter 
Brand,  Toledo,  vice-president,  Dr.  Scott  C.  Run- 
nels, Cleveland,  secretary-treasurer  and  Dr. 
Charles  E.  Turner,  Columbus,  Dr.  Edson  A. 
Freeman,  Akron,  Dr.  Samuel  Rothenberg,  Cin- 
cinnati, Dr.  J.  K.  Hoerner,  Dayton,  trustees  and 
Dr.  Andrews  Rogers,  Columbus,  and  Dr.  J.  Davies, 


Cincinnati,  trustees-ab-large,  the  Hospital  Ob- 
stetric Society  of  Ohio. 

Other  Ohio  physicians  who  participated  in  the 
various  meetings  were:  Dr.  E.  M.  Huston,  Day- 
ton,  President-Elect,  Ohio  State  Medical  Associa- 
tion, who  spoke  on  the  “Relationship  of  the  Medi- 
cal Profession  and  Hospitals”;  Dr.  R.  W.  De- 
Crow,  chief,  Bureau  of  Health  Organization, 
State  Department  of  Health;  Dr.  F.  E.  Mahla, 
assistant  director,  State  Department  of  Health; 
Dr.  Roy  J.  Secrist,  assistant  director,  Medical 
Division,  Industrial  Commission;  Dr.  R..  H. 
Bishop,  Cleveland;  Dr.  L.  W.  Sontag,  Yellow 
Springs;  Dr.  Thomas  P.  Sharkey,  Dayton;  Dr. 
Margaret  DuBois,  Cleveland;  Dr.  H.  M.  Gilmore, 
Columbus;  Dr.  Theodore  Miller,  Cleveland;  Dr. 
George  M.  Curtis,  Dr.  Edwin  J.  Stedem,  Dr.  Fred 
A.  Hitchcock,  Dr.  George  T.  Harding,  Jr.,  Dr.  E. 
H.  Wilson,  Dr.  Charles  A.  Doan,  Dr.  C.  L.  Spohr 
and  Dr.  R.  S.  Fidler,  Columbus,  and  Dr.  F.  C. 
Potter,  Akron. 

— OSMJ  — 

Portsmouth — Dr.  John  W.  Obrist  recently  be- 
gan his  48th  year  in  the  practice  of  medicine. 

Defiance — Dr.  F.  A.  Rieckhoff  will  leave  for 
Vienna  on  May  2 to  take  a post-graduate  course. 

Toledo — “The  History  of  Surgery”  was  dis- 
cussed by  Dr.  Glenn  H.  Reams  at  a recent  meet- 
ing of  the  Exchange  Club. 
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Making  the 
First  Formula 
Agree  with 
the  Baby 

INJewborns  require  breast  milk.  De- 
prived of  human  milk,  their  nutritional 
requirements  are  met  by  simple  mixtures 
of  cow’s  milk,  sugar  and  water.  The  milk 
may  be  fresh,  evaporated,  dried,  sweet  or 
sour;  the  sugar  simple  or  mixed. 

Whole  milk  formulas  are  suitable  for 
most  newborns  with  good  digestive  ca- 
pacities. The  amount  of  whole  milk  given 
should  approximate  2/t,  of  the  total  re- 
quired calories.  And  the  remainder  (one- 
third)  should  be  in  added  Karo.  Water  is 
added  to  the  mixture  for  the  fluid  intake 
to  be  about  2 ounces  per  pound  of 
baby  weight  per  day. 

Evaporated  milk  formulas  are  indi- 
cated for  newborns  with  limited  digestive 
capacities.  They  may  be  used  to  advantage 
in  considerably  higher  concentrations  than 
whole  milk  for  premature,  feeble  and  de- 
bilitated infants. 

The  added  Karo  is  again  one-third  of 
the  total  required  calories. 

Dried  milk  formulas  are  suitable  for 
allergic  infants  wTho  will  take  only  small 
volumes  at  a feeding  and  babies  of  allergic 
parents.  Formulas  approximately  equiv- 
alent to  whole  milk  may  be  made  up 
with  water  and  Karo  added  in  the  same 
ratio  as  in  whole  milk  mixtures. 

Acid  milk  formulas  are  of  particular 
value  for  babies  with  low  digestive  capaci- 
ties requiring  large  food  requirements. 
Acid  milk  requires  no  dilution  with  water. 


FORMULAS 
FOR  THE  NEWBORN 

3 Ounces; 

6 Feedings 

W hole  Milk 
Boiled  Milk 
Karo  .... 

Evaporated  Milk 
Boiled  Water 
Karo  .... 

. . . 6 ounces 

12  ounces 

Powdered  Milk  . 
Boiled  Water 
Karo  .... 

. . 5 tablespoons 

. . . 20  ounces 

Lactic  Acid  Milk 
Boiled  Water 
Karo  .... 

12  ounces 
8 ounces 

REFERENCES: 

Kugelmassy  Clinical  Nutrition  in 
Infancy  and  Childhood y Liffincott. 
Marriott y Infant  Nutrition y Mosby. 
McLean  & Falesy  Scientific  Feed- 
ing in  Infancy y Lea  & Fcbiger. 


The  amount  of  Karo  required  may  be 
added  directly  to  the  total  volume  of  acid 
milk  prescribed.  Karo  is  an  excellent 
milk  modifier  of  dextrins,  maltose  and 
dextrose  (with  a small  percentage  of 
sucrose  added  for  flavor)  for  both  the 
baby  and  the  budget. 

Corn  Products  Consulting  Service  for 
Physicians  is  available  for  further  clinical 
information  regarding  Karo.  Please 
Address:  Corn  Products  Sales  Company, 
Dept.  sj.5.  1 7 Battery  PL,  New  York  City 
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WHO’S  WHO  IN  THIS  ISSUE 


Carl  H.  Bayha,  B.Sc.,  M.D.,  Toledo,  Ohio : graduate  of 
Ohio  State  University,  College  of  Medicine,  1925 ; ex-resident 
physician  of  Mayo  Clinic;  staff  of  Flower,  Toledo,  and 
Lucas  County  hospitals. 

Roy  S.  Binkley,  M.D.,  Dayton,  Ohio ; graduate  of  Ohio 
State  University,  College  of  Medicine,  1911 ; member  Amer- 
ican Academy  of  Ophthalmology  and  Oto-Laryngology ; 
senior  staff  surgeon,  E.  E.  N.  & T.  Department,  St.  Eliza- 
beth’s Hospital,  Dayton,  Ohio. 

Blake  Crider,  Ph.D.,  Cleveland,  Ohio;  graduate  Univer- 
sity of  Missouri,  (B.A.)  ; University  of  Chicago,  (M.A.)  ; 
Western  Reserve  University  (Ph.D.)  ; member  American 
Psychological  Association ; psychologist,  Mt.  Sinai  Mental 
Hygiene  Clinic,  St.  Luke’s  Neuro-psychiatric  Dispensary, 
and  Day  Nursery  Behavior  Clinic,  Cleveland,  associate  pro- 
fessor of  psychology,  Fenn  College. 

Marion  Douglass,  A.B.,  M.D.,  Cleveland,  Ohio ; graduate 
Johns  Hopkins  University,  1921  (M.D.)  ; Kenyon  College, 
1917  (A.B.)  ; member  American  College  of  Surgeons,  Amer- 
ican Board  of  Obstetrics  and  Gynecology ; American  Asso- 
ciation of  Obstetricians,  Gynecologists  and  Abdominal  Sur- 
geons ; associate  gynecologist  of  Out-patient  Department, 
Western  Reserve  University  and  University  Hospitals ; as- 
sistant professor  of  Gynecology,  Western  Reserve  University, 
School  of  Medicine. 

J.  R.  Dowling,  M.D.,  C.M.,  Massillon,  Ohio  ; graduate  of 
Queen’s  University  Faculty  of  Medicine,  Kingston,  Ontario, 
1929 ; internships,  1929,  Hotel  Drew  Hospital,  Kingston, 
Ontario ; 1930,  North  Country  Community,  Glen  Cove,  New 
York ; 1930  to  1933,  Manhattan  Eye.  Ear  and  Throat  Hos- 
pital, New  York  City ; staff  of  Massillon  City  Hospital ; con- 
sultant Molly  Stark  Sanatorium,  Canton,  Ohio;  visiting 
physician,  Mercy  Hospital,  Canton,  Ohio. 

Ralph  I.  Fried,  A.B.,  M.D.,  Columbus,  Ohio ; Western 
Reserve  University,  1931,  (A.B.)  ; St.  Louis  University, 

1935;  (M.D.)  ; interne,  Starling-Loving  Hospital,  1935-1936  ; 
Alpha  Omega  Alpha. 

Charles  S.  Hamilton,  A.B.,  M.D.,  LL.D.,  Columbus, 
Ohio  ; graduate  of  Columbus  Medical  College,  1887  ; surgeon, 
Mt.  Carmel  Hospital,  Columbus ; emeritus  professor  of  sur- 
gery, Ohio  State  University,  College  of  Medicine. 

Barney  J.  Hein,  M.D.,  Toledo,  Ohio ; graduate  Toledo 
University,  1912  (M.D.)  ; member  American  College  of  Sur- 
geons ; Clinical  Orthopedic  Society ; American  Academy  of 
Orthopedic  Surgeons ; orthopedic  staff,  St.  Vincent’s,  To- 
ledo, Flower,  and  Women’s  and  Children’s  hospitals,  Toledo. 

Harry  L.  Reinhart,  A.B.,  M.D.,  Columbus,  Ohio ; graduate 
of  Ohio  State  University  College  of  Medicine,  1924  ; Fellow, 
American  Society  of  Clinical  Pathologists ; American  Asso- 
ciation of  Pathologists  and  Bacteriologists ; pathologist  to 
Starling-Loving  Hospital,  Ohio  State  University. 

Jack  Arthur  Rudolph,  M.D.,  Cleveland,  Ohio ; graduate 
Jefferson  Medical  College,  Philadelphia,  1927,  member 
Association  for  the  Study  of  Allergy ; Society  for  the  Study 
of  Asthma  and  Allied  Conditions  ; staff  Mt.  Sinai  Hospital, 
Department  of  Allergy ; consultant  in  allergy,  Cleveland 
Y.M.C.A. 

Carl  W.  Sawyer,  B.S.,  M.D.,  Marion,  Ohio ; graduate 
Rush  Medical  College,  1906  ; member  American  College  of 
Physicians ; American  Psychiatric  Association ; Association 
for  Research  in  Nervous  and  Mental  Diseases  ; Ohio  Academy 
of  Science ; American  Therapeutic  Society ; Association  for 
the  Study  of  Internal  Secretions ; chief  of  staff  and  director 
of  the  psychiatric  section.  Sawyer  Sanatorium,  Marion,  Ohio. 

Leon  Schiff,  B.S.,  M.S.,  Ph.D.,  Cincinnati ; graduate 
University  of  Cincinnati,  1924  (M.D.)  ; member  Central  So- 
ciety for  Clinical  Research ; American  Gastro-Enterological 
Association ; American  Society  for  Clinical  Investigation ; 
assistant  attending  physician,  medical  service,  Cincinnati 
General  Hospital;  assistant  professor  of  medicine,  Univer- 
sity of  Cincinnati,  College  of  Medicine. 

George  P.  Sims,  A.B.,  B.Sc.,  M.D.,  Columbus,  Ohio ; 
graduate  University  of  Nebraska,  1926  ; member  Radiological 
Society  of  North  America ; American  Association  for  the 
Study  of  Neoplastic  Diseases ; Sigma  Xi ; director  Depart- 
ment of  Radiation  Therapy,  Mt.  Carmel  Hospital,  Columbus, 
Ohio. 

Henry  Curtis  Temple,  M.D.,  Alliance,  Ohio ; graduate 
College  of  Physicians  and  Surgeons,  St.  Louis,  Missouri, 
1888 ; member  Tri-State  Medical  Society  (Iowa,  Illinois  and 
Missouri)  in  private  practice  at  Waucoma,  Iowa,  1888  to 
1898,  and  at  Alliance  since  1898. 
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THE  FACTORS  GOVERNING  FLUID  THERAPY  IN  THE 
TREATMENT  OF  ENTERITIS 

By  GLENN  E.  CULLEN,  Ph.D.,  Cincinnati,  Ohio 


THE  dehydration  due  to  loss  of  water  in 
acute  gastro-enteritis  is  not  only  a symp- 
tom which  indicates  the  severity  and  dura- 
tion of  the  loss  of  water,  but  in  itself  may  so 
change  the  physiological  balance  of  the  body  that 
it  becomes  of  greater  danger  to  life  than  the 
initial  (and  usually  unknown  cause)  of  the 
gastro-enteritis. 

This  discussion  must  be  restricted  to  the 
rationale  of  the  treatment  of  the  dehydration 
phase  of  enteritis,  and  its  sequalae,  acidosis  and 
alkalosis.  The  clinical  phases  and  mortality  rates 
of  enteritis  in  Cincinnati  have  been  discussed  be- 
fore this  group  previously  (Lyon,  Van  Der  Mark 
and  Mitchell1). 

It  must  be  recognized  that  the  loss  of  fluid 
from  the  body,  either  through  vomiting  or  diar- 
rhea, not  only  draws  water  and  various  salts 
from  the  blood  but  also  draws  water  and  salt 
from  the  tissues,  and  because  of  this  loss,  there 
may  result  either  a general  acidosis  or  alkalosis. 
In  general,  vomiting,  with  excessive  loss  of  gastric 
contents,  without  diarrhea,  causes  an  alkalosis 
because  of  the  loss  of  hydrochloric  acid.2  On  the 
other  hand,  excessive  loss  of  fluid  from  the  upper 
intestine  without  vomiting  results  in  a with- 
drawal of  base,  sodium  and  potassium  from  the 
body  with  consequent  acidosis.3,4'5  Between  these 

Read  by  invitation,  before  the  Sixth  General  Session, 
Ohio  State  Medical  Association,  at  the  89th  Annual  Meet- 
ing, Cincinnati,  October  2-4,  1935. 

From  the  Children’s  Hospital  Research  Foundation  and 
the  Department  of  Pediatrics,  University  of  Cincinnati. 

For  information  relative  to  the  author  see  Who’s  Who 
in  This  Issue. 


two  extremes  there  are,  of  course,  many  com- 
binations in  which  both  chloride  from  the  stomach 
and  base  from  the  intestine  are  excreted  in  such 
abnormal  quantities  as  to  lower  the  body  stores. 

Withdrawal  of  these  fluids  from  the  blood  sets 
up  two  vicious  cycles.  In  the  first  place  the 
blood  becomes  concentrated  and  consequently  its 
volume  decreases.  This  imposes  an  extra  load  on 
the  heart,  and  the  functions  of  the  blood  of  carry- 
ing oxygen  to  the  tissues  and  of  removing  waste 
products  from  them  is  interfered  with.  Coin- 
dently  the  concentrated  serum  sucks  tissue  fluids 
from  tissue  and  since  the  important  electrolytes 
are  being  excreted  in  unbalanced  amounts,  there 
is  a disturbance  of  the  acid-base  balance  of  the 
body  as  a whole. 

In  addition  to  this  disturbance,  when  the  cir- 
culation becomes  so  impaired  that  sufficient 
oxygen  cannot  reach  the  tissues,  the  resulting 
anoxemia  allows  an  accumulation  of  the  lactic 
acid  type  of  intermediary  metabolites. 

This  tissue  acidosis  in  turn  interferes  with  the 
normal  take-up  of  oxygen  by  the  tissues  from  the 
blood.  This  closes  the  first  cycle. 

The  second  cycle  of  disturbances  involves  the 
excretory  system.  Due  to  sluggish  circulation, 
kidney  function  is  impaired  because  not  only  does 
the  blood  fail  to  flow  through  the  kidneys  as  fast 
as  normally,  but  the  kidney  tissue  shares  in  the 
general  tissue  damage.  Not  only  does  this  inter- 
fere with  the  important  ammonia  neutralization 
of  acids,  but  the  resulting  oliguria  or  anuria 
means  that  waste  products  of  metabolism,  espe- 
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daily  the  acid  phosphates  and  nitrogenous  end 
products,  accumulate  in  the  blood  to  aggravate 
the  already  existing  acidosis. 

It  is  evident  then  that  an  exact  determination 
of  the  particular  type  of  acid-base  disturbance 
must  rest  upon  quantitative  studies  of  the  blood 
to  determine  whether  or  not  the  alkali  reserve, 
the  total  base,  and  the  chlorides  are  altered,  and 
if  so,  in  what  direction. 

In  addition  to  the  disturbance  to  the  acid-base 
balance  of  the  blood  and  tissue  fluids  in  general, 
there  is  good  evidence  that  dehydration,  especially 
of  the  acute  rapid  type,  may  result  in  drawing 
into  the  blood  stream  substances  of  a guanadine 
type  which,  in  abnormally  high  concentration,  de- 
crease the  ionized  calcium  and  thus  cause  con- 
vulsions.0 (See  Minot  et  al.  for  review.) 

The  treatment  of  acute  dehydration  may  there- 
fore, for  practical  purposes,  be  considered  under 
two  separate  headings. 

First,  the  relief  of  the  generalized  condition  of 
fluid  loss,  and,  secondly,  specific  measures  to  re- 
store the  physiological  disbalance  to  a balanced 
state. 

The  general  treatment  must,  of  course,  be  di- 
rected to  improving  the  circulation,  so  that  the 
extra  load  on  the  heart  may  be  removed  and  that 
normal  tissue  metabolism  may  be  restored  and 
that  the  kidneys  may  resume  their  functions  of 
excretion. 

Specific  treatment,  as  contrasted  with  the  gen- 
eral treatment  of  these  physiological  disturb- 
ances, may  be  necessary  to  restore  to  the  body  at 
once,  without  waiting  for  the  delay  of  normal 
metabolism,  the  loss  of  the  various  mineral  salts, 
or  as  in  the  case  of  guanidine  poisoning,  to 
neutralize  the  unusual  poisonous  substances. 

details  of  general  treatment 

The  first  questions  to  be  considered  are  those 
of  the  types  and  amounts  of  fluids  to  be  used,  and 
the  methods  of  administering  them. 

There  is  no  question,  of  course,  that  the  ideal 
manner  to  give  water  is  by  mouth  but,  because  of 
the  nature  of  this  disease,  this  is  all  too  often 
difficult.  Moreover,  in  the  emergencies  of  cyano- 
sis, convulsions,  acute  acidosis  and  the  like,  time 
is  so  important  that  we  cannot  wait  for  the  re- 
latively slow  absorption.  However,  in  the  less 
acute  condition  we  should  be  careful  to  exhaust 
the  possibilities  of  fluid  and  salt  administration 
by  mouth  before  recourse  to  parenteral  routes. 
Often  the  patient  can  tolerate  a balanced  salt 
solution,  with  or  without  dextrose,  when  he  can- 
not retain  food  or  water. 

We  also  have  become  increasingly  convinced 
that  the  milder  stages  of  acidosis  can  usually  be 
handled  by  alkali  administrations  by  mouth  pro- 
vided that  one  gives  enough  sodium  bicarbonate 
or  sodium  lactate  to  meet  the  situation.  The  im- 
portance of  this  point  cannot  be  over  emphasized. 


The  problem  in  the  administration  of  alkalis  is 
analogous  to  that  of  the  use  of  digitalis  in  heart 
failure;  that  is,  one  has  to  give  enough  but  not 
too  much.  All  too  often  we  find  children  who  have 
been  treated  with  alkali  by  mouth  without  regard 
to  the  amount  needed  with  the  result  that  either 
they  get  such  a small  amount  that  it  can  be  of 
no  possible  good  or  that  by  mischance  they  get  so 
much  alkali  that  an  alkalosis  may  result. 

We  have  found  it  a great  help,  at  the  Chil- 
dren’s Hospital,  to  think  of  the  treatment  of 
dehydration  in  terms  of  the  individual  symptoms. 
Table  I illustrates  this  method  of  thinking. 

In  this  table  the  individual  symptoms  have 
been  arranged  in  the  order  in  which  the  clinician 
will  probably  notice  them  and  the  first  five  symp- 
toms discussed  are  those  which  are  apparent 
without  any  laboratory  assistance.  It  is  at  once 
evident  that  this  is  an  arbitrary  division  because 
some  conditions,  such  as  acidosis,  may  well  be 
considered  either  symptom  or  cause  or  both.  At 
this  point,  let  us  be  sure  we  understand  each 
other.  By  “acidosis”  we  mean  a significant  de- 
crease of  the  C02  content  of  the  blood  or  blood 
plasma  and  conversely  for  “alkalosis”  a signifi- 
cant increase  of  CO-  content  above  the  normal. 
The  normal  level  of  serum  or  plasma  C02  content 
lies  between  60  and  70  volumes  per  cent  C02.  The 
presence  of  ketone  bodies  in  the  urine  is  no  safe 
guide  for  the  diagnosis  of  acidosis,  especially  in 
gastro-enteritis,  because  the  presence  indicates 
simply  that  the  fats  are  not  being  metabolized. 
We  are  just  as  liable  to  find  ketonuria  in  alka- 
losis as  not. 

In  the  outline  of  treatment  of  the  general 
symptoms  we  have  used  the  term  “saline  solution” 
or  “saline  and  dextrose  solution”.  The  word 
“saline”  includes  all  solutions  containing  salt  in 
a concentration  approximately  isotonic  with 
plasma.  In  the  immediate  restoration  of  the  cir- 
culation there  is  probably  not  much  choice  be- 
tween the  ordinary  physiological  salt  solution 
(0.85  or  0.9  per  cent  sodium  chloride  ) and  any  of 
the  various  balanced  salt  solutions  which  are  really 
modified  Ringer’s  and  Locke’s  solution.  The  im- 
mediate need  is  to  restore  the  blood  volume  and 
this  is  brought  about  by  administering  a saline 
solution  or  a saline  and  dextrose  solution.  When 
dextrose  is  given  to  the  acutely  dehydrated  in- 
dividual it  is  important  to  remember  that  dex- 
trose, if  given  in  too  concentrated  solution,  will 
only  increase  the  difficulties  of  circulation  of  al- 
ready thick  blood,  and  therefore  it  should  not  be 
given  in  greater  than  5 per  cent  concentrations. 
The  usual  method  of  giving  dextrose  for  this  pur- 
pose, is  to  mix  equal  parts  of  10  per  cent  dextrose 
solution  and  saline  solution  immediately  before 
its  administration. 

The  method  of  administering  the  saline  solu- 
tion is  of  more  importance  in  the  emergency  con- 
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TABLE  I. 

RELATION  OF  FLUID  THERAPY  TO  SYMPTOMS  OF  DEHYDRATION 


SYMPTOMS 

PROBABLE  CAUSES 

TREATMENT 

Lessened  Turgor  of  skin  and 

Loss  of  fluid  from  blood  and 

Saline  solut:ons 

tissues 

Sunken  Fontanel,  etc. 

tissues. 

Saline  and  Dextrose  solutions 
Saline  and  Dextrose  solutions 

Oliguria  or  Anuria 
Cyanosis 

Impaired  Circulation 
(Concentration  and  decreased 
volume  of  blood) 
Dehydrated  Tissue 
Tissue  Acidosis 

Saline  solutions 

Abnormal  breathing 

Acidosis  (low  blood  CO2  and 

Saline  and  (if  severe)  Alkali 

pH)  or 

Alkalosis  (high  blood  CCh  and 
pH) 

Saline  and  (if  severe)  Acid 

Convulsions 

Acidosis 

Saline  and  Alkali 

Alkalosis 

Saline  and  Calcium 

or 

Guanidine  Intoxication 

Saline  and  Calcium 

Acidosis  (low  blood  CO-) 

Loss  of  Base  (by  diarrhea) 

Saline  (if  severe)  calculated 

(Na  and  K) 

amount  of  sodium  as 

Tissue  Anoxemia 
Impaired  Kidney  Function 

bicarbonate  or  lactate 

Alkalosis  (high  blood  CO-) 

Loss  of  Chloride 

Saline  and  Calcium 

(by  vomiting  or  diarrhea) 

(if  severe)  Acid  as  HC1. 

dition  than  the  question  of  whether  one  uses 
ordinary  physiological  salt  or  a balanced  salt 
solution.  There  are,  of  course,  several  routes  for 
parenteral7  administration  of  fluids  (see  Hart- 
mann, 1934  for  an  excellent  review),  but  our  ex- 
perience at  the  Children’s  Hospital,  which  coin- 
cides with  that  of  most  other  clinics,  is  that  the 
intravenous  route  is  the  most  satisfactory.  During 
the  last  three  years  we  have  used  the  continuous 
intravenous  drip  method  almost  entirely  for  the 
administration  of  saline  and  dextrose  solutions 
and  for  blood  transfusions.  The  continuous  in- 
travenous drip  has  been  used  for  adults  for  many 
years.  During  the  last  five  years  it  has  come  into 
general  use  in  most  of  the  pediatric  clinics.  (See 
Lyon,  et  al.)  We  wish  to  record  our  continued 
conviction  of  its  value  not  only  for  fluid  therapy 
but  for  blood  transfusion.  Since  we  have  used  it 
for  blood  transfusion  we  have  not  had  a single 
reaction. 

In  this  connection  it  must  be  emphasized  that 
the  continuous  drip  method  of  intravenous 
therapy,  in  which  a vein  is  exposed  and  can- 
nulated,  must  be  carried  out  with  aseptic  technic. 
The  only  exceptions  to  the  use  of  the  drip  method 
are  the  initial  emergency  treatment  given  when 
a child  comes  into  the  hospital  when  it  does  not 
seem  safe  to  wait  for  a preparation  of  the  vein 
and  drip  apparatus.  In  the  emergencies  of  acute 


acidosis  and  alkalosis  we  give,  by  ordinary 
syringe  and  needle,  saline  or  saline  and  dextrose 
to  restore  the  circulation  as  rapidly  as  possible 
and  wait  the  twenty  minutes  or  half  hour  that  is 
necessary  to  get  a report  on  the  CO-  content  of 
the  blood. 

Having  decided  upon  intravenous  therapy  the 
most  important  question  is  that  of  the  rate  of 
adminstration  and  the  total  amount.  The  size  of 
drips  varies  considerably  but  15  to  20  drops  per 
minute  is  usually  satisfactory.  The  judgment  of 
the  physician  must  determine  the  balance  be- 
tween too  little  and  too  much  fluid.  Too  much 
fluid  over  too  long  a period  will  result  in  edema. 
A careful  analysis  of  our  cases  for  the  past  two 
years  convinces  us  that  when  fluid  therapy  has  to 
be  continued  over  a period  of  days,  or  even  weeks, 
we  must  take  care  that  the  total  fluid,  included 
in  the  diet  and  given  as  water  by  mouth  and 
parenterally,  should  not  exceed  21/£  to  3 ounces 
per  pound  per  day.  In  these  long  drawn  out 
cases,  if  there  is  any  sign  of  edema,  we  must,  of 
course,  reduce  the  amount  of  fluids,  but  this  will 
happen  rarely  if  the  patient  does  not  receive 
more  than  this  amount  of  fluid. 

The  second  consideration  of  extended  treatment 
is  that  sodium  chloride  is  not  the  only  con- 
stituent of  tissue  fluid  and  there  is  a great  deal 
of  evidence  accumulated  to  show  that  the  loss  of 
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other  salts,  in  particular,  potassium,  must  be 
taken  care  of.  For  this  purpose  there  are  avail- 
able Ringer’s  solution,  Locke’s  solution,  Tyrode’s 
solution,  the  “combined  solution”  of  Hartmann, 
“interstitial  fluid”  solution  of  Darrow  and  Yannet, 
etc.  There  are  certain  disadvantages  in  the  use 
of  Ringer’s,  Locke’s  and  Tyrode’s  solutions  in 
that  these  were  originally  planned  for  perfusion 
work  and  contained  both  dextrose  and  bicar- 
bonate. 

It  is  not  convenient  to  sterilize  bicarbonate  by 
autoclaving  and  therefore  most  of  the  workers  in 
this  field  have  removed  the  bicarbonate  from 
these  solutions.  In  doing  this  they  have  also 
avoided  the  precipitation  of  the  calcium.  Since  it 
is  dangerous  to  prepare  a combined  dextrose 
and  salt  solution  other  than  by  mixing  the  solu- 
tions immediately  before  administration,  the  var- 
ious Ringer’s  preparations,  either  in  dilution  or  in 
tablet  form  marketed  by  the  reputable  drug 
houses,  have  had  the  dextrose  removed  from  their 
formulae.  Usually  no  allowance  has  been  made 
for  the  increased  concentration  of  salt  necessary 
to  restore  the  isotonicity  lost  by  the  removal  of 
dextrose.  Hartmann’s  “combined  solution”4  is  an 
adequately  balanced  salt  solution.  It  should  be 
recognized,  however,  that  the  claims,  by  many  of 
the  people  using  Hartmann’s  solution,  that  the 
“combined  solution”  contained  sufficient  alkali  as 
sodium  lactate  for  the  treatment  of  acute  acidosis 
are  incorrect.  Hartmann  himself  recognizes  this 
and  uses  a more  concentrated  lactate  solution 
(“one  sixth  Molar  Lactate”)  for  the  treatment  of 
acute  acidosis.7 

After  searching  the  literature  on  intravenous 
solutions  we  have  decided  at  the  Children’s  Hos- 
pital that  we  do  not  know  how  it  is  possible  to 
evaluate  the  slight  differences  between  these 
various  solutions  and  that  the  most  logical  solu- 
tion would  be  one  which  simulated  as  closely  as. 
possible  the  water  phase  of  the  blood  plasma.  We 
have,  therefore,  used  the  average  values  for  the 
composition  serum,  (Peters  and  Van  Slyke,  Vol. 
I,  page  753)  to  prepare  a “plasma  salt  solution” 
which  approximates  the  concentration  of  the  im- 
portant minerals,  sodium,  potassium,  calcium  and 
magnesium  in  the  water  phase  of  blood  plasma. 

“Plasma  salt  solution”  takes  the  place  of  0.9 
per  cent  sodium  chloride  for  all  intravenous 
therapy. 

In  the  treatment  of  emergencies,  especially  the 
convulsion  types,  we  now  make  it  a rule  to  use 
calcium  gluconate.8  Calcium  gulconate  is  in- 
jected intramuscularly  or  intravenously  in  5 cc. 
to  10  cc.  portions  of  10  per  cent  solution.  This  is 
a good  place  to  emphasize  the  value  of  calcium 
gluconate  in  another  respect.  Minot,  Dodd  and 
Bryan9  have  shown  whenever  transfusion  is 
carried  out  by  the  citrate  method  it  is  desirable 
to  give  calcium  gluconate  since  the  citrate  may 
still  further  reduce  the  calcium  ion  concentration 


PLASMA  SALT  SOLUTION 


Composition  as  elements 

As  chlorides 

mg.  per  100  cc. 

mg.  per  100  cc. 

Na 

335 

NaCl 

900 

K 

21 

KC1 

40 

Ca 

10.8 

CaCl2 

anhyd. 

30 

Mg 

3.8 

MgCl2 

anhyd. 

15 

To  make  a 20  fold  concentrated  solution  use  per  liter  180 
grams  NaCl,  8 grams  KC1,  6 grams  CaCl2  (crys.  C.P.  CaCl2 
+ 2H-0)  and  6.4  grams  MgCl2  (crys.  C.P.  MgCl2  + 6H-0). 
Use  only  freshly  distilled  water,  filter  through  Berkefeld 
filter,  dispense  into  tubes  or  flasks  and  autoclave  at  once. 
25  cc  are  diluted  to  500. 

already  low  from  guanidine  intoxication.  We  also 
agree  with  Minot  that  gluconate  is  desirable  with 
large  amounts  of  alkaline  in  dehydration  treat- 
ment. 

In  the  outline  of  treatment  “acidosis”  and 
“alkalosis”  have  been  placed  in  the  list  of  symp- 
toms because  it  is  possible  by  following  the  blood 
C02  of  the  patient  to  detect  acidosis  and  alkalosis 
before  physical  symptoms  and  therefore  it  is 
logical  to  treat  them.  In  fact,  one  of  our  most 
interesting  results  has  been  the  recognition  of 
the  gain  of  detecting  abnormal  acid-base  relation- 
ships before  symptoms  occur. 

In  Table  II,  which  summarizes  the  quantitative 
aspects  of  treatment,  it  can  be  seen  that  we  make 
a distinction  between  the  alkali  therapy  of  the 
mild  acidosis,  that  is,  when  the  CO-  content  is 
above  25  volume  per  cent  and  the  acute  severe 
acidosis,  with  CO-  content  below  25  volume  per 
cent.  It  has  been  our  experience  that  we  can 
usually  restore  the  acid-base  balance  to  some- 
where near  normal,  and  by  doing  this  open  up 
the  kidneys,  by  administration  of  a calculated 
amount  of  bicarbonate. 

Our  results  have  not  been  satisfactorily  uni- 
form where  w.e  have  attempted  to  do  this  with 
sodium  lactate  in  the  cases  of  acute  acidosis. 
Recent  work  of  Minot,  Dodd  and  Saunders  gives 
a logical  explanation  for  this  failure  in  that  in 
the  presence  of  guanidine,  which  may  be  present 
in  these  acute  conditions,  the  metabolism  of  lac- 
tate is  decidedly  interferred  with.  The  practical 
conclusion  from  all  this  is  that  the  more  con- 
centrated (one  sixth  Molar)  lactate  solution  of 
Hartmann  may  be  used  interchangeably  with 
bicarbonate  for  the  milder  degrees  of  acidosis. 
However,  in  acute  acidosis  we  feel  that  it  is  much 
safer  to  use  sodium  bicarbonate.  To  be  perfectly 
clear  I should  qualify  this  statement  and  confine 
this  opinion  to  the  treatment  of  acidosis  in 
dehydration.  I have  had  no  personal  experience 
with  the  more  concentrated  lactate  solution  in  the 
acute  acidosis  of  diabetes  or  of  nephritis  although 
I have  for  many  years  used  bicarbonate  with 
satisfactory  results. 
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TABLE  II. 

QUANTITIVE  ASPECTS  OF  FLUID  TREATMENT 


For  Emergency  Intravenous  Treatment:  E’ther  0.99c  salt  or  any  Modified  Ringer’s  Solution 

equal  volume  with  10%  dextrose  = 5%  dextrose. 

If  Acidosis  Between  25  and  40  vol.  % CCC.  Calculated  amount  of 

either  Sodium  Bicarbonate  or  1/6  Molar  Lactate. 

Below  25  vol.  % CCb.  Calculated  amount  NaHC03 

If  Alkalosis  Over  90  vol.  % CCC.  Calculated  HC1  in  Saline  and 

5 c.c.  10%  Calcium  Gluconate. 

Calculation  of  Bicarbonate  Dosage 

g — b x wt  (kilos)  x 0.026.  Where  g = grams  NaHCCL  needed 

b = deficit  (65  — determined  Co2  content  in  vol.  %) 
i.e.  1 gram  NaHCCC  per  Kilo  weight  raises  CCb  content  about  40  vol.  %. 

Examp. e:  wt  10  K.  CO?  content  15  vol.  %. 

10  x 40  x .026  = 10  grams  NaH  COs  = 200  cc.  5%  NaHCCb  solution. 

Calculation  of  Acid  Dosage 

cc.  concentrated  HC1  = vol.  % CCC  excess,  (over  70)  x 0.028  x wt.  (kilo) 

Acid  added  to  0.9%  NaCl.  Never  more  than  5 cc.  concentrated  acid  per  100  cc.  Saline. 
Stop  if  hyperpnea  develops. 

Never  inject  acid  or  alkali  faster  than  3 cc.  dilute  solution  per  minute. 

For  continuous  Treatment 

Total  fluid  (by  mouth  and  parenterally ) not  to  exceed  2%  to  3 oz.  per  pound  per  day. 
Physiological  salt  solution  to  be  replaced  by  “plasma  salt  solution.” 


Although  aside  from  the  discussion  of  dehy- 
dration, I might  cite  as  an  example  of  the  dis- 
tinction between  the  use  of  lactate  and  bicar- 
bonate, our  experience  with  a mercury  poisoning 
case.  Lactate  was  given  and  by  mistake  was 
given  in  an  amount  about  three  times  that  cal- 
culated to  treat  the  severe  acidosis  of  15  volume 
per  cent.  It  had  no  effect.  When  the  calculated 
amount  of  bicarbonate  was  given,  the  acid-base 
balance  was  restored  to  a normal  level  and  the 
kidneys  began  to  function  to  some  extent. 

I should  like  to  have  you  fully  understand  that 
in  this  discussion  we  have  been  concerned  en- 
tirely with  alleviation  of  dehydrat;on.  We  have 
had  spectacular  results  in  many  cases  in  restor- 
ing apparently  morbund  children  to  a normal 
condition,  but  I would  not  have  you  think  that 
the  treatment  of  dehydration  of  enteritis  will  in 
all  cases  cure  the  initial  gastro-enteritis  dis- 
turbances. The  discouraging  aspects  of  this  dis- 
ease is  that  far  too  many  children,  especially  in- 
fants, who  come  in,  apparently  in  extremis, 
whose  acid-base  and  fluid  balance  is  apparently 
restored  to  somewhere  approaching  normal,  do 
well  for  several  days  and  then  apparently  become 
“toxic”  and  die.  Although  we  have  not  had 
enough  experience  to  speak  finally,  we  now  feel 
that  for  at  least  some  of  these  infants  who  seem 
to  be  doing  well  and  who  then  relapse,  milk  pro- 
tern  may  be  responsible.  There  may  be  either  a 


new  sensitization  to  milk  protein  or  intensifica- 
tion of  a mild  sensitization.  At  any  rate  on  sev- 
eral occasions  we  have  apparently  stopped  this 
relapse  by  substituting  soy  bean  flour  for  milk 
for  several  days.  We  hope  to  obtain  more  ac- 
curate information  on  this  question. 

Regardless  of  the  question  of  diet  for  those 
children  who  seem  to  have  recovered  from  the 
initial  acid-base  water  disturbance  and  who  then 
began  to  show  symptoms  of  relapse  it  has  been 
found  essential  to  follow  carefully  the  C02  con- 
tent and  the  total  sodium  and  chloride  concen- 
tration of  the  plasma.  Children,  and  especially 
infants,  seem  to  have  a much  less  stable  balance 
in  regard  to  tissue  fluid  and  electrolytes  than  do 
older  individuals  and  it  is  necessary  not  only  to 
restore  their  tissue  balance  but  to  see  that  it  is 
kept  balanced. 

In  conclusion  I might  say  that  although  we 
have  confined  our  discussion  to  dehydration  as- 
sociated with  enteritis,  the  principle  of  fluid 
therapy,  the  combating  of  the  immediate  symp- 
toms in  the  manner  I have  indicated  are  equally 
applicable  to  all  types  of  dehydration. 

At  this  stage  of  the  discussion  of  fluid  treat- 
ment with  practicing  physicians  I am  often  told 
“That  is  all  very  easy  for  the  Children’s  Hos- 
pital but  what  about  those  of  us  who  are  prac- 
ticing in  homes?”  There  are  several  replies. 
First,  it  cannot  be  over-emphasized  that  general 
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fluid  therapy  by  mouth  is  of  great  value.  Second, 
specific  acid  or  alkali  therapy  uncontrolled  by 
quantitative  data  of  blood  is  liable  to  do  more 
harm  than  good  and,  finally,  that  the  emergencies 
of  acute  dehydration  like  surgical  emergencies 
demand  expert  treatment.  Practically  all  of  this 
group  have  access  to  hospitals  where  the  labora- 
tory and  nursing  facilities  are  adequate. 

To  those  who  have  not  such  facilities  I may 
say  that  our  experience  at  the  Children’s  Hos- 
pital is  that  it  takes  just  one  afternoon  and  eve- 
ning for  our  Resident  group  to  master  the  technic 
of  determining  plasma  CCL  content.  The  Van 
Slyke  apparatus,  required  costs  less  than  $25.00. 
Regardless  of  who  does  a blood  analysis  it  is  im- 
perative that  the  physician  know  the  simple 
arithmetic  necessary  to  plan  the  treatment  after 
he  has  the  blood  data. 


SUMMARY 

The  effects  of  dehydration  on  circulation  and 
water  and  salt  balance  are  outlined. 

The  relation  of  fluid  therapy  to  symptoms  is 
summarized  in  a working  chart. 

The  quantitative  aspects  of  fluid  therapy  are 
emphasized. 
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ACUTE  INTESTINAL  OBSTRUCTION 


By  ROBERT  C.  AUSTIN,  M.D.,  F.A.C.S.,  Dayton,  Ohio 


N 1929  C.  Jeff  Miller  published  a series  of  343 
cases  of  acute  intestinal  obstruction  with  a 
mortality  of  60.9  per  cent.  As  late  as  1934 
Meyer  and  Spivac  reported  a group  of  505  cases 
with  a mortality  of  40.5  per  cent.  That  intestinal 
obstruction  is  a very  grave  malady  and  that  the 
mortality  has  been  little  reduced  during  the  past 
quarter  of  a century  is  attested  by  the  statistics 
of  numerous  writers. 

Adhesions  forming  bands  or  kinks  and  fora- 
mina through  which  the  bowel  may  herniate,  are 
the  most  common  causes  of  intestinal  obstruction. 
While  about  15  per  cent  of  “adhesion  obstruc- 
tions” are  unrelated  to  surgery,  approximately 
60  per  cent  follow  surgical  procedures  the  ma- 
jority of  which  are  for  intra-abdominal  infections. 

PREVENTION 

It  is  indisputable  that  the  placing  of  drainage 
material  intraperitoneally  invites  obstruction 
either  as  an  early  or  late  misfortune.  While 
closure  of  the  infected  abdomen  is  traditionally 
wrong,  there  is  experimental  and  clinical  evidence 
that  drains  fistulize  within  a few  hours  and  are 
ineffective  thereafter  and  that  the  peritoneum  is 
highly  efficient  in  combating  infection  if  the  cause 
of  infection  has  been  removed.  I refer  particu- 
larly to  the  experimental  investigation  of  Buck- 
binder  and  commend  his  work  to  the  study  of 
the  abdominal  surgeon. 

As  we  have  largely  ceased  to  drain  infections 
in  pelvic  surgery,  as  drainage  in  perforated  ulcers 
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has  been  largely  discarded  with  improved  results, 
it  is  probable  that  we  shall  become  convinced  of 
the  rationale  of  closing  the  peritoneal  cavity  in 
the  diffuse  peritonitis  associated  with  the  gan- 
grenous appendix  and  other  bowel  perforations. 

At  this  moment  we  can  emphasize  the  use  of  as 
few  peritoneal  drains  as  possible,  peritonealiza- 
tion  of  suture  lines,  careful  closure  of  abdominal 
wall  incisions,  exacting  toilet  in  the  pelvic  cavity 
by  use  of  the  sigmoid  and  the  omental  apron  as  a 
buffer  between  the  small  intestine  and  the  in- 
flammatory pelvis,  and  the  timeworn  plea  for 
earlier  diagnosis  and  surgery  of  the  causes  of 
peritoneal  infection,  referring  particularly  to  the 
acute  appendix. 

The  study  of  any  group  of  cases  proves  the 
truth  of  Van  Beuren’s  aphorism  that  the  longer 
the  patient  with  intestinal  obstruction  lives  be- 
fore operation,  the  sooner  he  dies  after  it.  The 
delay  in  surgical  treatment,  providing  the  patient 
presents  himself  to  his  physician  for  salvation, 
lies  largely  in  the  mistaken  evaluation  of  clin- 
ical signs.  The  cardinal  symptoms  of  intestinal 
obstruction  are  pain,  nausea  and  vomiting,  obsti- 
pation and  distention.  It  is  the  intermittent  char- 
acter of  the  pain  that  is  of  diagnostic  importance 
which  at  its  height  is  accompanied  by  audible  or 
ausculatory  signs  which  are  pathognomonic. 

The  absence  of  distention  is  often  deceiving. 
Like  the  symptoms  of  nausea  and  vomiting,  it  is 
related  to  the  level  and  completeness  of  the  ob- 
struction. 

The  misinterpretation  of  the  results  of  enemas 
is  often  misleading.  The  evacuation  of  gas  and 
feces  following  the  enema  may  be  regarded  as 
evidence  of  incomplete  obstruction  which  per- 
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mits  of  temporizing.  It  is  only  logical  that  gas 
and  feces  in  the  bowel  beyond  the  obstruction 
may  be  evacuated  by  the  bowel  itself  or  as  a 
result  of  the  enema.  It  is  only  with  relief  from 
pain,  vomiting  and  distention  that  an  apparent 
effectual  enema  may  be  regarded  as  such.  If 
symptoms  are  not  relieved,  further  enemas  should 
be  given  which  in  the  presence  of  complete  ob- 
struction or  approaching  completeness  will  be 
returned  without  results. 

The  too  frequent  attitude  of  the  medical  men 
that  a partial  obstruction  permits  of  home  ob- 
servation is  to  be  condemned.  While  the  use  of 
a duodenal  tube  may  lessen  the  danger  of  dam- 
age to  the  bowel,  a general  statement  can  be 
made  that  it  is  difficult  or  impossible  to  select 
the  case  with  which  one  might  safely  temporize. 
The  early  mechanical  obstruction  is  frequently 
without  rigidity,  tenderness,  abnormal  tempera- 
ture and  distention  if  the  obstruction  is  high. 
While  the  increase  in  temperature  may  be  a part 
of  dehydration  and  chemistry  changes,  the  rise 
in  temperature,  increasing  pulse  rate,  presence  of 
rigidity  and  rise  in  leukocyte  count  must  be  re- 
garded as  evidence  of  intestinal  wall  damage,  a 
late  or  moderately  late  stage  in  the  course  of 
the  obstruction. 

The  injudicious  use  of  morphine  for  pain  is 
alone  a factor  that  masks  symptoms  and  gives 
the  patient  and  physician  a false  security.  The 
delay  of  a few  hours  is  often  the  large  factor 
contributing  to  a fatal  issue. 

I am  impressed  that  the  more  frequent  utili- 
zation of  the  A-ray  with  its  characteristic  ap- 
pearance of  the  fluid  level  and  gas  will  often  aid 
in  an  earlier  diagnosis. 

The  major  desiderata  in  the  immediate  treat- 
ment of  obstruction  are  the  correction  of  the 
perverted  chemistry  and  the  relief  of  obstruction. 
While  Hartwell  and  Hoguet  as  early  as  1921  in 
experimental  work  pointed  out  the  part  played 
by  the  disturbed  chloride  balance,  it  remained 
for  Haden  and  Orr  to  corroborate  their  results 
and  adduce  new  facts  which  have  given  us  a 
striking  change  in  our  conception  of  intestinal 
obstruction. 

The  sequence  of  events  in  obstruction  always 
has  been  mechanical  obstruction,  dehydration, 
starvation  and  toxemia,  but  the  importance  of  all 
the  links  has  been  a late  realization. 

The  climax  of  the  experimental  work  came 
with  the  publication  of  the  formula  of  Hartman’s 
buffer  solution.  This  solution  takes  into  account 
these  facts:  1,  That  the  body  tissues  need  all 

the  normal  body  salts  of  which  they  have  been 
deprived  by  the  pathological  process  of  obstruc- 
tion; 2,  That  while  some  patients  are  suffering 
from  alkalosis,  others,  as  Mclvar,  Gamble  and 
Gatch  have  proved  repeatedly,  are  suffering  from 
acidosis,  and  that  provision  must  be  made  to 
combat  either  type  of  perverted  blood  chemistry. 
At  about  the  same  time  Haden  and  Orr  pointed 


out  that  those  patients  in  whom  the  blood  chlor- 
ides were  seriously  disturbed  received  no  bene- 
fit whatsoever  from  the  administration  of  normal 
saline  solution  except  from  the  standpoint  of 
fluid  balance,  and  that  the  real  need  was  the 
restoration  of  their  lost  chlorides  in  the  form  of 
hypertonic  saline  solution. 

The  chief  thought  before  the  disturbed  chem- 
istry conception,  and  too  frequently  today,  has 
been  to  get  the  patient  to  the  operating  room 
as  rapidly  as  he  could  be  transported.  Infusions 
are  often  given,  normal  saline  solution  or  glu- 
cose, without  a real  regard  for  the  conditions 
present. 

The  idea  is  not  to  get  the  patient  to  the  oper- 
ating room  as  rapidly  as  possible,  but  to  get  him 
there  in  the  best  condition  as  soon  as  possible. 

In  addition  to  the  constitutional  correction  a 
striking  adjunct  was  described  by  Wangensteen  in 
the  duodenal  tube  decompression.  In  simple  me- 
chanical obstruction  tension  of  gases  and  fluids 
play  a large'  role  in  the  development  of  intes- 
tinal wall  pathology.  The  duodenal  tube  also 
serves  to  prevent  the  patient  from  drowning  in 
his  own  secretions  or  developing  an  aspiration 
pneumonia  during  anesthesia.  Its  use  is  indis- 
pensible  in  the  pre-operative,  operative  and  post- 
operative program. 

While  correction  of  chemistry  perversion  and 
the  utilization  of  the  duodenal  tube  are  adjuvants, 
the  study  of  mortality  records  and  autopsy  find- 
ings reveals  the  bald  fact  that  death  results  from 
damage  to  the  bowel  wall  due  to  distension, 
strangulation  and  the  complications  ensuing.  The 
pertinent  and  essential  facts  are  that  death  fol- 
lows decreased  viability  of  the  intestinal  wall. 
Dragstadt  has  shown  the  importance  of  the  factor 
of  infection  in  the  closed  loop  and  that  many 
patients  die  with  perforation  of  a gangrenous 
segment  and  peritonitis.  While  transperitoneal 
absorption  from  a necrotic  loop  plays  a large  role 
in  the  toxic  symptoms,  it  is  infection  that  causes 
death.  Wangensteen  has  further  shown  that 
there  is  little  absorption  from  the  obstructed 
bowel  and  that  the  contents  proximal  to  the  ob- 
struction are  not  more  toxic  than  the  contents 
distal.  While  much  has  been  written  about 
sodium  chloride  loss  as  an  important  factor  caus- 
ing death,  I am  impressed  that  in  simple  ob- 
struction mortality  increases  with  distention  and 
with  the  silent  abdomen,  and  that  the  usual  se- 
quence of  events  if  operation  is  delayed  is  disten- 
tion, absence  of  peristalsis,  impaired  vitality  of 
the  bowel  with  all  the  characteristic  findings  of 
peritonitis  and  death. 

The  object  to  be  attained  in  the  surgical  care 
of  intestinal  obstruction  is  the  relief  of  the  cause 
of  obstruction.  There  is  hardly  a field  in  sur- 
gery where  the  skill  of  the  surgeon  is  as  impor- 
tant as  dealing  with  this  problem.  He  is  called 
upon  to  make  a quick  diagnosis,  to  proceed  to 
early  operation  and  to  select  promptly  the  sur- 
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gical  procedure  that  is  appropriate  for  the  pa- 
tient’s general  and  local  condition. 

The  enterostomy,  frequently  fallaciously  taught 
as  the  procedure  of  choice  in  obstructions,  is  one 
that  should  be  used  with  deliberation.  While 
enterostomy  must  be  employed  to  give  a seriously 
ill  patient  a “gambler’s  chance”,  and  while  it 
must  be  used  where  the  general  condition  of  the 
patient  prohibits  more  radical  surgery,  it  does  not 
meet  the  problem  of  a closed  loop  obstruction. 
The  mortality  records  seem  to  show  that  the  high 
mortality  with  enterostomy  is  due  to  the  fact  that 
the  patients  were  seriously  ill  individuals,  and  in 
part  to  the  less  recognized  fact  that  the  operation 
was  futile  because  it  failed  to  relieve  the  lethal 
pathology  in  the  strangulated  loop.  The  problem 
in  the  latter  group  is  met  only  by  a laparotomy 
by  which  the  obstructed  loop  is  released,  or  if  the 
bowel  is  gangrenous  the  loops  may  be  exteriorized 
or  resected,  the  latter  inviting  the  higher  mor- 
tality. 

While  the  laporotomy  presupposes  a margin  of 
safety  in  the  patient’s  general  condition,  I believe 
there  is  plenty  of  room  for  technical  improvement. 
I refer  particularly  to  the  use  of  spinal  anesthesia 
which  by  virtue  of  its  relaxation  permits  the  sur- 
geon to  meet  the  obstructive  problem  with  facility 
whether  it  be  a simple  mechanical  one  or  an  ob- 
structed loop.  During  the  operative  procedure  in 
the  more  serious  cases,  an  intravenous  adminis- 
tration of  normal  saline  is  of  decided  value  in 
preventing  vasomotor  depression.  In  my  per- 
sonal records  the  mortality  rate  has  been  reduced 
by  a good  percentage  during  the  past  few  years 
and  I believe  that  spinal  anesthesia  has  con- 
tributed largely  toward  this  result.  Local  anes- 
thesia in  the  serious  risk  case  and  general  anes- 
thesia when  competent  spinal  anesthesia  is  not 
available  should  be  a part  of  the  surgeon’s  arma- 
mentarium. 

Moss  and  McFelridge  report  370  cases  from 
1930  through  1932  with  a mortality  of  30  per 
cent.  As  these  cases  followed  in  the  same  hos- 
pital from  which  Miller  made  his  report  of  a 60 
per  cent  mortality  several  years  previous  and  as 
the  mortality  was  reduced  by  half,  it  is  striking 
and  invites  one’s  interest  in  the  reasons  for  the 
mortality  reduction.  While  there  was  a slightly  les- 
sened interval  between  the  onset  of  symptoms  and 
admission  to  the  hospital  in  the  Moss  and  McFel- 
ridge group,  and  while  the  pre-operative  prepara- 
tion was  undoubtedly  improved,  the  authors  used 
spinal  anesthesia  in  a large  per  cent  of  the  cases. 

SUMMARY 

I believe  that  the  mortality  rate  of  intestinal 
obstruction  can  be  further  reduced  by  the  utiliza- 
tion of  factors  in  prevention  of  adhesions,  by  the 
increased  use  of  Z-ray  as  a diagnostic  procedure, 
by  reducing  the  interval  between  the  onset  of 
symptoms  and  admission  to  the  hospital,  by  the 
use  of  the  decompression  adjuvant  of  Wangen- 


steen, by  proper  preoperative  preparation  chiefly 
directed  toward  the  correction  of  blood  chemistry, 
by  using  surgical  procedures  that  are  directed 
towards  the  relief  of  the  cause  of  obstruction, 
and  by  the  increasing  use  of  spinal  anesthesia. 
920  Fidelity  Bldg. 

DISCUSSION 

Eslie  Asbury,  M.D.,  Cincinnati:  In  spite  of 
thirty  years  and  thirty  new  methods,  Dr.  Austin 
has  shown  that  we  are  back  exactly  at  the  start- 
ing point  in  our  attempt  to  relieve  intestinal  ob- 
struction. In  fact,  it  would  seem  that  in  general 
we  are  not  handling  these  cases  as  well  as  the 
older  surgeons.  Our  technique  is  better;  we  have 
several  unquestioned  advances ; yet  all  large  series 
of  cases  show  about  the  same  mortality.  The  idea 
of  enterostomy,  used  in  conjunction  with  resection; 
the  work  of  Haden  and  Orr;  the  work  of  Wangen- 
steen— all  are  helpful  contributions.  We  also  have 
diagnostic  aids  in  the  form  of  Z-ray,  not  to  men- 
tion the  advantage  of  experience  in  large  series  of 
cases  in  certain  medical  centers.  Why  have  our 
mortality  statistics  not  improved?  Probably  be- 
cause we  have  not  correlated  our  methods.  Many 
have  mistaken  the  part  for  the  whole.  We  have 
often  overlooked  the  main  problem;  the  relief  of 
the  obstruction  with  immediate  resection  if  neces- 
sary. Enterostomy  per  se,  “gun  barrel”  resec- 
tions and  other  short  cuts  have  carried  greater 
mortality  than  primary  resection  in  the  same  type 
of  cases,  in  my  experience. 

Of  course  the  real  difficulty  in  obstruction  is  in 
making  up  our  mind  to  operate.  Most  of  these 
cases  are  post-operative  and  the  symptoms  are  so 
vague  that  we  often  procrastinate  too  long  even 
with  the  patient  directly  under  our  observation. 
A more  decisive,  direct  attack  snould  lower  mor- 
tality statistics. 

C.  D.  Hoy,  M.D.,  Columbus:  It  seems  to  me 

that  the  most  important  thing  in  ileus  is  to  de- 
termine whether  or  not  it  is  mechanical  or  para- 
lytic. All  cases  of  mechanical  ileus  die  on  the 
second  to  the  fourth  day  unless  relieved  by  an 
operation. 

The  paralytic  ileus,  which  is  a quiet,  still  ab- 
domen with  nausea,  vomiting  and  gradual  disten- 
tion and  coprostasis,  in  a great  number  of  cases, 
is  due  to  an  infection.  The  others  are  due  to  re- 
flex paralytic  ileus,  also  afferent  nerve  lesions, 
spinal  cord  lesions,  prolonged  strangulations  and 
operations  on  mesentery  and  in  this  adynamic 
type  can  also  be  included  uremia  and  drugs. 

I congratulate  the  doctor  on  his  belief  in  not 
doing  an  ileostomy  on  these  cases  of  paralytic 
ileus.  One  can  secure  just  as  good  results  with 
the  intelligent  use  of  the  nasal  catheter  and  a 
continuous  washing  out  of  the  stomach,  the  sup- 
plying of  fluids  intravenously  and  the  avoidance 
of  opiates.  The  anesthetic  of  choice,  as  the  doctor 
stated,  being  an  intraspinous. 

We  have  run  the  gamut  of  drugs  including 
eserine  sulphate,  strychnin,  pituitrin  and  pitres- 
sin.  In  some  cases  the  administration  of  aceco- 
line,  ten  grams  intramuscularly  every  three  hours 
following  an  intraspinal  anesthetic,  seems  to 
have  saved  quite  a few  lives. 

Most  of  our  cases  of  paralytic  ileus  due  to 
peritonitis  die.  Bowel  obstruction  will  always 
continue  to  be  a most  interesting  subject  from  a 
differential  diagnostic  standpoint  and  from  the 
correct  point  of  treatment  and  still  carries  an 
exceedingly  high  mortality.  If  you  were  to  ask 
me  the  cause  of  this,  I would  unhesitatingly  say, 
“Procrastination  and  delayed  action”. 


NON-GASTRIC  FACTORS  IN  THE  PEPTIC  ULCER  SYNDROME 

By  LOUIS  A.  LEVISON  M.D.,  Toledo,  Ohio 


AN  attempt  to  clarify  the  ulcer  problem  re- 
quires no  explanation  or  apology.  This 
will  immediately  be  conceded  by  surgeons 
and  clinicians.  The  medical  man  with  the  op- 
probrium of  his  “seven  medical  cures”  will  seek 

and  welcome  better  understanding.  The  surgeon 
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is  not  so  naive  as  to  believe  that  his  successful 
operation  solves  or  ends  the  problem.  The  time 
has  long  since  passed  when  medical  men  and  sur- 
geons fenced  and  parried  for  advantage  in  the 
long  and  acrimonious  discussion  on  this  subject. 
Time,  than  whom  there  is  no  better  diagnostician 
or  prognosticator,  has  determined  the  results  of 
each  type  of  treatment.  There  is  no  altogether 
satisfactory  treatment  for  peptic  ulcer.  The  in- 
dividual lesion  may  be  relieved,  cured,  or  sur- 
gically removed,  but  the  patient  remains  with  his 
troublesome  recurrences  and  re-activations. 

The  first  important  point  to  be  made  is  that 
physicians,  and  through  them,  patients  and  the 
laity  should  emancipate  themselves  from  the  time 
worn  idea  that  peptic  ulcer  is  a local  condition  or 
disease.  Not  to  do  this  is  to  fail  to  comprehend 
the  essential,  underlying  principles  necessary  for 
treatment  and  management.  Also,  it  will  prevent 
the  employment  of  the  principles  of  prevention, 
about  which  we  preach  so  much.  Emphasis  will 
be  given  also,  to  the  existence  of  a peptic  ulcer 
syndrome,  identical  in  most  respects  with  the 
clinical  picture  of  ulcer  itself.  Further,  it  will 
be  pointed  out  that  the  X-ray  is  not  an  arbiter  in 
the  distmction  between  organic  and  functional 
gastro-intestinal  disturbances.  This  is  important 
because  it  may  happen  that  suspected  ulcer  pa- 
tients who  are  X-ray  negative  should  often  be 
managed  precisely  as  X-ray  positives.  The  gen- 
eral observations  here  attempted  are  not  new  or 
unknown,  but  certainly,  are  not  widely  used  or 
understood.  It  may  wrell  be,  as  has  often  hap- 
pened before  in  medical  situations,  that  accept- 
ance and  understanding  will  come  in  by  the  back 
door  of  popular  and  lay  writings. 

The  somewhat  ponderous  title  of  this  paper 
moves  me  to  differentiate  early  between  constitu- 
tional and  neurogenic  factors,  although  they  in- 
terlace to  a considerable  extent.  Draper,  Dunn, 
and  Siegel  say  there  is  a special  physical  type 
predisposed  to  peptic  ulcer.  There  are  ulcer 
families  which  have  been  studied.  Long,  thin 
males  predominate.  A suggestion  of  an  approach 
to  femininity  has  been  made.  There  are  in- 
numerable publications,  especially  in  more  recent 
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years,  which  have  to  do  with  the  relationship  of 
constitution  to  disease.  This  relationship  has 
however  been  pointed  out  since  the  earliest  times. 
Constitution  has  been  defined  as  “the  aggregate 
of  hereditarial  characters,  influenced  by  environ- 
ment”. While  these  inherent  characteristics  play 
a part  in  the  etiology  of  disease,  they  are  modi- 
fied in  a very  complex  way  by  the  phenomena  of 
immunity,  resistance,  and  infections.  Draper 
divides  the  personality  in  four  panels : Anatomic, 
physiologic,  immunologic,  and  psychologic.  His 
anthropometric  studies  in  peptic  ulcer  show  the 
narrow,  facial  angle,  the  forward  slanting  in- 
cisors, the  narrow,  forward  dental  arch  and  the 
lower  location  of  the  umbilicus.  Stenbuck  depicts 
also  a characteristic  facial  picture  with  high 
malar  prominences  in  a poorly  nourished  body. 

“Constitution”  is  used  also  in  the  sense  of  the 
physical  nature  or  character  of  the  body  as  re- 
gards health,  strength,  and  vitality  (Fagenbaum 
and  Howat.)  This  belief  has  been  dominant  in 
the  last  one  hundred  years,  but  there  is  great 
chance  for  error  in  ascribing  disease  to  personal- 
ity. For  example,  it  is  a commonplace  observa- 
tion that  tuberculosis  may  occur  in  poorly  nour- 
ished individuals  with  flat  chests.  However,  it 
may  be  that  such  persons  are  poorly  nourished 
and  flat  chested  because  they  have  or  have  had 
tuberculosis  as  a primary  condition.  The  flat 
chest  may  be  secondary.  There  is  a characteristic 
imprint  of  certain  diseases  on  the  facies  or  body 
form,  and  hence  the  error  may  be  perpetuated 
that  the  changes  are  primary  and  the  disease 
secondary. 

THEORIES  OF  ULCER 

The  various  theories  of  the  causation  of  peptic 
ulcer  are  well  known,  have  been  often  described, 
and  need  no  special  elaboration  here.  They  in- 
clude the  vascular,  the  mechanical,  the  constitu- 
tional, the  infectious,  and  the  neurogenic  theories. 
Certainly  none  fit  all  conditions  and  there  are 
valid  criticisms  to  each  of  them.  Virchow’s  old 
theory  of  circulatory  disturbances  had  to  do  with 
changes  in  the  veins  and  arterioles  of  the  sub- 
mucosa, which  was  followed  by  regional  necrosis, 
digestion  of  the  devitalized  areas,  and  finally 
ulceration.  This  theory  has  been  modified  and 
extended  to  include  hemorrhagic  infarcts,  anemic 
spots  (Mayo),  poor  vascularization,  localized 
ischemia,  and  slowing  of  the  blood  speed  in  the 
susceptible  areas  (Reeves). 

The  causative  influence  of  bacteria  was  given 
as  the  cause  of  peptic  ulcer  by  many  investiga- 
tors. Its  best  known  exponent  in  this  country  is 
Rosenow,  who  described  a specific  streptococcus, 
producing  ulcer  after  intravenous  injection. 
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There  was  also  the  vasoneurotic  diathesis  of 
Mueller  and  Heimberger,  who  found  spasm  and 
atony  of  the  capillaries  after  gastrectomy  for 
ulcer  with  a corresponding  change  in  the  capil- 
laries of  the  mucous  membranes  of  the  skin.  They 
called  it  a congenital  or  acquired  disharmony  in 
the  structure  and  form  of  the  peripheral  blood 
vessels.  Hurst  and  Stewart  have  a theory  of 
hypersthenic  gastric  diathesis  which  is  an  inborn 
variation  from  normal  and  occurring  in  short 
stomachs  in  the  presence  of  hyperperistalsis, 
rapid  evacuation,  high  acidity,  and  hyper- 
secretion. They  considered  this  compatible  with 
good  gastric  function,  but  a predisposing  factor 
to  ulcer  formation.  Long  stomachs  were  believed 
to  predispose  to  gastric  ulcers,  short  ones  to 
duodenal  lesions. 

The  theory  of  inflammation  with  an  underlying 
gastritis  or  duodenitis  has  strong  adherents  and 
serves  them  also  by  accounting  for  the  greater 
preponderance  of  gastric  ulcers  on  the  European 
continent.  Ulceration  from  trauma  is  included  in 
the  list  of  specific  types.  Such  may  occur  from 
the  mucosa  inwards,  or  from  the  submucosa  out- 
wards. Trauma  may  occur  from  ingested  irri- 
tants, mechanical  or  chemical  contacts,  foreign 
bodies,  pressure  from  diaphragmatic  hernia  or 
eventration,  all  of  which  ulcers  are  usually  acute, 
healing  with  the  relief  of  the  causative  factor. 

There  is  a host  of  conditions  in  which  ulcers 
are  found  as  associated  lesions.  Such  are  tuber- 
culosis, lues,  extensive  burns,  emboli,  thrombi, 
cardiovascular  diseases,  sepsis,  lead  poisoning, 
gastric  arteriosclerosis,  diseases  of  the  central 
nervous  system,  malnutrition,  external  trauma, 
and  avitaminosis. 

Finally,  there  is  the  neurogenic  theory  which 
relates  the  ulcer  formation  to  some  disturbance 
of  the  nervous  system.  The  acceptance  of  this 
theory  has  advanced  rapidly  in  recent  years.  Its 
interpretations  seem  most  convincing  and  plaus- 
ible, despite  the  obvious  gaps  in  the  chain  of  evi- 
dence, submitted  by  Von  Bergmann,  Rokitansky, 
Beattie,  Cannon,  Cushing,  Houghson,  Grot  and 
Egorov,  and  many  others.  The  observations  and 
studies  of  Vonderahe  presented  at  a previous 
meeting  of  this  Association  are  important.  The 
effort  is  being  constantly  made  to  bring  unity  out 
of  the  known  physiologic  data  and  anatomical 
facts,  in  order  that  emotional  reactions  and  path- 
ologic lesions  may  be  directly  connected. 

ANATOMICAL  AND  PHYSIOLOGICAL  CONSIDERATIONS 

There  are  cranial  autonomic  centers  in  the  cor- 
tex, diencephalon,  and  below.  The  cortical  cen- 
ters are  not  well  demarcated,  but  may  be  in  the 
premotor  cortex.  They  are  better  localized  in  the 
diencephalon,  and  still  better  in  the  medulla  and 
spinal  cord.  These  centers  and  the  endocrine 
mechanism  are  connected  through  the  intermedia- 
tion of  the  pituitary.  The  most  important  nuclei 


are:  (1)  the  supra-opticus  and  the  para-ven- 

tricularis  above  the  optic  chiasm,  (2)  cells  in  the 
lining  of  the  third  ventricle  and  the  aqueduct  of 
Sylvius;  (3)  the  tuber  cinereum,  the  mammillary 
bodies,  and  the  infundibulum.  These  centers  oc- 
cupying the  general  area  known  as  the  hypo- 
thalamus are  ventral  to  the  dorsal  thalamus  and 
dorsal  to  the  sella  turcica  with  its  pituitary  body. 

Experimental  lesions  produced  anywhere  in  the 
intracranial  course  of  the  fibers  from  these 
cranial  autonomic  centers  in  the  mid-brain  and 
medulla  backward  and  connecting  with  the  peri- 
pheral autonomic  system  are  assumed  to  be 
capable  of  causing  gastro-intestinal  erosions  or 
ulcers.  This  may  be  from  para-sympathetic  stimu- 
lation or  sympathetic  paralysis.  Adherents  of  the 
neurogenic  theory  have  moved  the  sites  of  in- 
volvement from  the  peripheral  vagus  to  the 
medullary  centers,  then  to  the  midbrain,  and 
later  to  the  interbrain,  all  of  which  structures 
are  links,  centers  or  stations  for  vegetative  im- 
pulses said  to  be  readily  influenced  by  the  psyche. 

The  peripheral  autonomic  system  is  divided 
into  two  main  anatomic  and  functional  divisions: 
(1)  the  sympathetic  or  thoraco-lumbar  arising 
from  the  spinal  branches  of  the  first  thoracic  to 
the  second  lumbar,  and  the  para-sympathetic  or 
cranio-sacral.  The  fibers  of  the  latter  run  largely 
in  the  vagus  in  its  upper  division,  but  also  in  the 
oculo-motor,  facial,  and  glossopharyngeal  nerves. 
The  lower  sacral  branches  come  from  the  second 
to  the  fourth  sacral  nerves.  The  two  systems  are 
entirely  different.  There  is  normally  a very  fine 
balance  between  these  two  systems,  but  under  the 
control  of  the  upper  or  intra-cranial  centers 
which  controls  both  normal  function  and  the 
varied  and  conflicting  abnormal  reactions. 

The  physiology  of  these  structures  is  difficult 
to  outline,  but  has  been  attempted  by  Vonderahe 
and  others.  Bailey  and  Bremer  showed  that 
puncture  of  the  tuber  cinereum  in  dogs  caused 
diabetes  insipidus  and  adiposogenital  dystrophy. 
Camus  and  Gourney  showed  that  destruction  of 
the  paraventricular  nucleus  in  rabbits  caused 
glycosuria.  Morgan  states  that  there  are  centers 
for  body  temperature  regulation  in  this  area. 
It  is  said  that  there  are  areas  in  the  hypothala- 
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mus  for  regulation  of  the  metabolism  of  fat,  pro- 
tein, carbohydrates,  minerals,  and  water.  Other 
areas  have  to  do  with  the  regulation  of  the  in- 
ternal and  external  glandular  functions,  the  vaso- 
motor control,  and  sleep. 

Cushing  in  the  Balfour  Lectures  described  a 
clinical  syndrome  consisting  of  ulcerations  in  the 
upper  gastro-intestinal  tract  occurring  in  asso- 
ciation with  lesions  in  the  interbrain.  These  ob- 
servations were  based  on  much  earlier  similar  ob- 
servations by  Rokitansky.  Cushing  studied  this 
question  after  the  death  of  three  persons  from 
perforated  ulcer  following  brain  operations  for 
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intra-cranial  lesions.  Other  observers  reported 
ulceration  associated  with  such  lesions  of  the 
central  nervous  system  as  abscess  of  the  frontal 
lobe,  tumor  of  the  posterior  fossa,  tumor  of  the 
corpus  callosum,  acute  encephalitis,  and  other 
conditions.  The  theory  of  Cushing  that  para- 
sympathetic stimulation  caused  such  ulcers  has 
been  supported  by  the  results  of  intra-ventricular 
injections  in  humans.  He  produced  vomiting  with 
blood  stained  mucus  after  intra-ventricular  in- 
jection of  pituitary  extracts,  and  noted  also,  that 
sodium  phenobarbital  depressed  the  hypothalmic 
area. 

Beattie  stimulated  the  posterior  hypothalamus 
and  produced  secretion  of  epinephrin,  an  increase 
of  the  heart  rate,  and  decreased  auriculo-ventri- 
cular  conduction  time.  Further,  he  exposed  the 
third  ventricle,  stimulated  the  infundibulum,  and 
observed  after  opening  the  abdomen  an  increase 
of  peristalsis  and  acid  secretion.  Hyperemic 
patches  appeared  on  the  mucosa  of  the  lesser  cur- 
vature in  thirty  minutes.  These  results  could  be 
prevented  by  cutting  the  vagus.  Beattie  con- 
cluded from  these  experiments  that  the  vagus 
supplies  the  end  organs  of  the  stomach  with 
stimulation  from  the  tuberal  centers.  Further 
evidence  was  given  by  the  experiments  of  Little 
who  injected  pilocarpine  hydrochloride  into  the 
lateral  ventricles  of  rabbits  and  produced  gastric 
ulcers  in  94  per  cent.  On  account  of  these  obser- 
vations, Walter  Hughson  recommended  that  the 
vagus  be  cut  below  the  diaphragm  or  to  resect 
the  anterior  gastric  branches  of  the  vagus  along 
the  lesser  curvature  at  the  time  of  the  original 
primary  abdominal  operation  for  peptic  ulcer. 
However,  the  experiments  in  cutting  the  vagi, 
extirpating  the  sympathetic  and  coeliac  plexuses 
have  given  contradictory  results.  It  appears  that 
section  of  the  vagi  as  a surgical  procedure  has 
been  abandoned. 

The  neurogenic  theory  has  become  more  plaus- 
ible in  latter  years  by  virtue  of  the  physiologic 
approach  to  connect,  relate,  and  unite  psychic 
and  somatic  conditions.  Acceptance  of  the  theory 
means  that  the  gap  between  the  psychic  and  the 
physical  has  been  bridged.  This  seems  to  have 
been  established.  Medical  men  have  been  slow  to 
accept  this  relationship  and  in  the  latter  half  of 
the  nineteenth  century,  it  was  opposed  strongly, 
almost  fantastically.  Alexander  who  has  dis- 
cussed this  question  states  that  the  older  and 
more  aristocratic  science  of  physics  has  adapted 
itself  more  quickly  to  modern  ideas.  However, 
there  has  been  a trend  to  and  a better  under- 
standing of  psychic  and  psychologic  conditions 
since  the  turn  of  the  century.  It  has  been  the 
custom  to  consider,  and  then  dismiss  psychic  con- 
ditions as  general  nervousness,  or  to  be  due  to 
worry,  but  many  such  states  are  now  explained 
on  the  basis  of  some  anatomical,  chemical,  or 
allergic  background.  It  is  extremely  difficult  to 


connect  or  unite  emotional  factors  with  organic 
disease  in  a line  of  direct  descent.  No  generalities 
can  apply  here  on  account  of  the  infinity  of 
variations  and  complexities  in  the  psychic  field. 
The  patient  rarely  connects  the  two  conditions, 
not  to  speak  of  the  doctor. 

It  is  generally  understood  and  accepted  that 
purely  local  factors  in  the  gastro-intestinal  tract 
do  not  explain  all  the  problems  of  peptic  ulcer  or 
the  peptic  ulcer  syndrome.  It  is  unquestioned 
that  such  local  factors  as  hypersecretion,  hyper- 
motility, hyperacidity,  local  gastric  anemia,  and 
erosions  are  important  and  undoubtedly  con- 
tributory. However,  if  the  hypothesis  is  laid 
down  that  they  are  primary  causes,  the  answer  is 
simply  shifted  back  one  step  to  explain  why  they 
occur.  This  method  of  logical  analysis  compels 
and  commands  attention  to  the  neurogenic  idea. 
The  ulcer,  itself,  appears  to  be  the  end  stage  of 
a sequence  which  begins  with  a possible  con- 
stitutional diathesis,  then  the  psychic  or  emo- 
tional factors,  the  transmission  of  their  effects 
through  the  autonomic  nervous  system  to  the 
gastro-intestinal  tract,  the  local  contributing  fac- 
tors, then,  finally  the  ulcer.  The  formula  is  first, 
the  psychogenetic  factor;  secondly,  functional  dis- 
turbances, and  lastly  organic  disease.  If  one  ac- 
cepts this  chain  of  events,  it  is  imperative  to 
search  carefully  for  any  disturbance  in  the 
psychic  equilibrium  at  the  outset.  Such  disturb- 
ances leave  marked  impressions  on  the  function 
of  the  gastro-intestinal  tract  and  the  circulatory 
system.  Especially  should  search  and  study  be 
made  immediately  prior  to  the  outbreak  of  the 
peptic  ulcer  symptoms. 

Such  psychic  trauma  may  be  shock,  anger,  or 
sorrow.  This  mental  state  should  be  properly 
evaluated,  and  not  dismissed  perfunctorily  as 
nervousness  or  as  an  imaginary  condition.  The 
ulcer  patient  may  have  some  predisposition  to  it 
from  birth.  Usually  he  will  be  found  to  be  high 
strung  or  emotional.  He  may  be  termed  vago- 
tonic, sensitive,  or  as  the  victim  of  nervous  or 
sympathetic  unbalance.  All  writers  call  atten- 
tion to  the  greatly  increased  opportunity  for  such 
neurogenic  factors  in  latter  years.  They  operate 
to  a greater  degree  in  the  young  with  its  pre- 
dominance of  developmental,  environmental,  and 
sexual  influences.  Horder  speaks  of  the  hustle  of 
modern  life,  the  pace  we  go,  nervous  strain,  and 
the  expense  of  the  spirit.  There  is  almost  an  in- 
finity of  conditions  which  have  to  be  evaluated 
in  any  comprehensive  consideration  of  the  in- 
dividual patient.  There  are  emotions  and  re- 
pressed emotions,  worry  and  fear,  anxiety,  re- 
sponsibility, anger  and  fright.  We  stress  the 
modernity  of  these,  but  that  in  reality  is  not  cor- 
rect. The  problems  of  life, — spiritual,  social, 
economic,  domestic,  sexual, — are  not  only  of  this 
age.  The  inability  to  harmonize  actuality  with 
ambition  and  desire  is  an  ageless  thing.  In  any 
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case,  we  must  realize  that  the  number  and 
variety  of  such  factors  are  as  great  as  the  affairs 
of  life  itself. 

PSYCHIC  CHARACTERISTICS 

The  list  of  ulcer  characteristics  as  collected  by 
Rivers  is  admirable  in  its  comprehensiveness. 
There  is  a uniformity  of  temperament,  mental 
and  nervous  reactions.  He  says  they  are  alert, 
work  with  dispatch,  are  attentive,  keen,  stimu- 
lated, resemble  hyperthyroids,  are  ambitious,  in- 
tensive, driving,  high  strung,  introspective,  san- 
guine, suspicious,  sensitive,  worrisome,  depressed. 
They  are  persistent,  relentless,  successful,  accept 
responsibility,  and  unfavorable  environment.  He 
refers  to  20  per  cent  of  duodenal  ulcers  in  200 
examined  medical  specialists  with  another  and 
additional  20  per  cent  using  sodium  bicarbonate. 
This  was  compared  with  one  ulcer  only  in  200 
examined,  slow  going  Texas  negroes,  handicapped 
with  the  unfavorable  factors  of  a uniformly  bad 
diet,  and  an  excess  of  tobacco  and  alcohol.  It 
would  seem  then  that  the  exigencies  of  life  are 
bad  for  those  who  now  run  in  its  race.  The 
qualities  we  have  seen  fit  to  admire,  desire,  and 
acquire  such  as  speed,  efficiency,  wealth,  com- 
petitive success,  are  precisely  the  conditions  so 
frequently  found  in  ulcer  patients. 

Students  in  the  production  of  experimental, 
chronic  ulcers  in  animals  are  not  comparable 
with  ulcer  formation  in  humans  on  account  of 
the  absence  of  emotional  factors.  It  is  obviously 
impossible  to  reproduce  similar  circumstances. 
Experimental  ulcers  have  been  produced  by 
mechanical  or  chemical  means.  The  researches 
of  Mann,  Ivy,  Dragstedt  and  Harper  are  interest- 
ing and  valuable  in  respect  to  such  conditions  as 
localization,  susceptibility  of  the  mucosa  at  var- 
ious levels,  trauma  from  coarse  food,  the  mode, 
promotion,  and  prevention  of  healing,  and  the 
production  of  jejunal  ulcers.  Most  experimental 
lesions  are  merely  erosions  which  heal  rapidly. 
Mann  produced  chronic  ulcers  by  transplanting 
the  jejunum  to  the  site  of  the  duodenum  after 
sidetracking  the  flow  of  bile  and  the  pancreatic 
secretions. 

The  experimental  production  of  ulcers  in  ani- 
mals, as  well  as  studies  in  humans,  has  lead  to 
certain  definite  conclusions  which  are  generally 
accepted.  The  location  of  peptic  ulcer  is  im- 
portant because  it  corresponds  to  the  place  of  the 
greatest  acid  medium,  and  increased  acidity  is 
essential  in  all  the  various  hypotheses.  It  is  also 
the  location  of  the  greatest  trauma.  Any  decrease 
of  acidity  or  its  neutralization  cures  the  ulcer, 
lessens  the  incidence,  alleviates  symptoms,  and 
prevents  re-activations.  Also,  pylorospasm  is  al- 
most invariably  associated  with  the  onset  of  the 
lesion,  as  well  as  the  peptic  ulcer  syndrome.  There 
are  three  important  factors,  all  dependent  on  the 


nervous  system,  which  predisposes  locally  to 
ulcer  formation : hypermotility,  hyperacidity, 

and  hyperspasm. 

The  clinical  course  of  a peptic  ulcer  is  variable 
and  difficult  to  predict.  There  is  no  correlation 
between  the  clinical  findings  and  the  lesion  itself, 
whether  seen  at  autopsy,  operation,  or  by  X-ray. 
Further,  the  age  of  the  ulcer  has  no  relationship 
with  the  degree  or  severity  of  the  symptoms. 
Ulcers  occur  during  a life  long  period  with  re- 
currences dependent  on  emotional  or  psychic  fac- 
tors. The  incidence  is  said  to  be  increasing  during 
the  past  twenty-five  years,  allowing  for  the 
greatly  increased  diagnostic  facilities.  Duodenal 
ulcers  which  are  ten  times  more  common  than  the 
gastric  type  in  this  country  are  commonly  found 
between  20  and  30.  Gastric  ulcers  are  usually 
found  between  30  and  40,  and  are  more  common 
on  the  European  continent.  Peptic  ulcers  are 
more  prevalent  among  males,  four  to  one,  and  the 
post-operative  type  ten  to  one. 

It  is  important  to  be  familiar  with  the  peptic 
ulcer  syndrome.  Its  clinical  picture  may  dupli- 
cate that  of  true  ulcer.  There  may  be  epigastric 
pain,  heart  burn,  eructations,  high  acidity,  spasm, 
hypersecretion,  and  hyper-motility.  These  symp- 
toms in  any  combination  or  variation  occur  in  the 
same  type  of  person  as  ulcer  itself.  It  is,  indeed, 
the  stage  of  the  potential  pre-ulcer.  X-ray  ex- 
amination or  surgical  exploration  are  negative. 

The  pain  of  peptic  ulcer  or  its  syndrome  prob- 
ably originates  in  the  wall  of  the  gastrointesti- 
nal tract,  is  carried  along  the  sensory  bundles  of 
the  splanchnic  nerves,  crosses  the  white  rami 
communicantes  of  the  thoracic  nerves  along  the 
posterior  roots,  and  enters  the  posterior  horn  of 
the  spinal  cord.  There  are,  however,  other  path- 
ways. Such  are  the  cerebro-spinal  somatic  nerves 
from  the  peritoneum  and  mesentery,  the  few  sen- 
sory nerves  in  the  vagus,  and  the  ganglionated 
sympathetic  chain  or  aortic  plexus. 

The  most  important  consideration  of  this  entire 
problem  involving  the  neurogenic  theory  is  the 
matter  of  diagnosis.  Not  the  diagnosis  of  the 
ulcer  alone,  but  the  much  earlier  diagnosis  of  the 
constitutional  background,  the  recognition  of  the 
psychic  or  emotional  factors  as  they  operate  on 
this  susceptible  personality,  the  recognition  of 
the  serious  import  of  hyperacidity,  hyperspasm, 
hypermotility,  and  lastly  the  significance  of  in- 
fections, especially  respiratory  ones  in  the  Spring 
and  Fall.  No  comprehensive  consideration  of  the 
ulcer  problem  can  fail  to  give  major  attention  to 
these  pre-ulcer  stages.  The  ulcer  itself  is  usually 
not  difficult  to  find  after  the  employment  of  all 
available  sources  of  aid.  It  is  well  to  remember 
that  20  per  cent  occur  before  the  age  of  20,  and 
61  per  cent  before  30.  Diagnosis  is  rendered 
easier  by  acquaintance  with  the  opposite  type  of 
individual.  In  place  of  tension,  there  is  relaxa- 
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tion.  They  have  relaxed  or  pendulous  abdomens, 
atonic  constipation,  lassitude,  melancholia,  vis- 
ceroptosis, and  headaches. 

The  neurogenic  theory  considers  also  the  clini- 
cal observation  of  gastric  spasm  without  pain. 
Hess  and  Faltitschek  state  that  there  may  be 
almost  total  gastric  spasm  without  pain  in  brain 
disease  (tumor),  Parkinson’s  disease,  and  in  mul- 
tiple sclerosis.  The  spasm  is  considered  to  be  of 
central  origin  due  to  irritation  of  the  vagus. 
There  is  also  an  assumed  gastric  spasm  of  a 
regional  character  without  the  presence  of  ulcer 
in  tabetic  crises,  due  also  to  central  stimulation 
of  the  vagus.  They  believe  that  the  character- 
istics of  gastric  spasm  of  cerebral  origin  are  lack 
of  pain,  lack  of  muscular  rigidity,  and  lack  of 
hyperaesthesia.  Disturbances  of  the  central  nerv- 
ous system  may  produce  gastro-intestinal  symp- 
toms in  many  strange  forms.  Abdominal  pain 
may  appear  as  an  epileptic  aura,  or  following 
convulsions.  There  may  be  morbid  hunger  in 
brain  tumor,  and  other  symptoms  in  acute  or 
chronic  encephalitis.  This  relatively  recent  com- 
prehension of  referred  brain  symptoms  may  be 
enlarged  according  to  Wechsler  to  include  the 
abdominal  pains  of  the  neurotic,  reverse  peris- 
talsis with  vomiting,  the  inhibition  of  gastric  and 
intestinal  peristalsis,  all  variously  present  in 
neurotics  and  considered  previously  to  be  forms  of 
so-called  functional  gastro-intestinal  neuroses. 
Wechsler  has  recently  described  16  instances  of 
abdominal  pain  in  brain  abscesses  and  tumors. 

treatment 

It  is  evident  from  the  above  review  of  the 
neurogenic  factors  in  peptic  ulcer  that  treatment 
is  largely  palliative.  It  should  be  mainly  pre- 
ventive. Surgical  measures  probably  give  greater 
continuous  relief,  but  is  very  unsatisfactory  as  a 
permanent  method  of  cure.  The  condition  re- 
mains medical  whether  surgery  is  done  or  not. 
A relapse  or  recurrence  does  not  warrant  critic- 
ism of  any  method  of  treatment.  It  is  especially 
desired  at  this  point  to  emphasize  and  stress  two 
important  things  in  the  management  of  this  con- 
dition. The  first  of  these  is  to  consider  peptic 
ulcer  as  a general  disease  of  body  or  constitution. 
The  local  lesion  in  the  gastro-intestinal  tract  is 
a detail  in  the  facade  whether  it  is  curable  or  not 
per  se.  The  second  is  to  consider  the  condition  as 
a potential  life  long  ailment.  The  ulcer  may  heal 
and  not  recur,  but  there  can  be  no  assurance  of 
that  at  the  outset.  The  medical  man  who  man- 
ages this  disease  should  be  prepared  to  study  his 
patient  in  all  the  circumstances  of  life,  including 
type,  constitution,  temperament,  environment, 
emotional  reactions,  disturbing  influences,  so- 
matic data,  and  the  economic  factor.  The  ques- 
tion of  feeding  and  diet  should  be  analyzed,  al- 
though few  recurrences  will  be  found  to  be  due 
to  dietary  indiscretions.  Tobacco  usage  should  be 


controlled.  Bad  teeth  or  other  infectious  areas 
should  be  eliminated  as  far  as  possible.  Patients 
should  be  warned  to  guard  against  Spring  and 
Fall  upper  respiratory  infections,  hopeless  almost 
as  this  advice  may  appear  to  be. 

The  medical  man  will  doubtless  see  the  patient 
first,  and  the  surgeon  at  a later  stage.  The  sur- 
geon who  scorns  the  “seven  medical  cures”  only 
bespeaks  his  ignorance  of  the  fundamental  na- 
ture of  this  life  long  ailment.  Experience  has 
demonstrated  that  if  the  A-ray  shows  great 
hyper-motility  or  if  the  patient  is  in  a very 
nervous  way  from  any  reason,  surgical  measures 
should  be  deferred  as  the  results  will  not  be  satis- 
factory. Many  bad  results  from  surgical  pro- 
cedures are  due  to  bad  timing  of  the  operation. 
This  may  happen  to  medical  men  also,  if  they 
send  an  ulcer  patient  in  straightened,  financial 
circumstances  to  a hospital  where  his  worries 
about  expense  are  increased  and  aggravated.  It 
is  obvious,  therefore,  that  there  can  be  no  ab- 
solute policy  or  method,  which  may  not  need  to 
be  often  altered  by  force  of  circumstance. 

The  analyses  and  studies  here  mentioned  and 
suggested  necessitate  much  study  on  the  part  of 
the  physician.  He  should  then  impart  his  find- 
ings to  the  patient  to  enlist  his  co-operation,  in 
order  that  worry  and  fear  and  strain  be  elimi- 
nated. The  patient  should  be  urged  to  consider 
carefully  every  factor  which  initiates  an  attack. 
Rest  should  be  enforced,  mental  as  well  as  phy- 
sical. Sedatives  and  hypnotics  are  not  only  de- 
sirable, but  essential.  Rivers  has  summarized 
well  the  essentials  of  treatment.  There  should  be 
much  rest  and  sleep,  fatigue  and  emotional  re- 
actions eliminated.  The  diet  should  be  first  re- 
stricted, then  balanced,  always  bland,  not  coarse, 
sparing  of  alcohol,  tobacco,  condiments,  and  car- 
bonated drinks.  Choose  from  among  such  medica- 
ments as  alkalies,  novatropin,  belladonna.  If 
this  attempt  in  frankness  of  counsel,  efforts  in 
cooperation,  removal  of  primary  and  contributing 
neurogenic  factors  be  for  any  reason  unsuccess- 
ful, so  may  the  prognosis  be  poor. 

The  results  of  any  type  of  treatment  are  to  be 
finally  judged  after  many  years,  not  when  a sur- 
gical patient  leaves  the  hospital,  or  when  a medi- 
cal cure  is  ended.  The  disappearance  of  an  ulcer 
crater  by  A-ray  examination  is  not  proof  that  it 
may  not  return.  It  is  comforting  to  know  that 
ulcers  are  usually  not  fatal,  not  more  than  3 to 
6 per  cent,  and  furthermore,  that  they  do  not 
shorten  life.  They  do  not  tend  to  become  pro- 
gressively worse.  The  gravity  lies  in  the  suffer- 
ing, the  restrictions  of  activity  and  diet,  and  the 
economic  threat.  The  prognosis  will  depend  fur- 
ther on  the  locale  of  the  clientele,  being  better  in 
the  South  and  West  than  in  the  East.  It  depends 
also  largely  on  the  economic  status  which  can 
provide  rest  and  composure,  vacations  and  travel, 
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hunting  and  fishing,  change  of  occupation  or  resi- 
dence, nursing  and  diet. 

CASE  REPORTS 

Case  1.  L.  F.,  age  40,  male,  auto  worker.  Ulcer 
symptoms  appeared  at  the  age  of  28.  It  was  not 
immediately  recognized,  and  the  appendix  was 
removed.  The  persistence  of  the  symptoms  and  a 
considerable  gastric  hemorrhage  shortly  after- 
wards lead  to  the  correct  diagnosis  of  duodenal 
ulcer.  The  first  X-ray  examination  by  Dr.  W.  A. 
Evans  of  Detroit  was  positive,  but  one  taken  a 
year  later  was  negative.  A few  months  after  the 
negative  X-ray,  another  severe  gastric  hemor- 
rhage occurred.  He  has  had  many  recurrences 
since.  The  history  has  been  carefully  controlled 
for  the  twelve  years  between  1923  and  1935.  He 
shows  many  of  the  characteristics  of  the  neuro- 
genic and  constitutional  type  of  personality.  He 
is  active,  alert,  agitated,  restless,  untiring,  care- 
less of  hours  of  rest,  hard  working,  excessive  in 
the  use  of  cigarettes.  The  attacks  of  ulcer  symp- 
toms or  perhaps  the  ulcer  syndrome  are  varied 
with  attacks  of  other  nature,  sometimes  simulat- 
ing hyperthyroid  disease,  vaso-motor  syndromes, 
and  also  tachycardia  with  premature  auricular 
systoles.  Suggesting  hyperthyroid  disease  is  a 
temperature  of  100.0,  moist,  sweating  skin,  derm- 
ographia,  a moderately  palpable  thyroid,  fast 
heart,  tremor,  and  general  nervousness.  The 
basal  metabolism  is  never  high.  Again,  there 
may  be  coldness  and  pallor  of  the  hands  and 
fingers  with  pain.  At  other  periods,  his  trouble 
consists  of  definite  tachycardia,  palpitation,  and 
auricular  premature  beats.  The  intervals  between 
these  various  episodes  find  him  well  enough  to 
have  no  complaint  and  to  carry  on  hard  work.  At 
the  age  of  15,  he  was  sent  to  bed  for  two  weeks 
by  a physician  who  told  his  family  that  he  had  a 
“leaky  heart”.  This  could  never  be  demonstrated 
and  probably  does  not  exist.  It  was  doubtless  an 
early  tachycardia,  fitting  in  well  with  the  above 
picture. 

This  man  responds  well  and  promptly  to  rest, 
restricted  diet,  and  cessation  of  his  restless, 
dynamic  activities,  but  returns  to  the  same 
method  of  living  when  feeling  better.  He  gets  a 
veteran’s  pension.  This  history  seems  to  justify 
the  belief  that  the  neurogenic  factor  is  here  the 
paramount  element.  This  varied  and  mingled 
picture  does  not  suggest  that  this  patient  would 
stay  well  after  surgical  procedures. 

Case  2.  H.  E.  D.,  male,  age  36,  restaurant 
keeper.  Peptic  ulcer  appeared  at  the  age  of  28. 
His  symptoms  were  characteristic  with  periodi- 
city of  attacks,  relief,  then  recurrence.  These  at- 
tacks could  readily  be  controlled  with  rest,  re- 
stricted diet,  and  alkalies.  Due  to  the  easy  con- 
trol, he  persisted  in  his  usual  life  with  long, 
fatiguing  hours  of  work,  much  coffee  and  tobacco, 
and  insufficient  rest.  In  1935,  he  appeared  with 
numbness  and  coldness  in  the  fingers  of  each 
hand.  There  was  also  coldness  of  the  feet  with 
pain.  These  vasomotor  symptoms  were  made  much 
worse  on  exposure  to  cold.  A few  days  after,  he 
had  one  of  the  many  attacks  of  ulcer  recurrence. 
Relief  was  afforded  by  rest,  restriction  of  diet 
and  tobacco.  This  man  was  slender,  underweight, 
high  strung,  nervous,  corresponding  to  the  type 
herein  under  consideration.  Contributing  factors 
were  the  long  hours,  insufficient  rest,  and  possible 
excess  of  tobacco.  The  close  association  of  the 
two  syndromes,  the  one  vasomotor,  and  the  other 
of  peptic  ulcer,  was  considered  to  suggest 
strongly  a common  neurogenic  basis. 

Case  3.  J.  V.  K.,  male,  present  age  62,  tinsmith 


and  furnace  maker.  This  man  has  been  under 
observation  during  the  period  1930  to  1935.  The 
digestive  disturbances  here  described  appeared  at 
the  age  of  38.  He  has  attacks  of  uncontrollable 
vonr'ting  and  retching  lasting  from  a few  hours 
to  days  and  weeks.  He  can  not  tolerate  any  food 
whatever  during  these  attacks.  There  has  never 
been  any  abdominal  pain,  no  hemorrhages  from 
any  source,  and  no  abdominal  tenderness.  An 
X-ray  diagnosis  of  ulcer  was  made  about  twenty- 
five  years  ago,  but  this  could  never  be  confirmed 
by  many  subsequent  X-ray  studies  or  abdominal 
•surgical  exploration.  The  various  X-ray  studies 
in  Toledo  and  Ann  Arbor  stressed  gastrc  spasm, 
hyper-irritability,  and  reverse  peristalsis  in  the 
^olon.  Attempts  to  retain  a duodenal  tube  in 
situ  for  periods  of  seven  to  ten  days  did  not  con- 
trol the  vomiting.  Careful  surgical  examination 
^f  the  abdomen  by  Dr.  F.  M.  Douglass  showed  no 
ulcer  or  diverticulum.  The  gall  bladder  and  ap- 
pendix were  removed  without  relief  from  these 
almost  intolerable  attacks  of  vomiting.  No  other 
source  of  trouble  could  be  determined  after  care- 
ful studies  by  many  competent  medical  men  and 
clinics  over  a period  of  twenty-five  years. 

At  this  time,  the  clinical  picture  seems  more 
clear  in  view  of  his  neurogenic  and  constitutional 
type.  Over-active,  energetic,  high  strung,  very 
nervous,  slender,  jerky,  he  appears  to  embody  all 
the  requirements  of  the  ulcer  personality,  but 
without  the  ulcer.  It  has  not  been  possible  to 
correlate  the  individual  attacks  of  vomiting  with 
emotional  or  other  outburst,  but  the  hyper-irrit- 
able, hyper-spastic  gastro-intestinal  tract  with 
occasional  reverse  peristalsis  (X-ray),  fits  in 
with  the  neurogenic  theory  and  apparently  ex- 
plains the  twenty-five  year  persistence  of  symp- 
toms after  every  resource  of  dietetics  and  medica- 
ments has  failed. 

CONCLUSION^ 

1.  The  neurogenic  theory  of  ulcer  causation  is 
more  adequate  than  any  other  to  explain  the 
various  manifestations  of  the  disease. 

2.  Peptic  ulcer  is  not  a local  disease,  but  a 
general  systemic  or  constitutional  ailment. 

3.  Physiologic  and  clinical  data  point  to  the 
region  of  the  hypothalamus  as  the  activating 
cerebral  center. 

4.  Nerve  impulses  from  these  centers  are  car- 
ried to  the  gastro-intestinal  tract,  probably  ac- 
counting for  the  increased  secretion,  acidity, 
spasm,  and  motility. 

5.  Peptic  ulcer  patients  come  from  younger 
groups  of  persons  showing  much  in  common  in 
respect  to  their  emotional  reactions. 

6.  There  is  a peptic  ulcer  syndrome  without 
ulcer  which  resembles  clinically  the  ulcer  picture. 

7.  Ulcer  is  to  be  considered  as  a life  long  con- 
dition with  definite  factors  predisposing  to  re- 
currence. 

8.  There  are  increasing  observations  of  gastric 
spasm  without  pain  in  cerebral  organic  states. 

9.  Results  of  treatment  will  depend  largely  on 
the  ability  to  control  the  emotional  factors. 

421  Michigan  Street. 

discussion 

V.  C.  Rowland,  M.D.,  Cleveland:  Doctor  Levi- 
son’s  championing  of  the  neurogenic  theory  in 
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the  etiology  of  peptic  ulcer  no  doubt  is  the  result 
of  a long  and  mature  clinical  experience  in  the 
practical  management  of  patients.  No  one  can 
deal  with  these  patients  over  a period  of  years 
without  recognizing  that  nervous  and  psychologi- 
cal factors  play  a tremendous  part  in  the  causa- 
tion and  especially  in  the  recurrence  of  ulcers. 
Many  a doctor  or  lawyer  with  the  ulcer  problem 
himself  has  observed  that  he  may  go  symptom 
free  while  he  is  vacationing  or  living  in  the  open 
and  have  difficulty  as  soon  as  he  returns  to  re- 
sponsible work  and  the  annoyances  of  telephones 
and  other  irritations.  There  is  no  doubt  about  a 
constitutional  type  of  individual  who  has  a life- 
long problem  of  ulcer.  Reflex  causes  from  organic 
disease  of  the  brain  likewise  are  indisputable. 
The  striking  occurrence  of  acute  peptic  ulcer  in 
the  post-operative  period  after  brain  operations, 
especially  involving  the  hypothalamus  as  de- 
scribed by  Cushing,  also  connects  the  problem 
very  definitely  with  organic  disease  of  the  nerv- 
ous system. 

There  may,  however,  be  several  steps  in  the 
mechanism  of  ulcer  formation  granting  the 
primary  nervous  factors.  An  editorial  in  the 
September,  1935  issue  of  the  American  Journal  of 
Digestive  Disease  and  Nutrition,  states  that  in 
the  last  analysis  the  vascular  lesions  in  the  gas- 
tric and  duodenal  walls  are  the  real  cause  of  the 
tissue  devitalization  and  that  ordinary  digestion 
then  removes  the  devitalized  tissue  by  proteoly- 
sis. Others  regard  the  acid  gastric  juice  acting 
upon  the  unprotected  mucosa  as  the  major  factor. 

Mann,  Ivy,  and  other  experimental  gastroen- 
terologists can  regularly  produce  ulcers  in  dogs 
by  the  so-called  duodenal  drainage  operations  in 
any  way  in  which  the  normal  neutralization  by 
the  alkaline  juice  is  removed.  There  is  some  evi- 
dence that  this  mechanism  also  plays  a part  in 
the  human  being.  By  pure  accident  I happened 
to  have  a patient  in  whom  these  experimental 
conditions  were  duplicated.  It  was  a case  of 
pancreatitis  treated  by  duodenal  aspiration  with 
the  Levine  tube  over  a three  weeks  period  inter- 
mittently. The  pancreatitis  subsided  but  there 
were  other  complications  of  which  the  patient 
finally  died.  Autopsy  showed  three  sizable  duo- 
denal ulcers — histologically  typical  acute  ulcers. 
Such  clinical  as  well  as  experimental  evidence 
indicates  that  the  acid  factor  is  really  important 
at  least  as  an  immediate  exciting  cause  of  ulcer. 

It  would  seem  rational  to  recognize  all  the 
etiological  factors  and  to  harmonize  them  by  re- 
garding the  nervous  factors  as  the  primary  or 
predisposing  causes  and  the  vascular  changes, 
when  present,  as  an  intermediate  part  of  the 
mechanism  and  the  acid  gastric  juice  as  the 
direct  exciting  cause  of  tissue  destruction.  This 
probably  applies  in  the  ordinary  clinical  form  of 
peptic  ulcer.  Undoubtedly  there  are  special  situ- 
ations such  as  advanced  cardiovascular  disease  in 
which  vascular  pathology  will  be  primary.  Like- 
wise, acute  infections  and  toxemias  and  other 
factors  in  individual  cases  may  be  the  primary 
factor.  It  is  not  consistent  with  the  facts,  how- 
ever, to  speak  of  conflicting  theories  of  the 
etiology  of  peptic  ulcer. 

We  have  been  interested  recently  in  the  con- 
tinuous neutralization  of  acid  gastric  juice  by 
means  of  the  Levine  tube  and  the  slow  instilla- 
tion of  a suspension  of  aluminum  hydroxide, 
during  the  night  as  well  as  the  day.  One  fault  of 
the  usual  medical  treatment  of  ulcer  such  as  the 
Sippy  routine,  has  been  the  failure  to  neutralize 
the  high  night  acidity.  Doctor  Woldman,  at  the 


St.  Luke’s  Hospital  gastro-intestinal  clinic,  has 
devised  a simple  two  bottle  drip  siphon  system  to 
deliver  10  drops  a minute  of  aluminum  hydroxide 
suspenison  into  the  stomach.  In  a group  of  cases 
there  has  been  immediate  comfort  including  re- 
lief from  the  night  pains.  A-ray  check  up  at  the 
end  of  one  week  has  shown  extraordinarily  rapid 
healing  of  a sizable  defect  of  a penetrating  ulcer 
of  the  lesser  curvature.  There  is  no  absorption 
of  aluminum  hydroxide  and  no  danger  of 
alkalosis.  This  method  may  prove  to  be  advant- 
ageous in  getting  prompt  control  of  the  open 
lesion  but  would  only  be  the  starting  point  in 
the  complete  treatment  of  the  ulcer  patient.  This 
treatment,  as  Doctor  Levison  indicates,  should  be 
largely  preventive.  In  fact,  in  many  cases  it  is 
easier  to  cure  the  acute  lesion  than  to  prevent  a 
recurrence. 

Finally,  the  ulcer  syndrome  or  symptoms  under 
various  diagnoses  such  as  hyperacidity,  etc.,  may 
exist  without  ulcer  or  may  precede  a recurrence 
of  ulcer.  Complete  demonstration  of  this  is  not 
very  common.  I had  a striking  experience  several 
years  ago  in  such  a case.  An  autopsy  was  done 
after  accidental  surgical  death  during  symptoms 
in  a case  that  two  years  before  had  had  pro- 
longed ulcer  with  hemorrhage  and  positive  A-ray 
findings.  Although  the  recurring  symptoms  had 
been  typical  and  very  annoying  for  about  a 
month,  autopsy  showed  a healed  depression  in  the 
duodenum  with  no  suggestion  of  fresh  ulcer  or 
active  irritation  in  the  region.  The  pathological 
physiology  seems  to  be  primarily  a nervous  hy- 
permotility and  pyloric  spasm  with  retention  of 
secretions  and  interferences  with  the  normal  re- 
gurgitating and  neutralizing  mechanism.  The 
concentration  of  hydrochloric  acid  as  secreted  in 
the  fundus  of  the  stomach  is  remarkably  constant. 
The  ulcer  syndrome  or  symptoms  may  exist  quite 
typically  before  actual  ulceration  occurs.  This  is 
the  time  for  the  preventive  measures  from  the 
broad  viewpoint  that  Dr.  Levison  has  so  well  pre- 
sented in  his  paper. 

■ — oSMJ  — 

CONTINUOUS  ALKALINIZATION 

Patients  with  peptic  ulcer  are  given  the  benefit 
of  stomach  acid  neutralization  night  and  day  by 
means  of  a continuous  drip  apparatus  operating 
on  a siphon  principle.  Through  a Levin  tube  in- 
troduced intranasally  five  to  six  drops  of  a one 
per  cent  suspension  of  aluminum  hydroxide  is  in- 
troduced every  minute  throughout  the  24  hours. 
Excellent  results  are  reported  in  a small  group 
of  carefully  selected  cases  at  St.  Luke’s  Hospital, 
Cleveland.  Prompt  relief  from  pain,  especially 
night  pain,  was  uniformly  noted.  Prompt  im- 
provement in  the  ulcers  as  shown  by  the  A-ray 
pictures  was  also  noted. — E.  E.  Woldman,  and 
V.  C.  Rowland,  Am.  J.  Dig.  Dis.  and  Nutrition, 
733,  February,  1936. 

— OSMJ  — 

GASTRIC  MOTILITY 

Bilateral  resection  of  the  splanchnic  nerves 
was  performed  on  a patient  with  severe  diabetes. 
Observations  of  the  gastric  motor  mechanism  re- 
vealed that  after  bilateral  resection  of  the 
splanchnic  nerves  there  ensued:  (1)  Hyper- 

motility of  the  empty  stomach  as  observed  by  the 
balloon  method,  (2)  an  augmentation  of  gastric 
tonus,  (3)  an  increase  in  the  amplitude  of  con- 
traction, and  (4)  no  untoward  gastro-intestinal 
symptoms.  Louis  E.  Barron,  George  M.  Curtis 
and  William  T.  Haverfield,  Archives  of  Surgery, 
32:577,  April,  1936. 


THE  USE  OF  IODIZED  OIL  IN  GYNECOLOGY 

By  JAMES  L.  REYCRAFT,  M.A.,  M.D.,  Cleveland,  Ohio 


IODIZED  oil  used  as  a contrast  medium  in 
gynecological  diagnosis  is  rapidly  becoming 
more  popular.  It  may  be  utilized  in  con- 
junction with  the  X-ray  film  or  fluoroscope.  It  is 
variously  termed  utero-salpingography,  hystero- 
salpingography,  or  metro-salpingography.  The 
most  commonly  accepted  iodized  oil  is  lipiodol, 
composed  of  40  per  cent  iodine  very  firmly  in- 
corporated in  poppy  seed  oil.  It  is  not  absorbable 
and  hence  is  of  potential  danger  if  injected  into 
the  peritoneal  cavity  or  the  circulation. 

LITERATURE 

The  most  extensive  reports  of  its  use  are  in 
German  and  particularly  in  French  literature. 
Lobre  and  Dalsace1  reported  its  use  in  500  cases 
in  1932.  They  emphasized  the  value  of  injecting 
the  substance  and  carefully  studying  physiol- 
ogically the  filling,  contractions  and  emptying  of 
the  oviducts.  They  state  that  hystero-salpingo- 
graphy  is  also  indicated  in  cases  in  which  careful 
clinical  examination  fails  to  establish  the  cause 
of  menorrhagias,  repeated  abortions,  or  various 
gynecological  disturbances,  or  in  the  presence  of 
a pelvic  tumor  that  cannot  easily  be  outlined. 
They  were  among  the  first  to  emphasize  the 
therapeutic  value  of  oil  injection  in  sterility. 

Morhardt2  stressed  the  dangers  of  hystero- 
salpingography  in  1933,  mentioning  the  chemico- 
toxic  accidents  from  injection  of  too  much 
iodized  oil,  inflammatory  reactions,  and  iodism. 
He  also  mentioned  the  dangers  of  oil  embolism 
and  reactivation  of  a pre-existing  pelvic  in- 
fection. 

Kilroe  and  Hellmann3  reported  a case  in  which 
the  ovarian  veins  were  injected  with  lipiodol  and 
called  attention  (a)  to  the  dangers  of  injections 
under  high  pressure,  (b)  injection  after  injury 
to  the  mucous  membrane  of  the  uterine  wall,  (c) 
the  danger  of  there  being  increased  permeability 
of  the  vessel  walls. 

Portes  and  Beclere4,  DeTorres5,  Coventry6  and 
others  have  reported  instances  of  accidental  vas- 
cular injection  recognized  with  the  fluoroscope 
or  X-ray  at  the  time  of  injection. 

Schultze7  has  shown  that  there  is  a therapeutic 
effect  in  the  injection  of  iodized  oil,  in  that  preg- 
nancy frequently  follows  its  use. 

In  1933  Beclere8  reported  a series  of  125  cases 
of  metrorrhagia  in  which  lipiodol  was  utilized  in 
the  diagnosis  of  cases  of  cancer  of  the  body  of 
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the  uterus,  benign  surgical  lesions  and  others  of 
functional  bleeding.  After  an  experience  cover- 
ing eight  years  he  sees  no  objection  to  the  use  of 
this  material  for  purely  diagnostic  purposes. 

As  early  as  1931  Schultze9  reviewed  8,000  cases 
reported  in  the  literature,  showing  three  deaths 
and  30  inflammatory  complications. 

Gynecologists  are  divided  in  their  opinions  as 
to  the  use  of  this  material  in  that  some  contend 
that  it  can  be  used  indiscriminately  and  others 
that  it  should  be  employed  only  when  there  is 
adequate  evidence  that  the  tubes  are  closed. 

REPORT  OF  CASES 

We  contend  that  lipiodol  should  never  be  used 
unless  there  is  proof  that  the  tubes  are  com- 
pletely or  almost  completely  closed  as  shown  by 
carbon  dioxide  insufflation  (Rubin  Test).  At  the 
Lakeside  Hospital  we  have  been  using  this  method 
of  diagnosis  in  conjunction  with  the  study  of 
sterility  problems  in  the  past  six  years.  During 
that  time  we  have  made  58  such  injections  with 
stereoscopic  X-ray  film  made  a few  minutes  after 
the  first  injection,  a flat  plate  ten  to  fifteen  min- 
utes later  and  a 24  hour  film  made  when  in- 
dicated. (See  illustrations.) 

USES 

An  X-ray  of  the  pelvis  following  the  injection 
of  iodized  oil  enables  us  to  visualize  tubal  occlus- 
ions whether  they  be  complete  or  partial.  It  aids 
in  the  diagnosis  of  tumors  of  the  uterus  and  oc- 
casionally tumors  of  the  ovaries.  Furthermore 
it  is  of  value  in  differential  diagnosis  between 
pelvic  pathology  and  that  of  the  cecum  or  sig- 
moid. It  reveals  the  exact  size,  shape  and  posi- 
tion of  the  uterus,  and  shows  the  presence  of 
abnormalities  of  uterine  and  tubal  development. 

DANGERS 

There  are  certain  definite  dangers  to  the  use 
of  iodized  oil  as  a diagnostic  medium,  (a)  It 
may  set  up  a chemical  peritonitis,  (b)  It  may 
cause  an  exacerbation  of  a pre-existing  peritoneal 
disease  and  has  been  known  to  precipitate  a pel- 
vic abscess,  (c)  It  may  produce  oil  embolism  or 
a local  injection  of  veins  especially  if  the  in- 
jection is  made  where  the  integrity  of  the  uterine 
mucosa  has  been  broken. 

PRECAUTIONS 

It  is  assumed  that  a standard  method  of  in- 
jection be  utilized.  We  have  employed  a 20  cc.  all 
glass  syringe  coupled  with  four  inches  of  fine 
gum  rubber  tubing  attached  to  a Rubin  canula. 
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Fig  1. — 49942  G.  C.  salpingitis,  almost  complete  obstruc- 
tion to  gas. 


Fig.  3 — 45245  Tbc.  salpingitis,  complete  obstruction. 

Counter  traction  is  made  on  the  cervix  and  10 
cc.  of  oil,  never  more,  is  injected  slowly  with  a 
pressure  mild  enough  that  very  little  distention 
of  the  rubber  tubing  occurs.  The  vaginal 
speculum  is  partially  withdrawn  from  the  vagina 
before  the  picture  is  taken.  The  injection  should 
never  be  given  just  before,  during  or  immediately 
after  the  menstruation.  It  is  never  used  in  the 
presence  of  known  active  infection,  such  infection 
being  in  the  uterus,  cervix,  vagina  or  adnexa.  It 
is  to  be  avoided,  furthermore,  in  the  presence  of 
fever  or  leucocytosis,  pregnancy,  or  any  severe 
constitutional  disease.  Though  we  do  not  use  it 
when  the  tubes  are  known  to  be  open,  we  make 
an  exception  in  cases  where  salpingostomy  has 
been  performed,  because  this  method  demon- 
strates to  the  patient  and  to  ourselves  that  the 
tubes  are  open,  and  also  because  of  its  beneficial 
effect  in  such  instances. 


Fig.  2 — 49942  Same  patient,  24  hour  film,  tubes  open 
after  oil  injection. 


Fig.  4 — 45345  Same  patient,  patent  left  tube  following 
salpingostomy. 


Fig.  5 — -48702  G.  C.  complete  obstruction  at  the  cornea. 
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Fig.  6 — 47055 
fimbria. 


Retroversion  with  tubal  occlusions  at  the 


Fig.  7 — 44426  Anteflexion, 
after  oil  injection. 


partial  obstruction,  open 


Fig.  9 — 47581  Patent  tubes  after  salpingostomy. 

disease.  Injection  of  the  veins  of  the  uterus  is 
possible,  especially  if  undue  pressure  is  em- 
ployed. 

It  has  been  found  that  there  is  a definite 
therapeutic  value  in  freeing  adhesions  at  the 
fimbria,  doubtless  due  to  the  increase  weight  of 
the  oil  as  compared  to  gas  insufflation. 

10515  Carnegie  Avenue. 
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Fig.  8—47439  The  effect  of  radium  on  the  uterus. 

THERAPEUTIC  EFFECT 

It  is  found  that  the  injection  of  lipiodol  fre- 
quently opens  tubes  which  are  impermeable  to 
carbon  dioxide.  Occlusions  of  extrinsic  origin  re- 
spond to  this  method  better  than  obstructions 
within  the  lumen  of  the  tubes. 

We  now  have  more  than  20  cases  in  which  the 
tubes  have  proved  themselves  open,  in  which  the 
Rubin  test  was  completely  or  almost  completely 
negative.  Olive  oil,  being  a vegetable  substance, 
is  employed  in  liberal  quantities  when  repeated 
injections  are  indicated. 

SUMMARY 

Hystero-salpingography  is  of  value  in  the  diag- 
nosis of  pelvic  disease,  particularly  in  the  visuali- 
zation of  tubal  occlusions. 

There  is  a real  danger  of  producing  a chemical 
peritonitis  or  of  lighting  up  a pre-existing  pelvic 
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DISCUSSION 

George  Lyford,  M.D.,  Cincinnati:  Dr.  Rey- 

craft  has  well  covered  both  the  historical  develop- 
ment and  the  value  of  this  procedure.  It  is 
among,  if  not  the  most  important,  of  those  pro- 
cedures in  gynecology  which,  in  the  last  decade, 
have  been  moving  toward  a more  scientific  and 
less  impressionistic  differential  diagnosis. 

There  are  only  three  points  which  I should  like 
to  emphasize  in  his  paper.  First — that  the  im- 
portance of  this  procedure  is  proportionate  only 
to  the  ability  of  the  interpreter  in  reading  the 
X-ray  films  once  they  have  been  made.  Relatively 
speaking,  anyone  with  an  opaque  oil  and  a canula 
can  do  an  injection  without  ill  effect,  providing 
he  knows  enough  of  pelvic  pathology  to  refrain 
from  injecting  the  wrong  patient.  I repeat — that 
the  value  of  the  procedure  is  almost  entirely  de- 
pendent upon  the  ability  of  the  interpreter  to 
read  and  interpret  the  fluoroscopic  and  X-ray 
findings,  once  they  have  been  made. 

The  media  used,  we  find,  is  of  the  utmost  im- 
portance for  it  is  essential  that  the  oil  used  be 
readily  eliminated.  The  usual  injections  of  the 
patient  may  prove  the  diagnostic  point,  but  fre- 
quently, through  the  presence  of  the  injected 
material  in  that  it  fills  the  defect.  In  other  words, 
the  patient  is  frequently  worse  off  than  before, 
aside  from  having  a diagnosis. 

At  the  present  time,  opaque  oils  exist  which 
are  readily  instilled  and  equally  readily  elimi- 
nated. In  our  series  only  two  patients  showed 
even  X-ray  evidence  of  the  presence  of  the  in- 
jected media  after  24  hours,  the  majority  elimi- 
nating it  within  eight. 

The  therapeutic  effect  of  iodized  oils  has,  I 
think,  been  much  over-estimated  since  the  effect 
is  most  frequently,  I feel,  due  to  a dilatation  of 
strictures  rather  than  the  actual  response  to  the 
medication  in  the  oil.  There  seems  to  be  in  many 
persons’  minds  an  idea  that  this  diagnostic 
method  should  be  used  primarily  to  show  the 
presence  or  absence  of  tubal  strictures.  Our  ex- 
perience, with  something  over  600  cases,  has  been 
that  its  chief  value,  granting  that  it  gives  in- 
formation with  regard  to  tubal  difficulties,  is  in 
its  differential  value  as  to  ovarian  or  tubo- 
ovarian  pathology,  always  granting  that  the  in- 
terpreter is  sufficently  well  versed  and  trained  to 
read  the  films  when  they  are  made. 

The  third  point,  which  I think  is  of  major  im- 
portance, is  the  presence  during  the  examination 
of  a competent  roentgenologist  determining  the 
time  and  physiological  factors  of  the  response 
during  im’ection  and  specify  the  optimum  time 
for  the  taking  of  the  films.  Unfortunately,  there 
are  few  sufficiently  well  trained  roentgenologists 
in  this  field,  but  any  conscientious  one  of  them 
can  readily  learn  the  interpretation,  and,  from 
my  experience,  will  be  glad  to  cooperate. 

The  danger  of  the  procedure  has  been  much 
written  of,  but  there  are  few  complications  and 
fatalities  that  cannot  be  fairly  definitely  traced 
to  the  lack  of  ability  and  common  sense  on  the 
part  of  the  operator.  By  using  a reasonably  care- 
ful analysis,  a well  trained  person  has  no  fear  of 
using  this  method  for  diagnostic  purposes,  pro- 
viding, and  I italicize  this,  Tie  knows  sufficient 
gynecology  to  intelligently  select  his  cases.  We 
are  all  too  familiar  with  incompetent  persons 
using  methods,  successful  in  the  hands  of  com- 
petent operators,  only  to  find  themselves  in  em- 


barrassing situations.  It  is  obvious  that  this 
technique  should  be  refrained  from  in  cases  of 
acute  inflammatory  pelvic  conditions,  as  should 
any  other  manipulative  procedures,  and  it  rests 
in  the  hands  of  the  examiner  to  determine  this. 
Certainly  no  normal  nor  relatively  chronic  con- 
dition should  cause  any  reason  for  worry  if 
properly  handled.  For  example,  we  have  in  our 
series  pregnancies,  inflammations,  uterine  tumors, 
etc.,  where  injections  have  been  made  with  no, 
even  immediate,  ill  effect  on  the  patient.  No  com- 
petent person  can  disagree  with  the  author  in 
that  there  is  a real  danger  in  the  procedure  but 
I insist  on  doing  so,  tongue  in  cheek,  since  the 
danger  is  not  with  the  procedure  but  with  the 
individuals  who  are  unable  to  use  common  sense 
in  the  application  of  a method  and,  as  most  of 
us  refuse  to  recognize,  the  difficulty  of  interpret- 
ing the  findings  once  the  procedure  has  been  com- 
pleted, although  it  is  a fairly  simple  and  effective 
means  of  differential  diagnosis. 

I should  like  again  to  emphasize,  with  Dr.  Rey- 
craft,  that  the  three  most  important  factors  in 
this  procedure  are:  (1)  the  ability  of  the  opera- 
tor in  knowing  enough  gynecology  to  prevent 
complications,  (2)  the  selection  of  an  opaque 
substance  easily  and  completely  eliminated  and 
non-irritative  to  the  reproductive  system  and  (3) 
but  not  least,  and  by  all  means  the  most  im- 
portant, the  ability,  having  put  the  patient 
through  an  inconvenient  and  perhaps  uncomfort- 
able procedure,  to  interpret  the  findings  with 
sufficient  accuracy  to  be  justified  in  advising  its 
being  done. 

G.  Mombach,  M.D.,  Cincinnati:  The  essayist 
started  off  by  making  the  statement  that  iodized 
oil  is  a thick,  heavy  oil.  You  are  all  familiar  with 
the  fact  that  it  is  much  easier  for  a gas  to  pene- 
trate a narrow  orifice  than  it  is  for  a thick  oil. 
If  you  do  not  believe  this,  try  forcing  gas  through 
a narrow  caliber  hypodermic  needle  and  then  try 
the  same  procedure  with  a viscous  oil  like  iodized 
oil. 

The  chief  indication  that  has  been  mentioned 
for  the  use  of  iodized  oil  has  been  in  determining 
the  patency  of  the  Fallopian  tubes;  and  when  the 
tubes  are  non-patent,  for  the  purpose  of  opening 
such  tubes.  From  what  I have  said  a few 
moments  ago,  it  stands  to  reason  that  carbon 
dioxide  gas  is  a much  better  medium  for  de- 
termining the  patency  and  for  opening  closed 
tubes.  The  essayist  mentioned  the  dangers  of  oil 
embolism  and  pelvic  inflammatory  masses  and 
residues  following  the  use  of  iodized  oil.  Many 
such  cases  have  been  reported.  The  fact  remains 
that  a great  portion  of  the  oil,  when  the  tubes 
are  open,  remains  for  some  time  in  the  tubes  and 
about  the  fimbriated  extremities,  with  resulting 
irritation  and  inflammation.  The  end  result  of 
such  an  inflammation  is  to  defeat  the  very  pur- 
pose for  which  the  oil  is  used.  In  my  opinion 
iodized  oil  should  only  be  used  to  determine  the 
point  of  closure  in  definitely  known  closed  tubes 
with  the  idea  in  mind  that  surgical  intervention 
may  be  used  to  open  such  tubes. 

— OSMJ  — 

MATERNAL  MORTALITY 

Approximately  three-fourths  of  the  deaths  as- 
sociated with  abortions  were  due  to  sepsis,  and 
deaths  due  to  septic  abortions  constituted  ap- 
proximately one-half  of  the  deaths  due  to  puer- 
peral septicemia,  which,  when  including  septic 
abortions,  is  the  greatest  single  cause  of  ma- 
ternal mortality. — T.  J.  Williams,  Va.  Med.  My., 
63:68,  May,  1936. 


BLOOD  STREAM  INFECTION  IN  OTO  LARYNGOLOGY 

By  F.  F.  PIERCY,  M.D.,  Youngstown,  Ohio 


BLOOD  stream  infection,  often  called  and 
known  by  many  other  names,  signifies  the 
invasion  of  the  blood  stream  by  pathogenic 
organisms,  and  the  results  following  that  inva- 
sion. It  is  one  of  the  most  dreaded  conditions 
the  physician  is  called  upon  to  treat.  Treatment 
is  unstandardized  and  unsatisfactory'.  Mortality 
is  always  high,  and  no  treatment  used  up  to  the 
present  time  can  assure  us  of  control  of  the  con- 
dition in  any  given  case.  This  is  true  whether  the 
source  of  infection  is  the  ear,  nose  or  throat,  or 
whether  from  some  other  part  of  the  body. 

The  germs  gain  entrance  to  the  blood  stream  in 
the  majority  of  cases  by  the  production  of  lymph- 
angitis and  a thrombo-phlebitis  of  the  fine  vessels. 
The  primary  infection  may  be  either  in  bone  or 
the  soft  tissues. 

There  are  three  stages  of  blood  stream  infec- 
tion. First,  bacteremia,  or  the  presence  of  bac- 
teria in  the  blood  stream,  which  is  common  in  all 
forms  of  acute  infections,  and  which  shows  few 
symptoms  or  none,  and  no  pathology.  Second, 
septicemia;  here  the  immunological  resistance  of 
the  blood  has  been  broken  down,  allowing  the 
organisms  to  multiply,  along  with  the  presence 
of  toxins,  aggressins  or  other  bacterial  agents. 
Other  tissues  and  organs  of  the  body  may  become 
invaded  at  this  time.  Marked  clinical  symptoms 
are  present — high  fever,  chills,  petechial  hemor- 
rhages, but  without  marked  pathological  findings. 
The  third  stage,  pyemia;  one  in  which  clumps  of 
bacteria  lodge  in  the  tissues  and  form  secondary 
abscesses,  accompanied  by  constitutional  symp- 
toms, such  as  loss  of  strength,  wasting,  increased 
metabolic  rate,  leucocytosis. 

The  body  fights  infections  in  two  ways : first, 
by  phagocytosis;  second,  by  forming  antibodies 
and  antitoxins.  The  phagocytes  are  the  first  line 
of  defense,  and  not  only  devour  the  germs,  but 
aid  in  walling  off  and  localizing  the  infection. 
But  without  the  assistance  of  the  antibodies  and 
antitoxins,  the  phagocytes  soon  become  sickened 
and  unable  to  handle  the  situation.  The  germs 
may  need  to  be  sensitized  by  the  antibodies  before 
the  phagocytes  can  destroy  them. 

When  any  antigen,  as  germs,  toxins,  or  any 
formed  elements,  find  their  way  into  the  blood 
stream  they  act  as  a stimulant,  causing  the  pro- 
duction of  antibodies.  Of  the  antibodies  formed, 
the  most  important  seem  to  be  antitoxin,  bacterio- 
lysins  and  opsonins.  The  antitoxins  do  not  rid 
the  body  of  infections,  but  cause  the  symptoms  to 
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clear  up.  The  bacteriolysins  do  not  kill  the  bac- 
teria but  act  as  an  amboceptor,  which  joins  hands 
with  the  complements  and  the  germs  rendering 
the  germs  harmless.  Boyd  states  this  interaction 
is  the  most  important  of  all  immunological  pro- 
cesses, and  is  the  process  responsible  for  recovery 
from  infectious  diseases.  Complements,  which 
are  always  in  the  blood,  are  very  unstable,  being 
destroyed  at  55°  centigrade,  or  when  serum  is 
kept  a few  days.  This  may  be  the  reason  we  are 
so  often  disappointed  when  giving  commercial 
serums.  We  inject  antibodies,  but  no  comple- 
ments. Opsonins  alter  the  bacteria,  so  that  they 
may  be  taken  up  by  the  phagocytes. 

Invasion  of  the  blood  stream  by  pathogenic  or- 
ganism is  of  relatively  frequent  occurrence  in 
many  acute  diseases.  Rubin  believes  that  of  all 
acute  tonsillar  infections,  1 to  2 per  cent  have 
blood  stream  infections,  as  indicated  by  chills, 
high  temperature  and  other  symptoms,  and  I be- 
lieve the  per  cent  to  be  even  higher  in  acute  mas- 
toiditis. I have  often  been  surprised  to  find  a 
blood  stream  invasion  where  not  suspected.  In 
many  acute  diseases  as  malaria,  typhoid  or  lobar 
pneumonia  there  is  no  particular  reason  for 
alarm.  However,  when  the  blood  culture  shows 
staphylococcus,  B.  coli  or  streptococcus  a vision 
of  fatal  septicemia  comes  to  the  most  optimistic. 

After  a diagnosis  of  blood  stream  infection  has 
been  made,  shall  we  wait,  watch  and  hope?  Shall 
we  operate?  Or  shall  we  treat? 

There  are  two  things  upon  which  all  surgeons 
agree.  First,  that  all  sources  of  infection  should 
be  eradicated  or  adequately  drained  if  possible. 
Second,  supportive  measures  which  may  be  indi- 
cated. Here,  many  doctors  stop,  and  hope  for  the 
best.  Perhaps  they  are  justified,  for  from  their 
experience  and  that  of  many  of  their  colleagues, 
to  do  more  seems  useless. 

Surgery  requires  experience,  judgment  and 
skill,  for  surgery  may  break  down  barriers  and 
open  up  avenues  of  infection.  If  conditions  per- 
mit, surgical  intervention  should  be  delayed  until 
walling  off  and  localization  has  occurred.  I be- 
lieve to  operate  too  early  reduces  the  chance  of 
recovery  in  more  cases  than  a delayed  operation. 

It  would  be  a waste  of  time  to  go  into  the  ex- 
periments of  injecting  different  germicides  into 
the  veins.  We  all  feel  as  Rothchild  writes,  “I  will 
never  use  them  again.  These  chemicals  have  not 
been  beneficial,  but  harmful.” 

There  is  a treatment  which  promises  much,  and 
theoretically  should  do  all  that  could  be  expected 
from  artificial  aid  in  any  given  case.  This  is 
blood  transfusion,  if  the  right  blood  is  rightly 
used.  Transfusion  has  been  tried  by  many  sur- 
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geons  in  all  kinds  of  blood  stream  infections.  It 
has  been  discarded  by  some,  and  has  been  looked 
upon  very  favorably  by  others. 

Kovac  writes,  “Of  late,  blood  transfusions  have 
been  gaining  rapidly  in  favor”.  Lillie  says,  “It 
is  a valuable  supportive  therapeutic  measure. 
Helpful  in  three  ways:  first,  by  filling  the  blood 
vessels;  second,  by  adding  oxygen  carriers;  third, 
by  furnishing  a powerful  hemato-therapeutic 
stimulant”.  Rothchild  thinks  it  is  only  beneficial 
in  anemia,  or  loss  of  blood.  Hume  says,  “Al- 
though it  has  been  disappointing  in  results,  it 
ranks  next  to  surgery,  and  is  the  chief  means  of 
supporting  the  patient”.  Kolmer  is  very  near  the 
truth  in  saying,  “It  is  more  than  a supportive 
measure.  It  replenishes  those  necessary  elements 
in  the  blood  and  certainly  ranks  next  to  surgery”. 
Bacon  writes  that  of  75  patients,  22.6  per  cent  re- 
ceived no  benefit;  65  per  cent  were  helped  and  re- 
covery hastened.  In  12  per  cent  where  other 
treatments  failed,  it  seemed  to  have  life-saving 
value.  Some  of  the  cases  had  a dramatic  fall  of 
temperature  and  sudden  restoration  of  health. 
In  certain  of  these  transfusions  one  gains  the  im- 
pression that  raw  material  has  been  supplied  and 
that  after  it  has  been  processed  in  the  cellular 
chemical  factor  of  the  body,  increased  immunity 
appears.  Okamato  has  shown  that  after  transfu- 
sion, the  recipient’s  blood  contains  increased  anti- 
bodies and  opsonins  against  infection. 

Theoretically,  a specially  prepared  donor  should 
be  ideal.  However,  the  length  of  time  required 
for  the  preparation  makes  it  impractical  in  most 
cases.  To  shorten  this  period,  Crocker  has  ex- 
perimented with  non-specific  immuno-transfu- 
sions,  by  using  typhoid  or  paratyphoid  vaccine 
as  the  antigen  to  prepare  the  donor.  Of  52  cases, 
25  recovered.  Twenty  -were  incurable,  or  had 
complications.  In  the  remaining  seven  it  seemed 
to  do  no  good. 

CASE  REPORT 

In  January,  1935,  I saw  G.  N.,  age  10,  in  the 
hospital  with  a pansinusitis.  Left  eye  swollen 
shut,  swelling  extending  over  forehead.  Tem- 
perature 104,  following  a chill.  Blood  culture 
positive  for  hemolitic  streptococci.  The  local  con- 
dition was  relieved  by  drainage,  but  the  septic 
condition  continued.  Temperature  varied  from 
101  to  105  the  first  week.  Second  week  tempera- 
ture ranged  slightly  lower,  but  higher  again  the 
third  week.  The  girl  looked  septic,  and  sick,  and 
was  losing  ground.  Two  large  red  patches,  with 
swelling,  appeared  on  the  left  arm,  and  she  com- 
plained of  pain  in  the  right  hip.  The  mother  was 
prepared  as  a donor  by  giving  her  a large  dose  of 
typhoid  vaccine.  Two  hundred  cc.  of  her  blood 
was  given  to  the  patient.  The  temperature 
dropped;  then,  due  to  the  reaction,  came  up  to 
103%,  but  gradually  came  down  until  the  fourth 
day  when  it  again  started  upward.  A second 
transfusion  of  175  cc.  was  given  from  the  same 
donor.  The  temperature  curve  came  down  slowly 
for  a week,  when  it  again  rose,  and  the  patient  re- 
ceived a third  transfusion  of  200  cc.  of  the 
mother’s  blood.  The  temperature  now  came  down 
to  normal  and  varied  but  little  during  the  rest  of 
recovery.  During  this  time  two  abscesses  had 


been  opened,  one  on  her  hand  and  the  other  on  the 
arm,  and  the  A-ray  showed  the  head  of  the  right 
femur  badly  damaged.  Before  each  transfusion, 
typhoid  vaccine  was  given  to  the  mother,  and 
after  each  transfusion  there  was  great  improve- 
ment in  the  girl. 

It  is  conceded  by  all  that  blood  transfusions  are 
valuable  as  a supportive  measure,  and  admitted 
by  all  that  it  would  be  the  perfect  therapeutic 
treatment,  if  not  a specific  measure — if  one  could 
get  blood  containing  the  proper  antibodies  and 
antitoxins.  In  many  cases  this  would  be  possible, 
if  one  had  the  patience  and  time  to  find  it.  In 
most  of  the  cases  of  blood  stream  infection  in  oto- 
laryngology, the  source  of  infection  is  the  ear, 
nose,  sinuses  or  throat.  Most  of  these  occur  dur- 
ing epidemic  infections  which  sweep  over  the 
city  or  community,  often  attacking  several  mem- 
bers of  the  same  family.  This  makes  it  possible 
many  times  to  find  the  ideal  donor,  that  is,  some 
one  who  has  recovered  from  the  same  infection. 

On  February  4th,  I saw  a girl,  age  10,  at  her 
home,  with  the  family  physician.  She  was  the 
oldest  of  six  children.  Three  of  the  children,  and 
the  maid  had  just  recovered  from  a severe  sore 
throat.  The  mother  and  this  girl  were  still  in 
bed  with  sore  throats.  The  girl  in  addition  had 
a middle  ear  envolvement.  Profuse  bloody  dis- 
charge, slight  tenderness  over  mastoid  area,  tem- 
perature 103.  The  next  day  I was  again  called  to 
see  the  girl.  She  had  had  a chill  at  one  o’clock, 
lasting  fifteen  minutes;  another  an  hour  later, 
lasting  forty-five  minutes.  Temperature  105. 
Could  see  no  change  in  her  ear  condition.  Severe 
headache  at  base  of  skull.  Definite  rigidity  of 
muscles  of  neck.  A-ray  of  mastoid  showed  cloudi- 
ness, but  no  breaking  down.  Spinal  fluid  cloudy, 
cell  count  570.  globulin  plus  2,  sterile.  Both  blood 
and  throat  culture  showed  hemolytic  streptococci. 

I performed  a mastoid  operation  on  Febru- 
ary 6.  The  cell  walls  were  not  broken  down.  The 
cells  were  filled  with  a bloody  fluid.  A perisinus 
abscess  was  found,  pus  extending  up  and  back, 
causing  the  meningeal  irritation.  The  sinus  wall 
looked  very  sick,  but  with  a good  volume  of  blood 
going  through.  We  uncovered  but  did  not  open  the 
sinus. 

Temperature  curve  gradually  came  down  for 
two  days  when  it  started  up  again,  reaching 
104%  on  the  third  day.  Blood  culture  still  posi- 
tive for  hemolytic  streptococci.  Temperature 
chart  showed  a typical,  septic  condition.  We  de- 
cided to  do  a blood  transfusion.  Both  parents  be- 
ing incompatible  we  used  the  maid  as  donor,  who 
had  recently  recovered  from  the  same  infection; 
180  cc.  of  blood  were  given.  The  temperature  be- 
gan to  drop  in  four  hours.  By  the  next  day  it 
was  normal,  where  it  remained  throughout  re- 
covery. The  change  in  the  condition  of  the  pa- 
tient was  as  marked  as  the  change  in  the  tem- 
perature— from  a very  sick  girl  to  one  of  well  be- 
ing. This  dramatic  crisis  is  no  doubt  the  same 
to  which  Bacon  refers  in  his  series  of  cases. 

Small  transfusions  are  preferred  to  large  ones, 
repeated  as  indicated  by  hemography  or  by  the 
temperature  chart.  Both  Crocker  and  Schilling 
find  the  temperature,  and  shifts  or  variations  in 
the  proportion  of  myelocytes,  juveniles,  stabs  and 
segments  closely  parallel  each  other. 

SUMMARY 

First,  transfusions  from  any  compatible  donor 
are  beneficial  as  a supportive  measure,  and  may 
be  more. 

Second,  non-specific  immuno-transfusions  are 
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supportive,  and  add  great  numbers  of  phagocytes 
and  antibodies.  This  blood  in  many  cases  seems 
to  furnish  whatever  extra  the  patient  needs  for 
recovery. 

Third,  donors  recovered  from  the  same  infec- 
tion are  ideal,  and  a transfusion  may  act  as  a 
specific. 

Fourth,  lack  of  satisfactory  results  may  not  be 
due  to  inefficiency  of  blood  transfusion  but  to  the 
lack  of,  or  impossibility  of  adequate  drainage,  or 
to  incurable  complications. 

611-615  Home  Savings  Loan  Bldg. 

DISCUSSION 

Fred  W.  Dixon,  M.D.,  Cleveland:  Of  the  blood 
stream  infections  following  acute  upper  respira- 
tory diseases,  approximately  90  per  cent  of  those 
reported  are  hemolytic  streptococcus.  Ballenger 
found  positive  blood  cultures  in  6 per  cent  of  63 
children  with  acute  and  sub-acute  infections  of 
the  throat.  Reith  and  Squier  cultured  the  blood 
of  293  apparently  healthy  people.  Positive  blood 
cultures  were  found  in  12  per  cent  without  evi- 
dent foci  of  infection,  and  in  27  per  cent  with 
chronic  foci  of  infection.  With  more  repeated 
cultures,  taken  at  the  time  of  the  chill  from  the 
arterial  blood  before  the  liver  and  spleen  have  had 
time  to  destroy  them,  an  even  greater  percentage 
could  be  correctly  given.  A bacteremia,  sec- 
ondary to  an  acute  hemolytic  streptococcus  throat 
infection,  is  probably  of  common  occurrence  and 
is  possibly  the  usual  acompaniment  of  this  type 
of  infection.  This  bacteremia,  if  present,  is 
transient  and  causes  only  a slight  rise  in  tem- 
perature. I believe  that  many  of  the  cases  that 
do  not  recover  in  the  usual  way  are  due  to  an 
undetected  bacteremia.  It  is  these  cases  that 
concern  us. 

The  blood  stream  becomes  infected  in  the 
hemorrhagic  type  of  mastoiditis  by  the  intra- 
venous extension  of  the  thrombotic  process  that 
is  initiated  in  the  small  vesels  of  the  mucous  lin- 
ing and  bone  of  the  mastoid  process.  This  may 
occur  inside  of  a few  days.  I had  one  such  case 
whose  death  occurred  five  days  after  he  first 
noticed  pain  in  the  ear.  Hemolytic  streptococci 
were  recovered  in  blood  culture  and  spinal  fluid 
and  mastoid. 

In  the  suppurative  type  of  mastoiditis,  which  is 
the  commoner  type,  invasion  takes  place  by  the 
extravenous  method.  The  suppurations  gradually 
break  down  the  bone  and  encroach  upon  the 
lateral  sinus.  The  disease  may  cause  a collapse 
of  the  vessel  and  a change  in  the  intima.  At 
first  a mural,  then  an  obliterating  thrombis  is 
formed.  It  is  possible  to  have  a thrombosis  of 
the  internal  jugular  vein  and  no  thrombosis  of 
the  latera  sinus  or  bulb. 

In  regard  the  treatment  of  these  cases,  rest, 
supportive  measures,  blood  transfusions  pre-oper- 
atively  are  essential.  Like  Dr.  Piercy  I have 
been  disappointed  in  the  use  of  mercurochrome. 
If  it  is  used  it  should  be  given  in  a falling  tem- 
perature and  in  small  doses  (less  than  5 mg.  per 
kilo  body  weight).  The  more  ill  the  patient  the 
less  mercurochrome  should  be  given. 

Our  greatest  aid  is  the  blood  picture.  Often, 
small,  frequently  repeated,  blood  transfusions 
are  life  saving. 

The  really  scientific  treatment  would  be  the 
administration  of  specific  anti-bacterial  sera. 
However,  the  production  of  this  sera  or  the  find- 
ing of  a suitable  donor  is  rendered  difficult  as  a 


single  strain  of  hemolytic  streptococci  may  ex- 
hibit different  forms  of  colonies  which  differ 
widely  in  their  serologic  reaction.  It  seems  cer- 
tain that  a single  strain  can  produce  both  the 
capsulated  and  the  non-capsulated  forms.  Ex- 
perimentally, it  is  possible  to  change  one  type  into 
another,  hence  the  difficult  task  of  the  proper 
anti-bacterial  serum.  If  the  anti-sera  is  given  it 
should  be  administered  slowly  and  anaphalaxis 
guarded  against. 

Baum  has  done  what  seems  to  me  a most 
worth  while  piece  of  work.  In  this  he  attempts  to 
obtain  the  offending  organism  either  by  blood 
culture  or  direct  swabs.  By  means  of  various 
strains  of  sera  which  he  keeps  on  hand,  agglutina- 
tion tests  are  performed.  When  .the  agglutina- 
tion test  is  positive  20  to  40  cc.  of  this  specific 
sera  is  given  and  repeated  in  24  hours  if  indi- 
cated. Where  the  sera  does  not  agglutinate  the 
organisms  it  is  useless  to  administer  it. 

I wish  to  thank  Dr.  Piercy  for  presenting  this 
most  interesting  paper. 

— OSMJ  — 

DIET  IN  DIARRHEA 

There  is  the  oft-repeated  observation,  especially 
with  reference  to  cases  of  chronic  diarrhea,  that, 
no  matter  what  the  etiology,  the  general  status 
and  nutrition  is  further  impoverished  by  dietary 
restrictions.  The  patient,  in  his  eagerness  to  be 
relieved  of  his  trouble,  observes  all  the  “don’ts”  of 
his  advisers,  both  medical  and  lay,  with  the  ex- 
pected result  of  a most  amazingly  inadequate 
dietary.  The  more  common  acute  forms  of  diar- 
rhea, such  as  those  attributable  to  infection  by 
staphylococci,  bacilli  of  dysentery,  or  salmonella, 
are  usually  self-limited  to  a few  days.  In  such 
instances,  it  is  unnecessary  to  urge  the  taking  of 
food  for  the  first  twenty-four  hours;  in  fact, 
resting  the  bowel  is  more  helpful  than  giving 
food.  After  twenty-four  hours,  the  best  foods 
are  beef,  mutton,  rice,  broths,  eggs,  toast,  tea, 
and  coffee.  To  these  basic  foods  of  low  residue 
may  then  be  added  custards,  potatoes,  simple 
puddings  and  stewed  fruits.  Early  in  the  illness, 
an  adequate  supply  of  fluid  is  much  more  im- 
portant than  food  and  often  it  may  be  necessary 
to  administer  salt  solution  by  vein  or  under  the 
skin. 

Milk  is  often  advised  for  patients  who  have 
acute  diarrhea,  but  even  if  milk  is  boiled  it  leaves 
a large  residue  in  the  bowel.  In  general,  it  seems 
better  to  withhold  milk  until  the  active  phase  has 
subsided. 

Experimentally,  it  has  been  shown  that  chunks 
of  meat  are  digested  better  than  is  minced  or 
scraped  meat.  This  may  not  be  entirely  true  for 
the  intestine  of  man,  yet  a piece  of  steak  or  roast 
beef  is  more  palatable  than  a hash  mixture,  and 
possibly  better  physiologically. — Philip  W.  Brown, 
M.D.,  Minnesota  Med.,  19:4:221,  April,  1936. 

— OSMJ  — 

THERAPY  IN  ABORTION 

The  hormonal  therapy  in  threatened  abortion 
is  to  administer  large  doses  of  progestin  in  order 
to  maintain  its  controlling  level  over  the  folli- 
cular hormone.  In  lieu  of  progestin  the  lutein- 
izing principle  is  used  to  induce  ovarian  lutein- 
ization  with  subsequent  progestin  secretion.  In 
habitual  abortion  the  same  treatment  is  indi- 
cated and  must  be  given  periodically  at  the  time 
of  the  would-be  menstrual  periods,  since  these  are 
the  stages  in  pregnancy  when  spontaneous  abor- 
tions are  most  likely  to  occur. — J.  Thornwell 
Witherspoon,  M.D.,  Journal  Indiana  Med.,  Assn., 
29:223,  May,  1936. 


A SERIES  OF  RAMMSTEDT  OPERATIONS  FOR  PYLORIC  STENOSIS 

IN  INFANTS 

By  HOYT  B.  MEADER,  M.D.,  F.A.C.S.,  Toledo,  Ohio 


THE  Rammstedt  operation  for  pyloric 

stenosis  has  become  popularized  in  the  last 
fifteen  years.  Correctly  speaking,  this 
procedure  should  be  termed  the  Fredet- 
Rammstedt  operation  as  Rammstedt  in  1912 
modified  the  Fredet  technique  of  submucous 
pyloroplasty  in  that  he  did  not  suture  the  wound 
as  Fredet  originally  had  previously  initiated. 
The  operation  of  choice  up  until  this  time  had 
been  a posterior  gastro-enterostomy  which  was 
time  consuming  and  shocking.  The  development 
of  this  superior  technique  has  enabled  the  sur- 
geon to  quickly  perform  the  operation  with  ex- 
ceedingly better  results. 

In  reporting  this  series  of  cases  the  majority 
of  which  have  been  performed  in  Women’s  and 
Children’s  Hospital  in  Toledo,  it  is  my  purpose 
to  only  call  your  attention  to  certain  points  and 
facts  that  may  be  of  practical  value. 

To  date  45  cases  comprise  this  group  with  10 
deaths  the  last  23  consecutive  operations  having 
been  performed  without  a fatality.  The  youngest 
child  operated  was  three  weeks  old,  his  birth 
weight  was  7*4  pounds,  operative  weight  was  6 
pounds  10  ounces,  was  confined  in  the  hospital  sev- 
enteen days  and  recovered  with  no  complications. 
The  oldest  child  operated  was  five  months  of  age, 
birth  weight  8 pounds,  operative  weight  8 pounds 
10  ounces,  whose  hospital  stay  was  three  days  and 
died  from  surgical  shock. 

Of  the  10  fatalities  one  infant  died  of  surgical 
shock,  inanition  was  the  cause  of  three  deaths, 
otitis  media  with  the  resultant  toxemia  two 
deaths,  peritonitis  one  death,  convulsions  of 
undetermined  origin  one  death,  septicema  of  un- 
determined origin  one  death  and  the  tenth  death 
was  not  explained  until  autopsy  showed  a horse- 
shoe kidney  present.  One  infant  developed  an  in- 
cisional hernia  on  the  fifth  day  which  did  not  in- 
terfere with  its  recovery  and  another  developed  a 
complicating  influenzal  infection  which  delayed 
its  convalescence  three  months. 

THE  DIAGNOSIS 

In  the  diagnosis  of  congenital  pyloric  stenosis 
in  infants  the  symptoms  as  a rule  are  identical 
with  those  of  congenital  pylorospasm.  A few 
days  to  three  weeks  after  birth,  regurgitation  of 
some  or  all  of  the  infant’s  feedings  will  be  no- 
ticed. In  other  words,  vomiting  is  an  early  symp- 
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tom  and  as  the  condition  progresses  may  be  pro- 
jectile in  character.  If  the  child  is  fed  water  or 
its  prescribed  feeding,  visible  peristaltic  waves 
can  be  noted  across  the  upper  abdomen.  Some 
authorities  maintain  that  the  stenosis  in  a re- 
laxed abdomen  can  be  palpated.  I must  confess 
that  I have  never  had  the  pleasure  of  that  ex- 
perience. If  there  is  any  question  or  to  prove  the 
presence  of  this  pathology  a barium  meal  with 
the  resultant  AT-ray  examination  will  manifest 
the  evidence  of  definite  pyloric  obstruction. 

A fairly  constant  characteristic  symptom  as 
the  lumen  of  the  pylorus  decreases  in  size,  is  pro- 
jectile vomiting.  This  symptom  may  not  follow 
each  feeding  but  will  occur  when  the  stomach  is 
partly  or  completely  filled.  Then  of  course  a 
gradual  loss  in  weight  will  be  noted  over  a period 
of  time.  Most  pediatricians  will  treat  these  cases 
early  as  pylorospasm  and  if  such  treatment  does 
not  prove  successful  will  refer  them  to  the  sur- 
geon as  pyloric  stenosis. 

THE  PREPARATION  FOR  OPERATION 

In  preparing  these  infants  for  surgery  it  is  of 
the  utmost  importance  that  they  receive  careful 
pre-operative  treatment.  As  has  been  previously 
pointed  out  the  early  symptoms  usually  do  not 
appear  until  the  second  or  third  week  of  life  and 
the  infant  will  be  treated  for  pylorospasm.  When 
such  treatment  is  not  successful,  a gradual  loss 
of  weight  occurs  with  the  obvious  dehydration. 
Some  few  cases  have  been  25  per  cent  below  birth 
weight  at  the  time  of  operation. 

It  must  be  remembered  that  over  a period  of 
time  with  very  little  food  passing  through  the 
pylorus,  the1  absorptive  and  assimilative  power  of 
the  intestinal  tract  is  reduced.  It  is  also  quite 
necessary  that  the  loss  in  body  fluids  be  replaced 
and  this  can  be  accomplished  by  the  administra- 
tion of  saline  or  Hartmann’s  solution  subcutan- 
eously. If  the  child  is  at  or  below  birth  weight 
and  shows  a secondary  anemia,  blood  transfusion 
should  be  utilized  either  in  the  form  of  whole  or 
citrated  blood  in  varying  amounts  of  50  to  100 
cc.  Whole  blood  may  also  be  injected  in  10  to  20 
cc.  doses  intramuscularly.  These  procedures  may 
be  repeated  daily  if  necessary.  Under  this  type 
of  pre-operative  management,  it  is  readily  recog- 
nizable that  the  infant  will  be  in  much  better  con- 
dition to  withstand  the  shock  of  the  prospective 
surgical  interference. 

One  half  hour  before  the  time  set  for  the 
operation,  the  stomach  is  thoroughly  washed, 
which  insures  a collapsed  and  empty  organ  and 
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gr.  Vs — gr.  % of  sodium  luminal  given  hypoderm- 
ically. The  infant  is  taken  to  the  operating  room 
and  its  extremities  secured  to  the  table,  the  field 
prepared.  The  surgery  is  performed  under  local 
anesthesia.  After  the  infiltration  of  V2  per  cent 
novocaine  at  the  operative  site  has  been  con- 
cluded a few  minutes  are  allowed  to  elapse  be- 
fore the  incision  is  made.  During  this  interval 
gentle  massage  is  performed  over  the  site  of  in- 
jection. The  tissues  become  better  anesthetized 
and  a great  deal  of  edema  due  to  the  novocaine  is 
dissipated.  The  abdomen  is  then  opened.  The 
plyloric  end  of  the  stomach  is  located  and  drawn 
up  into  the  wound. 

In  the  typical  case  the  local  pathology  is  path- 
ognomonic. At  the  pyloric  ring  is  a tumefaction 
which  may  vary  in  size  from  that  of  a hazelnut 
to  the  size  of  an  olive.  It  is  fibrous  in  character 
to  palpation,  cartilaginous  in  appearance  and  in- 
volves the  entire  plyorus.  It  is  very  firm  and  re- 
sistant. Holding  this  mass  in  the  left  hand  with 
the  rest  of  the  wound  packed  with  sponges  an 
incision  is  made  through  the  lesser  vascular  area 
longitudinally  in  the  serosa.  With  a hemostat  the 
tumor  mass  is  then  spread  apart  through  this  in- 
cision until  the  mucosa  of  the  stomach  begins  to 
pout  during  the  entire  length  of  the  incision. 
Considerable  care  must  be  exerted  during  this 
procedure  to  prevent  injury  to  the  mucous  mem- 
brane of  the  stomach.  In  addition,  every  con- 
stricting fiber  must  be  separated  in  order  that 
free  passage  of  the  food  may  be  permitted 
through  the  pyloric  ring.  The  wound  is  then  in- 
spected carefully  for  any  active  bleeding  and  in 
the  event  of  such  complication  a small  segment  of 
omentum  may  be  sutured  lightly  in  the  wound. 

The  necessity  of  performing  this  particular 
part  of  the  procedure  does  not  occur  very  often. 
The  pyloric  end  of  the  stomach  is  then  dropped 
back  into  the  peritoneal  cavity.  The  abdominal 
wall  is  then  closed.  It  has  been  our  procedure 
the  last  year  to  close  the  peritoneum  and  fascia 
with  the  same  suture  of  either  O-I  chromic  cat- 
gut. We  feel  the  fewer  knots  in  the  tissues  will 
facilitate  far  more  satisfactory  healing.  The  skin 
is  approximated  with  dermal  and  the  dressing 
held  by  wide  adhesive  strips. 

THE  POST  OPERATIVE  CARE 

The  post-operative  treatment  requires  con- 
siderable care  and  plays  an  important  role  in  the 
recovery  of  the  patient. 

The  child  is  kept  warm  and  sedatives  are  given 
if  required.  From  two  to  four  hours  following 
the  return  of  the  infant  to  its  cubicle,  fractional 
feedings  are  started.  The  usual  routine  is  to  give 
the  child  1 dram  of  water,  then  two  hours  later 
1 dram  of  the  artificial  feeding  chosen.  At  two 
hour  intervals  the  feedings  are  increased  in  1 
dram  doses  until  1 ounce  of  fluid  is  given.  If  the 
feedings  are  all  retained,  they  are  then  increased 


slowly  until  the  child  is  taking  3 ounces  to  3% 
ounces  every  four  hours. 

During  the  first  few  days  it  is  necessary  to 
continue  the  administration  of  fluids  artifically, 
at  least  until  the  baby  shows  evidence  of  gaining 
weight  slowly  and  gradually  from  its  own  as- 
similation of  food.  If  vomiting  occurs  the  feed- 
ings are  reduced  in  amount,  if  it  persists  atrop'ne 
is  given. 

When  tolerated  such  building  adjuncts  as 
haliver  oil,  cod  liver  oil,  Ca  salts,  etc.,  are  in- 
corporated in  the  infants  diet.  If  necessary 
transfusion  may  be  resorted  to  and  frequently  in 
the  poorer  risks  is  the  deciding  factor  in  the 
ultimate  recovery.  As  the  feedings  are  increased 
these  patients  will  have  normal  stools  but  enemas 
and  mineral  oil  assist  where  difficulty  is  en- 
countered. The  incision  heals  slowly  but  firmly 
in  most  instances. 

It  has  been  my  experience  that  the  marked 
essential  in  the  successful  treatment  of  congenital 
pyloric  stenosis  in  infants  is  the  absolute  coopera- 
tion existing  between  the  pediatrician  and  sur- 
geon. It  is  interesting  to  note  that  the  results 
early  in  this  series  of  cases  were  not  as  successful 
as  the  latter.  This  is  due  in  my  opinion  to  the 
fact,  that  the  pediatrician  has  learned  how  to 
feed  these  infants  post  operatively  and  the  sur- 
geon has  learned  that  blood  transfusion  can  be 
practiced  in  infants  as  well  as  adults  with  the 
most  beneficial  results. 

CASE  REPORTS 

I would  like  to  present  a brief  case  report  of 
the  only  infant  requiring  a secondary  operation. 
This  baby  at  the  age  of  eight  weeks  was  admitted 
to  the  hospital  with  definite  symptoms  indicating 
the  presence  of  a congenital  pyloric  stenosis.  The 
usual  preliminary  preparation  including  one 
transfusion  of  75  cc.  of  citrated  blood  was  fol- 
lowed and  at  operation  the  olive  was  split  by  the 
usual  technique. 

On  the  seventh  day  occult  blood  was  found  in 
the  stools  and  this  complication  continued  for  a 
few  days,  gradually  decreasing  until  the  stool  ap- 
peared normal.  At  this  time  regurgitation  of 
parts  of  two  or  more  feedings  was  called  to  our 
attention  and  this  condition  became  worse  until 
projectile  vomiting  again  appeared  and  the 
visible  peristaltic  waves  could  be  demonstrated. 

Now  it  is  not  unusual  for  these  patients  to 
vomit  fresh  blood  within  24  hours  following 
operation  or  for  some  evidence  of  blood  to  appear 
in  the  first  or  second  stool  but  in  our  experience 
this  phenomena  had  not  occurred  as  late  as  in 
this  incidence. 

In  our  opinion  we  were  dealing  either  with  a 
duodenal  ulcer-adhesions  or  all  of  the  fibers  of 
the  stenosis  had  not  been  destroyed  at  the  time 
of  operation.  A barium  meal  was  given  the  in- 
fant and  under  the  fluoroscope  did  not  pass 
through  the  pylorus  voluntarily  or  under  force. 
An  eighteen  hour  plate  indicated  the  presence  of 
25  per  cent  of  the  barium  in  the  bowel  and  75 
per  cent  still  in  the  stomach  with  no  evidence  of 
an  ulcer.  Our  conclusion  was  obviously  that  of  a 
recurrent  stenosis  and  the  child  was  prepared  for 
further  surgery.  The  abdomen  was  opened  the 
second  time  and  upon  palpat;on  of  the  pylorus  it 
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appeared  to  be  adherent.  It  was  freed  by  gentle 
traction  and  brought  up  into  the  wound.  At  the 
preceding  operation,  the  stenosis  had  been  split 
along  the  greater  curvature  and  this  appeared  to 
be  entirely  healed  and  the  pylorus  was  soft. 
There  was  some  capillary  bleeding  in  this  area 
indicating  that  adhesions  had  been  present. 
Along  the  lesser  curvature,  an  area  of  stenosis 
one-fourth  inch  wide  and  one  inch  long  still  ex- 
isted. 

The  serosa  was  incised  with  a knife  and  the 
stenosis  separated  by  hemostat  in  its  entirety 
until  mucous  membrane  presented  along  the  en- 
tire wound.  The  incision  was  carried  into  normal 
tissue  at  both  the  upper  and  lower  angle  to  make 
certain  no  fibers  of  the  hypertrophy  remained. 

This  infant  reacted  favorable  and  after  a con- 
valescence complicated  by  intestinal  diarrhae 
improved  and  at  last  report  was  doing  nicely. 

It  is  my  theory  that  the  adhesions  holding  the 
pylorus  down  were  not  dense  enough  to  have  pro- 
duced this  obstruction,  and  I firmly  believe  that 
all  of  the  fibers  at  the  first  operation  were  not 
released  causing  a recurrence  of  pathology  and 
symptoms. 

To  my  mind  this  experience  further  definitely 
demonstrates  the  necessity  for  extreme  care  in 
separating  all  of  the  fibers  of  the  stenosis. 

316  Michigan  Street. 

discussion 

Stanley  D.  Giffen,  M.D.,  Toledo:  This  paper 
dealing  with  the  surgical  treatment  of  congenital 
hypertrophic  pyloric  stenosis  is  indeed  timely  for 
all  of  us — for  the  general  practitioner,  who  first 
sees  most  of  these  cases  and  is  apt  to  attribute 
the  vomiting  to  feeding,  and,  (although  most  of 
these  infants  are  breast-fed  when  symptoms  be- 
gin), one  formula  follows  another  in  the  vain 
hope  of  finding  one  that  will  stay  down : and  for 
those  of  us  limiting  our  work  to  infants  and  chil- 
dren, opportunity  is  given  to  bring  out  in  the  dis- 
cussion any  new  knowledge  or  experience  which 
may  help  in  understanding  or  treating  this  dis- 
order. 

Time  does  not  permit  detailed  discussion  of  the 
pathogenesis  of  pyloric  hypertrophy,  which  re- 
mains obscure;  one  group  holding  that  hyper- 
trophy of  the  pyloric  sphincter  is  congenital  and 
primary;  the  other  stating  that  spasm  is  re- 
sponsible for  the  hypertrophy  of  both  the 
spincter  and  the  pyloric  muscle.  Among  various 
factors  causing  this  spasm  may  be  mentioned : 

(a)  Imbalance  of  autonomic  nervous  system, 
Hass  and  White  attributing  it  to  vagotonia, 
which  Aldrich  believes  is  due  to  insufficiency  of 
the  suprarenals;  Moore,  Brodie,  Dennis  and  Hope 
conclude  that  pylorospasm  is  one  manifestation 
of  vitamin  B.  deficiency  in  the  mother,  which  is 
supported  by  the  statement  of  McGill : “No  one 
of  the  mothers  to  whom  we  have  given  brewer’s 
yeast  in  the  past  five  years  has  had  a baby  who 
has  had  either  pyloric  stenosis  or  hemorrhage  of 
the  new  born.”  No  one  has  explained  the  pre- 
ponderance of  cases  in  boys,  three  or  four  to  one 
in  girls;  the  occurrence  of  two  or  more  cases  in 
a family  or  the  rarity  of  pyloric  obstruction  in 
Negroes. 

The  symptoms  and  diagnosis  have  been  well 
covered  by  the  essayist  but  may  I emphasize  one 
point  which  to  me,  next  to  the  vomiting,  is  most 
important  in  our  conduct  of  the  case,  namely, 
How  much  food  passes  the  py  looms  as  indicated 
by  the  stools?  This  data  is,  after  all,  fundamental 
in  estimating  the  degree  of  obstruction,  even 


more  so  that  any  information  from  X-ray,  which 
tells  us  only  of  obstruction,  which  we  already 
know.  A question  as  to  whether  bowels  have 
moved  is  not  enough — the  character  and  quantity 
of  stool  must  be  ascertained. 

In  America  the  sheetanchor  of  treatment  has 
been  thick  cereal  feeding,  atropin,  and  parenteral 
administration  of  fluids.  Atropin  is  said  to  act 
by  paralyzing  the  terminations  of  the  vagus  or 
parasympathetic  system,  and  yet  physiologists 
tell  us  that  in  the  gastro-intestinal  tract,  the 
parasympathetic  fibres  tend  to  contract  the  mus- 
culature of  the  stomach  and  intestines  and  to 
relax  the  sphincter,  while  the  sympathetic  fibres 
relax  the  stomach  and  intestines  and  contract  the 
sphincters.  At  a recent  A.M.A.  convention  I 
asked  Prof.  Carlson,  of  Chicago,  which  branch  of 
the  autonomic  nervous  system  was  involved  in 
pylorospasm  and  he  replied  that  as  far  as  their 
work  had  gone  neither  one  had  much  to  do  with 
it  and  that  local  factors  seemed  to  govern  the 
pyloric  sphincter,  and  bearing  out  this  idea  is 
the  statement  by  Thomas,  that  “impulses  arising 
within  the  stomach  are  responsible  for  the  re- 
tention of  the  gastric  content  until  it  has  reached 
a satisfactory  state  of  digestion,  and  impulses 
arising  in  the  intestine  are  responsible  for  adapt- 
ing the  rate  of  discharge  from  the  stomach  to 
the  functional  capacity  of  the  intestine.”  And  yet 
we  all  have  seen  vomiting  controlled  by  atropin. 
Kountz,  however,  in  his  recent  edition  of  the 
autonomic  nervous  system,  in  speaking  of  the 
nervous  mechanism  of  vomiting,  says:  “The 

efferent  impulses  through  which  contraction  of 
the  pyloric  sphincter  and  antrum  is  brought 
about,  are  mediated  by  the  vagus.”  Aldrich  also 
regards  some  pylorospasm  as  due  to  vagatonia 
induced  by  the  atrophy  of  adrenal  cortex  which 
occurs  in  first  two  weeks  of  life  and  often  asso- 
ciated with  enlargement  of  spleen  and  lymphatic 
tissue.  He  reports  some  cases  cured  by  radiation 
of  thymus  region  or  other  lymphatic  structures. 
H.  L.  Moore  has  used  phenobarbital  in  place  of 
atropin  and  says  his  “cases  average  but  a week 
to  ten  days  in  the  hospital.” 

Medical  treatment  is  indicated  only  so  long  as 
the  weight  loss  is  checked  and  the  stools  indicate 
increasing  amounts  of  food  are  passing  the 
pylorus. 

Of  course  adequate  supply  of  minerals,  vitamins 
and  sunshine  to  sustain  the  infant  should  be  at- 
tempted. If  such  an  infant  is  first  seen  in  ex- 
treme emaciation  and  is  considered  too  ill  to 
await  proper  administration  of  fluids  and  blood, 
he  is  unlikely  to  survive  surgical  procedure. 

After  operation  a too  rapid  food  increase  has 
been  followed  by  diarrhoea,  probably  caused  by 
loss  of  digestive  power  due  to  prolonged  starva- 
tion. 

— oSMj  — 

DISGUISING  HcL. 

In  the  prescribing  of  dilute  hydrochloric  acid 
it  is  often  forgotten  that  the  appearance  of  the 
medicine  has  or  has  not  a salutary  effect  and 
many  times  when  dilute  hydrochloric  acid  is  pre- 
scribed alone  it  is  not  nearly  as  effectual  as  when 
given  in  elixir  of  lactated  pepsin  which  gives  it  a 
very  pleasing  appearance.  One  can  often  foretell 
that  the  patient  is  favorably  impressed  by  hav- 
ing the  medication  pleasing  in  color,  so  we  have 
tried  to  prescribe  this  acid  in  elixir  of  lactated 
pepsin  to  those  patients  whom  we  believe  the 
appearance  of  medicine  is  a factor. — A.  B. 
Brower,  M.D. 


THE  RELATION  OF  THE  PRACTITIONER  TO  THE  PUBLIC 

HEALTH  DEPARTMENT 

By  FRANK  M.  WISELEY,  M.D.,  Findlay,  Ohio 


IN  ASSEMBLING  the  material  for  a paper 
of  this  type  it  was  my  plan  to  get  the  ideas 
of  some  200  doctors  in  the  State  of  Ohio.  A 
questionnaire  was  sent  to  men  practicing  medi- 
cine in  the  smaller  communities.  No  letters  were 
sent  to  men  in  towns  above  20,000  to  25,000 
population.  Also,  no  men  received  question- 
naires who  lived  in  small  communities  adjacent 
to  large  centers  such  as  Columbus,  Cleveland, 
Cincinnati,  Akron,  Toledo,  etc. 

I chose  men  who  had  been  in  practice  from 
ten  to  fifteen  years  because  I felt,  first  that  they 
had  been  out  of  school  enough  years  to  realize 
their  needs.  Second,  that  they  had  not  been  away 
from  the  teaching  centers  so  long  but  that  their 
scientific  instinct  would  still  be  quite  alert  and 
they  would  be  aware  of  their  gradual  failure  to 
satisfy  the  more  exact  and  scientific  side  of  medi- 
cine. The  third  purpose  was  that  these  men 
were  of  the  more  mature  group  in  passing  judg- 
ment on  the  questions  which  I presented  to  them. 
The  last  idea  was  that  men  of  this  age  period 
still  have  the  mental  and  physical  urge  to  prac- 
tice better  medicine  and  to  improve  their  own 
situation  when  too  often  at  a later  period  the 
rut  is  too  great. 

I find  young  men  in  the  small  communities  ex- 
ceedingly well  trained  to  carry  on  the  practice 
of  medicine.  They  have  had  one,  two  or  three 
years  interneships  and  are  not  missing  the  diag- 
noses which  a previous  generation  has  been  un- 
able to  think  clearly  about  and  solve.  They  feel 
the  need  of  the  aids  about  which  they  learned 
in  medical  school  and  actually  used  in  their  hos- 
pital training  but  which  are  not  now  available. 
Too  often  the  difference  between  a specialist 
and  a general  practitioner  of  this  generation  is 
the  matter  of  necessary  equipment  because  in  the 
final  analyses  75  per  cent  of  the  work  of  most 
specialties  is  a matter  of  routine. 

In  reviewing  the  results  of  this  poll  I shall 
take  up  the  answers  question  by  question: 

No.  1 

Do  you  feel  that  the  Public  Health  Department 
is  giving  its  best  in  smaller  communities  in  the 
supervision  of  milk,  water,  food  and  the  conta- 
gious diseases?  YES  51.  NO  68. 

These  figures  speak  for  themselves.  However, 
one  wonders  why  there  should  be  directed  toward 
our  Public  Health  Department  any  criticism. 

I pick  up  the  report  of  the  State  Department 
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for  Milk  Analyses  made  in  August  and  I find  the 
following:  There  were  175  tests  made  with  an 

average  count  of  166,000;  50,000  or  less  is  con- 
sidered to  be  commensurate  with  good  milk.  I 
also  realize  that  the  type  of  bacteria  in  a count 
is  a very  important  factor. 

There  are  roughly  6,000,000  people  in  the 
State  of  Ohio.  Our  suburban  population  is  said 
to  be  54  per  cent  of  the  whole.  In  other  words 
3,200,000  people  live  outside  of  our  big  centers 
and  in  this  dense  population  during  August  only 
175  milk  samples  were  examined. 

The  cities  have  their  own  ordinances  requiring 
frequent  bacterial  examinations  of  their  milk 
supply.  Probably  this  group  of  175  specimens 
comes  entirely  from  the  3,200,000  suburban  popu- 
lation. 

I do  not  know  where  the  blame  lies  but  I do 
know  the  absurdity  of  only  175  examinations 
in  a population  of  3,200,000,  in  a month  like 
August.  I do  not  know  how  many  counties 
might  be  included  in  this  3,200,000  population 
but  I could  conservatively  say  60.  That  would 
mean  three  examinations  for  each  county  and 
I happen  to  know  that  10  come  from  Hancock 
County. 

I also  know  that  many  of  these  high  counts 
came  from  pasteurized  milk. 

Is  it  any  wonder  that  the  average  practitioner 
in  a community  like  mine  sees  50  to  100  cases 
of  diarrhea  per  year.  I have  picked  up  seven 
cases  of  ambulatory  amebic  dysentery  in  the  past 
four  or  five  months.  There  is  undoubtedly  a 
great  deal  of  it  in  the  State  of  Ohio  which  is 
going  unrecognized  by  the  profession. 

I also  wonder  how  many  of  our  streptococcic 
infections  such  as  scarlet  fever  are  being  spread 
through  our  milk.  I do  not  know  the  statistical 
data  on  scarlet  fever  but  at  least  it  is  not  on 
the  wane  in  the  State  of  Ohio. 

While  I am  speaking  about  scarlet  fever  and 
its  possible  origin  I might  make  mention  that  I 
do  not  believe  that  our  quarantine  laws  are 
sufficient.  There  is  too  much  laxity — too  many 
openings  whereby  it  can  be  spread  hither  and 
yon.  I believe  scarlet  fever  quarantine  should 
be  lengthened  and  made  more  strict. 

The  State  Department  of  Health’s  check  on 
these  cases  by  using  swabs  which  are  mailed  to 
Columbus  is  not  scientifically  correct  as  the  via- 
bility of  the  streptococcus  is  not  great  enough 
to  withstand  such  a trip. 

No.  2 

Would  you  favor  a complete  laboratory  in  your 
county  seat,  sponsored  and  run  by  the  State  De- 
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partment  of  Health  with  a competent  technician 
at  its  head?  YES  91.  NO  28. 

In  this  case  the  poll  showed  91  voting  yes  and 
28  voting  no.  At  the  very  start  I want  to  say 
that  I am  opposed  to  state  medicine  but  I also 
want  to  say  that  we  already  have  state  medicine 
at  the  present  time  in  a modified  form  and  I 
refer  you  to  Industrial  Commission  cases  and 
Federal  relief  as  we  now  have  it. 

The  onset  has  been  gradual  but  with  our 
present  economic  condition  and  the  situation 
which  we  are  going  to  face  in  the  future  it  is 
my  contention  that  we  will  be  much  better  off 
as  a profession  if  we  get  in  step  and  control 
the  situation  instead  of  being  forced  into  it  and 
have  the  control  pass  into  the  hands  of  the  poli- 
ticians with  their  endless  red  tape  and  delay. 

It  is  obvious  that  this  group  of  men  feel  the 
need  of  a centralized  laboratory  so  near  at  hand 
that  they  are  able  to  get  modern  laboratory 
methods  and  are  willing  that  these  laboratories 
be  run  by  the  State  Department  of  Health. 

The  answer  to  all  of  this  is  whether  or  not  you 
yourself  would  and  do  expect  modern  laboratory 
facilities  when  you  or  members  of  your  family 
are  sick.  The  answer  is  100  per  cent  yes  and  the 
patient  in  the  smaller  community  has  the  same 
rights  as  the  patient  in  the  larger  community  to 
the  facilities  of  a modern  laboratory.  I believe 
this  vote  on  the  part  of  this  group  of  physicians 
represents  a vote  against  the  present  hit  and 
miss  situation.  I believe  the  men  realize  that 
much  of  their  usefulness  is  retarded  because  of 
the  absence  of  a modern  laboratory. 

If  such  a laboratory  were  maintained  in  each 
community  sponsored  either  by  the  County  or 
State  Medical  Association  or  by  the  State  De- 
partment of  Health  there  should  be  no  question 
about  the  financing  as  the  fees  charged  should 
easily  maintain  a very  high  grade  worker  and 
the  expense  necessary  for  such  an  office. 

No.  3 

Do  you  believe  you  could  do  better  work  if  you 
had  all  the  facilities  of  Y-ray,  basal  metabolism 
and  electro-cardiography  and  other  physical  diag- 
nostic procedures  within  easy  reach  of  your 
practice? 

The  vote  is  overwhelmingly  yes  by  a vote  of 
107  to  9 no.  I just  feel  that  you  should  stop  and 
think  a moment  how  overwhelmingly  the  men 
voted  yes. 

Modern  industry  would  solve  this  problem  in 
a hurry.  Is  our  profession  so  much  different 
in  its  ability  to  function  that  just  such  a prob- 
lem cannot  be  met?  It  is  not  out  of  the  realm 
of  thought  that  if  as  a profession  we  do  not 
fill  such  a need  that  there  may  be  another  loop 
hole  through  which  socialized  medicine  may  gain 
a foothold. 

I still  distinctly  remember  what  one  of  my 


professors  of  medicine  told  me.  He  said, 
“Wiseley,  equip  yourself  with  information  and 
the  physical  diagnostic  equipment  as  much  as 
possible  because  the  large  groups  and  clinics  do 
not  want  the  average  physician  to  be  too  well 
equipped  else  they  cannot  thrive”.  I believe 
that  to  be  badly  stated  as  I cannot  feel  that 
commercialism  is  that  deeply  entrenched  in  our 
profession,  but  I do  say  that  if  many  of  these 
things  could  be  done  in  their  own  communities 
that  one  of  the  factors  in  the  cost  of  medical 
care  would  be  solved  and  our  profession  would 
stand  much  higher  in  the  eyes  of  the  people. 

No.  4 

Do  you  feel  that  there  should  be  courses  spon- 
sored by  the  medical  schools  of  the  state  and 
given  in  the  various  counties  whereby  the  gen- 
eral man  could  keep  up  on  such  things  as 
(1)  stool  analyses,  (2)  Rubin  test,  (3)  duodenal 
drainage,  etc.?  YES  94.  NO  25. 

I believe  that  the  men  as  a whole  are  deeply 
interested  in  keeping  up  with  modern  procedures. 
I feel  that  many  of  them  are  unable  to  finance 
expensive  postgraduate  courses  in  the  various 
clinical  centers  in  this  country.  The  expense  runs 
up  into  a few  hundred  dollars  »for  several  weeks 
away  and  many  men  are  not  able  to  care  for 
such  expense  in  the  smaller  communities. 

Every  medical  school  has  plenty  of  instructors 
and  professors  who  would  be  glad  to  come  to 
our  county  seats  and  hold  such  courses  spon- 
sored and  paid  for  by  county  societies  or  by  the 
State  Medical  Society. 

Actually  seeing  most  of  these  things  done  will 
enable  the  average  doctor  to  immediately  do 
many  things  which  he  has  read  about  but  is 
uncertain  about  as  to  the  procedure.  Our  State 
University  gives  extension  courses  in  many  sub- 
jects and  there  is  no  reason  why  such  work 
could  not  originate  through  them.  Surely  the 
need  is  greater  to  insure  our  citizens  excellent 
medical  care  than  to  teach  John  Smith  jour- 
nalism when  the  white  collared  jobs  in  this 
country  are  over-run  by  applicants.  This  need 
not  be  state  medicine  but  controlled  by  our  pro- 
fession and  should  be  a wedge  whereby  we  can 
control  further  inroads  into  the  individualistic 
practice  of  medicine. 

No.  5 

Do  you  feel  that  you  were  literally  thrown 
out  by  your  medical  school  and  allowed  to  sink 
or  swim  in  the  smaller  community  after  having 
been  taught  the  value  of  such  things  as  men- 
tioned above  and  yet,  not  having  the  facilities 
or  the  means  to  procure  them?  YES  54.  NO  65. 

It  would  seem  to  me  that  here  is  a matter  for 
some  serious  thought  on  the  part  of  the  officials 
of  our  medical  schools.  I realize  that  the  ma- 
jority of  the  men  voted  favorably  toward  our 
schools  but  the  minority  percentage  was  so  high 
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that  it  cannot  help  but  make  one  stop  and  think. 

The  first  thing  that  enters  my  mind  is  that 
this  large  minority  group  feels  that  the  medical 
school  has  not  completed  its  job  in  four  years  of 
training.  That  there  is  something  that  should 
be  offered  beyond  the  four  year  period  whereby 
the  physician  can  keep  abreast  of  the  times. 

I am  a firm  believer  in  the  fact  that  regardless 
of  whether  or  not  we  want  it  we  are  undergoing 
in  this  country  great  economic  and  social  changes. 
I also  believe  that  because  a certain  situation 
was  good  enough  for  the  year  1925  it  does  not 
follow  that  it  fits  the  needs  of  1936.  In  the  same 
respect  because  our  medical  education  has  been 
a standardized  four  year  course  with  interne- 
ship  of  one  year  it  does  not  follow  that  that  is  the 
perfection  of  a system  whereby  the  most  able 
physicians  are  turned  out. 

I would  like  to  have  the  finances  to  send  out 
a questionnaire  to  50,000  physicians  in  this 
country  on  this  very  subject.  I believe  if  they 
were  sent  to  the  men  in  the  smaller  communities 


that  the  majority  of  men  would  feel  that  the 
medical  school  education  should  be  passed  on  over 
many  years.  If  a majority  did  not  feel  so,  the 
minority  percentage  would  be  so  high  that  it 
would  be  a matter  for  serious  thought. 

Perhaps  criticism  is  not  fair  that  does  not  offer 
a plan  or  solution  to  the  problem.  However,  it 
is  hardly  in  the  realm  of  a general  practitioner 
to  suggest  the  steps  by  which  a more  compre- 
hensive program  can  be  carried  out. 

Standardization  of  our  medical  schools  has 
gradually  come  about  until  we  have  better  trained 
men  than  we  had  fifty  years  ago  and  not  un- 
likely our  medical  schools  realize  that  this  is  the 
next  step  up.  They  are  undoubtedly  planning 
just  such  courses  but  often  today  we  fail  to  do 
things  because  we  are  not  prodded  into  action. 
Strict  individualism  might  say  that  this  is  the 
difference  between  men  of  ambition  and  men  of 
no  ambition.  However,  we  know  today  that  the 
need  of  the  group  must  be  given  preference  to  the 
desires  of  the  individual. 


CHRONIC  ARTHRITIS  — A GENERAL  SURVEY 

By  PAUL  R.  LECKLITNER,  M.D.  Canton,  Ohio 


CHRONIC  arthritis  is  one  of  the  most  prev- 
alent diseases  and  one  of  the  most  im- 
portant from  a social  and  economic  stand- 
point. Interest  in  this  condition  has  been  ex- 
tremely lacking  until  most  recently.  This  prob- 
ably is  due  to  certain  factors  common  to  this  dis- 
ease. One  is  that  no  specific  etiology  has  been 
forthcoming.  Another  is  that  the  classification 
has  been  so  variable  that  one  person  could  hardly 
understand  another,  using  a different  classifica- 
tion. 

Interest  of  late  has  been  somewhat  more  in- 
spiring. No  small  amount  of  credit  for  this  should 
go  to  The  American  Committee  for  the  Control  of 
Rheumatic  Disease,  which  was  formed  in  1928, 
and  has  already  come  forth  with  some  valuable 
data  as  to  its  concept  of  the  problem  and  for- 
warded advice  as  to  the  prevention  and  treatment 
of  the  disease.  The  Committee  regards  the  con- 
dition as  a generalized  disease,  with  joint  mani- 
festations,  and  contends  it  is  of  vital  importance 
that  certain  prodromes  be  recognized.  They  fur- 
ther have  established  as  their  classification  the 
terms,  atrophic,  as  type  one,  and  hypertrophic,  as 
type  two.  This  is  not  a new  classification  but 
seems  most  logical.  In  this  country  there  is  a 
sustained  effort,  at  the  present  time,  to  follow 
their  classification  as  a means  of  simplifying  the 
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description  of  this  disease.  In  this  paper  I shall 
use  the  aforementioned  terms. 

ETIOLOGY 

Atrophic  Form.  The  tall,  flat-chested,  and 
slender  type  of  person  is  conspicuous  among 
atrophic  arthritics  and  these  elements  of  make-up 
together  with  nervous  and  physical  fatigue  and 
highly  emotional  reactions  should  be  regarded  as 
frequent  etiologic  factors  in  the  development  of 
the  disease.  Focal  infection  plays  an  important 
role.  Faulty  body  mechanics  as  well  as  gastro- 
intestinal and  vaso-motor  disturbances  are  fre- 
quently present.  Atmospheric  influences  have  a 
bearing  and  a moderate  number  of  cases  follow 
infectious  diseases. 

Hypertrophic  Form.  Prolonged  and  oft  repeated 
injury,  disordered  ductless  glands  and  defects  in 
excretion,  are  listed  among  the  most  important 
factors  concerned  in  the  etiology  of  this  con- 
dition. Advanced  age  and  actual  trauma  to  the 
joints  (traumatic  arthritis)  are  also  etiologic 
factors. 

PATHOLOGY 

Atrophic.  The  primary  change  is  in  the  syno- 
vial membrane,  the  perichondrium  of  the  articular 
cartilage,  and  the  internal  proliferation  of  con- 
nective tissue  and  endosteum  of  the  epiphyseal 
marrow  below  the  joint  cartilage.  The  synovia 
proliferates  as  a granulation  tissue  (pannus) 
which  advances  from  the  periphery  of  the  joint 
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toward  the  center  and  covers  the  articular  hyalin 
cartilage.  Granulation  tissue  from  the  endosteal 
layer  of  the  epiphysis  gradually  advances  toward 
the  articular  cartilage  so  that  the  cartilage  is 
covered  from  above  and  undermined  from  below. 
Thus  the  cartilage  is  deprived  of  its  nutrition  and 
becomes  absorbed.  The  pannus  of  one  side  may 
unite  with  the  pannus  of  the  other  side  and  form 
adhesions  between  the  bones.  Total  destruction  of 
the  cartilage  may  cause  bone  to  come  to  bone, 
and  with  the  marrow-spaces  open,  true  bony 
ankylosis  may  occur. 

Hypertrophic.  Here  the  primary  changes  con- 
sist in  degeneration  of  the  hyalin  cartilage  with 
fibrillation  of  the  cartilage  at  right  angles  to  the 
surface.  As  a result  the  cartilage  becomes  soft 
and  eroded  and  the  underlying  bone  is  exposed 
and  sclerotic.  The  destruction  of  the  cartilage 
takes  place  gradually,  motion  continues  for  a 
long  time,  the  marrow-spaces  close  off,  and  the 
exposed  bone  under  friction  acquires  a high  de- 
gree of  polish  (ebernation  of  bone). 

Perichondrial  activity  at  the  periphery  of  the 
joint  produces  cartilage  and  this  is  transformed 
into  bone  causing  an  irregularity  at  the  margin 
of  the  joint  and  an  increase  in  the  size  of  the 
head  of  the  bone.  Some  of  these  bony  formations 
(osteophytes)  may  break  off  and  lie  within  the 
joint  cavity  and  these  are  joint  mice. 

SYMPTOMS 

Atrophic.  In  this  type  the  symptoms  come  on 
at  an  earlier  age — up  to  forty — and  usually  in  the 
body-typie  mentioned  under  etiology;  in  those 
people  who  appear  overworked  and  overworried 
and  those  whose  appetite  is  failing  and  whose 
hands  and  feet  show  vasomotor  changes;  in  those 
persons  who  exhibit  fatigue,  disturbance  of 
alimentation  and  disturbance  of  circulation.  All 
of  these  findings  together  with  foci  of  infection 
or  repeated  attacks  of  infectious  diseases  lay  the 
ground-works  for  atrophic  arthritis. 

Preceding  the  onset  proper  there  are  often  cer- 
tain sensory  and  vasomotor  phenomena,  the  most 
important  of  which  is  the  sensation  of  tingling  or 
“pins  and  needles”  in  the  region  to  be  shortly 
more  typically  affected,  coldness  of  the  extrem- 
ities, attacks  of  local  syncope  or  asphyxia  in  the 
hands  or  feet,  or  sweating  and  glossiness  of  the 
skin. 

If  these  type-susceptibilities  are  recognized, 
prevention  may  be  practiced  with  profit. 

Among  the  early  symptoms  is  stiffness  which 
may  be  any  degree  from  slight  limitation  of 
motion  to  acute  muscle  spasm.  Swelling  in  the 
form  of  spindle-shaped  enlargements  about  the 
affected  joints  is  present  and  there  may  be  some 
fluid.  The  fusiform  swelling  about  the  joints  is 
magnified  by  the  characteristic  muscular  wasting. 
There  is  often  local  heat  associated  with  the 
swelling  and  usually  a generalized  increase  in 


temperature.  Pain  and  tenderness  vary  from 
almost  no  pain  at  rest  and  slight  tenderness  to 
joint  pressure,  to  pain  so  severe  as  to  simulate 
acute  articular  rheumatism  and  tenderness  to  the 
slightest  touch.  Nerve  pains  are  frequently  en- 
countered especially  in  nerves  associated  with  the 
involved  joints.  Thus  a combination  of  arthritis 
and  neuritis  is  frequently  seen. 

The  later  symptoms  include  muscular  wasting 
and  weakness,  limitation  of  motion  and  deformity. 
Due  to  the  early  onset  of  muscular  wasting  it 
cannot  all  be  ascribed  to  disuse.  It  is  thought  to 
be  a trophic  action  which  is  reflex  in  origin.  The 
extensor  muscles  are  affected  more  than  the 
flexors.  Weakness  6f  the  part  goes  hand  in  hand 
with  the  atrophy.  Pain  in  the  later  stages  is  not 
so  marked.  In  the  earlier  stages  the  limitation 
of  motion  is  due  to  reflex  muscle  spasm  and  later 
it  is  found  that  the  stronger  flexors  overcome  the 
weaker  extensors  and  the  characteristic  flexor  de- 
formities occur,  which  at  this  stage  may  still  be 
due  to  spasm,  but  if  not  prevented  will  still  later 
become  “fixed”  by  definite  contraction  of  the 
capsule  of  the  joint  and  shortening  of  the  liga- 
ments and  muscles. 

Hypertrophic.  In  this  type  the  age  incidence  is 
beyond  forty.  The  body-type  is  stocky  and  well 
nourished  as  a rule,  indeed  they  are  often  over- 
weight which  puts  an  unnecessary  burden  on  the 
weight  bearing  joints.  The  hard  working  person, 
seemingly  healthy,  whose  joints  are  subjected  to 
trauma  of  occupation  or  overweight.  On  the 
other  hand,  the  condition  affects  the  person  whose 
leisurely  life  is  sedentary  and  who  is  not  careful 
of  diet  and  elimination. 

The  onset  is  insidious  and  the  general  health  is 
less  disturbed  than  in  the  atrophic  form.  Pain 
and  disability  is  sometimes  slight,  although  the 
results — deformity  and  crippling — may  be  severe. 
This  type  of  arthritis  is  also  a systemic  con- 
dition and  is  usually  polyarticular  although  the 
symptoms  may  be  jn  only  one  or  two  joints.  It  is 
especially  common  in  women  at  the  menopause, 
starting  in  the  weight  bearing  joints,  especially 
the  knees.  Infection  seems  to  play  little  part  in 
this  type.  Trauma  and  decreased  blood  supply  are 
favored  as  causative  factors. 

Hypertrophic  changes,  aside  from  those  in- 
cident to  trauma  of  occupation  and  advanced  age, 
are  particularly  apt  to  supervene  in  any  joint 
whose  normal  function  has  been  interfered  with 
by  injury  or  disease,  especially  when  the  shape 
or  alignment  of  the  articular  surfaces  has  been 
thereby  altered. 

The  real  signs  of  beginning  involvement  in  this 
type  of  chronic  arthritis  are  not  so  marked  as  in 
the  atrophic  form.  Stiffness  is  slight  and  there  is 
very  seldom  any  muscle  spasm.  There  is  no 
swelling  but  later  the  joints  may  become  larger 
due  to  enlargement  of  the  bone  ends.  There  is  no 
local  heat.  There  is  rarely  any  pain  when  the 
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joint  is  at  rest  or  when  it  is  passing  through  the 
are  of  free  range.  Pain  is  more  frequent  on 
weight  bearing  and  on  active  motion  if  pushed 
to  the  extreme.  Early  Heberden’s  nodes  are  ten- 
der but  deep  lying  joints  are  not  affected  much 
by  the  pressure  of  palpation. 

The  late  symptoms  are  also  much  less  severe 
than  those  in  the  atrophic  form.  Muscular  wast- 
ing is  slight  due  to  lack  of  muscle  spasm  and  the 
ability  to  continuously  use  the  joint.  For  the 
same  reason  there  is  not  marked  weakness.  Limi- 
tation of  motion  may  be  slight  for  a long  time  but 
gradually  increases  due  to  the  growth  of  the 
marginal  exostoses  which  cause  impingement  and 
bony  block.  There  is  no  fibrous  or  bony  ankylosis 
except  in  the  spine.  There  is  much  less  tendency 
to  flexion  deformities  than  in  the  first  type  and  if 
they  do  occur  there  is  no  ankylosis.  One  may  see 
subluxations  in  the  ball  and  socket  joints  due  to 
increased  size  of  the  head  of  the  bone  which 
pushes  it  out  of  the  socket. 

roentgenological  findings 

Atrophic.  Early  in  the  atrophic  type,  roent- 
genograms show  no  apparent  cartilaginous  or 
bony  changes.  They  do  show  general  increase  in 
density  of  the  soft  parts  and  somewhat  di- 
minished density  of  the  bones.  Later  there  is 
general  atrophy,  narrowed  joint  space,  subluxa- 
tions and  fibrous  or  bony  ankylosis.  Occasionally 
small  marginal  irregularities  appear  but  these  are 
looked  upon  as  efforts  at  repair  and  are  entirely 
different  from  the  marginal  exostoses  seen  in  the 
hypertrophic  type. 

In  fairly  advanced  cases  without  bony  ankylosis 
yet  present,  but  with  most  of  the  cartilage  gone 
and  with  steady  absorption  of  the  articular  bone, 
the  surface  of  the  bone  remains  smooth  and  pre- 
sents a fairly  sharp  and  well  defined  margin. 
This  sharply-defined  loss  of  substance  of  the 
articular  ends  presents  a marked  difference  from 
that  seen  in  acute  tuberculous  arthritis,  in 
which  the  latter  shows  characteristic  haziness, 
lack  of  definition  and  a “fluffy”  appearance. 

When  sclerotic  bone  is  seen  in  the  subchondal 
area  it  goes  to  show  that  the  process  is  no  longer 
progressive  and  is  healing. 

Hypertrophic.  Early  roentgenograms  show 
little  osseous  projections  at  the  articular  margins. 
The  bone  casts  a shadow  of  normal  density  and 
there  is  no  increased  density  of  the  soft  parts. 
As  the  disease  progresses,  the  marginal  projec- 
tions increase  in  size  and  become  more  irregular 
and  may  break  off  and  show  in  the  picture  as 
joint  bodies.  When  the  articular  cartilage  dis- 
appears the  joint  surface  is  rough,  notched  and 
treatment 

Working  on  the  assumption  that  chronic  ar- 
shows  reactive  sclerosis.  There  is  no  artophy  of 
the  bones  unless  non-use  has  been  of  long  dura- 
tion. 


thritis  is  a general  condition  caused  to  a great 
extent  by  physiologic  imbalance  of  some  of  the 
major  systems  of  the  body,  such  as  the  circu- 
latory, the  gastro-intestinal  and  the  nervous 
systems,  one  is  first  confronted  with  a search  for, 
and  eradication  of,  any  such  irregularities.  The 
first  problem  after  diagnosis  is  made  is  treatment 
directed  toward  the  improvement  of  the  patient’s 
general  condition.  Together  with  this  a sustained 
search  should  be  made  for  foci  of  infection. 

Focal  Infection.  Focal  infection  may  have  a 
bearing  on  both  forms  of  arthritis  but  is  par- 
ticularly related  to  the  atrophic  form.  There  are 
very  divergent  opinions  as  to  the  value  of  eradi- 
cation of  foci  in  the  treatment  of  arthritis.  Those  . 
who  find  that  their  statistics  show  that  only  a 
small  percentage  of  cases  are  improved  following 
such  removal,  fail  to  reflect  on  two  important 
points:  first — the  possible  greater  number  of  im- 
proved cases  had  the  eradication  been  done  earlier 
in  the  course  of  the  disease,  and  second — that 
although  cure  or  even  improvement  failed  to  come 
about  in  a high  percentage  of  cases,  the  progress 
of  the  disease,  even  in  the  unimproved,  may  have 
been  retarded  to  a great  extent  by  such  eradica- 
tion. Reports  on  statistics,  in  this  respect,  are 
misleading. 

However  all  students  of  arthritis  advise  the 
removal  of  all  definite  foci,  as  such  removal  will 
aid  general  physiologic  improvement  and  in- 
directly aid  in  the  improvement  of  the  arthritis, 
if  not  having  a direct  benefit  on  the  joints  them- 
selves. 

During  the  last  15  or  20  years  eradication  of 
foci  has  been  going  on  at  a rapid  pace,  and  in- 
deed probably  has  been  carried  too  far  in  some 
instances.  Now  the  pendulum  is  swinging  in  the 
other  direction  and  I feel  that  we  must  beware 
that  we  do  not  let  it  swing  too  far  &nd  deprive 
ourselves  of  one  of  the  most  important  aids  in 
the  solution  of  this  arthritic  problem. 

Rest.  Rest  ranks  with  the  most  important 
therapeutic  measures  in  the  treatment  of 
arthritis.  It  combats  fatigue,  relaxes  muscles 
and  aids  the  circulation.  Mental  fatigue,  emotional 
disturbances  and  nervous  manifestations  caused 
by  worry  should  be  combated  in  so  far  as  possible. 
Local  rest  to  the  involved  joints  is  of  most  vital 
importance  to  retard  the  onward  progress  of 
the  destructive  lesion,  but  one  must  use  the 
highest  degree  of  judgment  as  to  when  to  dis- 
pense with  rest  and  to  start  active  motion.  Even 
before  this  point  is  reached  the  rest  should  be 
broken  two  or  three  times  a day  by  passing  the 
extremity  adjacent  to  the  affected  joint,  through 
its  free  arc,  in  an  effort  to  lessen  the  amount  of 
adhesions  which  are  likely  to  form. 

Diet.  Diet  can  be  dispensed  with  in  passing  by 
stating  that  in  the  atrophic  type,  patients  will 
usually  do  best  on  an  adequate  caloric  intake, 
which  is  moderately  low  in  carbohydrates  (unless 
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the  patient  is  underweight),  generous  in  proteins, 
and  exceptionally  high  in  vitamin  content. 

In  the  hypertrophic  type  many  are  overweight 
and  this  should  be  controlled  by  an  obesity  diet. 
Diets  to  promote  general  improvement  in  the 
digestive  tract,  are  in  some  cases,  of  great  benefit. 

Physiotherapy . This  type  of  therapy  is  im- 
portant especially  as  regards  its  improvement  on 
the  circulation.  It  is  used  in  both  types  of 
arthritis  and  consists  mainly  in  heat  and  massage 
and  later  in  the  course  of  the  disease  by  con- 
trolled exercises.  It  must  not  be  forgotten  that 
massage  of  the  more  actively  affected  joints  may 
increase  the  inflammatory  process  in  the  joints 
and  do  harm.  Therefore  this  form  of  treatment 
must  be  carried  out  over  the  muscles  and  in  parts 
not  immediately  associated  with  the  involved 
joints. 

Vaccines.  Anything  I shall  have  to  say  about 
vaccines  can  be  contradicted  by  some  authority, 
some  place,  so  varied  are  the  opinions  as  to  this 
form  of  treatment.  It  is  based  on  the  assumption 
that  the  atrophic  type,  especially,  is  caused  by 
organisms  more  or  less  specific  for  this  disease, 
and  also  on  the  assumption  that  there  is  an  al- 
lergic response,  on  the  part  of  the  joint,  to  in- 
vasion by  these  organisms. 

Encouraging  results  have  been  reported  fol- 
lowing the  use  of  both  autogenous  and  stock 
vaccine.  We  have  used  a stock  vaccine  consist- 
ing of  micrococcus  deformans  and  polyvalent 
streptococci  in  selected  cases  of  the  atrophic  form 
with  fairly  encouraging  results.  It  was  quite 
difficult  for  us  to  estimate  the  real  value  of  the 
vaccine  as  we  did  not  feel  justified  in  limiting  the 
treatment  to  the  vaccine  alone.  Many  of  the  cases 
had  other  treatment  carried  out  along  with  the 
vaccine,  in  some  cases  it  is  expected  to  have  re- 
missions, and  furthermore  it  is  impossible  t'o  cor- 
rectly evaluate  just  what  portion  of  the  improve- 
ment is  due  to  desensitization  and  what  part  is 
due  to  the  psychic  effect  on  these  demoralized 
patients. 

One  point  to  be  stressed  is  the  universal  belief, 
on  the  part  of  those  using  vaccine  therapy,  that 
the  dose  should  be  small  at  the  start  and  in- 
creased very  cautiously,  so  as  to  absolutely  avoid 
any  reaction,  either  general,  local  at  the  site  of 
injection,  or  local  in  the  involved  joints. 

Prevention  of  Deformities.  This  most  import- 
ant part  of  the  treatment  must  be  carried  out. 
From  the  onset  one  must  prevent  these  disturbing 
deformities  by  spl'nting,  balanced  traction,  or  any 
method  that  will  aid  in  moulding  and  directing 
the  natural  reparative  processes  so  that  deformity 
is  prevented  and  the  highest  degree  of  function 
retained. 

Drugs.  Drugs  are  important  in  many  cases,  not 
so  much  for  their  direct  influence  on  the  articular 
process,  but  for  the  benefit  they  exert  on  building 
up  the  general  body  resistance.  Arsenic  is 


valuable  in  the  building  up  of  the  blood  in  the 
anaemic  patients.  Potassium  iodide  in  others  due 
to  its  influence  or^  metabolism.  Strychnine  or  nux 
vomica  to  combat  fatigue  and  sedatives  to  relieve 
the  tension  on  the  nervous  system.  Cod  liver  oil  is 
very  valuable  for  its  vitamin  content.  The  salicy- 
lates are  used  in  some  cases  for  the  relief  of 
arthritic  distress. 

Traumatic  Arthritis.  Just  one  word  about  trau- 
matic arthritis,  as  to  its  legal  and  industrial 
aspect.  This  type  is  similar  in  all  respects  to 
hypertrophic  arthritis,  except  that  it  is  caused 
by,  usually  a single,  definite,  and  more  or  less 
severe  trauma  to  the  joint  or  joints  involved.  If 
we  build  our  diagnosis  around  three  important 
findings  we  will  avoid  difficulty  and  embarrass- 
ment, especially  in  the  courts.  They  are: 

1.  There  must  be  a history  of  definite  trauma 
of  such  severity  that  arthritis  could  develop  from 
such  a cause. 

2.  Bridge  symptoms  must  be  present,  that  is, 
the  symptoms  must  continue  uninterruptedly 
from  the  time  of  the  trauma  to  the  time  of  de- 
velopment of  the  arthritis. 

3.  The  other  joints  of  the  body  must  be  free 
of  arthritic  lesions. 

CONCLUSION 

In  conclusion  let  me  stress  the  following  points : 
Combination  of  certain  types  of  treatment  are 
important  but  the  patient  should  not  be  fatigued 
by  the  treatment.  It  must  not  be  forgotten  that 
the  general  health  of  the  patient  is  of  more  im- 
portance than  the  local  treatment  of  the  affected 
joints. 

And  finally,  it  cannot  be  too  strongly  stated, 
that  the  ultimate  answer  to  the  question  of 
arthritis  is  the  recognition  of  the  disease  in  the 
prodromal  stage.  Much  may  be  done  at  that  time. 
If  however,  the  disease  progresses  in  spite  of 
treatment,  one  should  leave  no  stone  unturned  in 
attempting  to  prevent  deformities.  When  arthri- 
tis is  fully  established,  with  bony  ankylosis  and 
atrophy,  much  less  can  be  expected  of  medical 
treatment. 

609  Tuscarawas  Street,  West. 
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TUBERCULIN  TEST  IN  INFANTS 

When  an  infant  has  been  found  to  react  posi- 
tively to  the  tuberculin  test,  one  can  be  sure  that 
there  has  been  an  exposure.  Second  only  to  the 
care  of  such  infants  is  the  physician’s  search  for 
this  source.  It  may  be  many  miles  away;  more 
often  it  is  among  the  infant's  closest  associates, 
the  mother,  the  father  or  the  grandparents.  Be- 
cause of  the  possibility  of  indirect  exposure,  the 
source  will  not  always  be  found,  but  it  will  be 
located  in  such  a high  percentage  of  cases  as  to 
more  than  justify  the  search.  When  there  are 
cases  of  open  tuberculosis  in  the  homes,  methods 
of  preventing  the  spread  of  tubercle  bacilli  to  the 
bodies  of  infants  and  children  in  those  homes 
should  be  instituted  immediately. — J.  A.  Myers, 
Northwest  Med.  35:134,  April,  1936. 


COMPENSATORY  HYPERTROPHY  AND  HYPERPLASIA  OF  ISLANDS 
OF  LANGERHAN’S  IN  UTERO;  CONGENITAL  HYPOGLYCEMIA 

DUE  TO  HYPERINSULINISM 

By  WILLIAM  HENRY  GORDON,  M.D.,  F.A.C.P.,  Detroit,  Michican 


HY'POGLYCEMIA,  a frequent  cause  of 
death  of  infants  born  of  diabetic  mothers, 
results  from  the  hyperinsulinism  which  is 
produced  by  the  hyperplasia  and  hypertrophy  of 
the  Islands  of  Langerhans.  The  hyperglycemia 
in  the  uncontrolled  pregnant  diabetic  mother  pro- 
vides increased  available  glucose  in  the  fetal  cir- 
culation. By  reason  of  the  increased  blood  sugar, 
the  developing  fetal  pancreas  undergoes  hyper- 
trophy and  hyperplasia.  This  results  in  an  in- 
creased insulin  production  which  compensates  for 
the  abnormally  high  sugar  levels  in  the  cir- 
culating blood. 

Due  to  this  increased  metabolism  of  carbohy- 
drates in  the  fetal  circulation,  diabetic  mothers 
are  definitely  improved  during  their  pregnancy. 
Because  of  this,  larger  babies  are  produced.  At 
the  time  of  birth,  this  compensatory  balance  be- 
tween the  increased  insulin  production  in  the 
fetal  pancreas  and  the  hyperglycemia  coming 
from  the  maternal  circulation  is  disturbed.  The 
hyperinsulinism  is  maintained,  but  the  supply  of 
carbohydrates  is  immediately  shut  off  and  hypo- 
glycemia results.  If  the  resulting  hypoglycemia 
is  of  sufficient  proportions,  death  of  the  infant 
takes  place. 

The  report  of  Fischer1  in  1934  corroborates  the 
above.  Dubreuil  and  Anderodias2  studied  the  dead 
fetus  of  a diabetic  mother  and  found  an  increase 
in  the  number  of  islets.  Gray  and  Feemster3 
found  that  the  pancreas  of  a child  born  of  a 
diabetic  mother  contained  approximately  24  times 
as  much  insulin  tissue  as  a normal  pancreas. 
Feldman,4  Wiener,5  and  Skipper,6  found  similar 
pathology.  Heilberg7  also  found  increased  islets. 
Ronsheims  in  reviewing  the  literature  found  that 
the  pregnant  diabetic  mother  was  improved  dur- 
ing the  pregnancy. 

In  a comparative  study  of  the  blood  of  normal 
mothers  and  their  babies  at  delivery,  Homan  and 
Mathieu9  found  that  the  blood  sugar  levels  of  the 
newborn  had  about  the  same  range  as  adult  blood 
sugar  levels.  They  further  concluded  that  the 
majority  of  babies  at  birth  have  blood  sugars  re- 
latively the  same  as,  or  slightly  below,  those  of 
their  mothers.  The  work  of  Koehler10  demon- 
strates that  hypoglycemia  is  not  an  infrequent 
occurrence  in  the  normal  newborn  infant.  She 
finds  that  an  hypertrophy  of  the  insular  ap- 

Read  before  the  Hancock  County  Medical  Society,  at  its 
meeting  in  Findlay,  December,  1935. 
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paratus  of  the  pancreas  is  a common  anatomic 
finding  in  the  newborn  and  attributes  the  so- 
called  “physiological  loss  of  weight”  in  these  in- 
fants to  the  hypoglycemia  due  to  an  overpro- 
duction of  insulin.  This  is  substantiated  by  the 
fact  that  the  blood  sugar  level  can  remain  con- 
stant even  in  extreme  starvation. 

Carlson  and  Drennan11  as  early  as  1911  took 
pregnant  bitches  and  depancreatized  them.  They 
found  that  the  diabetes,  thus  produced,  was  im- 
proved during  the  pregnancy  and  concluded  that 
some  hormone,  produced  by  the  fetal  pan- 
creas accounted  for  it.  These  experiments  were 
repeated  by  the  author.  Diabetes  was  produced 
in  pregnant  dogs  by  surgical  removal  of  the  pan- 
creas by  Dr.  Luther  Leader.  Five  of  the  dogs 
expired  within  five  to  six  days  post-operatively 
due  to  gangrene  of  the  duodenum  at  the  site  of 
the  head  of  the  pancreas.  The  dogs  that  survived 
developed  hyperglycemia  and  glycosuria  within 
twenty-four  hours.  Within  four  days,  however, 
the  glycosuria  had  disappeared  and  the  hyper- 
glycemia had  returned  to  normal  limits.  Four  of 
the  dogs  went  to  term.  The  first  had  one  puppy 
that  died  very  soon  after  birth.  The  second  had 
a litter  of  four.  Two  of  these  died  immediately 
after  birth.  They  were  considerably  larger  than 
the  remaining  two,  which  died  at  the  age  of  two 
days.  The  third  had  one,  which  died  shortly  after 
birth.  The  fourth  had  a litter  of  nine.  One, 
which  was  the  largest,  died  within  twelve  hours. 

All  of  these  puppies  showed  on  post  mortem 
examination,  hyperplasia  of  the  cells  and  hyper- 
trophy of  the  Islands  of  Langerhans.  They  also 
showed  an  increased  deposit  of  glycogen  in  the 
liver  cells.  The  cause  of  their  death  is  considered 
to  be  hypoglycemia,  resulting  from  hyperin- 
sulinism as  evidenced  by  the  pathologic  findings. 
These  are  similar  to  those  found  in  the  dead  feti 
of  diabetic  mothers. 

An  interesting  observation  was  that  one  of  the 
puppies,  which  died  after  living  three  weeks 
showed  upon  examination,  a decrease  in  the  islet 
tissue.  Also  that  of  the  remaining  seven  in  this 
litter,  three  appeared  to  be  normal  and  four  very 
sluggish  and  slow.  The  blood  sugars  of  the  latter 
were  low  and  indicate  an  hyperinsulinism. 

CASE  REPORT 

Case  1. — Para  IX,  a white  woman,  age  39,  was 
first  seen  August  23,  1928,  in  diabetic  coma.  The 
patient  was  eight  months  pregnant.  Cessation  of 
fetal  movements  was  noticed  twenty-four  hours 
previous  to  the  onset  of  diabetic  coma.  The  pa- 
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tient  was  comatose,  had  acetone  odor  to  her 
breath,  flushed  facies,  dry  fingers  and  mouth. 
Blood  pressure  was  45  to  60  mm.  systolic,  30  mm. 
diastolic.  She  was  treated  with  insulin,  glucose 
and  saline,  but  died  the  same  day.  Past  History: 
Onset  of  diabetes  1920.  Loss  of  60  pounds  in  past 
five  years  from  240  pounds,  f amily  Histoi-y : 
Mother  died  of  diabetes  at  60.  Father  dead,  cause 
unknown.  Marital  History:  Five  pregnancies  by 
first  husband,  four  living  and  well,  one  stillborn 
nine  years  ago.  Four  pregnancies  by  second  hus- 
band, first  three  were  stillbirth,  present  preg- 
nancy is  ninth.  Laboratory:  Maternal  urine 

showed  four  plus  sugar  and  two  plus  acetone. 
Amniotic  fluid:  trace  sugar  and  acetone. 

Case  2. — Para  II,  a white  woman,  age  24,  had 
been  treated  for  diabetes  since  1924  but  gave  very 
poor  cooperation,  necessitating  repeated  hos- 
pitalization. She  was  admitted  to  Harper  Hos- 
pital on  February  13,  1934,  in  the  eighth  month 
of  pregnancy.  Her  blood  pressure  was  92/68  mm. 
She  was  delivered  by  Caesarian  section  the  same 
evening  of  a five  pound  and  7%  ounce  live  male 
baby  that  died  several  hours  later.  She  had  been 
delivered  of  a full  term  stillbirth  one  year  before 
the  present  pregnancy.  The  maternal  blood  sugar 
on  admission  was  45  mgs.  per  100  cc.  The  fetal 
blood  sugar,  post  mortem,  was  less  than  40  mgs. 
per  100  cc. 

Case  3. — Para  VI,  a white  woman,  30  years  of 
age,  was  admitted  to  Harper  Hospital  March  1, 
1934.  She  was  treated  for  diabetes  in  1931  but 
this  had  remained  uncontrolled  due  to  lack  of  co- 
operation. The  expected  date  of  confinement  was 
March  14,  1934.  She  was  a poorly  nourished  in- 
dividual, with  blood  pressure  of  74/48  mm. 
Caesarian  section  was  performed  on  the  date  of 
admittance,  and  she  was  delivered  of  a live  male 
ten  pound  baby  which  died  several  hours  later  on 
the  same  date.  The  patient  had  had  five  previous 
pregnancies.  The  first  child  had  a normal  birth 
and  is  living  and  well.  The  second  two  preg- 
nancies ended  in  miscarriages  and  the  last  two 
in  stillbirths.  The  maternal  blood  sugar  was  not 
recorded.  The  placental  blood  sugar  was  70  mgs. 
per  100  cc.  The  fetal  blood  sugar  from  the  heart 
after  death  was  40  mgs.  per  100  cc. 

Case  4. — Para  II,  a colored  woman,  22  years  of 
age,  was  admitted  to  Herman  Kiefer  Hospital  on 
February  26,  1935.  Diabetes  had  developed  five 
years  before  and  was  not  controlled.  The  patient 
was  in  labor  on  admittance.  Her  last  menstrual 
period  was  September  18,  1934.  The  membranes 
ruptured  on  February  12,  1935,  and  labor  pains 
began  February  25.  The  patient  was  delivered  of 
a live  baby,  weighing  4 pounds  8 ounces,  45  cm. 
in  length.  This  premature  baby  was  very  weak, 
limp,  and  cyanotic  at  times  and  died  28  hours 
after  birth.  The  patient  was  married  at  the  age 
of  16  and  had  one  child  living  and  well  born 
when  the  mother  was  17.  The  maternal  blood 
sugar  on  February  26  was  290  mgs.  per  100  cc. 
Sugar  in  the  placental  blood  was  30  mgs.  per  100 
cc.  Blood  from  the  fontanelle  17  hours  after  de- 
livery contained  insufficient  sugar  for  determina- 
tion. The  maternal  urine  contained  much  sugar. 
Acetone  was  present  in  every  examination  after 
the  fourth  day. 

A post  mortem  examination  showed  absolute 
absence  of  Islands  of  Langerhans  in  the  maternal 
pancreas  in  Case  1. 

Post  Mortem  examination  of  all  four  babies 
showed  similar  pathological  findings  as  follows: 


(1)  hypertrophy  and  hyperplasia  of  the  Islands 
of  Langerhans;  (2)  liver  cells  with  vacuolization, 
interpreted  as  due  to  increased  formation  of 
glycogen  which  was  washed  out  upon  fixing  the 
tissues;  (3)  all  tissues  especially  pancreas  and 
liver  showed  infiltration  of  eosinophiles,  bone 
marrow  cells  and  giant  cells.  All  babies  were 
larger  than  the  normal  for  their  “fetal  age”. 

The  outstanding  facts  in  the  above  four  cases 
are:  1.  Uncontrolled  diabetic  pregnant  female. 
2.  A high  carbohydrate  supply  to  the  fetal  cir- 
culation as  evidenced  by  the  high  maternal  blood 
sugar.  3.  The  fetus  is  larger  than  the  normal 
due  to  this  increased  carbohydrate  intake.  4. 
Hyperinsulinism  in  the  fetus  as  a result  of  the 
hypertrophy  and  hyperplasia  of  the  Islands  of 
Langenhans  to  care  for  the  increased  intake  of 
carbohydrates.  5.  The  mother  is  improved  dur- 
ing her  pregnancy  due  to  the  increased  carbohy- 
drate metabolism  in  the  fetal  circulation.  6.  Early 
and  rapid  death  of  infant  following  delivery  due 
to  hypoglycemia  resulting  from  the  immediate 
shutting  off  of  carbohydrate  supply  from  the 
mother  that  is  necessary  to  maintain  balance 
with  the  resulting  compensatory  hyperinsulinism 
in  the  infant. 

Three  diabetic  mothers  who  were  under  good 
control  before  and  during  their  pregnancies  went 
through  their  confinements  uneventfully  and  de- 
livered babies  with  normal  blood  sugars,  of  nor- 
mal weight,  and  in  good  health. 

The  author’s  attention  was  called  by  Gold- 
zieher26  to  the  similarity  between  hypoglycemia 
due  to  hyperinsulinism  and  Gierkes’  16,  17,  18, 
i9,  20,  2i,  22,  23.  24.  25,  hepatomegalia  due  to  over 
storage  of  glycogen. 

The  pathologic  findings  of  the  liver  are  similar. 
The  author  wonders  if  the  condition  described  by 
Gierke  is  not  the  result  of  slight  changes  in  the 
pancreas  which  were  not  enough  to  cause  death 
at  birth  but  were  sufficient  to  cause  the  changes 
of  hepatomegaly,  adiposity,  ketonuria,  and  finally 
death. 

The  diabetic  mother  must  seek  competent  ad- 
vice and  care  before  considering  a pregnancy. 
In  order  that  she  may  have  a normal  baby  the 
close  cooperation  between  the  internist,  the  ob- 
seterician  and  the  pediatrician  is  required.  The 
fetal  pancreas  must  not  be  allowed  to  undergo  an 
hyperplasia  of  the  Islands  of  Langerhans.  This 
can  be  accomplished  only  when  the  diabetes  of 
the  mother  is  maintained  under  perfect  control 
with  diet,  and  insulin  if  necessary,  to  avoid  an 
hyperglycemia  with  a resulting  oversupply  of 
carbohydrates  to  the  developing  fetus.  Only  by 
maintaining  the  diabetic  mother  within  normal 
limits  can  normal  conditions  be  provided  the 
fetus  in  utero.  A new  born  infant  of  the  diabetic 
mother  requires  special  pediatric  attention  at  the 
time  of  birth.  Signs  of  hyperinsulinism  must  be 
watched  for;  and,  if  present,  glucose  in  large 
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doses  must  be  administered  to  control  the  hyper- 
insulinism.  As  a last  resort,  resection  of  the 
pancreas  may  be  considered  to  prevent  an  in- 
evitable fatality. 

1102  David  Whitney  Building. 
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CASE  RECORD  PRESENTING  CLINICAL  PROBLEMS 

WOMAN,  AGED  20;  TWENTY-FOURTH  WEEK  OF  PREGNANCY;  NAUSEA,  VOMITING,  PAIN  IN 
THE  RIGHT  KIDNEY  REGION  AND  BLOOD  IN  THE  URINE 

Presented  by 

CHARLES  W.  PAVEY,  M.D.,  WILLIAM  N.  TAYLOR,  M.D.,  and  H.  L.  REINHART,  M.D. 


CASE  HISTORY 

ANULLIPAROUS,  white  girl,  20  years  old, 
24  weeks  pregnant  was  admitted  to  the 
hospital,  complaining  of  nausea,  vomiting, 
pain  in  the  right  kidney  region  and  blood  in  the 
urine.  The  onset  of  her  illness  was  four  weeks 
previous  to  hospitalization  and  was  first  thought 
to  be  a cold  and  later  influenza.  The  past  history 
was  negative. 

Physical  examination  revealed  a distressed 
looking,  restless  and  moderately  cachetic  young 
white  woman  lying  in  bed,  complaining  of  pain 
in  her  back. 

The  head,  eyes,  ears  and  nose  were  negative. 
The  teeth  were  in  an  advanced  state  of  decay 
with  evidence  of  pyorrhea.  The  throat  and  neck 
were  negative.  The  heart  and  lungs  were  normal. 
The  blood  pressure  was  76/56.  The  abdomen  was 
distended  by  a six  months’  pregnancy.  The  fetal 
heart  rate  was  144,  regular  and  strong. 

There  was  pain  and  tenderness  along  the  de- 
scending colon  and  in  the  right  upper  quadrant. 
There  was  marked  tenderness  in  the  right  kid- 
ney region.  The  temperature  ranged  between  98 
and  103  each  day.  The  pulse  followed  the  tem- 
perature, ranging  between  100  and  140. 

On  admission,  the  patient  had  3,210,000  R.B.C. 
cu.mm,  while  the  day  before  her  death,  there 
were  1,440,000.  Hemoglobin  dropped  from  35  per 
cent  to  28  per  cent  Dare.  The  white  count  ranged 
from  12,000  to  26,000. 


This  is  the  sixth  of  a series  of  cases  to  be  published 
under  the  heading,  “Case  Record  Presenting  Clinical  Prob- 
lems.’’ The  cases  presented  are  selected  by  Dr.  Harry  L. 
Reinhart  as  the  most  instructive  among  those  discussed  at 
the  weekly  pathologic  conferences  at  Starling-Loving  Hos- 
pital, Ohio  State  University,  Columbus,  Ohio. 


The  urine  was  acid,  specific  gravity  1.018; 
albumen  ranged  from  50  to  200  mg;  R.B.C.  from 
3 to  12  per  H.P.F.,  except  during  frank  urinary 
hemorrhages.  Catheterized  specimen  of  urine 
from  the  right  ureter  contained  numerous  pus 
cells  and  colon  bacilli. 

Pyelography  revealed  a dilated  right  ureter 
and  kidney  pelvis.  A catheter  was  put  in  the 
right  ureter  on  the  third  day,  removed  the  fifth, 
replaced  the  seventh,  removed  the  seventeenth, 
replaced  the  eighteenth,  and  removed  the  thirtieth 
day. 

Each  time  catheter  drainage  was  instituted  her 
temperature  dropped  and  her  symptoms  were  re- 
lieved. Each  time  the  catheter  came  out  or  was 
removed  her  temperature  rose  and  her  symptoms 
recurred. 

On  the  seventh  day,  two  teeth  were  removed, 
on  account  of  severe  tooth  ache.  The  fetal  heart 
was  heard  until  the  thirtieth  day  of  hospitaliza- 
tion and  on  the  thirty-first  day  she  was  delivered 
of  a macerated  fetus. 

Labor  came  on  spontaneously  but  was  com- 
plicated by  massive  hemorrhage  from  the  urinary 
tract,  with  large  clots  being  extruded  through 
the  urethra.  As  the  labor  was  progressing  very 
slowly  a bag  was  inserted  to  terminate  it  as  soon 
as  possible  in  the  hope  of  then  being  able  to 
control  the  bleeding. 

As  soon  as  dilatation  was  complete,  version 
and  extraction  was  done  without  difficulty.  The 
hemorrhage  continued  and  as  the  bladder  was 
full  of  blood,  little  could  be  accomplished  by 
cystoscopy.  The  patient  passed  into  shock  and 
was  immediately  transfused.  Additional  trans- 
fusions were  given  on  the  second,  fourth,  ninth, 
fifteenth  and  sixteenth  days  postpartum. 

From  the  eleventh  day  postpartum  she  had 
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chills  at  irregular  intervals.  A profuse  foul 
uterine  discharge  was  present.  She  continued  a 
septic  course  with  large  amounts  of  blood  in  the 
urine  and  on  several  occasions  appeared  mori- 
bund, only  to  rally  after  transfusion,  but  grad- 
ually she  grew  worse  and  on  the  sixteenth  day 
postpartum  and  forty-seventh  day  of  hospitaliza- 
tion she  died. 

Dr.  Charles  W.  Pavey: 

The  outstanding  characteristic  of  this  case  is 
the  prolonged  septic  course  with  fatal  outcome. 
The  hematuria,  kidney  tenderness  and  micro- 
scopic urinary  findings  immediately  focus  our 
attention  on  the  urinary  tract  as  the  probable 
source  of  most  of  the  symptoms  in  the  early 
stages  of  the  disease.  Metastatic  abscesses  prob- 
ably developed  in  the  later  part  of  her  illness. 

Pyelitis  of  pregnancy  presents  some  problems 
different  from  pyelitis  in  the  non-pregnant  in- 
dividual. This  patient  presumably  had  peri- 
dental abscesses  and  the  question  arises  as  to 
whether  or  not  the  infection  in  the  kidney  might 
have  originated  from  them.  On  the  other  hand 
the  high  incidence  of  constipation  and  dilatation 
of  the  ureter  and  kidney  pelvis  found  in  preg- 
nancy results  in  a combination  of  circumstances 
that  seemingly  increase  the  likelihood  of  colon 
bacillus  infection  of  the  urinary  tract.  The  pres- 
ence of  colon  bacilli  in  the  urine  from  this  pa- 
tient suggests  the  latter  mode  of  infection.  The 
next  question  is  whether  or  not  the  infection  of 
the  kidney  is  responsible  for  the  development  of 
metastatic  abscesses  or  is  only  part  of  a gen- 
eralized infection. 

TWO  IMPORTANT  FACTORS 

The  first  matter  of  clinical  significance  in 
pyelitis  of  pregnancy  is  the  risk  to  the  mother 
of  the  development  of  puerperal  sepsis  by  blood 
borne  metastasis  or  by  contamination  of  the  birth 
canal  with  infected  urine,  and  secondly  the  risk 
to  the  life  of  the  fetus  from  prolonged  high  tem- 
perature. In  this  case  the  fetus  was  known  to 
be  alive  until  24  hours  before  the  onset  of  labor. 
Its  death  may  have  been  due  to  prolonged  sepsis 
or  metastatic  abscesses  in  the  uterus. 

The  extraction  of  two  teeth  raises  the  question 
of  the  advisability  of  extracting  abscessed  teeth 
during  pregnancy.  It  is  my  opinion  that  the 
sooner  such  teeth  are  extracted  the  better  and  I 
believe  the  danger  of  extracting  them  is  only  a 
fraction  of  the  danger  of  leaving  them  in. 

TIME  OF  INFECTION  DOUBTFUL 

The  onset  of  labor  was  presumably  brought 
about  by  the  death  of  the  fetus.  The  patient  un- 
doubtedly developed  puerperal  sepsis  following 
delivery  and  our  attention  is  directed  to  the  pos- 
sible mode  of  infection.  Opinion  is  divided  on 
the  possibility  of  metastasis  of  infection  from 
kidney  to  uterus  through  the  blood  stream.  Dela- 
field  and  Pruden  state  that  it  may  happen.  On 
the  other  hand,  infection  from  urine  may  be  car- 
ried into  the  birth  canal.  It  is  impossible  to  say 


with  any  certainty  whether  infection  of  the 
uterus  took  place  before  or  after  delivery. 

My  diagnosis  is  peridental  abscesses,  mul- 
tiple abscesses  of  kidney  and  uterus,  hemorrhage 
from  urinary  tract,  multiple  metastatic  abscesses 
and  death  from  sepsis  and  secondary  anemia. 

Dr.  Wm.  N.  Taylor: 

This  case  history  reveals  a very  sick  woman, 
suffering  from  fever  and  pain  in  the  right  flank. 
The  fact  that  she  was  about  six  months  pregnant 
would  lead  one  to  the  conclusion  that  she  was 
suffering  from  a pyelonephritis  of  pregnancy,  a 
conclusion  substantiated  by  the  history  and 
urological  examination.  Three  weeks  prior  to 
entering  the  hospital  she  suffered  from  what  was 
supposed  to  be  influenza  or  a bad  cold.  This  may 
have  been  a contributing  factor  to  a pyelone- 
phritis, but  we  are  more  inclined  to  believe  that 
the  pyelonephritis  was  responsible  for  the  symp- 
toms interpreted  as  influenza.  Many  times 
urological  infections  are  so  mistaken,  in  the  ab- 
sence of  prominent  urinary  symptoms. 

This  diagnosis  is  substantiated  by  demonstra- 
tion of  a hydronephrosis  and  hydroureter  and 
pus  and  colon  bacilli  in  the  right  ureteral  speci- 
men. The  costovertebral  pain,  referred  to  the 
abdomen,  probably  came  from  the  infected 
hydronephrosis.  The  early  bleeding  may  have 
arisen  from  the  same  lesion.  Hemorrhage,  pain 
and  fever  subsided  under  catheter  drainage.  Such 
therapeutic  evidence  supports  the  diagnosis  of 
“pyelonephritis  of  pregnancy.” 

SEPTIC  FOCUS  SUSPECTED 

Although  the  history  and  clinical  findings  sug- 
gest a pyelonephritis,  her  septic  condition  per- 
sisted after  catheter  drainage,  raising  the  ques- 
tion of  parenchymal  and  peri-renal  lesions.  In 
other  words  she  may  have  had  an  abscess  of  the 
kidney,  or  some  perinephritic  lesion  as  an  ex- 
tension from  the  pyelonephritis.  It  is  doubtful 
that  there  would  have  been  as  marked  clinical 
improvement  following  catheter  drainage,  with 
abscesses  of  the  kidney.  We  had  rather  believe 
this  patient  had  a severe  pyelonephritis  and  a 
septic  focus  in  some  other  part  of  her  body,  pos- 
sibly the  result  of  her  kidney  infection. 

At  the  time  of  delivery  our  attention  is  again 
focused  on  the  urinary  tract  because  of  severe 
urinary  hemorrhage.  The  natural  inference  is 
that  it  came  from  the  right  ureter  or  kidney  and 
it  is  possible  that  a frank  hemorrhage  could 
come  from  a pyelonephritis,  but  severe  hemor- 
rhages from  this  cause  are  not  common.  A tumor 
of  the  parenchyma  of  the  kidney  or  a papillary 
growth  in  the  pelvis  or  ureter  should  be  given 
consideration.  There  is  no  evidence  to  indicate 
that  this  patient  had  a kidney  lesion  previous  to 
her  pregnancy. 

Another  possible  source  of  the  hemorrhage  is 
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from  erosion  of  a ureteral  vessel,  due  to  an  in- 
dwelling catheter.  Ureteral  catheterization  was 
interrupted  at  intervals  and  there  was  bleeding 
before  the  catheter  was  introduced.  We  have 
drained  many  infected  kidneys  for  protracted 
periods  without  such  an  experience.  However,  we 
have  never  drained  a pyelonephritis  of  pregnancy 
as  long  as  this  one  and  it  is  doubtful  if  the 
erosion  of  a ureteral  vessel  would  produce  such 
a massive  hemorrhage. 

We  must  conclude  that  the  hemorrhage  was 
associated  with  the  pyelonephritis,  and  if  such 
was  the  case,  ureteral  catheter  drainage  was  in- 
sufficient, nephrectomy  being  indicated  provided 
the  patient’s  condition  justified  surgery.  The 
possibility  of  septic  foci  in  other  parts  of  the 
body,  particularly  those  associated  with  preg- 
nancy, should  have  been  ruled  out  before  sur- 
gical intervention  was  attempted. 

Dr.  H.  L.  Reinhart,  Anatomic  Diagnosis: 

1.  Pyelonephritis,  right  kidney. 

2.  Abscess  of  right  kidney. 

3.  Dilatation  of  right  ureter  and  kidney  pelvis. 

4.  Mycotiq  aneurism  of  right  common  iliac 
artery. 

5.  Perforation  of  right  ureter  by  iliac 
aneurism. 

6.  Rupture  of  iliac  aneurism  into  right  ureter. 

7.  Hemorrhage  into  urinary  bladder. 

8.  Multiple  abscesses  of  liver,  spleen  and 
uterus. 

The  aneurism  of  the  common  iliac  artery  per- 
forated the  right  ureter  in  a collar  button  man- 
ner, the  wall  of  the  ureter  being  tight  around  the 
neck  of  the  aneurism.  The  etiology  of  the  aneur- 
ism was  probably  a combination  of  infection  and 
erosion  from  pressure  of  the  ureteral  catheter 
and  pregnant  uterus. 

ABSCESSES  FOUND 

The  right  kidney  was  the  seat  of  a subacute 
pyelonephritis  and  a superimposed  abscess.  Bac- 
terial stains  of  this  abscess  as  well  as  those  of  the 
liver,  uterus  and  spleen  revealed  numerous  small 
gram  negative  bacilli  of  colon  type.  The  appear- 
ance and  distribution  of  these  abscesses  does  not 
warrant  the  diagnosis  of  pyerrra,  the  term  septi- 
copyemia being  more  correct  in  an  etiological 
sense.  By  this  is  inferred  repeated  periods  of 
septicemia,  with  development  of  abscesses  in 
areas  of  greatest  concentration  of  bacteria  and 
lowered  tissue  resistance.  The  pyelonephritis  is 
considered  the  primary  focus  of  infection. 

Careful  studies  of  the  relationship  of  urinary 
infections  to  pregnancy  seem  to  indicate  that  (1) 
excessive  hormone  production  during  pregnancy 
is  an  etiological  factor  in  dilatation  (80  per  cent 
of  pregnant  women)  of  the  ureters,  constipation, 
and  reduced  irritability  of  uterine  muscle;  (2) 
drastic  purgation  may  be  followed  by  bacteriemia 
and  bacilluria  with  colon  bacilli  (3)  stasis  of 


urine  containing  colon  bacilli  in  dilated  kidney 
pelves  and  ureters  may  result  in  pyelonephritis 
(4)  foci  of  infection,  (teeth,  tonsils,  etc.)  have 
little,  if  any,  demonstrable  relationship  to  pye- 
lonephritis, (5)  the  anatomical  relationship  of 
pelvic  organs  is  responsible  for  the  greater  in- 
cidence and  “pyelonephritis  of  pregnancy”  on  the 
right  side. 

— oSMJ  — 

STATISTICAL  STUDY  OF  2,921  CASES  OF 
APPENDICITIS 

In  a report  of  2,921  cases  of  appendicitis  admitted  to  the 
Cincinnati  General  Hospital,  Mont  R.  Reid,  D.  Henry  Poer 
and  Paul  Merrell,  Cincinnati,  (Journal  A.M.A.,  Feb.  29, 
1936),  observed  that  appendicitis  is  a disease  of  adolescent 
and  young  adult  life  and  that  it  is  twice  as  common  in  the 
male  as  in  the  female.  The  average  elapsed  time  (3.8  days) 
between  the  onset  of  symptoms  and  admission  to  the  hospital 
was  much  too  long  for  proper  surgical  treatment,  and  the 
mortality  rate  will  remain  high  as  long  as  patients  are  not 
operated  on  earlier.  Complications  will  also  be  frequent  and 
the  hospitalization  period  long.  Approximately  60  per  cent 
of  the  acute  cases  were  admitted  during  the  first  attack  and 
approximately  40  per  cent  of  all  cases  were  admitted  after 
the  appendix  had  ruptured.  These  facts  reveal  the  danger 
of  expectant  treatment.  The  use  of  purgatives  was  found 
to  lessen  very  definitely  the  patient’s  chances  of  recovery. 
The  incidence  of  perforation  an  1 death  was  much  higher 
among  those  who  had  taken  cathartics.  In  more  than  40 
per  cent  of  the  cases  of  acute  appendicitis,  perforation  had 
occurred  before  admission  to  the  hospital  and  the  percentage 
of  perforations  has  decreased  very  little  during  the  last  few 
years.  More  than  98  per  cent  of  the  deaths  from  appendicitis 
were  due  to  the  complications  accompanying  perforation. 
The  mortality  rate  in  acute  unruptured  appendicitis  (0.86 
per  cent)  was  low  in  comparison  with  the  mortality  rate 
after  rupture  (with  abscess  formation,  11.4  per  cent;  with 
peritonitis,  33.9  per  cent).  The  death  rates  for  cases  pre- 
senting abscess  and  general  peritonitis  are  very  high  in 
comparison  with  rates  reported  by  many  surgeons  who  have 
adopted  the  more  conservative  methods  of  treatment.  Since 
this  study  was  made  the  authors  have  been  using  the  con- 
servative or  Ochsner  treatment  for  the  cases  in  which  they 
have  thought  it  was  indicated,  and  plan  to  make  a com- 
parison of  the  death  rates  at  a later  date. 

— oSMj  — 

PROBLEM  OF  NERVOUS  AND  MENTAL  SEQUELS  IN 
CARBON  MONOXIDE  POISONING 

Frederick  H.  Shillito,  Cecil  K.  Drinker  and  Thomas  J. 
Shaughnessy,  Boston  (Journal  A.M.A.,  Feb.  29,  1936), 

studied  the  records  of  seven  state  medical  hospitals  serving 
the  metropolitan  area  of  New  York  City.  These  hospitals 
were  chosen  because  practically  every  admission  of  persons 
for  mental  illness  in  the  metropolitan  area  of  New  York 
occurs  in  one  of  this  group.  Through  the  cooperation  of  the 
officers  of  the  various  institutions,  every  record  with  the 
diagnosis  of  “psychosis  due  to  drugs  and  other  exogenous 
toxins  (carbon  monoxide  or  illuminating  gas)”  was  ex- 
amined. It  is  known  that  at  least  21,143  acute  exposures  of 
all  degree  occurred  in  the  New  York  metropolitan  area  in  a 
period  of  ten  years.  For  the  same  period  a survey  of  the 
seven  institutions  serving  this  area  showed  39  certain  cases 
of  nervous  and  mental  sequels  of  carbon  monoxide.  Such 
patients  formed  0.06  per  cent  of  the  total  admissions. 
Serious  mental  or  nervous  sequels  of  carbon  monoxide  poison- 
ing are  thus  infrequent  in  relation  either  to  other  nervous 
and  mental  diseases  or  to  the  number  of  acute  exposures. 
Study  of  case  records  revealed  that  when  nervous  or  mental 
damage  occurred  the  acute  carbon  monoxide  intoxication 
was  extreme.  Complete  unconsciousness  was  invariable  and 
the  most  active  resuscitative  measures  were  necessary.  None 
of  these  cases  followed  so-called  chronic  carbon  monoxide 
exposure  over  a long  period  of  time.  A clear  period  of  from 
seven  to  20  days  preceded  the  onset  of  symptoms  in  one- 
third  of  the  cases.  In  the  remainder  of  the  cases  the 
symptoms  started  immediately  following  the  poisoning.  Men- 
tal sequels  consisted  of  a confusion  psychosis,  with  dis- 
orientation, lack  of  judgment  and  amnesia.  Motor  over- 
activity and  aphasia  were  much  less  common.  Hallucinations, 
delusions  or  convulsions  played  no  conspicuous  part.  Nervous 
sequels  consisted  of  signs  varying  from  slightly  increased 
deen  reflexes  to  well-ad  .'anced  parkinsonism.  Sensory  dis- 
turbances, such  as  skin  anesthesia  and  peripheral  motor 
neuritides,  were  also  encountered.  These  cases  all  showed 
improvement,  but  the  final  result  depended  on  the  degree  of 
initial  damage.  In  the  total  group  of  43  cases.  23  patients 
recovered  complete’y.  nine  suffered  permanent  nervous  or 
mental  sequels  and  11  died. 


JOTTINGS  ON  COLUMBUS 

By  Jonathan  Forman,  M.D.,  Columbus,  Ohio 


THE  most  unhealthy  spot  in  Central  Ohio 
was  the  ground  on  which  Columbus  now 
stands.  The  Indians  were  wont  to  plant 
the  rich  soil  at  the  junctions  of  the  rivers  to  corn 
and  then  retire  to  the  hills  around  what  is  now 
McConnelsville  for  the  hot  sickly  months  of  the 
summer.  Franklinton  across  the  river  was  laid 
out  and  settled  first  by  Lucas  Sullivant. 

* * * 

Sullivant  found  time  to  marry  and  to  bring 
Sarah  Starling  Sullivant  back  to  his  frontier  vil- 
lage in  1801. 

The  medical  profession  had  not  gained  a foot- 
hold in  Franklinton  when  the  Sullivants  built 
their  home  at  what  is  now  the  southwest  corner 
of  Broad  and  Sandusky  streets,  so  it  is  not 
strange  that  successful  efforts  were  made  to  in- 
duce the  best  physician  in  Chillicothe  to  ride  50 
miles  on  horseback  and  to  stay  at  the  brick  house 
for  three  weeks  in  order  that  he  might  be  present 
when  the  first  child  was  born. 

Still  standing  much  as  it  was  originally  erected 
is  the  brick  house,  which  has  sheltered  for  many 
years  the  life  and  work  of  the  Sisters  of  the  Good 
Shepherd.  Much  has  been  written  of  the  heroism 
of  Mrs.  Sullivant  in  leaving  a home  of  luxury 
and  comfort  to  come  into  a new  country,  and 
rightly  so.  But  Lucas  Sullivant  tried  in  every 
way  to  make  it  up  to  her.  Among  other  things, 
because  she  was  of  Presbyterian  faith,  he  built 
an*d  presented  the  brick  house  of  worship  to  the 
congregation  of  Dr.  Hoge. 

* * * 

THE  FIRST  DOCTORS 

THERE  was  little  to  induce  one  who  had 
answered  the  “call  for  phsyck”  to  set  him- 
self up  in  the  practice  of  medicine  in 
Franklinton  early  in  the  century.  Indians  still 
looked  upon  the  white  man’s  scalp  with  more  than 
a mere  physiological  interest,  and  settlements 
were  few  and  far  between  when  the  red  man  took 
it  into  his  head  to  practice  his  naive  form  of 
phlebotomy. 


Even  as  late  as  1811  in  Franklinton  “there 
was  as  yet  neither  church  nor  school  house  nor 
pleasure  carriage,  nor  was  there  a bridge  over 
any  stream  within  a compass  of  a hundred  miles. 
The  roads  at  all  seasons  were  nearly  impassable. 
Goods  were  imported  in  wagons,  while  our  ex- 
ports, horses,  cattle  and  hogs,  carried  themselves 
to  market”.  The  physician  of  that  day  had  to 
“traverse  the  wilderness,  cross  streams  and 
swamps,  without  roads  or  bridges,  trusting  to 
the  sagacity  of  his  horse.  He  must  thread  the 
maze  of  the  forest  in  midnight  darkness  or  by 
the  guide  of  the  polar  star,  happy  if  he  could 
reach  the  humble  cabin  of  the  pioneer  and  par- 
take of  his  coarse  fare”. 

Much  sickness  attacked  the  morale  of  the  home- 
steader during  the  early  years  of  the  settlement 
of  Franklinton.  The  fever  and  ague  made  the  Fall 
season  one  of  despair,  but  fortunately  for  the 
welfare  of  Lucas  Sullivant’s  community  its  early 
history  included  the  names  of  four  doctors  who 
were  as  able  as  any  outpost  could  demand,  not 
only  as  physicians  but  as  citizens. 

These  four  men  were:  Dr.  Lincoln  Goodale, 

Dr.  John  Ball,  Dr.  Samuel  Parsons  and  John 
Edmiston,  M.D. 

* * * 

DR.  LINCOLN  GOODALE 

SUCCESSFUL  termination  of  the  Revolution- 
ary War  and  Dr.  Lincoln  Goodale  came  vir- 
tually together,  the  one  shortly  after  the 
other  was  born  in  Worcester  County,  Massachus- 
etts, on  February  25,  1782.  Having  played  a con- 
siderable part  in  the  birth  to  both  Dr.  Goodale 
and  the  young  nation,  Major  Nathan  Goodale 
moved  into  the  West  and  settled  at  Marietta  in 
1788. 

An  ancient  crime  which  has  returned  to  vogue 
in  this  modern  day  claimed  Major  Goodale  as  its 
victim  shortly  after  he  moved  to  Belpre  on  the 
Ohio  river  in  1794.  The  war  veteran  was  kid- 
naped by  the  Indians,  and  he  died  while  being 
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transported  to  Sandusky  where  he  was  to  have 
been  held  for  ransom. 

After  the  death  of  his  father,  Lincoln  Goodale 
read  medicine  under  the  preceptorship  of  Dr. 
Leonard  Jewett  in  Belpre.  Coming  with  his 
widowed  mother  to  Frankinton  in  1805,  he  en- 
tered at  once  into  the  practice  of  his  profession. 
As  was  the  custom  then,  Dr.  Goodale  secured  a 
supply  of  drugs  and  medicines,  but  the  village 
was  small  and  his  practice  was  limited,  so  he 
naturally  turned  to  the  mercantile  business  as  a 


DR.  LINCOLN  GOODALE 


further  means  of  livelihood.  From  this  the  poor 
people  of  the  district  derived  great  benefit,  for  he 
turned  his  store  profits  into  real  estate  invest- 
ments, became  wealthy  and  administered  medical 
treatment  to  the  needy  free  of  charge. 

Following  an  inherited  tendency,  Dr.  Goodale 
volunteered  his  services  in  the  war  of  1812  and 
was  appointed  assistant  surgeon  in  McArthur’s 
regiment  by  Governer  Meigs.  General  Hull’s  un- 
necessary surrender  at  Detroit  placed  Dr.  Good- 
ale in  the  hands  of  the  British,  who  sent  him  to 
Malden,  Ontario.  Upon  his  release  in  October  of 
the  same  year  he  returned  to  Franklinton.  Mov- 
ing across  the  river  to  the  new  community  of 
Columbus,  he  entered  upon  a most  successful 
career  as  a merchant  which  he  followed  for  30 
years. 

On  June  20,  1821,  we  find  his  name  among  the 


incorporators  of  the  First  Presbyterian  Society  in 
Columbus.  He  found  his  way  into  accounts  of 
the  times  as  one  who  “made  everyone  happy  with 
the  large  means  accumulated  by  his  ability”. 
Enlarging  the  scope  of  his  activities,  in  1845  he 
joined  a group  of  citizens  in  a plan  to  build  the 
Franklin  and  Ohio  River  railroad. 

Retaining  his  medical  interests,  in  1849  he 
succeeded  Dr.  Butterfield  on  the  board  of  trustees 
of  Starling  Medical  College.  Two  years  later  he 
was  donating  to  the  city  as  a public  park  and 
pleasure  ground  the  tract  of  woodland  “adjacent 
to  the  northern  boundary  of  the  city”. 

It  is  now  Goodale  Park.  The  park  was  fenced 
in  and  the  underbrush  cleared  at  once,  but  it  was 
not  until  four  years  after  his  death  that  the 
drives  were  laid  out  and  the  lake  was  excavated. 
In  1888  the  Ohio  sculptor,  J.  Q.  A.  Ward,  ex- 
ecuted the  bronze  bust  of  Dr.  Goodale  which  now 
stands  on  the  pedestal  facing  the  south  gate.  It 
was  installed  at  a cost  of  $5,000,  half  of  which 
was  borne  by  the  city  and  half  by  the  Goodale 
estate. 

When  Dr.  Goodale  died  on  April  30,  1868,  in 
his  eighty-seventh  year,  his  estate  was  appraised 
at  $1,500,000. 

* * * 

DR.  SAMUEL  PARSONS 

MORE  than  the  mere  name  of  a street  did 
Dr.  Samuel  Parsons  contribute  to  the 
history  and  development  of  Columbus. 
Just  as  Dr.  Goodale  left  his  mark  in  the  mer- 
cantile and  civic  life  of  the  city,  Dr.  Parsons  ex- 
tended his  sphere  to  the  banking  and  legislative 
activities  of  the  times. 

Born  in  Reading,  Connecticut,  in  1786,  Dr. 
Parsons  acquired  his  medical  training  in  the 
East,  bringing  it  west  to  Franklinton  in  1814. 
He  joined  the  exodus  from  that  community  to 
Columbus  two  years  later.  Among  other  honors 
that  befell  him  during  his  36  years  of  practice 
was  that  of  being  elected  to  the  General  Assembly, 
a post  which  he  did  not  seek.  He  was  also  for 
many  years  president  of  the  Franklin  branch  of 
the  State  Bank  of  Ohio. 

In  his  seventy-second  year  he  passed  away, 
three  years  before  the  outbreak  of  the  Civil  war. 
His  was  another  example  of  medical  practitioners 
playing  leading  roles  in  civic  life. 

* * * 

DR.  JOHN  BALL 

MARTYRS  to  the  cause  and  science  of 
medicine  are  not  only  those  who  expose 
themselves  to  the  bites  of  yellow-fevered 
mosquitoes  and  sleeping-sickened  tsetse  flies. 
Some  there  are  who  have  cut  short  their  lives  in 
the  ministration  of  everyday  ailments.  Such  a 
one  was  Dr.  John  Ball. 

Dr.  Ball  came  out  of  the  East,  Johnstown, 
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N.  Y.,  in  the  early  years  in  the  Nineteenth  Cen- 
tury, and  he  passed  on  March  10,  1818,  aged  but 
43  years,  leaving  behind  an  epitaph  epitomizing 
succinctly  his  life  as  “an  able  physician  and  an 
honest  man”.  But  in  his  short  span  he  created  a 
reputation  for  efficiency,  service  and  humaneness 
that  any  man  might  envy. 

Assistance  was  the  first,  fees  strictly  second- 
ary, consideration  in  Dr.  Ball’s  office.  The  story 
is  told  of  one  poor  woman  who  received  her  pre- 
scription of  calomel,  tartar  emetic  and  barks 
from  the  good  doctor.  She  was  told  that  she 
might  pay  the  fee  by  doing  a washing  for  his 
wife  when  she  was  able.  Mrs.  Ball  thought  that 
it  was  not  exactly  a fair  barter  for  the  family 
budget. 

“Very  well,”  said  Dr.  Ball.  “You  may  have  the 
medicine  free  of  charge  and  my  wife  will  do  her 
own  washing.” 

Sometimes  the  doctor’s  extreme  confidence  in 
his  cures  and  diagnoses  led  him  into  errors. 
Patients  suffering  from  malignant  fever  were 
warned  with  finality  that  to  touch  so  much  as  a 
teaspoonful  of  cold  water  would  result  in  certain 
death. 

When  the  family  of  one  patient  became  ex- 
hausted caring  for  him,  Dr.  Ball  generously 
offered  to  sit  up  with  the  man  all  night  in  order 
that  they  might  get  a little  rest.  Exhausted  him- 
self, Dr.  Ball  dozed  away  and  the  patient  emptied 
the  water  pail  before  he  awakened.  The  doctor 
placed  his  hand  upon  the  man  and  said,  “You  are 
a dead  man.”  Like  Mark  Twain,  the  patient  re- 
covered. 

While  stories  of  Dr.  Ball’s  generosity  and  his 
willingness  to  sacrifice  himself  for  the  benefit  of 
the  sick  are  found  on  every  hand,  one  of  the  most 
famous  of  the  anecdotes  concerning  his  life 
clearly  indicates  that  he  retained  quite  a sense 
of  humor. 

As  a matter  of  fact,  Cato  stands  out  as  one  of 
high  lights  of  early  Columbus  medical  history, 
although  Cato  in  the  flesh  never  had  the  pleasure 
of  knowing  what  an  excellent  moral  effect  he  had 
upon  the  Ohio  community.  Cato  came  to  Colum- 
bus as  a skeleton,  and  while  he  may  not  have 
been  the  first  skeleton  in  town,  he  certainly  was 
the  first  skeleton  with  a double  row  of  teeth, 
both  upper  and  lower. 

Dr.  Ball  brought  Cato  to  Columbus  from 
Johnstown,  where  he  had  been  hanged  for  some 
unmentioned  offense.  He  had  been  a colored  man, 
well  over  six  feet  tall,  and  his  double  row  of 
teeth  did  not  detract  from  his  menacing  aspect 
in  skeleton  form. 

In  addition  to  his  service  in  the  matter  of  re- 
vealing bone  structure,  Cato  was  rigged  up  in  an 
upstairs  closet  in  such  a manner  as  to  enable  him 
to  teach  severe  lessons  to  curious  house  maids. 
When  the  closet  door  was  opened,  Cato  woulu  fall 


out,  arms  outstretched,  engulfing  the  inquisitive 
ones. 

Had  he  been  living  today,  Dr.  Ball  would 
probably  have  described  the  process  as  an  experi- 
ment in  psychology. 

The  doctor  would  inform  all  new  servants,  and 
servants  were  changed  frequently,  even  then, 
that  they  might  go  anywhere  in  the  house  they 
pleased  except  in  the  one  closet.  Those  who  could 
not  resist  the  temptation  indefinitely  usually  fell 
under  Cato’s  spell  within  five  days  or  less,  Dr. 
Ball  was  wont  to  tell  his  friends 

Put  even  Cato  could  not  alter  the  fact  that  Dr. 
Ball  virtually  sacrificed  his  life  in  the  practice 
of  his  profession. 

* * * 

JOHN  M.  EDMISTON,  M.D. 

STILL  another  of  the  martyrs  of  medicine  in 
Columbus  was  John  M.  Edmiston,  M.D.  Dr. 
Edmiston  was  one  of  the  few  among  the 
early  doctors  who  graduated  from  an  accepted 
college  of  medicine.  Born  at  Carlisle,  Pa.,  in 
1790,  he  attended  Dickinson  College  and  the  Medi- 
cal College  of  the  University  of  Pennsylvania. 

Dr.  Edmiston  came  to  Franklinton  in  1814. 
He  moved  to  Columbus  almost  immediately  and 
became  the  family  physician  of  the  Lucas  Sulli- 
vants.  One  of  the  first  brick  houses  on  High 
street  was  built  by  the  Pennsylvanian  at  the 
northwest  corner  of  High  street  and  Walnut 
alley. 

Hardships  of  a physician’s  life  soon  left  their 
impression  on  Dr.  Edmiston’s  health,  with  the 
result  that  he  was  in  no  condition  to  withstand 
the  demands  made  upon  him  during  the  first 
cholera  epidemic  in  1834.  He  died  in  that  year 
at  the  age  of  44,  because  he  refused  to  rest  when 
his  services  were  so  essential  to  the  well-being  of 
the  community.  His  wife  lived  until  1874  and 
their  only  child  to  reach  maturity  married  Henry 
C.  Noble. 

A skilled  physician  and  a cultured  gentleman. 
Dr.  Edmiston  gave  up  his  life  for  the  develop- 
ment of  Columbus. 

* * * 

THERE  was  much  sickness  in  the  com- 
munity in  the  Summer  and  Fall  of  1823. 
Whole  families  were  prostrated  with 
bilious  and  intermittent  fevers. 

In  1833,  ten  years  after  the  epidemic  of  fevers, 
came  a worse  scourge  in  the  form  of  Asiatic 
cholera. 

On  November  9,  1933,  the  Board  of  Health 
published  its  final  report  which  summarizes  very 
well  this  epidemic. 

“The  first  case  of  cholera  occurred  among  us 
on  the  14th  day  of  July  and  the  last  on  the  29th 
of  September.  Between  these  two  dates,  the  total 
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number  who  fell  victims  to  this  disease  within 
the  limits  of  the  town  was  92  of  which  11  were 
among  the  prisoners  confined  in  the  Penitentiary. 
The  total  number  of  the  inhabitants  in  this  town 
at  the  time  the  cholera  appeared  among  us  is 
supposed  to  have  been  about  3,500  of  whom 
nearly  one-fourth  part  removed  temporarily  from 
the  town  during  the  prevalence  of  the  disease.” 

IN  1832,  Dr.  Wm,  Awl  came  to  live  and  prac- 
tice in  Columbus.  Almost  at  once,  he  was 
appointed  physician  to  the  Poor  House.  He 
was  responsible  for  the  first  Ohio  Medical  Con- 
vention [1835].  He  was  the  first  surgeon  west 
of  the  Alleghenies  to  ligate  the  carotid  artery  and 
the  first  in  Ohio,  and  almost  the  first  in  United 
States  to  devote  time,  talent,  and  money  to  the 
blind  as  a class.  Through  his  instrumentality 
alone,  the  State  School  for  the  Blind  was  estab- 
lished, and  a little  later,  through  his  influence, 
the  first  State  Hospital  for  the  Insane  was  built 
in  Columbus,  Ohio. 

* * * 

Dr.  R.  L.  Howard  was  the  first  to  limit  his 
practice  to  surgery. 

^ ^ 

In  1846,  the  Willoughby  Medical  College  was 
moved  to  Columbus. 

* * * 

In  1850,  the  first  course  of  lectures  was  given 
in  the  new  building  of  the  Starling  Medical  Col- 
lege as  the  name  of  the  college  had  been  changed 
upon  the  receipt  of  the  gift  of  $35,000.  This  gift 
was  for  a medical  school  with  the  condition  that 
it  would  establish  a hospital  in  connection  with  it 
for  the  treatment  of  the  sick  poor. 

This  was  the  largest  gift  that  any  citizen  of 
Ohio  had  up  to  that  time  made  to  any  institution. 

The  plan  of  having  a medical  school  and  a 
hospital  together  owned  and  controlled  by  the 
same  board  of  trustees  was  years  in  advance  of 
any  other  institution  in  America. 

About  1864,  the  Sisters  of  the  Poor  of  St. 
Francis  came  to  Columbus  and  soon  took  over  the 
care  and  management  of  the  College  Hospital 
which  has  ever  since  been  known  as  the  St.  Fran- 
cis Hospital. 

♦fc 

On  the  first  of  June,  1849,  the  Asiatic  cholera 
returned.  This  time  it  hit  the  Ohio  Penitentiary 
unusually  hard.  Among  the  physicians  who  fell 
victims  to  it  were  Dr.  Horace  Lathrop,  Dr.  Isaac 
F.  Taylor  and  Dr.  B.  F.  Gard.  In  the  Summer  of 
1850,  it  continued  taking  among  others  the  life  of 
Dr.  James  B.  McGill.  There  was  no  cholera  in 
Columbus  in  1851  but  the  next  year  it  reap- 
peared. The  year  1854  marked  the  last  appear- 
ance of  this  dreaded  disease. 


Morbidity  and  Mortality  Rates  For 
Cerebrospinal  Fever  Show  Big 
Increase;  Outlook  for  1936  Bad 

An  examination  of  the  records  of  the  State 
Department  of  Health  discloses  that  morbidity 
and  mortality  rates  for  cerebrospinal  fever 
(epidemic  meningitis,  meningococcus  meningitis) 
in  Ohio  for  the  year  1935  were  the  highest  in  the 
history  of  the  department.  The  number  of  cases 
reported  during  the  first  four  months  this  year 
forecasts  higher  rates  for  1936. 

There  were  430  cases  of  cerebrospinal  fever 
and  214  deaths  from  that  disease  reported  to  the 
State  Department  of  Health  during  1935,  and 
182  cases  were  reported  during  the  first  four 
months  of  1936,  according  to  Dr.  Finley  Van 
Orsdall,  chief,  Division  of  Communicable  Dis- 
eases. 

The  number  of  cases  and  deaths  from  cerebro- 
spinal fever  reported  in  Ohio,  with  rates  per 
100,000  population,  for  the  past  11  years,  are 
shown  in  the  following  table: 


Cases 

Rate 

Deaths 

Rate 

1925 

77 

1.1 

51 

.81 

1926 

66 

1.0 

33 

.51 

1927 

101 

1.5 

45 

.68 

1928 

240 

3.6 

129 

1.94 

1929 

387 

5.8 

180 

2.67 

1930 

289 

4.5 

131 

1.96 

1931 

180 

2.6 

102 

1.51 

1932 

107 

1.6 

58 

.83 

1933 

58 

.8 

28 

.40 

1934 

401 

5.7 

59 

.84 

1935 

430 

6.3 

214 

3.01 

The  following  control  measures  in  cerebro- 
spinal fever  are  required  by  the  Ohio  Sanitary 
Code: 

For  the  patient:  Isolation  of  the  patient  until 

signs  of  the  disease  have  disappeared  and  cul- 
tures from  the  naso-pharynx  are  negative  for 
the  meningococcus.  Isolation  for  a period  of 
21  days  may  be  accepted  in  lieu  of  bacteriological 
measures  of  release. 

For  exposed  persons:  (1)  Residing  in  the 

house  or  place  with  the  patient.  Quarantine  of 
such  persons  as  tome  in  contact  with  the  patient 
or  his  discharges  until  disinfection  and  for  an 
additional  period  of  10  days.  Such  quarantine 
shall  not  include  wage  earners  whose  work  does 
not  bring  them  in  contact  with  children  or  with 
the  food  supply.  (2)  Residing  apart  from  the 
patient.  Quarantine  of  children  under  16  years 
of  age  for  a period  of  10  days  from  the  date  of 
last  exposure. 

Carriers : Quarantine : Quarantine  of  carriers 
detected  by  bacteriological  methods  until  the 
naso-pharynx  is  free  from  meningococci. 

Disinfection : Concurrent  disinfection  of  dis- 

charges from  the  nose  and  throat  and  of  articles 
soiled  therewith.  Thorough  cleansing  in  the  sick- 
room when  the  patient  is  released. 
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We  Sometimes  Forget  - - 

FREQUENTLY,  patients  are  sent  to  the 
allergist  by  their  physicians,  with  the  fol- 
lowing parting  injunction:  “Doctor  Blank 
will  make  some  simple  tests  on  your  skin  which 
will  inform  us  at  once  whether  you  are  allergic, 
and  if  so,  what  is  causing  your  trouble.” 

The  patient  presents  himself,  the  tests  are 
made,  and  to  the  discomfiture  of  all  concerned, 
the  tests  prove  to  be  negative.  Thereupon,  the 
referring  physician  and  the  patient  decide  that 
“this  allergy  business  is  all  the  bunk”,  and  the 
patient  again  takes  up  his  weary  round  in  search 
of  relief. 

We  too  often  forget  that  skin  tests  are  merely 
an  aid  in  allergic  diagnosis.  Negative  skin  tests 
may  be  due  to  several  factors. 

In  the  first  place,  the  test  material  must  be 
potent.  Protein  extracts  become  inert  from  var- 
ious causes,  whether  they  be  in  powder  form  or 
in  solution,  and  of  course,  inert  test  materials 
will  give  negative  tests. 

Again,  intracutaneous  tests  are  more  likely  to 
give  positive  reactions  than  the  cutaneous  or 
scratch  tests,  which  are  less  delicate  than  the 
former.  Even  that  part  of  the  skin  selected  for 
tests  is  important,  as  the  skin  of  the  back  reacts 
better  than  that  of  the  arm,  forearm  or  thigh. 

In  cases  of  allergy  due  to  food,  definitely  posi- 
tive skin  tests  even  by  the  more  delicate  intra- 
cutaneous method,  are  obtained  in  less  than  half 
the  cases — just  the  ones  in  which  positive  tests 
would  be  more  helpful.  For  some  reason,  the 
mucosa  of  the  digestive  or  respiratory  tracts  can 
become  specifically  sensitized  to  foods  without 
accompanying  skin  sensitivity.  In  chronic  urti- 
caria especially,  skin  tests  are  disappointing,  as 
the  skin  often  responds  with  wheals  to  all  tests, 
or  not  at  all. 

Lest  the  outlook  in  skin  testing  appear  too 
dark  let  me  hasten  to  say  that  skin  tests  are  re- 
liable and  diagnostic  in  most  cases  of  sensitivity 
due  to  inhaled  substances.  This  applies  par- 
ticularly to  pollen  hay  fever  and  asthma  from 
animal  danders,  dusts,  etc.,  which  type  of  cases 
constitutes  the  majority  of  allergic  disorders.  In 
this  group,  the  tests  when  properly  done  and  in- 
terpreted, are  diagnostic. 

In  conclusion,  skin  tests  are  merely  an  aid  in 
the  elucidation  of  allergic  disorders.  When  defi- 
nitely positive  they  are  very  helpful,  and  at  all 
events,  constitute  a starting  point  in  case  study. 
They  are  only  supplementary  to  a painstaking 
history,  careful  physical  examination,  and  fre- 
quently the  use  of  trial  or  elimination  diets. 
After  all,  allergic  disorders  belong  in  the  realm 
of  internal  medicine  and  necessitate  clinical  skill 
and  experience,  as  well  as  skin  tests,  for  their 
solution. — By:  Karl  D.  Figley,  M.D.,  Toledo, 

Ohio. 


Technique  and  Results  of  Tuberculin  Test 
Explained  in  Bulletin 

The  purpose,  technique  and  results  to  be  ex- 
pected from  the  tuberculin  testing  of  children 
by  the  so-called  “Mantoux  Test”  is  the  subject  of 
the  following  bulletin,  recently  published  by  the 
State  Department  of  Health: 

Interest  has  developed  to  a remarkable  degree 
in  immunization  against  diphtheria  and  vaccina- 
tion against  smallpox  and  typhoid  fever,  and, 
within  the  past  two  or  three  years,  tuberculin 
testing  has  been  included. 

Only  relatively  small  numbers  of  children  have 
had.  the  tuberculin  test,  and,  as  a rule,  results 
have  not  been  followed  up  as  closely  as  they 
should  be.  Usually  these  tests  have  been  given 
only  to  very  young  children  among  whom  many 
active  cases  are  not  te  be  expected. 

However,  there  are  two  objectives  in  tuberculin 
testing:  (1)  To  discover  active  tuberculosis;  (2) 
to  secure  clues  of  sources  of  infection  through 
positive  reactions.  Here,  the  younger  the  group, 
the  more  significant  the  results;  so,  in  tuberculin 
testing  of  first-grade  children,  it  should  be  kept 
in  mind  that  positive  reactions  should  be  followed 
by  careful  surveys  of  the  families  represented. 

Carefully  standardized  old  tuberculin  in  freshly 
prepared  dilution  is  used.  The  solution  is  so  made 
that  0.1  c.c.  of  the  solution  contains  1/100  milli- 
gram of  tuberculin. 

The  injection  is  given  with  a small  calibre 
needle  into  the  skin  of  the  forearm,  and  the  re- 
action is  read  at  the  end  of  48  hours.  Usually 
there  is  no  question  as  to  the  result.  If  the  re- 
action is  negative  or  questionable  a second  in- 
jection is  given  in  the  same  manner.  This  solu- 
tion contains  1.0  milligram  of  old  tuberculin  in 
0.1  c.c.  solution,  and  this,  too,  is  read  48  hours 
later.  A positive  test  is  indicated  by  a wheel  at 
the  site  of  injection  with  a surrounding  area  of 
redness  which  soon  disappears. 

Other  extremely  important  diagnostic  aids  are, 
first,  the  family  history,  and  second,  the  X-rays. 
The  X-ray  pictures  must  be  taken  and  their  read- 
ings made  by  some  one  fully  capable,  or  they  are 
useless. 

Parents  should  know  in  advance  that  a positive 
tuberculin  test  does  not  mean  active  tuberculosis, 
but  that  it  does  point  to  a previous  contact  with 
an  active  case.  Remember,  the  control  and 
eradication  of  tuberculosis  is  hopeful! 

— oSMJ  — 

Goiter  Specialists  to  Meet 

The  annual  meeting  of -the  American  Associa- 
tion for  the  Study  of  Goiter  will  be  held  at  the 
Drake  Hotel,  Chicago,  June  8,  9 and  10.  In- 
cluded in  the  list  of  speakers  is  Dr.  D.  Ray  Mc- 
Cullagh,  Cleveland,  who  is  scheduled  to  discuss, 
“Quantitative  Investigations  of  the  Thyrotronic 
Hormone”. 


ECONOMICS-PROFESSIONAL  RELATIONS- 
ORGANIZATION  PROBLEMS 


Medical  Profession  Wants  Definitions , Interpretations  and  Observations  on  End- 
Results  Before  It  Accepts  Untried  Plans  and  Theories , Answers  to 

Foundation  s Queries  Show 


THE  medical  profession  not  infrequently  has 
been  accused  by  advocates  of  fliers  in 
social  experiments  of  striking  a “do-noth- 
ing” attitude  with  respect  to  attempts  to  solve 
some  of  the  maladjustments  involved  in  the 
present  method  of  providing  the  people  with  the 
medical  care  they  need  and  are  entitled  to. 

The  untruth  of  this  accusation  is  proved  by  the 
fact  that  through  the  200  or  more  experiments 
now  being  promoted  largely  by  units  of  medical 
organization  throughout  the  nation,  the  medical 
profession  is  the  one  group  which  is  doing  more 
to  solve  the  serious  social  and  economic  problems 
which  are  a part  of  the  tragedy  of  sickness  than 
any  other  group  or  organization. 

Another  interesting  sidelight  was  developed  re- 
cently, namely: 

The  medical  profession  more  than  any  other 
group  is  attacking  the  problem,  or  problems,  in 
a scientific  and  orderly  manner. 

It  is  asking  for  definitions  and  interpretations ; 
for  studied  thought  and  consideration  of  end-re- 
sults. It  has  refused  as  a group  to  be  pushed 
into  something  blindly  and  without  cool  delibera- 
tion. It  wants  to  know  the  why’s,  what’s  and 
how’s  of  the  numerous  schemes  and  theories 
which  have  been  introduced. 

This  latter  interesting  development  is  borne 
out  by  a compilation  of  the  numerous  replies  re- 
ceived from  physicians  all  over  the  country  by 
the  American  Foundation  Studies  in  Government 
in  answer  to  letters  sent  out  by  that  research 
organization  in  connection  with  its  recently- 
launched  study  of  the  present  organization  of 
medical  services  in  the  United  States. 

According  to  Esther  Everett  Lape,  director  of 
study  for  the  group,  the  replies  received  from 
the  hundreds  of  physicians  who  have  been  in 
active  practice  at  least  20  years,  were  “full  and 
frank,  startlingly  individual,  thoughtful,  de- 
tailed”. 

“Our  present  correspondence,”  she  writes, 
“certainly  shows  that  the  leading  medical  scien- 
tists of  the  country,  men  of  lucid  mind  and  large 
temper,  recognized  that  there  is  a problem  and 
that  medical  men  wish  to  aid  in  solving  it.  But 
they  would  define  it  first.  They  would  break  up 
the  problem  into  its  component  parts  in  order 


to  see  if  any  one  answer  will  really  meet  them 
all.” 

Some  of  the  questions  raised  in  the  replies  re- 
ceived by  the  Foundation  are: 

1.  What  is  “adequate”  medical  care? 

2.  Before  we  attempt  to  solve  the  problems 
and  the  availability  of  medical  care  and  its  costs, 
must  we  first  get  rid  of  the  “quacks”  that  prey 
on  the  public  or  self-appointed  “specialists”? 

3.  Are  we  in  a position  to  define  “adequate” 
medical  care  in  terms  of  the  whole  country  or  to 
say  whether  there  are  now  “too  many  doctors”  or 
too  few? 

4.  Are  our  citizens  trained  to  recognize  ade- 
quate medical  care? 

5.  Is  growth  in  public  understanding  a pre- 
liminary necessity? 

6.  Can  medical  care  be  successfully  “organized” 
on  a broad  national  base  so  long  as  a large  part 
of  the  public  invoke  aid  only  after  the  drug 
store  clerk  has  failed  to  cure? 

7.  How  should  government  and  medical  men 
cooperate  to  care  for  the  indigent  sick  in  some 
less  haphazard  manner  than  now  prevailing  in 
most  places? 

8.  How  shall  we  define  the  “indigent”? 

9.  Is  the  cost  of  their  care  of  whatever  nature, 
a logical  charge  upon  local  or  state  tax  funds? 

10.  Are  there  practical  ways  of  bringing  hos- 
pitalization within  reach  of  the  low  income  group 
that  can  meet  the  cost  of  ordinary  illness,  but 
not  of  “catastrophic”  illness? 

11.  Is  the  hospital  insurance  plan  the  solution? 

12.  Can  prepayment  for  medical  care  be  made 
to  work? 

13.  Is  the  insurance  principle  sound  as  re- 
lated to  health  protection,  i.e.,  is  illness  to  be 
classified  with  cyclones  and  lightning  and  other 
acts  of  God,  to  be  insured  against  on  the  lottery 
principle;  or  like  flood  control,  should  it  be  sub- 
jected to  more  constructive  and  preventive  plan- 
ning on  the  part  of  the  state  and  the  individual? 

14.  Are  some  of  the  present  costs  of  medical 
care  immediately  reducible? 

15.  Could  the  resources  of  tax-supported 
laboratories  and  tax-supported  hospitals  be  made 
more  generally  available  to  practitioners,  thus 
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cutting  greatly  the  cost  of  X-ray,  laboratory 
tests,  etc.? 

16.  Should  we  return  to  a less  elaborate  tra- 
dition in  building  and  operating  hospitals  and  by 
getting  rid  of  the  frills,  cut  the  cost  of  the  hos- 
pitals’ daily  rate? 

17.  How  can  we  reasonably  get  good  young 
medical  men  to  settle  in  sparsely  populated  dis- 
tricts ? 

18.  How  can  government  and  medicine  co- 
operate to  this  end? 

19.  Does  the  answer  lie  in  a “grand  new  deal”? 
or  in  partial  answers  to  parts  of  the  problem? 

20.  Is  evolution  or  revolution  indicated? 

These  are  a comparatively  few  of  the  pointed 

and  reasonable  questions  which  physicians  are 
asking  themselves  and  others ; and  for  which  they 
want  clear  and  logical  answers  before  venturing 
into  the  twilight  zone  where  it  may  be  difficult  to 
“maintain  the  highest  achievable  quality  of  medi- 
cal care”  for  rich  and  poor  alike. 

These  are  some  of  the  questions  which  the 
members  of  medical  organization  should  consider 
as  they  gather  for  discussions  of  the  social  and 
economic  aspects  of  medical  care  and  medical  ser- 
vice. 

Dogmatic  attitudes  will  be  ruled  out  by  the 
thoughtful  ones.  They  will  conclude,  and  right- 
fully so,  that  the  solution,  or  solutions,  cannot  be 
found  unless  there  is  a cooperative  approach  by 
all  interests  concerned. 

The  medical  profession  fortunately  has  refused 
to  be  stampeded. 

Nevertheless,  it  has  given,  and  will  continue  to 
give,  serious  study  to  the  problems  which  have 
arisen.  Action  will  be  taken  advisedly. 

If  the  medical  profession,  and  others  who  have 
joined  with  it  in  efforts  to  bring  about  needed  ad- 
justments, is  not  hampered  too  severely  by  top- 
heavy  social  programs  which  eventually  will  fall 
of  their  own  weight,  the  proper  solution  will  be 
found. 

— OSMJ  — 


The  county  medical  society  offers  the  best  of 
all  courses  of  training  in  medical  economics. — 
Journal  of  the  Medical  Society  of  New  Jersey. 

— OSMJ  — 


For  the  past  six  or  eight  months,  The  Journal 
has  been  stressing  to  the  membership  the  im- 
portance of  taking  advantage  of  the  personal 


Services  of  Headquarters 
Office  Can  Be  Improved 
If  Members  Will  Help 


services  offered 
any  member  by 
the  State  Head- 
quarters Office. 

As  a result, 
many  members 
of  the  central 


have  requested  the  assistance 
office  on  many  different  matters. 

As  far  as  is  known,  the  services  rendered  have 


been  adequate — at  least  a strenuous  effort  has 
been  made  to  render  efficient  service. 

The  headquarters  office  can  be  of  more  help 
and  give  better  service  if  it  has  100  per  cent  co- 
operation on  the  part  of  the  membership.  Some 
members  have  been  careless  in  their  corre- 
spondence, ambiguous  in  their  requests,  too  in- 
definite, etc. 

For  example,  in  requesting  investigation  of 
workmen’s  compensation  cases,  some  members 
have  failed  to  supply  the  number  of  the  claim. 
It  is  almost  impossible  to  secure  a file  for  review 
unless  the  claim  number  is  given. 

Occasionally,  in  requesting  data  from  the  sub- 
ject files  of  the  headquarters  office,  members  fail 
to  be  definite.  It  would  be  helpful  if  the  member 
seeking  information  would  explain  briefly  the 
purposes  for  which  he  wishes  to  use  the  material 
and  what  phases  he  is  chiefly  interested  in. 

Some  members  after  receiving  material  from 
the  files,  neglect  to  return  it  promptly.  The  sup- 
ply of  literature  available  is  limited.  Failure  to 
send  it  back  promptly  makes  it  impossible  for  the 
headquarters  office  to  meet  other  requests  for 
similar  data. 

These  are  just  a few  of  the  typical  oversights 
which  slow  up  the  service  which  the  central  office 
is  trying  to  render  for  all  members.  They  are 
not  criticisms;  merely  facts.  If  corrected,  better 
service  can  be  given. 

— OSMJ  — 

Confidence  of  the  community  in  its  physicians 
must  be  built  up,  not  broken  down.  It  will  be 
broken  down  if  physicians  publicly  criticize  each 
other. — Medico-Legal  Advisory  Committee,  Min- 
nesota State  Medical  Association. 

— oSMj  — 


Much  has  been  written  and  much  has  been  said 
concerning  the  notorious  pre-payment  methods 
and  medical  service  plans  in  operation  in  the 

Northwest. 

Medical  Service  Plans  Those  who  feel 

T ,,  , • drastic  changes 

In  Northwest  Proving  in  medical  ser_ 

To  Be  Poor  Examples  vice  must  be 

brought  a bo  u t, 
have  pointed  to  that  part  of  the  country  as  the 
spot  where  medical  organization  has  taken  the 
lead  and  shown  the  progressive  spirit. 


After  reading  a recent  communication  to  the 
Oregon  Medical  Reporter  by  Dr.  Alexander  H. 
Peacock,  Seattle,  former  president  of  the  Wash- 
ington State  Medical  Association  and  former 
chairman  of  that  society’s  medical  economics 
committee,  one  wonders  if  the  picture  in  the 
Great  Northwest  is  exactly  as  it  has  been  painted 
in  graphic  press  dispatches  and  glowing  state- 
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ments  by  some  commentators  on  medico-social 
questions. 

Said  Dr.  Peacock: 

“When  president  of  the  Washington  State  As- 
sociation and  chairman  of  the  Economics  Com- 
mittee, I went  out  of  my  way  to  make  a study 
of  this  subject  of  taking  care  of  the  sick  by  mass 
methods.  We  have,  of  course,  the  various  Euro- 
pean systems  to  study  and  to  observe.  These  I 
will  not  comment  on  as  you  are  familiar  with 
their  good  points  and  their  weak  ones. 

“Our  own  county  medical  service  bureaus, 
however,  are  another  thing  altogether.  Here  we 
can  observe  their  workings  out  under  our  eyes 
and  see  the  general  trend.  In  the  first  place,  they 
are  taking  care  of  the  sick  at  a fee  much  below 
the  actual  cost.  Good  medical  service  cannot  be 
given  at  any  such  figure.  It  means  that  the  costs 
are  coming  out  of  the  doctors’  income.  In  the 
second  place,  they  are  educating  the  public  to  a 
very  low  medical  insurance  fee.  The  laity  believe 
that  good  medical  service  can  be  obtainable  at 
such  a figure,  if  many  of  the  well-known  doctors 
and  surgeons  enter  into  such  an  agreement  with 
them.  This  is  establishing  a low  basis  for  a gen- 
eral insurance  plan. 

“In  the  third  place,  this  plan  initiated  by  or- 
ganized medicine,  instead  of  being  limited  to  the 
industrial  hazards,  is  rapidly  spreading  until  it  is 
covering  a large  number  of  the  incomes  of  the 
county.  It  was,  originally,  intended  to  keep  out 
of  the  field  commercial  hospital  associations  and 
some  of  the  doctors  who  are  considered  to  be  on 
the  outside  of  ethical  medicine.  Instead  of  driv- 
ing them  out  they  have  increased  the  number  of 
their  contracts  and  the  bureau  itself  has  been 
obliged  to  get  its  clients  from  an  entirely  dif- 
ferent field,  that  is,  clerks  and  the  white-collared 
class.  While  decrying  state  or  federal  medicine, 
they  have  laid  a beautiful  plan  for  the  general 
medical  care  of  the  whole  community.  Of  course, 
this  is  driving  out  private  practice  and  everybody 
who  possibly  can  is  coming  under  the  bureau  ser- 
vice. The  ultimate  end  of  such  a policy  is  quite 
apparent  to  everyone. 

“My  observations  are  that  the  service  bureau 
is  carried  on  under  the  idea  that  it  is  necessary, 
that  a great  many  of  the  men  are  heartily  out 
of  sympathy  with  it  and  are  afraid  of  its  ultimate 
results,  that  if  they  could  possibly  do  so  they 
would  withdraw  from  the  bureau  but  are  afraid 
on  account  of  political  reasons.  The  present  plan 
in  most  of  the  bureaus  is  the  modified  panel  sys- 
tem with  the  doctors  carrying  the  entire  load  of 
hospitalization  as  well  as  medical  service.  The 
question  of  the  bureau  is  analogous  to  the  great 
problem  before  the  country  of  those  who  believe 
in  social  security  and  those  who  believe  in  the 
competitive  profit  system.  There  can  be  no  com- 
promise of  the  two,  it  must  be  either  one  or  the 
other.  Personally,  I am  for  the  old  method  of 
competition,  based  on  personality  and  good  medi- 
cal service. 

— OSMJ  — 

The  fourteenth  biennial  Y.WTC.A.  convention 
was  asked  recently  to  “put  the  sex  education 
bootleggers  out  of  business”  and  place  such  ac- 
tivities under  authorized  and  competent  medical 
direction.  The  field  of  health  education  generally 
would  become  more  productive  of  good  if  medical 
guidance  were  more  prevalent. 


“Today  more  than  ever  before  we  need  a 
thinking  medical  profession”,  declared  the  editor 
of  The  Bulletin  of  the  Toledo  Academy  of  Medi- 
cine in  an  editor’s 

Suggestions  on  How  note  Prefacms  an 

article  by  Dr. 

Glenn  H.  Reams 
Strengthen  its  Status  published  in  a 

recent  issue  of 

that  bulletin  as  one  of  a series  of  timely  Medical 
Forum  articles. 

The  above  is  an  exceedingly  pertinent  and  ac- 
curate observation. 

Equally  as  timely  and  interesting  were  the 

comments  of  Dr.  Reams,  who  is  quoted  in  part  as 
follows : 

“ ‘The  physician — is  the  flower  of  our  civilization 
and,  when  the  stage  of  man  is  done  and  only  to 
be  marvelled  at  in  history,  he  will  be  thought  to 
have  shared  as  little  as  any  in  the  defects  of  the 
period  and  most  nobly  exhibited  virtues  of  the 
race.  Generosity  he  has,  such  as  is  possible  to 
those  that  practice  as  art,  never  to  those  who 
drive  a trade.’ 

“This  tribute  of  Robert  Louis  Stevenson  to  our 
profession  has  warmed  the  hearts  of  doctors  since 
it  was  first  written.  In  moods  of  disappointment 
its  merited  praise  has  supported  us  and  stiffened 
our  spines  to  return  to  our  duties  with  renewed 
faith. 

•“Particularly  in  this  period  of  change  and  un- 
certainty it  is  well  for  us  to  take  our  bearings 
and  renew  our  confession  of  faith  if  we  would 
continue  to  ‘stand  above  the  common  herd.’  The 
whirlpool  of  the  last  few  years  has  left  us  dizzy. 
It  is  difficult  to  stand  upright,  and  our  old  stand- 
ards are  vibrating  and  swaying  so  that  we  hesi- 
tate to  trust  them.  It  perplexes  us  to  determine 
which  is  the  best  way  ahead. 

“In  studying  the  needs  of  the  medical  profes- 
sion, in  relation  to  the  public  whom  we  wish  to 
serve  to  the  best  of  our  ability,  several  facts 
stand  out. 

“First,  there  exists  too  great  a feeling  of  dis- 
trust and  antagonism  between  individual  doctors. 
Space  is  lacking  to  go  into  detail  as  to  the  causes 
and  cure.  The  result  is  bad  and  must  be  con- 
sidered. The  patient  senses  the  feeling  and  shares 
it  to  the  extent  that  he  begins  to  distrust  all  doc- 
tors, his  own  included.  Like  begets  like.  He  goes 
to  a doctor  in  some  other  community  or  he  goes 
to  some  of  our  competitors  in  the  cults. 

“Second,  we  have  been  too  prone  to  treat  pa- 
tients according  to  the  advice  of  the  much-married 
country  squire  for  making  good  wives — ‘catch  ’em 
young,  treat  ’em  rough,  and  tell  ’em  nothing.’ 
That  system  worked  in  bygone  days  when  people 
were  not  well  educated.  Today  when  a high  school 
education  is  the  rule,  and  everyone  knows  his 
state  better  than  he  used  to  know  his  home  town, 
people  must  be  treated  as  intelligent  whether  or 
not  they  know  much  about  the  practice  of  medi- 
cine. The  failure  to  treat  the  patient  as  an  intel- 
ligent individual  arouses  his  dislike  and  distrust, 
whether  he  expresses  it  or  not. 

“Third,  we  are  getting  away  from  our  profes- 
sional background  too  far.  The  cupidity  of  those 
who  would  deny  us  our  rightful  fees  for  services 
rendered  has  aroused  in  us  the  determination  to 
get  justice  at  all  odds.  The  momentum  gained 
thereby  has  carried  us  too  far.  We  have  a ten- 
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dency  to  commercialize  our  profession.  That  is  a 
fatal  mistake  if  continued.  Most  doctors  have 
selected  the  profession  of  medicine  because  they 
are  adapted  by  nature  to  be  good  professional 
men.  Good  professional  men  rarely  make  good 
business  men  and  vice  versa.  When  the  average 
doctor  goes  across  to  meet  the  business  man  on 
his  own  field,  he  is  usually  in  for  a beating. 

“Those  characteristics  which  determine  a pro- 
fession, as  opposed  to  business  are — the  perfect- 
ing of  one’s  self  in  an  art,  through  which  one 
guides,  advises  and  serves  his  fellow  man.  The 
remuneration  for  his  services  is  an  essential,  but 
not  the  principal  reward  of  the  professional  man’s 
activity. 

“As  opposed  to  that,  a business  is  conducted 
solely  for  the  profit  to  be  derived.  In  recent  years, 
however,  business  men  have  found  that  it  pays 
to  put  greater  emphasis  on  the  service  rendered 
in  order  to  secure  a more  willing  payment  of  the 
prices  demanded. 

“While  the  business  man  has  thus  been  pro- 
fessionalizing his  business  for  his  own  good,  the 
doctor  has  permitted  his  profession  to  become 
commercialized  to  his  own  undoing.  When  he 
permits  people  to  judge  his  profession  by  business 
standards  it  becomes  a very  poor  profession. 

“The  writer  submits  these  views  as  his  own 
modest  opinion.  He  believes  that  if  we  pay  more 
attention  to  adapting  our  services  to  the  needs  of 
our  patients,  if  we  compete  with  each  other  as  to 
the  quality  of  the  service  rendered,  and  if  we  re- 
fuse to  model  our  profession  after  any  business, 
we  will  not  have  to  worry  about  how  we  are  ad- 
vertised or  attacked.” 

— oSM  J — 

Politics  and  hospitals  do  not  mix. — The  Modern 
Hospital. 

— OSMJ  — 


Not  long  ago,  Dr.  Langley  Porter,  dean,  Uni- 
versity of  California  School  of  Medicine,  in  a 
letter  referring  to  instruction  for  senior  medical 

students  in  the 

Instruction  for  Students  art>  ethics  an(* 

/-v  f A 7 lie  business  of  med- 

Often  Adaptable  for  icine  summar. 

Post-Graduate  Courses  ized  the  titles 

of  some  of  the 


lectures  given  in  that  school. 

Doubtless,  other  medical  schools  provide  simi- 
lar lectures  for  their  fourth-year  students.  If 
they  do  not,  they  should. 

After  reading  the  list  of  subjects,  one  won- 
ders if  it  does  not  contain  some  splendid  sug- 
gestions around  which  programs  of  post-graduate 
instruction  could  be  arranged. 

It  would  be  interesting  to  know  just  how  many 
physicians  are  adequately  informed  on  any  of 
the  following  subjects  found  on  Dr.  Porter’s  list: 

Legal  Responsibilities  of  Physicians. 

Office  Organization,  Personnel,  Records  and 
Filing  Systems. 


The  Doctor  on  the  Witness  Stand. 
Duties  of  the  Coroner. 

The  Doctor’s  Accounts. 

The  Doctor’s  Bag. 

The  Narcotic  Law. 


The  Art  of  Medicine;  Management  of  the 
Patient. 

Practice  in  Smaller  Communities. 

Societies  and  Membership  in  Organization. 

The  Consultant  and  Conduct  of  Consultations. 

Organized  Medicine. 

Medical  Social  Work. 

Health  Aspects  of  Social  Pathology. 

Industrial  Medicine. 

Making  Use  of  Social  Agencies  in  a Com- 
munity. 

Utilization  of  Community  Resources. 

Organized  Medicine  and  the  Law. 

Keeping  Up  With  Medicine. 

Insurance,  Malpractice  and  the  Law. 

Dozens  of  additional  interesting  and  important 
questions  outside  the  realm  of  scientific  medicine 
itself  might  be  suggested. 

Program  committees  and  county  society  officers 
should  not  overlook  an  opportunity  to  inject  into 
their  programs  from  time  to  time  some  such 
topics. 

The  physician  who  buries  himself  entirely  in 
his  books  or  his  practice  is  likely  to  go  stale. 
Obviously  he  will  not  be  able  to  keep  himself  and 
his  practice  in  line  with  ever-changing  social 
conditions,  to  say  nothing  of  the  dangers  he  faces 
when  he  developes  an  ignorance  of  the  legal 
aspects  of  medical  practice. 

— oSMj  — 


COMING  MEETINGS 


Ohio  State  Medical  Association,  Cleveland, 
October  7,  8,  9. 

American — 

Academy  of  Ophthalmology  and  Oto-Laryn- 
gology,  New  York,  Sept.  26-Oct.  3. 

Association  of  Military  Surgeons,  Detroit, 
Oct.  29,  30,  31. 

Association  of  Obstetricians,  Gynecologists 
and  Abdominal  Surgeons,  Breton  Woods,  N. 
H.,  Sept.  14-16. 

Association  for  the  Study  of  Goiter,  Chi- 
cago, June  8-10. 

College  of  Surgeons,  Philadelphia,  Oct.  19- 
23. 

Dermatological  Association,  Swampscott, 
Mass.,  June  4-6. 

Hospital  Association,  Cleveland,  Sept.  28- 
Oct.  2. 

Neurological  Association,  Atlantic  City, 
June  1-3. 

Opthalmological  Society,  Hot  Springs,  Va., 
June  1-3. 

Southern  Medical  Association,  Baltimore,  Md., 
Nov.  17-20. 


LIST  OF  CLEVELAND  HOTELS  FOR  THOSE  PLANNING  TO  ATTEND 
90TH  ANNUAL  MEETING,  OCTOBER  7,  8 AND  9 


HOTEL  reservations  should  be  made  in  the 
near  future  by  members  of  the  Ohio  State 
Medical  Association  who  are  planning  to 
attend  the  90th  Annual  Meeting  at  Cleveland, 
Wednesday,  Thursday  and  Friday,  October  7,  8 
and  9,  1936. 

The  Hotel  Cleveland,  located  on  the  Public 


Square  and  adjacent  to  the  Cleveland  Terminal, 
has  been  designated  as  the  headquarters  Hotel. 

Requests  for  reservations  should  be  made 
directly  to  the  management  of  the  hotel  selected. 

Following  is  a list  of  leading  Cleveland  hotels, 
their  rates  and  conveniences: 


No.  of 
Rooms 

ROOM— ONE  PERSON 

ROOM- 

-TWO  PERSONS 

NAME  AND  LOCATION 

With 

Without 

With  Bath 

Without 

Bath 

Bath 

Double  Bed 

Twin  Beds 

Bath 

CLEVELAND 

(Headquarters  Hotel) 
Public  Square 

1000 

$2.50-6.00 

$4.00-6.50 

4.50-8.00 

$5.00-10.00 

5.00-8.00 

STATLER 

Euclid  Ave.  and 
E.  12th  St. 

1000 

2.50-6.00 

CARTER 

Prospect  Ave.,  and 
E.  9th  St. 

600 

2.50-5.00 

4.00 

5.00-8.00 

HOLLENDEN 
Superior  Ave., 
and  E.  6th  St. 

1000 

2.50-5.00 

4.00-6.00 

5.00-12.00 

ALLERTON 

Chester  Ave., 
and  E.  13th  St. 

550 

2.00-3.50 

$1.50-2.00 

4.00 

4.50 

$2.50-3.00 

AUDITORIUM 
St.  Clair  Ave., 
and  E.  6th  St. 

300 

2.00-3.00 

3.50-4.50 

5.00-6.00 

OLMSTED 

Superior  Ave., 
and  E.  9th  St. 

300 

2.00-3.00 

3.50-5.00 

5.00 

HOTEL  RESERVATION  BLANK 
Mail  this  coupon  to  hotel  selected 


Reservation  Clerk, Hotel,  Cleveland,  Ohio. 

You  are  requested  to  reserve  the  following  accommodations  during  the  period  of  the  Annual 
Meeting  of  the  Ohio  State  Medical  Association,  October  7-9,  1936,  or  for  such  other  period 
as  may  be  indicated  herein. 


□ Single  Room  with  bath; 

□ Suite  consisting  of 

Arriving  October at. 

Name  

Address  


□ Double  Room  with  bath; 


A.M P.M. 


Price:. 
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Do  You  Know  - - - 

WHAT  the  Principles  of  Medical  Ethics 
of  the  American  Medical  Association 
say  concerning  “contract  practice”? 
The  principles  on  this  particularly  live  ques- 
tion, are  as  follows: 

“It  is  unprofessional  for  a physician  to  dis- 
pose of  his  services  under  conditions  that  make  it 
impossible  to  render  adequate  service  to  his  pa- 
tient or  which  interfere  with  reasonable  com- 
petition among  the  physicians  of  a community. 
To  do  this  is  detrimental  to  the  public  and  to  the 
individual  physician,  and  lowers  the  dignity  of 
the  profession. 

“By  the  term  ‘contract  practice’  as  applied  to 
medicine  is  meant  the  carrying  out  of  an  agree- 
ment between  a physician  or  a group  of  physi- 
cians, as  principal  or  agents,  and  a corporation, 
organization  or  individual,  to  furnish  partial  or 
full  medical  services  to  a group  or  class  of  in- 
dividuals for  a definite  sum  or  a fixed  rate  per 
capita. 

“Contract  practice  per  se  is  not  unethical. 
However,  certain  features  or  conditions  if 
present  make  a contract  unethical,  among  which 
are:  (1)  When  there  is  solicitation  of  patients, 
directly  or  indirectly.  (2)  When  there  is  under- 
bidding to  secure  the  contract.  (3)  When  the 
compensation  is  inadequate  to  assure  good  medi- 
cal service.  (4)  When  there  is  interference  with 
reasonable  competition  in  a community.  (5) 
When  free  choice  of  a physician  is  prevented. 
(6)  When  the  conditions  of  employment  make  it 
impossible  to  render  adequate  service  to  the 
patients.  (7)  When  the  contract  because  of  any 
of  its  provisions  or  practical  results  is  contrary 
to  sound  public  policy. 

“Each  contract  should  be  considered  on  its  own 
merits  and  in  the  light  of  surrounding  conditions. 
Judgment  should  not  be  obscured  by  immediate, 
temporary  or  local  results.  The  decision  as  to  its 
ethical  or  unethical  nature  must  be  based  on  the 
ultimate  effect  for  good  or  ill  on  the  people  as  a 
whole. 

“The  ethical  principles  actuating  and  govern- 
ing a group  or  clinic  are  exactly  the  same  as 
those  applicable  to  the  individual.  As  a group  or 
clinic  composed  of  individual  doctors,  each  of 
whom,  whether  employer,  employe,  or  partner,  is 
subject  to  the  principles  of  ethics  herein  elabo- 
rated, the  uniting  into  a business  or  partnership 
or  professional  organization  does  not  relieve  them 
either  individually  or  as  a group  from  the  obli- 
gation they  assume  when  entering  the  profession. 

“It  is  unprofessional  for  a physician  to  dispose 
of  his  professional  attainments  or  services  to  any 
lay  body,  organization,  group  or  individual,  by 
whatever  name  called,  or  however  organized, 
under  terms  or  conditions  which  permit  a direct 
profit  from  the  fees,  salary,  or  compensation  re- 
ceived to  accrue  to  the  lay  body  or  individual  em- 
ploying him.  Such  a procedure  is  beneath  the 
dignity  of  professional  practice,  is  unfair  com- 
petition with  the  profession  at  large,  is  harmful 
alike  to  the  profession  of  medicine  and  the  wel- 
fare of  the  people  and  is  against  sound  public 
policy.” 

— OSMJ  — 

The  year  1936  is  the  fortieth  anniversary  of 
Wilhelm  Konrad  Roentgen’s  public  announcement 
of  his  discovery  of  the  Roentgen-ray  before  the 
Wurzburg  Medical  Society,  January  23,  1896. 


Large  Attendance  Anticipated  at 
Northwestern  Meeting,  June  2 

A large  attendance  is  anticipated  at  the  92nd 
annual  meeting  of  the  Northwestern  Ohio  Medi- 
cal Association  which  will  be  held  at  Findlay, 
Tuesday,  June  2. 

The  scientific  sessions,  beginning  at  9:45  A.M., 
will  meet  at  the  Findlay  High  School  Auditorium, 
with  the  dinner  and  evening  meeting  taking  place 
at  the  Elks’  Club. 

Included  in  the  list  of  speakers  are:  Dr.  T.  K. 
Brown,  St.  Louis,  Mo.;  Dr.  John  T.  Murphy, 
Toledo;  Dr.  John  A.  Toomey  and  Dr.  R.  W. 
Scott,  Cleveland;  Dr.  Fred  W.  Rankin,  Lexington, 
Ky.;  Dr.  S.  B.  Woodruff,  Jersey  City,  N.  J. ; and 
Dr.  Amos  0.  Squire,  New  York.  (The  .complete 
program  was  published  on  page  450,  May,  1936, 
issue,  The  Ohio  State  Medical  Journal). 

A golf  tournament  for  visiting  physicians  is 
scheduled  for  Monday  afternoon,  June  1,  at  the 
Findlay  Country  Club. 

— OSMJ  — 

Splendid  First  District  Meeting  Is  Held 
at  Wilmington,  May  5 

Members  of  the  Clinton  County  Medical  So- 
ciety were  hosts  to  60  physicians  from  the 
First  Councilor  District  at  a meeting  held  at 
Wilmington,  May  5. 

Dr.  Parke  G.  Smith,  Cincinnati,  Councilor  for 
the  district,  presided.  The  program  was  ar- 
ranged by  Dr.  William  L.  Regan,  Wilmington. 

At  the  afternoon  session,  Dr.  Russell  L.  Haden, 
Cleveland,  spoke  on  “Study  and  Treatment  of 
Anemia”;  Dr.  Hugh  C.  Schick,  Xenia,  read  a 
paper  on  “The  Toxemias  of  Pregnancy”;  “Diag- 
nosis and  Treatment  of  Empyema”,  was  the  sub- 
ject of  an  address  by  Dr.  Malcolm  0.  Cook,  Ham- 
ilton, discussed  by  Dr.  Daniel  M.  Skinner,  Hamil- 
ton. 

Dr.  Willis  D.  Gatch,  Indianapolis,  Indiana, 
dean  and  professor  of  surgery,  Indiana  Univer- 
sity School  of  Medicine,  spoke  on  “Recognition 
and  Treatment  of  Bowel  Obstruction”,  at  the 
evening  session. 

Included  among  the  guests  attending  the  meet- 
ing were  Dr.  E.  M.  Huston,  Dayton,  President- 
Elect  of  the  Ohio  State  Medical  Association;  Dr. 
Jonathan  Forman,  Editor  of  The  Ohio  State 
Medical  Journal;  Charles  S.  Nelson,  Executive 
Secretary,  and  George  H.  Saville,  Assistant  Ex- 
ecutive Secretary  of  the  State  Association. 

— OSMJ  — 

Salem — A fifteen-bed  tuberculosis  ward  has 
been  opened  on  the  second  floor  of  the  east  wing 
of  City  Hospital.  The  third  floor  of  the  west 
wing  has  been  converted  into  a segregated  ob- 
stetrical department  accommodating  ten  mothers 
and  babies. 


MID-YEAR  ORGANIZATION  CONFERENCE,  SUNDAY,  APRIL  26, 
ATTENDED  BY  165  LOCAL  AND  STATE  OFFICERS  AND 
COMMITTEEMEN;  EXCELLENT  PROGRAM  PRESENTED 


THE  first  Mid-Year  Organization  Con- 
ference of  the  Ohio  State  Medical 
Association  was  held  Sunday,  April 
26,  at  the  Deshler-Wallick  Hotel,  Colum- 
bus. 

This  innovation  in  the  activities  of 
medical  organization  in  Ohio  was  an  out- 
standing success. 

The  registration  showed  that  165  presi- 
dents, secretaries,  legislative,  medical 
economics  and  public  relations  committee- 
men of  county  medical  societies,  officers 
and  committeemen  of  the  State  Associa- 
tion, and  delegates  and  alternates  to  the 
American  Medical  Association  attended. 

Fifty-eight  of  the  87  county  medical  so- 
cieties of  the  state  were  represented. 

A program  of  unusual  interest  and 
merit  was  presented.  It  covered  many  of 
the  important  and  confusing  questions 
confronting  the  medical  profession  and 
medical  organization  of  Ohio. 

The  snappy  and  informative  discus- 
sions which  followed  most  of  the  talks 
added  greatly  to  the  success  of  the  con- 
ference. 

Observations  and  comments  made  by 
the  scheduled  speakers  and  those  who  took 
part  in  the  question-and-answer  periods 
revealed  that  the  officers  and  committee- 
men of  the  county  medical  societies  are 
exceptionally  well-informed  on  vital  pub- 
lic and  professional  problems. 

There  were  many  indications  that  the 
medical  profession  of  Ohio  has  the  ability, 
talent  and  determination  to  handle  in  a 
satisfactory  manner  many  of  the  acute 
and  troublesome  matters  affecting  public 
health  and  medical  practice. 

As  emphasized  by  President  R.  R.  Hen- 
dershott,  who  presided,  the  interest  and 
enthusiasm  shown  by  all  present,  the 
large  attendance,  and  the  thought-provok- 
ing addresses  and  discussions  were  suffi- 
cient to  convince  anyone  that  there  is  keen 
interest  throughout  the  state  generally  in 
the  activities  of  medical  organization ; that 
physicians  individually  and  collectively 
are  devoting  more  time  and  study  to  ways 
and  means  of  solving  problems  of  vital 
concern  to  each  of  them;  and  are,  in  in- 
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creasing  numbers,  coming  to  the  conclus- 
ion that  organized  action  through  their 
local  medical  societies  and  the  State  Asso- 
ciation is  becoming  more  and  more  es- 
sential. 

In  pointing  out  the  purposes  of  the  Mid- 
Year  Organization  Conference,  Dr.  Hen- 
dershott  stressed  the  need  for  meetings  of 
this  character  locally  and  within  the 
Councilor  districts  to  provide  adequate 
opportunities  for  the  exchange  of  ideas 
and  thorough  discussions  of  mutual  prob- 
lems. 

He  drove  home  the  fact  that  the  State 
Association’s  activities  and  programs  can 
be  more  valuable  and  effective  if  more 
support  and  greater  interest  are  mani- 
fested by. the  local  medical  societies  and 
by  a greater  number  of  individual  mem- 
bers. 

Dr.  Hendershott  called  attention  to  the 
fact  that  there  had  been  100  per  cent  re- 
sponse from  those  invited  to  appear  on 
the  program.  He  expressed  the  apprecia- 
tion of  the  State  Association  to  the  speak- 
ers and  pointed  out  that  this  was  an  ex- 
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ample  of  the  kind  of  loyalty  and  interest 
which  is  needed  to  make  medical  organi- 
zation an  increasingly  important  factor  in 
public  affairs. 

In  the  following  resume,  an  effort  has 
been  made  to  summarize  the  important 
parts  of  the  addresses  and  discussions  in 
order  to  give  officers  and  committeemen 
who  were  unable  to  attend,  and  members 
generally,  an  accurate  story-picture  of  the 
proceedings  of  the  conference. 

“The  County  Medical  Society  and  Ohio’s 
Social  Security  Program” — Dr.  Van  Horn 

CONTEMPLATED  activities  in  the  field  of 
preventive  medicine  and  public  health  to 
be  carried  on  in  Ohio  under  the  provisions 
of  the  Federal  Social  Security  Act  were  outlined 
in  the  address  by  Dr.  A.  L.  Van  Horn,  chief, 
Bureau  of  Child  Hygiene,  State  Department  of 
Health. 

Dr.  Van  Horn  also  described  the  part  which 
medical  organization  through  the  State  Associa- 
tion and  the  various  county  medical  societies  can, 
and  will  be  urged,  to  take  in  the  public  health 
educational  projects  which  are  a part  of  the 
Ohio  Social  Security  Program. 

Today,  with  important  developments  occurring 
in  the  entire  field  of  preventive  medicine  and  of 
public  health  in  particular,  the  opportunities  for 
greater  cooperation  between  the  Ohio  State  Medi- 
cal Association  and  the  State  Department  of 
Health,  and  the  county  medical  societies  and  local 
health  departments,  are  increasing  and  such  co- 
operation is  becoming  increasingly  necessary,  Dr. 
Van  Horn  said. 

Speaking  on  the  Federal  Social  Security  Act, 
Dr.  Van  Horn  stated  that  there  are  two  sections 
of  that  act  which  are  of  particular  interest  to 
physicians. 

Under  Title  5 are  provisions  for  promoting  the 
maternal  and  child  health  services  in  rural  areas 
and  in  areas  suffering  from  severe  economic  dis- 
tress and  under  Title  6 provisions  for  establish- 
ing and  maintaining  adequate  public  health  ser- 
vices, including  the  training  of  personnel  for 
state  and  local  health  work,  he  pointed  out. 

OHIO  TO  GET  FEDERAL  FUNDS 
Dr.  Van  Horn  said  that  Federal  grants  amount- 
ing to  $102,000  annually  will  be  received  by  Ohio 
for  promoting  the  maternal  and  child  health  pro- 
gram. 

For  establishing  and  maintaining  public  health 
services  and  training  personnel,  Ohio  will  receive 
approximately  $250,000  annually  from  the  Fed- 
eral Government,  one-half  of  which  must  be 
matched  by  existing  funds  which  are  being  used 
for  public  health  activities  and  one-half  to  be 


matched  by  new  appropriations,  Dr.  Van  Horn 
stated.  Also,  Ohio  will  receive  an  additional 
Federal  grant  of  $28,000  for  promoting  an  in- 
dustrial hygiene  program,  to  be  matched  in  the 
manner  stated  above,  he  said. 

It  was  pointed  out  that  the  maternal  and  child 
health  program  will  be  administered  nationally 
by  the  Children’s  Bureau  and  the  health  adminis- 
tration section  by  the  United  States  Public 
Health  Service. 

“The  Children’s  Bureau  has  added  a number 
of  extremely  well-qualified  physicians  to  its  staff 
to  supervise  the  maternal  and  child  health  ac- 
tivities thus  obviating  one  of  the  previous  ob- 
jections raised  by  the  medical  profession  that  this 
bureau  was  staffed  by  a group  of  social  workers”, 
Dr.  Van  Horn  declared. 

HEALTH  DEPARTMENT  IN  CHARGE 

In  Ohio  the  public  health  activities  under  the 
Federal  Social  Security  Act  will  be  administered 
by  the  State  Department  of  Health  and  the  funds 
will  be  used  for  increasing  the  staff  in  the  State 
Department,  for  improving  county  health  units, 
training  of  personnel,  including  health  commis- 
sioners, nurses  and  sanitarians,  and  for  promot- 
ing the  maternal  and  child  health  program  in 
rural  areas,  he  pointed  out. 

Dr.  Van  Horn  reported  25  counties  have  ap- 
plied for  aid  under  the  Social  Security  Act  and 
are  now  receiving  funds.  In  order  to  be  eligible 
for  this  financial  aid  the  county  health  unit  must 
have  or  agree  to  have  a full-time  health  officer, 
two  public  health  nurses,  a sanitary  inspector 
and  a clerk. 

“In  every  instance  it  is  highly  desirable  that 
the  health  commissioner  should  be  a physician 
not  only  in  good  standing  in  his  community  and 
among  his  colleagues  but  that  he  should  be 
keenly  aware  of  his  responsibilities  and  oppor- 
tunities for  promoting  the  public  health”,  Dr. 
Van  Horn  said,  adding: 

“The  county  medical  society  can  offer  no 
greater  service  than  by  taking  an  active  interest 
in  the  selection  of  well  equipped  men  for  these 
positions.  Physicians  under  the  age  of  35  who 
are  not  now  engaged  in  public  health  work  but 
who  are  interested  in  entering  this  field  of  medi- 
cine may  avail  themselves  of  a four-months  train- 
ing course  for  health  officers  at  the  University 
of  Michigan  under  the  grants  in  the  Social 
Security  Act.” 

MATERNAL,  CHILD  HEALTH  PROGRAM 

Dr.  Van  Horn  gave  a thorough  explanation  of 
the  maternal  and  child  health  program  planned 
for  Ohio,  which  will  be  carried  on  under  his 
direction.  His  comments  in  part  were  as  follows: 

“As  stated  previously  there  will  be  made  avail- 
able for  the  State  of  Ohio  the  sum  of  approxi- 
mately $102,000  annually  for  this  work.  It  is  of 

course  highly  important  that  in  the  administra- 
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tion  of  this  program  we  adopt  sound  public 
health  procedures  which  are  of  proven  value  and 
that  our  plans  and  policies  meet  with  the  ap- 
proval of  the  medical  profession. 

“In  August  of  last  year  we  set  up  an  Advisory 
Council  to  aid  us  in  mapping  out  a program 
which  would  fulfill  these  needs.  This  council  con- 
sists of  the  following  members: 

“Dr.  J.  H.  J.  Upham,  Dean,  Ohio  State  Medical 
School,  and  Chairman,  Committee  on  Public 
Policy,  Ohio  State  Medical  Association;  Dr. 
Graeme  Mitchell,  Prof.  Pediatrics,  Univ.  of  Cin- 
cinnati; Dr.  E.  G.  Horton,  Prof.  Pediatrics,  Ohio 
State  University;  Dr.  H.  J.  Gerstenberger,  Prof. 
Pediatrics,  Western  Reserve  University;  Dr. 
Richard  Bolt,  Director,  Cleveland  Child  Health 
Assoc.;  Dr.  Sterling  Ashmun,  State  Chairman, 
American  Academy  of  Pediatrics;  Dr.  Ewing  V. 
Burns,  Ohio  State  Dental  Society;  Dr.  W.  D. 
Bishop,  Ohio  Federation  of  Public  Health  Offi- 
cials; Dr.  A.  J.  Skeel,  Pres.,  Hospital  Obstetric 
Society  of  Ohio;  Mrs.  Elizabeth  August,  Exec.- 
Sec’y  Ohio  State  Nurses  Assoc.;  Dr.  Scott  Run- 
nels, American  Committee  Maternal  Welfare;  Dr. 
Walter  Brand,  Vice  President,  Hospital  Obstetric 
Society  of  Ohio. 

“These  individuals  have  been  constantly  in- 
formed regarding  the  activities  of  the  Bureau  of 
Child  Hygiene  with  respect  to  this  program.  They 
have  had  one  official  meeting  at  which  there  was 
voiced  a unanimous  approval  of  the  plans  as 
drawn  up. 

“We  were  also  happy  to  receive  a copy  of  the 
resolution  adopted  by  the  House  of  Delegates  of 
the  State  Medical  Association.  (See  page  864, 
November  1935  issue,  Ohio  State  Medical  Jour- 
nal.) 

“Since  that  time  the  State  Medical  Association 
has  transmitted  a communication  to  all  county 
medical  societies  urging  that  public  health  com- 
mittees be  set  up  if  not  already  formed  and  that 
they  frequently  confer  with  their  county  health 
commissioner  regarding  the  activities  within  their 
counties.  The  State  Department  of  Health  has 
likewise  informed  all  health  officers  that  they 
meet  with  such  committees  in  adopting  policies 
for  promoting  the  public  health  work  in  their 
counties. 

“It  was  appreciated  from  the  very  beginning 
that  this  program  must  include  the  general  prac- 
titioner and  the  county  medical  societies  if  it  is 
to  be  a success  and  the  entire  program  has  been 
developed  from  that  standpoint.  The  role  to  be 
played  by  the  State  Department  of  Health  will 
be  principally  one  of  an  educational,  advisory 
and  administrative  capacity. 

AIMS  OF  THE  PROGRAM 

“In  the  field  of  maternal  hygiene  we  would  like 
to  see  all  expectant  mothers  securing  adequate 
prenatal  care.  Of  the  5,636  maternal  deaths  in- 
vestigated by  the  Children’s  Bureau  in  15  dif- 
ferent states  it  was  found  that  only  one  per  cent 
of  these  women  had  received  adequate  prenatal 
care  and  54  per  cent  had  never  called  a physician 
prior  to  their  confinement. 

“Of  the  717  deaths  investigated  by  the  Phila- 
delphia County  Medical  Society  nearly  one-half 
of  the  preventable  deaths  were  due  to  ignorance 
or  lack  of  cooperation  on  the  part  of  the  patient. 
Is  there  not  a place  here  where  instructions  by 
the  public  health  nurse  under  the  direction  of  the 
family  physician  might  be  of  considerable  value? 
In  cities  such  instruction  is  frequently  carried  on 


with  groups  of  mothers.  The  Cleveland  Academy 
of  Medicine  has  sponsored  such  a program  for 
the  past  few  years  with  considerable  success. 

“We  will  appreciate  your  cooperation  in  de- 
veloping this  much  needed  educational  service  for 
expectant  mothers.  In  some  localities  a plan  of 
offering  nursing  assistance  at  deliveries  in  rural 
homes  will  be  tried.  This  again  will  be  entirely 
under  the  control  of  the  family  physician  and  its 
success  or  failure  will  depend  largely  upon  the 
use  made  of  such  service  and  of  course  upon  the 
quality  of  service  rendered. 

“In  the  field,  of  infant  work  we  are  conscious 
of  the  fact  that  nearly  one-half  of  the  infants 
dying  during  the  first  year  of  life  die  during  the 
first  two  weeks.  We  feel  that  the  efforts  directed 
towards  better  prenatal  care  and  better  obstetri- 
cal care  will  be  the  principal  factors  in  com- 
bating this  unnecessary  loss  of  life. 

“We  have  had  numerous  conferences  with  rep- 
resentatives of  the  Hospital  Obstetric  Society 
and  the  American  Academy  of  Pediatrics  regard- 
ing these  problems  and  have  suggested  the  plan 
of  bringing  to  the  general  practitioners  and  mem- 
bers of  the  county  medical  societies  in  areas  re- 
moved from  teaching  centers  an  obstetrician  and 
a pediatrician  to  conduct  short  review  courses  on 
practical  problems  in  the  field  of  obstetrics  and 
pediatrics.  There  undoubtedly  are  many  prac- 
titioners who  desire  to  seek  further  instruction  at 
some  medical  center  but  who  for  one  reason  or 
another  find  it  quite  impossible.  We  would  like 
to  aid  in  filling  this  gap  by  bringing  the  teaching 
center  to  the  physician. 

“In  the  absence  of  demonstration  material, 
medical  films  could  be  used  as  an  aid  in  teaching. 
This  plan  has  been  used  in  the  rural  sections  of 
Virginia,  Illinois  and  Michigan  with  considerable 
success  and  has  proven  to  be  very  popular  among 
the  physicians.  One  county  society  has  already 
been  approached  regarding  this  proposal  and  has 
approved  the  plan.  I will  appreciate  hearing  any 
comments  that  you  may  wish  to  make  about  this 
program  and  if  there  are  any  officers  of  county 
medical  societies  who  are  interested  in  the  plan 
I will  be  glad  to  discuss  it  with  you. 

FAMILY  PHYSICIAN’S  PART 

“Regarding  the  activities  in  behalf  of  infants 
we  have  felt  that  there  is  a need  for  the  infant 
welfare  station  for  those  families  in  the  lower 
economic  levels.  We  distinctly  are  not  in  favor 
of  making  such  services  available  to  families  who 
are  able  to  pay.  We  feel  that  such  stations  should 
be  supervised  by  the  members  of  county  medical 
societies  and  if  desired  they  should  receive  com- 
pensation for  such  services.  We  do  not  advocate 
that  medical  treatments  be  given  at  such  sta- 
tions but  that  they  should  be  of  an  educational 
nature  to  teach  mothers  the  importance  of  infant 
care  and  also  for  the  periodic  examination  of  the 
infants. 

“With  respect  to  the  problem  of  diphtheria 
immunization,  we  are  not  in  favor  of  ‘campaigns’. 
I do  not  know  of  a single  health  officer  who  likes 
to  immunize  several  hundred  school  children  be- 
cause the  family  physician  has  failed  to  do  it 
during  infancy.  Nevertheless,  the  health  officer  is 
not  infrequently  criticized  for  carrying  out  a pro- 
cedure which  is  entirely  justified.  Immunization 
should  always  be  done  by  the  family  physician, 
and  always  during  the  first  year  of  life.  The 
activities  of  the  health  department  should  be 
confined  to  the  education  of  laity  on  the  necessity 
of  using  such  protective  measures. 
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“A  notice  regarding  immunization  should  ac- 
company the  birth  certificate  sent  out  by  the 
health  department.  This  notification  should  be 
repeated  when  the  infant  is  six  months  of  age 
telling  the  parent  to  go  to  the  family  physician 
for  this  service.  The  physician  likewise  must 
take  sufficient  interest  in  the  procedure  to  call  to 
the  attention  of  his  clients  the  importance  of 
such  protection. 

“It  is  only  through  such  organized  effort  that 
we  will  ever  be  able  to  save  the  lives  of  the  200 
children  who  die  annually  in  this  state  from 
diphtheria.  Far  too  little  attention  has  been  paid 
to  the  infant  and  the  preschool  child  in  our  ef- 
forts to  eradicate  this  disease.  One  county  in 
Southwestern  Ohio  has  learned  from  a recent  ex- 
perience that  in  order  to  wipe  out  diphtheria  the 
physicians  must  keep  everlastingly  at  the  pro- 
cess of  immunizing  all  infants  in  the  latter  half 
of  the  first  year  of  life.  This  particular  epidemic 
which  cost  the  lives  of  several  children  aroused 
the  entire  county  medical  society  to  the  need  of 
renewed  efforts  in  protecting  youngsters  against 
this  preventable  disease. 

ROUND-UPS  ARE  CRITICIZED 

“Another  procedure  which  has  caused  con- 
siderable controversy  among  physicians  is  the 
practice  of  holding  preschool  conferences  or 
‘Summer  Round-Ups’  as  they  are  frequently 
called.  Desirable  as  such  a procedure  may  be 
from  the  standpoint  of  the  individual  child  we  are 
of  the  opinion  that  it  is  fundamentally  wrong  to 
neglect  the  health  supervision  of  the  preschool 
child  until  he  is  about  to  enter  school  and  then  to 
suddenly  call  them  all  together  and  rush  them 
through  a so-called  physical  examination  which 
is  not  an  examination  at  all. 

“It  is  true  that  the  State  Department  of  Health 
has  frequently  assisted  in  conducting  the  exami- 
nations of  preschool  children  at  the  so-called 
‘Summer  Round-Ups’.  This  is  done,  however, 
only  because  there  appears  to  be  no  satisfactory 
substitute  plan  which  has  been  worked  out  with 
the  physicians  in  those  communities  for  conduct- 
ing such  examinations  in  their  offices.  All  too 
frequently  the  examinations  are  made  in  a per- 
functory manner  and  are  only  a waste  of  time 
for  the  physician  and  a grave  injustice  to  the 
child.  We  are  looking  forward  to  the  day  when 
the  general  practitioner  will  be  cognizant  of  the 
true  value  of  such  activities  and  where  all  chil- 
dren will  be  under  good  medical  supervision  and 
‘Summer  Round-Ups’  will  be  a thing  of  the  past. 

“From  what  has  been  said  it  must  be  apparent 
to  all  that  we  are  wholly  conscious  of  the  fact 
that  the  position  of  the  general  practitioner  in 
the  community  must  be  maintained.  All  of  the 
activities  which  have  been  included  in  our  pro- 
gram are  primarily  educational  in  character  and 
should  actually  increase  the  practice  of  local 
physicians.  The  private  practitioner  and  the  pub- 
lic health  official  have  a mutual  interest  in  the 
health  of  the  community  and  this  interest  de- 
mands the  concerted  effort  of  both,  because  each 
has  a responsibility  to  the  other  and  to  the  public, 
one  is  the  complement  of  the  other.  The  ultimate 
goal  of  every  health  officer  should  be  the  develop- 
ment in  the  community  of  sufficient  enlighten- 
ment which  would  demand  adequate  medical  ser- 
vice and  a medical  profession  so  well-trained  in 
preventive  medicine  that  there  would  remain  lit- 
tle for  the  health  officer  to  do.  While  it  is  true 
that  epidemic  conditions  and  certain  other  prob- 
lems beyond  the  control  of  the  individual  neces- 


sarily require  official  public  control  measures,  let 
us  not  forget  that  for  the  ultimate  success  of  a 
community  health  program  every  practitioner  of 
nedicine  must  become  a health  advisor,  a health 
counsellor,  a health  officer.” 


REMARKS  BY  DR.  HARTUNG 


\t  the  conclusion  of  Dr.  Van  Horn’s  address, 
President  Hendershott  introduced  Dr.  Walter  H. 
Hartung,  State  Director  of  Health,  and  invited 
Dr.  Hartung  to  say  a few  words. 

The  Director  stated  that  his  one  objective  when 
appointed  to  that  position  was  to  cooperate  with 
the  medical  profession,  and  especially  the  Ohio 
State  Medical  Association,  in  every  respect  on 
matters  which  pertain  to  the  health  of  the  people 
of  Ohio;  likewise  to  cooperate  with  other  pro- 
fessional groups  interested  in  public  health  ques- 
tions. 

Dr.  Hartung  said  that  the  purpose  of  appoint- 
ing the  Advisory  Council  mentioned  by  Dr.  Van 
Horn  was  to  protect  the  State  Department  of 
Health  and  himself  in  the  administration  of  the 
public  health  phases  of  the  Social  Security  Pro- 
gram, his  inference  being  that  through  the  advice 
of  that  group  the  State  Department  of  Health 
could  avoid  mistakes  and  strengthen  cooperation 
with  the  medical  profession  and  other  groups.  He 
stated  that  to  date  the  relationship  between  the 
Department  and  the  professional  groups  had  been 
friendly  and  cooperative,  and  he  expressed  the 
hope  that  it  will  continue. 

Dr.  Hartung  said  he  realized  that  there  is  a 
tendency  throughout  the  country  to  view  the 
public  health  program  under  the  Social  Security 
Act  with  suspicion.  He  denied,  however,  that  it 
is  “socialized  medicine”. 

MERIT  APPOINTMENTS  PROMISED 

“We  will  not  allow  it  to  get  into  that  trend,” 
he  declared.  “We  are  not  standing  for  socialized 
medicine  and  this  program  is  not  in  line  with 
that  thought.  The  program  is  not  a ‘project’  and 
it  is  not  intended  to  provide  white-collar  jobs. 
It  is  an  educational  program  to  become  a perma- 
nent fixture,  free  from  politics  and  adequately 
supplied  with  funds. 

“This  program  will  have  to  stand  upon  the 
ground  of  qualified  individuals  selected  for  the 
work  to  be  carried  on.  It  is  my  duty  to  pick  those 
individuals  and  no  one  will  be  placed  in  the 
program  unless  he  meets  the  qualifications  set  by 
the  U.  S.  Public  Health  Service. 

“I  invite  your  criticisms  and  suggestions.  These 
may  be  sent  to  me  directly  or  may  be  relayed 
through  Dr.  Hendershott,  president  of  your  State 
Association  or  your  local  officers. 

“I  assure  you  that  whatever  the  State  Depart- 
ment of  Health  does  in  the  future,  you  will  be 


560 


The  Ohio  State  Medical  Journal 


Vol.  32— No.  6 


protected  and  we  will  do  nothing  unless  the  State 
Medical  Association  knows  about  the  program 
before  it  is  instituted.” 

“The  Ohio  State  Medical  Journal;  Its 
Scope  and  Object ives” — Dr.  Forman 

IMPROVEMENTS  which  have  been  made 
during  recent  months  in  The  Ohio  State 
Medical  Journal  and  what  The  Journal 
hopes  to  accomplish  during  ensuing  months  were 
outlined  by  Dr.  Jonathan  Forman,  Columbus, 
editor  of  The  Journal. 

Dr.  Forman  declared  that  he  understands  the 
purpose  of  The  Journal  is  to  interest  the  mem- 
bership in  the  application  of  the  best  that  medi- 
cal science  has  to  offer  to  the  individual  patient 
and  to  make  the  whole  membership  vitally  aware 
of  the  work  that  organized  medicine  is  doing  for 
each  of  them  and  finally,  to  record  for  them  in  a 
stimulating  way  all  that  other  physicians  and 
county  societies  are  doing  for  the  profession. 

“It  is,  therefore,  not  intended  that  the  pages 
of  The  Journal  shall  be  open  to  the  publication 
of  research  as  such,”  he  said.  “It  does  afford  an 
opportunity  to  present  an  interpretation  of  re- 
search when  it  has  reached  the  stage  of  certainty 
and  its  theories  have  been  established  as  facts 
which  can  be  used  safely  in  the  practice  of  medi- 
cine.” 

Dr.  Forman  stated  that  The  Journal  is  de- 
termined that  all  clinical  articles  shall  be  writ- 
ten in  crisp,  clear,  unaffected  English. 

“The  ideal  toward  which  we  are  striving  is  to 
have  its  pages  filled  with  helpful  practical 
articles,  written  so  that  each  of  us  can  under- 
stand; free  of  technical  jargon,  complicated 
tables  and  charts.  I personally  feel  that  the 
physician’s  wife  or  office  nurse  should  be  at- 
tracted to  articles  in  The  Journal  and  with  profit. 
Do  not  misunderstand  me.  I am  not  asking  that 
our  authors  adopt  a style  suitable  to  Hygeia  or 
other  popular  magazines.  Rather,  that  they  try 
to  follow  the  example  of  our  British  cousins  in 
writing  clear  English,  free  from  unnecessary 
technicalities.  In  this  connection  President  Nel- 
son of  Smith  has  answered  those  who  say  that 
scientific  matters  are  too  difficult  to  explain,  by 
saying:  ‘The  most  difficult  ideas  to  explain  are 
often  those  that  are  obscure  also  in  the  mind  of 
the  writer’.  Even  our  scientific  technology  is  often 
unnecessary  ‘hocus-pocus’.  Conciseness,  clarity, 
and  authority  are  to  be  our  watchwords  as  we  go 
on.  Brevity,  too,  will  always  be  considered  a 
virtue  by  us.  This  allows  for  many  more  papers 
and  helps  to  attract  reader-interest.” 

NEW  FEATURES  DESCRIBED 
Dr.  Forman  then  reviewed  briefly  some  of  the 
new  features  which  have  been  added  to  The 
Journal  or  are  contemplated: 

“To  stress  the  educational  features  of  The 


Journal  we  have  introduced  several  special  fea- 
tures : 

“1.  The  Historian’s  Notebook.  Dramatic  epi- 
sodes, colorful  biographies,  as  well  as  the  his- 
tories of  Ohio  medical  institutions,  personally 
collected  from  many  authors.  This  feature 
started  with  the  first  issue  of  the  present  volume. 
Dr.  David  Tucker,  Jr.,  professor  of  medical  his- 
tory, University  of  Cincinnati,  has  been  selected 
to  carry  on  this  department.  This  represents  the 
beginning  of  a history  of  Ohio  medicine. 

“2.  Under  the  direction  of  the  Committee  on 
Preventive  Medicine,  we  have  assembled  material 
for  the  current  volume  on  Periodic  Health  Ex- 
aminations. This  has  been  done  by  putting  specific 
problems  arising  in  the  course  of  such  an  ex- 
amination to  authoritative  members.  This  seemed 
to  the  committee  and  to  me  the  best  way  to  carry 
on  educational  work  in  this  field. 

“3.  Problems  in  Clinical  Medicine.  Dr.  H.  L. 
Rinehart  has  consented  to  select  the  most  in- 
teresting clinco-pathological  conference  held  each 
month  at  the  Starling  Loving  University  Hos- 
pital and  to  present  it  after  the  manner  of  the 
Cabot  Case  Records.  He  is  attempting  to  make 
these  even  more  practical  and  will  confine  them 
to  everyday  problems  rather  than  introducing  the 
case  in  the  usual.  They  are  designed  to  give  post- 
graduate instruction  to  the  busy  physician  in  the 
common  things  of  medicine,  and  while  serving  us 
all  they  will  be  directed  especially  at  the  prac- 
titioner in  the  smaller  communities  throughout 
this  state  who  does  not  have  the  opportunity  to 
attend  ‘CPC’s’. 

“4.  One  column  of  Medical  Aphorisms.  Under 
the  title,  ‘Things  We  Sometimes  Forget,’  an  out- 
standing Ohio  authority  will  be  asked  to  set 
forth  in  six  paragraphs  concise  statements  of  the 
sins  of  omissions  that  most  of  us  make  when  we 
step  over  in  his  field. 

“5.  Book  Reviews.  This  will  be  divided  into 
two  phases.  (1)  Competent  reviews  of  books  on 
clinical  medicine  with  a concise  evaluation  of  the 
matter  to  the  average  physician.  (2)  Competent 
reviews  of  the  outstanding  books  of  the  previous 
month  dealing  with  our  economic  or  sociological 
problems  having  a medical  implication.  The  re- 
viewer alone  will  be  responsible  for  all  views  ex- 
pressed. From  time  to  time  as  they  appear,  books 
of  a cultural  nature  and  novels  which  have  a 
medical  background  or  medical  characters  will 
be  included. 

“6.  The  excellent  surveys  of  current  literature 
and  its  effect  upon  medicine,  which  Mr.  Martin 
did  so  well  and  which  I think  Mr.  Nelson  does 
even  better,  are  to  be  continued  on  the  same  high 
plane. 

“7.  Consideration  is  being  given  to  the  use  of 
interpretative  editorials  on  medical  subjects  of 
current  interest  but  as  yet  nothing  has  been  done 
about  it. 

“8.  The  problem  of  getting  news  items  from 
the  county  medical  societies  has  been  solved  for 
us  by  your  secretaries. 

“9.  In  the  April  issue  we  began  the  use  of  a 
brief  biographical  sketch  of  each  author  so  that 
the  reader  may  know,  in  a general  way,  the  au- 
thority with  which  the  author  writes. 

“10.  At  the  suggestion  of  Dr.  Clyde  L.  Cum- 
mer, we  are  now  watching  your  reports  of  meet- 
ings as  they  come  in  and  are  asking  some  of  your 
essayists  for  abstracts  of  the  papers  which  they 
read  before  your  society. 

“11.  In  this  connection  also,  we  are  writing 
the  older  physicians  for  their  favorite  prescrip- 
tion. Prescribing  and  compounding  of  useful 
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drugs  is  likely  to  become  a lost  accomplishment. 
So  we  are  going  to  the  older  men  and  asking 
them  to  give  us  the  drug  and  the  prescription  in 
which  they  have  the  most  faith.  To  this  they  are 
asked  to  append  a brief,  simple,  and  clean  cut 
statement  of  the  indications  for  its  use,  how  to 
juggle  the  dosage  to  get  the  most  out  of  the  pre- 
scription, and  how  to  change  flavoring,  color,  and 
adjuvant  to  suit  the  patient’s  preferences.  I 
shall  appreciate  it  very  much  if  each  of  you  will 
give  me  the  name  of  the  man  in  your  society 
whom  I should  ask  to  contribute  to  this  phase. 

HOW  MEMBERS  CAN  HELP 

“There  are  certain  ways  in  which  you  can  help 
to  make  The  Journal  of  greater  service: 

“1.  If  you  know  of  any  member  who  is  espe- 
cially interested  in  local  medical  history, 
please  send  in  his  name. 

“2.  If  you  admire  his  therapeutic  skill,  please 
tell  us  of  him  so  that  we  can  get  his  fav- 
orite prescription  and  the  advice  which 
goes  with  it. 

“3.  If  you  hear  a particularly  good  paper,  tell 
us  about  it  so  that  we  may  get  in  touch 
with  the  author. 

“4.  Secretaries  can  be  of  great  help  to  Mr. 
Saville  in  collecting  news  notes  and  so- 
ciety activities  if  they  will  send  in  a report 
before  the  12th  of  each  month,  which  is 
our  ‘deadline’  for  copy.  There  has  been  a 
decided  improvement  in  this  regard  but 
there  is  still  room  for  improvement. 

“In  addition  to  society  programs,  there  must 
be  news  regarding  hospital  improvements,  trends 
in  practice,  personals,  and  other  items  of  news 
interest  to  our  readers.  We  shall  appreciate  them 
and  they  will  help  to  create  reader-interest  for 
our  Journal.  The  opportunity  for  service  on  the 
part  of  The  Journal  depends  entirely  upon  the 
reader-interest  which  it  can  create.” 

“County  Society  Activities,  Program” — 
Drs.  Singleton,  Woodhouse,  Lane,  Beaver 

AN  interesting  and  instructive  symposium 
on  “County  Society  Activities  and  Pro- 
grams” was  presented  by  Dr.  William  M. 
Singleton,  Portsmouth,  secretary  of  the  Hemp- 
stead Academy  of  Medicine  (Scioto  County)  ; Dr. 
G.  A.  Woodhouse,  Pleasant  Hill,  secretary,  Miami 
County  Medical  Society;  Dr.  George  M.  Lane, 
Springfield,  secretary,  Clark  County  Medical  So- 
ciety; and  Dr,  Paul  H.  Beaver,  Leetonia,  secre- 
tary, Columbiana  County  Medical  Society. 


ARRANGING  THE  SCIENTIFIC  PROGRAM 


Dr.  Singleton  gave  an  excellent  summary  of 
the  method  used  by  the  Hempstead  Academy  of 
Medicine  in  arranging  programs  for  its  regular 
and  interesting  monthly  meetings. 

Immediately  after  the  annual  meeting  of  the 


academy  and  the  selection  of  officers,  work  is 
started  on  the  program  for  the  ensuing  year,  he 
said.  The  president  appoints  a committee  to  be 
responsible  for  the  program.  The  committee 
works  in  groups  of  three,  each  group  serving  for 
three  months  and  each  man  in  the  group  serving 
as  chairman  of  the  group  for  one  month.  The 
chairman  is  responsible  for  the  program  for  that 
month. 

Dr.  Singleton  pointed  out  that  in  selecting  the 
committees  an  effort  is  made  to  get  men  from 
different  schools  so  they  can  make  use  of  their 
contacts  with  classmates  in  securing  program 
material.  If  the  three  men  appointed  to  any  one 
group  are  from  the  same  school  there  is  likely 
not  to  be  sufficient  diversity  of  subjects  and 
speakers,  he  said.  Also,  it  was  pointed  out,  an 
effort  is  made  not  to  place  on  any  program  com- 
mittee group  more  than  one  man  from  any 
specialty. 

The  program  committee  groups  in  arranging 
their  program  strive  to  schedule  addresses  and 
discussions  of  seasonable  diseases,  Dr.  Singleton 
said.  For  instance,  he  pointed  out,  during  the 
Winter,  they  try  to  select  a medical  man  who  is 
interested  in  the  pneumonias,  sinus  infections, 
etc.;  during  the  Summer,  pediatricians  who  can 
talk  on  gastrointestinal  disturbances,  or  special- 
ists in  handling  allergies. 

Occasionally,  Dr.  Singleton  said,  they  schedule 
motion  pictures  furnished  by  national  drug  houses 
or  other  groups. 

The  response  from  the  men  invited  to  speak 
has  been  good  and  there  are  few,  if  any,  refusals, 
Dr.  Singleton  stated. 

“The  secretary  of  the  society  keeps  in  touch 
with  the  program  committee,  reminding  each 
chairman  that  he  is  responsible  for  the  program 
for  that  particular  month  and  checking  to  see  if 
speakers  have  been  secured,”  he  said.  “This 
keeps  the  secretary  on  the  jump  but  the  results 
are  well  worth  the  effort.  We  have  developed  a 
friendly  competitive  spirit  which  stimulates  the 
various  chairmen  to  do  their  best  to  arrange  an 
excellent  program  and  outdo  the  other  fellow.  I 
recall  no  instance  of  failure  on  the  part  of  our 
committees.  We  take  program  matters  seriously 
and  that  is  the  real  reason  for  the  success  of  our 
programs.” 


PROMOTING  ATTENDANCE  AND  INTEREST 


It  is  a matter  of  record  that  the  Miami  County 
Medical  Society,  with  a membership  of  50,  is  one 
of  the  most  alert  and  aggressive  units  of  the 
State  Association.  It  consistently  holds  well-at- 
tended meetings  and  offers  excellent  programs. 
Interest  among  Miami  County  physicians  in  the 
activities  of  medical  organization  is  keen. 

The  methods  used  by  the  Miami  County  Medi- 
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cal  Society  in  maintaining  attendance  at  meet- 
ings and  interest  in  medical  activities  were  sum- 
marized by  Dr.  Woodhouse,  secretary  of  that 
society. 

Dr.  Woodhouse  pointed  out  that  unless  a so- 
ciety has  some  definite,  well-organized  procedure, 
results  will  be  poor.  Since  inaugurating  a plan 
designed  especially  to  stimulate  attendance  and 
interest,  the  attendance  at  regular  meetings  of 
the  society  has  more  than  doubled,  he  said. 

Dr.  Woodhouse’s  summary  of  the  different  pro- 
cedures used  by  his  society  was  in  part  as  fol- 
lows: 

“The  hour  spent  after  the  meeting  in  the  din- 
ing room  has  been  beneficial.  We  have  arranged 
with  the  two  hospitals  in  the  county  to  provide  a 
dinner  at  cost  to  the  members,  50  cents  per  plate 
being  paid  by  each  member.  Twice  yearly  we 
meet  jointly  with  the  Shelby  County  Medical 
Society  at  which  time  an  elaborate  program  is 
planned  and  a substantial  dinner  is  served.  These 
semi-annual  meetings  are  paid  for  out  of  the 
societies’  funds,  each  society  alternating  as  hosts. 

PLACE  OF  MEETING  VARIES 

“The  place  of  the  meeting  is  changed  each 
month,  alternating  between  the  two  larger  cities 
of  the  county,  and  once  yearly  we  go  to  one  of  the 
smaller  towns.  This  prevents  the  monotony  of 
having  the  same  group  doing  all  the  driving, 
when  meetings  are  held  at  one  place,  and  stimu- 
lates local  interest. 

“We  plan  to  have  at  least  four  of  our  local 
members  on  the  program  each  year,  selecting 
men  in  advance  to  prepare  or  arrange  for  dis- 
cussions. Usually  we  have  four  meetings  ad- 
dressed by  men  of  outstanding  ability  in  Ohio. 
Placing  the  local  members  on  the  program  has 
stimulated  their  interest  together  with  those  of 
their  medical  friends. 

“The  program  is  planned  to  cover  two  hours 
from  4 to  6 P.M.  We  attempt  to  have  something 
of  interest  at  all  times  in  order  to  prevent  the 
meeting  dragging.  This  will  consist  of  a pre- 
sentation of  some  particular  problem  of  local  or 
state  medical  interest,  and  recently  we  have  been 
filling  in  the  period  when  the  members  are  as- 
sembling by  showing  some  medical  motion  pic- 
tures. These  pictures  have  been  as  a rule  of  ex- 
cellent quality  and  are  quite  instructive. 

“A  record  is  preserved  of  the  monthly  attend- 
ance of  the  members,  and  at  the  annual  business 
session  this  is  read,  with  each  member  and  town 
being  rated  in  accordance  with  the  times  they 
have  attended.  The  scores  are  on  a percentage 
basis.  This  has  excited  some  interest.  We  might 
also  remark  that  even  the  annual  meetings  for 
business  purposes  have  been  well  attended,  the 
last  one  attracting  31  members. 

“The  monthly  bulletins  have  been  helpful  in 
increasing  interest.  I found  that  it  was  as  easy 
to  cut  a mimeograph  stencil  as  it  was  to  write 
up  a notice  for  the  printer,  and  a lot  more  in- 
formation could  be  sent  to  the  membership. 
Hence  during  the  past  two  or  three  years  we 
have  followed  that  procedure,  not  only  calling  at- 
tention to  the  meeting  in  anticipation,  but  at 
times  commenting  on  articles  in  The  Ohio  State 
Medical  Journal  or  calling  attention  to  them  by 
giving  page  numbers.  Occasionally  an  abstract 
of  the  speaker’s  paper  would  be  given.  These 


notices  should  not  be  sent  out  earlier  than  a week 
in  advance  of  the  meeting. 

NEWSPAPER  PUBLICITY 

“Newspaper  publicity  of  the  monthly  meetings 
and  important  occurrences  during  the  meetings 
has  been  secured.  Each  month  a copy  of  the 
bulletin  is  sent  to  each  of  the  county  newspapers 
and  almost  without  exception  they  are  printed  as 
news  items.  When  unusual  items  of  interest 
come  up  a notice  is  wr'tten  and  sent  to  the 
papers  for  publication.  We  want  to  keep  before 
the  people  at  all  times  the  fact  that  we  have  an 
active  medical  organization  which  is  ready  to 
deal  with  problems,  and  that  the  meetings  are  of 
instructive  value  to  the  doctors  who  attend.  This 
newspaper  publicity  coming  usually  one  or  two 
days  after  the  bulletins  are  in  the  hands  of  the 
members  also  serves  to  recall  the  meeting  to  the 
membership.  A bulletin  is  also  placed  on  the 
bulletin  board  of  each  of  the  hospitals. 

“We  have  attempted  to  avoid  cliques  in  the 
selection  of  local  members  for  programs.  Once 
each  year  a written  invitation  is  included  in  the 
monthly  bulletin  inviting  anyone  to  prepare  a 
paper  for  discussion  during  the  ensuing  year. 
This  serves  as  a check  on  those  who  think  they 
should  be  asked  to  prepare  papers.  I might  add 
that  usually  three  or  four  volunteer  to  prepare 
a paper  for  some  meeting.  We  have  followed  the 
practice  of  holding  in  reserve  the  requests  of  out- 
side men  to  present  discussions,  until  we  have 
satisfied  ourselves  that  no  one  could  be  secured 
among  the  membership. 

“Finally  the  local  county  medical  society  is  the 
sheet-anchor  of  all  medical  activities  whether  it 
be  State  or  National,  and  the  local  organization 
like  that  of  the  larger  ones  is  no  better  than  its 
component  membership.  The  county  organization 
is  designed  to  give  the  individual  physician  an 
immediate  outlet  for  his  abilites  not  only  for  pre- 
paring papers  but  in  following  medical  organiza- 
tion activities,  and  this  fact  should  be  borne  con- 
stantly in  mind  by  the  local  officers.  It  takes  a 
lot  of  time  after  office  hours  for  the  county 
officers  to  keep  a society  in  trim;  but  it  can  be 
done  if  we  will  put  one-tenth  the  effort  in  it  that 
we  usually  place  in  the  afternoon  of  golf  or  the 
evening  of  bridge.  Accepting  an  office  at  the 
annual  meeting  is  in  a degree  an  honor;  but  after 
you  have  so  accepted  just  remember  that  it  takes 
some  motive  power  to  keep  the  engine  running.” 


ORGANIZING  COMMITTEE  WORK 


“A  wise  Old  owl  lived  in  an  oak.  The  more  he 
saw  the  less  he  spoke.  The  less  he  spoke  the 
more  he  heard.  Why  can’t  we  be  like  that  wise 
old  bird?” 

The  above  quotation  was  the  prelude  used  by 
Dr.  Lane,  for  his  talk  on  “Organizing  Committee 
Work”  in  which  he  described  how  the  Clark 
County  Medical  Society  has  developed  its  excel- 
lent committee  set-up  by  putting  to  work  both 
the  old  and  young  “owls”  and  how  the  activities 
of  medical  organization  in  that  county  have  bene- 
fited. 

Why  is  it  necessary  to  have  committees?  M hy 
not  allow  the  president  and  the  secretary  and  a 
few  outstanding  committees  to  handle  all  mat- 
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ters  and  then  at  an  open  meeting  bring  up  for 
discussion  many  intricate  problems  and  have 
them  settled  by  the  membership? 

“I  have  seen  this  tried,”  declared  Dr.  Lane  in 
answering  his  own  questions,  “and  the  result 
has  been  nothing  less  than  pandemonium.  Un- 
der such  a plan,  impulsive  members  will  jump  to 
their  feet  and  propose  something.  Somebody 
will  arise  to  refute  their  proposals.  A motion 
will  be  made.  Hasty  action  is  taken  and  there 
is  something  for  the  society  to  regret.  Interest 
in  the  organization  lags;  then  it  wanes,  and  final- 
ly, we  don’t  have  much  of  a society.” 

Dr.  Lane  pointed  out  that  by  having  plenty 
of  competent,  well-organized  committees,  a 
county  society  can  avoid  confusion  and  regrets; 
also  it  can  provide  a way  to  put  otherwise  retir- 
ing and  inactive  members  to  work,  and  eventually 
revive  interest  and  enthusiasm  in  society  activi- 
ties. 

“Every  problem,  no  matter  how  insignificant, 
carefully  thought  out  before  a meeting,  is  better 
solved  than  by  bringing  it  up  at  an  open  meeting 
where  there  is  insufficient  time  for  study  and 
discussion,”  according  to  Dr.  Lane. 

“In  our  society  we  have  found  that  by  organiz- 
ing committees  for  every  problem  that  comes  up 
we  have  been  able  to  give  the  society  a better 
idea  of  all  problems,  provided  a way  for  arriving 
at  a real  solution  of  many  of  them,  and  given 
certain  members  who  are  hesitant  about  speaking 
in  open  meeting,  a chance  to  express  themselves 
and  take  an  interest  in  society  activities. 

“If  a man  has  a part  in  an  organization,  no 
matter  how  small,  he  is  just  that  much  more  in- 
terested in  the  organization.  Committees,  and  a 
lot  of  them,  are  valuable. 

“Who  are  the  ‘wise  old  owls’  I referred  to  at 
the  beginning,  when  it  comes  to  county  society 
work? 

“They  are  not  necessarily  the  older  physician 
who  is  so  busy  that  he  cannot  enter  into  the  af- 
fairs of  the  local  society  or  the  physician  who 
has  been  long  in  the  harness.  It  is  often  the 
younger  member.  We  have  known  this  to  be 
true  in  our  society. 

“Circumstances  have  arisen  during  the  past 
few  years  which  have  made  the  younger  members 
in  many  county  societies  feel  that  they  were  not 
a part  of  medical  organization.  An  older  group 
ran  things  and  occupied  most  of  the  committee 
posts.  Consequently,  interest  lagged  in  the 
ranks  of  the  younger  men. 

“We  started  out  to  correct  this.  Younger  men 
were  named  to  committee  positions;  invited  and 
urged  to  take  an  active  part  in  society  functions. 
During  the  past  year,  our  society  has  accom- 
plished much.  Interest  has  been  revived.  The 
younger  men  are  alert  and  interested.  Many  of 
them  have  been  able  to  express  themselves 
through  committee  work  and  have  done  an  ex- 
cellent job. 

“In  conclusion,  I would  urge  that  as  many 
members  as  possible  be  put  to  work  through  com- 
mittee assignments  and  that  especially  the  young- 
er men  be  given  a chance.  The  younger  man 
may  be  a ‘wise  old  owl’  too.  Give  all  of  them 
an' opportunity  to  express  themselves;  do  some- 
thing; and  add  their  wisdom  to  the  organization.” 


CONTACTS  BETWEEN  THE  LOCAL  SECRETARY 
AND  STATE  HEADQUARTERS  OFFICE 


Why  are  close  and  constant  contacts  between 
the  secretary  of  a county  medical  society  and  the 
State  Headquarters  Office  important  and  essen- 
tial? 

The  various  reasons  were  reviewed  in  an  es- 
pecially stimulating  talk  by  Dr.  Beaver  whose 
society — the  Columbiana  County  Medical  Society 
— during  the  past  year  has  been  one  of  the  most 
useful  and  aggressive  societies  in  the  state  and 
has  cooperated  in  a fine  way  with  the  State 
Headquarters  Office,  The  Journal,  and  the  of- 
ficers and  committees  of  the  State  Association. 

One  of  the  essential  features  of  medical  or- 
ganization was  stressed  by  Dr.  Beaver  in  his 
opening  remarks,  when  he  said: 

“Our  State  Association  is  comparable  to  a 
mosaic  of  88  pieces,  the  design  and  pattern  of 
which  is  destroyed,  or  seriously  impaired  by  one 
missing  block.  One  might  compare  it  to  a com- 
munications system,  controlled  by  a central  op- 
erating unit,  which  receives,  sorts  and  retrans- 
mits messages  from  and  to  the  several  operators 
of  the  88  local  exchanges.  Communications 
efficiency  thus  depends  upon  the  contact  and 
coordination  with  and  between  the  central  unit 
and  the  local  operators.” 

Dr.  Beaver  emphasized  the  importance  of  the 
secretary  and  briefly  summarized  his  duties. 

“The  local  secretary  is  more  than  a scribe,”  he 
said.  “At  times  he  must  be  an  analyst  and  an 
editor,  able  to  recognize  important  facts  and 
fundamental  issues,  and  concisely  transmit  such 
data  to  the  state  secretary  who  will  evaluate 
the  same  and  if  it  is  found  meritorious,  will  dis- 
patch it  to  the  proper  committee  for  considera- 
tion. Further,  he  should  be  able  to  detect  and 
inform  the  society  of  subtle  schemes  sponsored 
by  irresponsible  groups  designing  to  injure  the 
esteem  in  which  our  profession  is  held;  to  rec- 
ognize that  ever  present  parasite,  the  tinkerer 
with  sound  public  policy,  advocating  insane  and 
fanatical  panaceas,  and  to  expose  the  irrespons- 
ible, often  ignorant  public  official  who  would  sell 
his  birthright  for  a mess  of  pottage  if  he  thought 
it  a stepping  stone  to  increase  his  political  pow- 
er. Of  these  foes  to  public  safety  and  the  ra- 
tional unhampered  practice  of  medicine  the  lo- 
cal secretary  must  be  cognizant  and  issue  warn- 
ing to  State  Headquarters,  as  well  as  to  trans- 
scribe his  society’s  activity.” 

Emphazing  the  need  and  importance  of  local 
action  and  a coordination  of  local  and  state-wide 
activity,  Dr,  Beaver  declared: 

“Not  long  since  the  officials  of  our  Ohio 
State  Medical  Association  were  bitterly  criti- 
cised, because  many  felt  they  were  ignorant  of 
problems  faced  by  fellow  members.  They  were 
accused  of  being  inefficient,  dilatory  and  more 
interested  in  honor  of  official  title  than  in  con- 
structive action  in  the  interest  of  the  members 
whom  they  represented. 

“This  was  unfair  and  any  accusations  I made 
I retract,  for  I feel  such  charges  were  without 
grounds  and  were  the  result  of  a painful  stim- 
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ulus  applied  by  stringent  economic  stresses  for 
which  neither  we  nor  the  State  Association  were 
responsible.  The  fault  laid  not  with  them  but  in 
the  lack  of  interest  and  inactivity  of  the  local 
societies.  It  is  a human  trait  to  blame  the  other 
fellow.  I think  it  is  true,  that  for  a long  time 
our  local  groups  have  failed  to  interest  them- 
selves in  medico-economics  and  they  have  not 
seriously  entered  into  the  activity  of  monthly 
meetings.  The  secretaries  too  have  failed  to  re- 
port society  activities  to  the  State  Association. 

“The  State  Organization  can  be  no  more  active 
than  the  groups  of  whom  it  is  representative. 
Certainly  until  our  county  societies  show  some 
signs  of  animation  we  have  no  cause  to  condemn. 

“We  do  suggest  the  State  officials,  as  the  need 
arises,  prepare  questionnaires  relating  to  subjects 
of  mutual  interest  and  of  medico-economic  poli- 
cies, both  state  and  national.  These  local  sec- 
retaries may  present,  and  after  society  considera- 
tion, return,  thus  affording  a representative 
cross-section  of  the  current  sentiment.” 

Why  physicians  as  individuals  and  as  a group 
must  take  an  active  interest  in  public  affairs,  es- 
pecially legislative  and  governmental  matters, 
was  stressed  by  Dr.  Beaver. 

“We  believe  (and  this  with  hesitancy),  that 
even  though  it  is  not  of  our  own  volition  but  in 
an  act  of  self-defense,  organized  medicine  must 
invade  local,  state  and  national  politics.  Since  a 
well-organized  minority  group  of  questionable 
social  reformers  has  made  an  issue  of  socialized 
medicine;  with  many  ‘isms’  fertilized  by  social 
unrest,  with  communistic  individuals  invading  not 
only  offices  of  state,  but  our  schools  and  colleges; 
with  un  American  ideals  brandished  openly; 
strong  constructive  action  is  indicated.  The  med- 
ical profession  is  well  educated  and  pecularily 
fitted  by  years  of  service  and  understanding  to 
assume  a leadership  in  our  local  communities 
which  hitherto  we  have  been  loathe  to  assert. 

“We  suggest  application  of  a policy,  through 
some  manner  our  state  committee  may  evolve, 
that  will  use  every  effort  to  determine  qualifica- 
tions of  political  office  seekers,  regardless  of  poli- 
tical affiliation,  and  will  inform  the  local  groups 
of  the  facts.  In  this  way  our  county  groups  will 
be  able,  we  hope,  to  assume  an  intelligent,  honest 
leadership.  With  the  contacts  we  daily  make  a 
tremendous  influence  may  be  exerted.” 

Dr.  Beaver  closed  his  talk  with  a strong  plea 
for  cooperative  and  coordinated  action  with  con- 
tributions by  both  the  local  societies  and  the 
State  Association.  He  said: 

“Too  many  among  us  are  lethargic,  insensible  to 
the  need  of  unity  and  cooperation;  too  many  with 
a heedless  ear  and  an  egoist’s  self  sufficiency.  Their 
apathetic  attitude  can  only  weaken  the  efficiency 
of  this  organization.  They  jeopardize  not  only 
their  interests  but  also  of  the  constituents  whom 
they  serve. 

“This  is  a transitory  era.  Progress  in  medi- 
cine as  well  as  general  science  has  been  tremen- 
dous. We  have  a,  depression  with  resultant  un- 
rest and  criticism.  This,  medicine  has  not  es- 
caped. Changes  are  in  progress  and  if  they  are 
healthy,  they  are  welcome.  Lay  feeling  toward  the 
physician  is  already  changed.  For  this  we  may 
be  in  part  to  blame  yet  we  believe  such  factors 
as  government  inefficiency  with  its  rampant 


waste  and  squandering  while  there  is  hunger 
and  need,  a political  setup  with  a damnable 
party  patronage  spoils  system  instead  of  an 
honest  civil  service,  with  many  of  the  population 
having  lost  the  vision  for  an  honest  day’s  labor, 
have  caused  an  unconscious  reaction  against  any 
group  or  profession  in  public  service,  including 
the  medical  profession.  To  those  who  mistrust, 
the  honesty  and  sincerity  of  our  service  must  be 
vindicated. 

“After  all  we  are  physicians,  obligated  to  a 
life  of  service.  Our  first  duty  is  to  heal  the  sick 
and  ease  pain.  If  we  are  forced  into  other  fields, 
may  our  acts  be  thoughtful,  orderly,  commend- 
able and  our  oath  inviolate.  May  we  have  in- 
spiration, increase  our  local-state  coordination 
and  cooperation,  assuming  a leadership  in  con- 
structive planning  so  as  to  increase  the  field  for 
our  economic,  social  and  medical  services  and 
gain  for  the  profession  a deserved  prestige  such 
as  never  before  the  art  and  practice  of  medicine 
has  attained.” 

“The  Medical  Aspects  of  Workmen’s  Com- 
pensation Administration” — Dr.  McCurdy 

ONE  of  the  highlights  of  the  program  was 
the  address  of  Dr.  Sidney  M.  McCurdy, 
medical  supervisor,  State  Industrial  Com- 
mission. 

Dr.  McCurdy  not  only  described  in  a concise 
but  comprehensive  way  the  operation  of  the  ex- 
tensive machinery  established  for  administration 
of  the  Workmen’s  Compensation  Act  in  Ohio  but 
emphasized  in  various  ways  the  important  part 
which  the  medical  profession  plays  in  this  vast 
governmental  activity. 

In  his  talk,  Dr.  McCurdy  officially  announced 
the  rescinding  by  the  Commission  of  the  20% 
reduction  in  medical  and  surgical  fees,  effective 
July  1,  1936.  (See  May,  1936,  issue  of  The  Ohio 
State  Medical  .Journal.) 

Because  of  the  importance  of  this  address,  lib- 
eral quotations  from  Dr.  McCurdy’s  manuscript 
will  be  found  in  what  follows: 

“It  would  be  presumptuous  of  me  to  assume 
that  in  this  short  time  I am  entirely  familiar 
with  the  administrative  phases  of  workmen’s 
compensation.  I have  devoted  much  thought  to 
the  study  of  the  relationship  of  the  medical  pro- 
fession and  the  Commission.  Perhaps,  for  the 
moment,  I have  a vantage  point,  in  that  I am 
still  seeing  the  problem  from  without  but  now 
perhaps  a little  from  within. 

“Some  time  ago  the  Industrial  Commission  be- 
gan to  reorganize  its  Medical  Department  in  ac- 
cordance with  some  of  the  recommendations  of 
the  Sherrill  Committee’s  report,  and  with  the  ap- 
proval of  the  present  administration.  I felt 
that  I would  like  to  assist  in  this  work  and,  there- 
fore, presented  my  qualifications,  which  were 
simply  these:  All  my  professional  life,  now  33 

years,  I had  been  engaged  very  definitely  in  in- 
dustrial surgery  either  as  a whole  or  part  time 
surgeon;  for  18  years  I had  been  Chief  Surgeon 
of  the  Youngstown  Sheet  and  Tube  Company  as 
a whole  time  man,  and  it  was  here  that  I was 
trained  in  administration  and  executive  prin- 
ciples. This  sort  of  work  I like,  and  I was  very 
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naturally  pleased  when  I was  appointed  to  the 
position  of  Chief  Medical  Supervisor. 

SERVES  1,500,000  EMPLOYES 

“It  is  worth  while  to  view  this  vast  enterprise 
that,  to  one  not  intimately  connected,  can  hardly 
be  .visualized.  The  intricacies  of  management 
have  to  be  complicated  to  adequately  care  for  the 
needs  of  1,500,000  employed  citizens. 

“You  and  I are  an  integral  part  of  this  organi- 
zation and  our  service  definitely  assists  in  the 
good  or  bad  results  that  the  people  receive.  My 
staff  is  employed  on  full  time  basis  and  you  are 
engaged  on  a part  time  basis.  Your  service  dif- 
fers from  ours  somewhat,  in  that  yours  is  in- 
dividual and  personal  while  ours  is  largely  or- 
ganized to  handle  the  medical  phase  en  masse, 
reducing  our  efforts  to  the  individual  only  when 
necessity  demands. 

“I  have  the  feeling  that  the  transition  from  in- 
dividual care  to  mass  control  is  very  often  to 
blame  for  many  misunderstandings.  We  must 
have  rules  and  regulations  which  keep  us  within 
bounds,  and  both  alike  must  be  willing  to  accept 
them  for  the  common  good. 

“Our  legislators  have,  from  time  to  time,  passed 
laws  which  dictate  the  conduct  of  this  undertak- 
ing. These  laws,  variously  interpreted  by  the 
courts,  govern  the  activities  of  our  three  Com- 
missioners and  in  turn  lay  down  the  fundamental 
rules  of  medical  conduct.  Other  orders  are  made 
by  the  Commissioners  for  administrative  pur- 
poses but  always  in  conformity  with  the  basic 
laws.  These,  too,  are  applicable  to  us  and  must 
be  followed  by  us. 

“It  is  by  this  means  that  our  claimant  and  your 
patient  receives  the  benefit  of  an  act  designed 
to  improve  his  welfare  during  adversity  caused 
by  accident  or  occupational  disease  as  described 
by  law.  At  the  home  office,  an  important  center, 
is  correlated  the  results  of  your  work,  the  paying 
of  compensation  for  time  lost  from  work,  and  for 
the  actual  disability. 

GOOD  MEDICAL  CARE  ESSENTIAL 

“Perhaps  you  would  be  interested  to  know  that 
in  1934  $3,101,324  were  paid  to  physicians,  nurses 
and  hospitals  for  the  care  and  treatment  of  in- 
dustrial cases.  The  sum  of  $1,869,403  was  paid 
to  claimants  in  1934  for  accidents  occurring  in 
that  year  and  $6,765,790  was  paid  in  1934  to 
hangover  cases  of  previous  years,  cases  that  you 
have  long  since  forgotten.  During  this  same 
year  you  treated  for  us  141,429  cases.  Long 
after  you  are  through  with  your  patient  we  are 
still  paying  upon  your  results.  It  can  easily  be 
seen,  therefore,  that  good  surgery  and  a fine  co- 
operative action  by  the  profession  are  focal 
points  in  the  successful  operation  of  this  branch 
of  government. 

“A  standard  of  medical  result  can  be  consid- 
ered fair  to  the  claimant  and  employer  alike  if 
we,  as  a profession,  strive  to  return  the  patient 
to  gainful  occupation  in  the  best  condition  pos- 
sible commensurate  with  the  injury  and  in  the 
shortest  possible  space  of  time. 

“There  are  many  sources  of  friction  between 
the  medical  profession  and  the  home  office,  hap- 
pily neither  great  nor  serious.  Most  often  this 
is  due  I think  to  a lack  of  understanding. 

“Your  reports  start  a claim  upon  an  endless 
trip  through  several  departments.  A Claims  De- 
partment receives  them  and  a Safety  Department 


checks  them  for  code  violations.  An  Auditing 
group  must  certify  that  the  employer  is  insured 
and  a Legal  Department  rules  on  the  validity. 
The  Medical  Department  must  then  check  on  the 
medical  phase  of  the  injury  and  pass  on  all  med- 
ical bills  incurred  in  accordance  with  the  law.  All 
claims  are  given  a number  and  through  that 
number  alone  identification  is  maintained.  De- 
lays are  diminished  when,  if  when  writing  for 
information,  the  case  number  is  given  to  us. 

COMPLETE  REPORTS  VALUABLE 

“Much  difficulty  is  experienced  by  a lack  of 
complete  detailed  information  in  your  requests 
for  information  and  reports.  Fuller  reasons  for 
your  opinions  and  better  explanations  of  the  ex- 
tent of  care  given,  the  cause  and  treatment  of 
accident  will  automatically  diminish  friction  and 
help  us  to  solve  your  difficulty  in  a satisfactory 
manner.  One  gets  disgusted  because  a fee  is  not 
paid  and  the  reason  given  “Not  Allowed”  but  the 
patient  may  not  be  insured  at  all  or  the  accident 
may  not  come  within  the  meaning  of  the  law. 
Obviously  then,  the  injured  person  becomes  per- 
sonally responsible  for  the  medical  treatment. 
These  cases  cause  much  dissatisfaction  for  the 
time  to  investigate  and  arrive  at  the  true  solution 
of  the  claim  is  often  long. 

“I  have  already  observed  that  there  is  a large 
drain  upon  the  funds  because  of  the  ease  with 
which  the  diagnosis  of  ‘Traumatic  Neurosis’  is 
made.  I am  reminded  of  the  ‘Shell  Shock’  of  my 
army  days.  My  change  from  private  practice 
to  public  service  makes  this  subject  very  interest- 
ing to  me.  I wonder  what  part  the  medical  pro- 
fession contributes  to  some  of  this  waste  by  im- 
proper advice.  I know  our  system  is  also  a caus- 
ative factor.  It  would  seem  that  when  the  doc- 
tors use  an  encouraging  and  interested  attitude 
toward  the  injured^  which  constantly  suggests 
cure  and  return  to  work,  the  length  of  disability 
may  more  nearly  approach  that  of  a private  pay- 
ing patient.  My  office,  it  is  needless  to  say,  is  not 
guiltless,  and  we  are  trying  hard  to  remedy  this 
evil.  Too  much  sympathy  can,  in  fact,  destroy 
the  reason  for  its  use  and  very  often  defeats  its 
own  purpose.  It  can  make  an  otherwise  good 
surgical  result  an  economic  failure.  Compensa- 
tion, in  the  last  analysis,  can  never  replace  wages 
for  productive  labor  nor  a happiness  that  comes 
through  accomplishment. 

“We,  at  the  home  office,  know  that  our  part 
time  associates  are  fair  and  square  as  a whole 
and  we  do  not  condemn  because  of  a few.  We 
find  that  a good  professional  reputation  is  as  val- 
uable here  as  in  any  other  walk  of  life.  A full 
and  honest  explanation  of  extra  service  to  your 
patient  helps  us  to  adjust  your  account.  It  must, 
however,  be  remembered  that  when  we  pay,  it  is 
on  a full  cash  basis,  and  for  a portion  of  citi- 
zens who,  in  private  practice,  could  be  registered 
as  no  pay,  poor  pay  or  to  whom  a discount  must 
be  made  for  settlement.  We  both  know  that  the 
Commission  authorizes  the  best  of  treatment,  far 
better  than  these  people  could  otherwise  purchase 
and  pay  for. 

CUT  IN  FEES  ELIMINATED 

“The  medical  profession  of  Ohio  is  to  be  great- 
ly commended  for  its  wholehearted  acceptance 
of  the  20%  cut  in  1933.  They  actually  made  a 
fine  contribution  to  and  definitely  helped  to  con- 
serve the  fund  at  a critical  moment.  You  dem- 
onstrated, in  a most  substantial  way,  your  belief 
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in  the  principles  of  the  compensation  act  and 
your  willingness  to  help.  Mr.  Caddell,  Secretary, 
at  the  last  organization  dinner  in  Cincinnati  last 
October  informed  us  that  the  Commissioners 
were  kindly  disposed  toward  doing  away  with 
this  cut  as  soon  as  it  was  felt  safe  to  do  so. 

“I  can  now  speak  with  authority  and  inform 
you  that  the  20%  cut  will  be  discontinued  on 
July  1st,  1936,  the  end  of  the  present  fiscal  year. 
Work  on  cases  injured  after  June  30th,  will  be 
paid  for  according  to  the  regular  fee  schedule. 
Some  few  fees,  which  were  not  cut,  will  of  course 
remain  the  same  All  bills  for  services  after  July 
1st,  1936,  will  be  paid  as  per  schedule  except  for 
services  commenced  prior  to  that  date  and  which 
are  subject  to  the  flat  fee. 

“We  can  well  thank  all  those  who  have  assisted 
to  end  this  cut.  The  Commissioners  took  the  in- 
itiative, representatives  of  the  employe  and  em- 
ployer acquiesced  and  the  administration  ap- 
proved. Your  own  association  has  tirelessly 
worked  for  you,  and,  in  my  opinion,  the  efficient 
manner  in  which  this  problem  was  handled  by 
the  Ohio  State  Medical  Association  has  contrib- 
uted greatly  to  this  happy  ending. 

OBJECTIVES  AND  IDEALS 

“I  would  like  to  call  your  attention  to  an  ideal 
of  medical  service  that  we  both  can  well  follow. 
We  hope  to  serve  the  employee  better  and  better 
as  time  goes  on.  We  desire  to  assist  the  em- 
ployer in  caring  for  his  injured  in  a manner 
beneficial  to  industry.  We  expect  to  improve 
the  present  pleasant  relations  that  exist  between 
the  professions  and  the  Commission. 

“To  this  purpose  we  must  dedicate  our  efforts. 
I cannot  accomplish  this  alone  and  your  assist- 
ance is  vital  to  me.  It  is  possible  for  you  and 
me  to  make  the  Medical  Department  of  the  In- 
dustrial Commission  one  that  we  are  proud  of, 
and  one  that  operates  quickly  and  efficiently.  I 
am  not  afraid  of  the  results  with  you  behind  me, 
and  you  can  count  on  us  to  do  our  duty  as  fairly 
and  honestly  as  we  know  how. 

“In  the  conduct  of  my  work  I shall  try  to  fol- 
low the  spirit  of  the  words  of  James  Russell 
Lowell  when  he  wrote:  ‘Be  noble  and  the  noble- 

ness lying  in  other  men,  sleeping  but  never  dead, 
shall  arise  in  majesty  to  meet  thine  own/  ” 


REMARKS  BY  DR.  SUTHERLAND 


Dr.  T.  H.  Sutherland,  Marion,  in  discussing  Dr. 
McCurdy’s  address,  pointed  out  what  he  termed 
an  injustice  in  the  Ohio  Workmen’s  Compensa- 
tion system,  namely,  failure  of  the  act  to  provide 
compensation  for  only  21  occupational  diseases. 
He  said  there  are  about  700  known  occupational 
diseases  and  that  a workman  suffering  from 
one  not  included  in  the  list  of  21  compensable 
diseases  is  denied  compensation,  the  right  to  ap- 
peal the  decision  of  the  State  Industrial  Commis- 
sion in  denying  compensation,  and  from  securing 
compensation  from  his  employer.  Dr.  Suther- 
land cited  a case  in  which  he  appeared  for  the 
employe  and  which  is  to  be  appealed  to  the  U.  S. 
Supreme  Court.  He  urged  physicians  to  study 
this  situation  and  cooperate  in  steps  to  correct 
it. 


“Organized  Legislative  Activities  By  A 
County  Medical  Society” — Dr.  Walker 

TIMELY  and  instructive  address,  suggest- 
ing ways  a county  medical  society  can  be- 
come an  influential  factor  in  safeguarding 
the  health  of  the  public  and  the  interests  of  the 
medical  profession  in  legislative  matters  and 
governmental  administration,  was  made  by  Dr. 
0.  J.  Walker,  Youngstown,  chairman  of  the 
Legislative  Committee,  Mahoning  County  Med- 
ical Society. 

Dr.  Walker’s  suggested  plan  was  based  on  the 
program  carried  out  for  the  past  several  years 
in  Mahoning  County  and  which  he  said  was 
adaptable  to  most  counties,  whether  large  or 
small. 

It  was  in  1934,  Dr.  Walker  stated,  that  the 
physicians  of  Mahoning  County  became  keenly 
aware  that  medical  organization  must  become 
more  active  in  politics  and  particularly  legisla- 
tive problems  in  order  to  protect  public  health, 
safeguard  the  rights  and  standards  of  the  med- 
ical profession,  and  combat  anti-medical  and 
other  destructive  forces. 

After  studying  the  purposes  and  methods  of 
the  Public  Health  League  of  America,  founded 
in  Englewood,  California,  and  the  activities  of 
the  Allegheny  (Pa.)  County  Legislative  Confer- 
ence, the  members  of  the  Mahoning  County  Med- 
ical Society  came  to  the  conclusion,  Dr.  Walker 
said,  that  some  such  organization  was  needed  in 
that  county  to  enable  the  medical  profession  to 
wield  a stronger  influence  locally  on  politicians 
and  in  governmental  affairs,  and  indirectly  be  of 
greater  service  to  the  State  Medical  Association 
in  its  work  for  the  profession  of  the  state  as  a 
whole. 

Representatives  of  the  retail  druggists,  dental, 
nurses  and  hospital  groups  were  called  to- 
gether, he  said.  After  a thorough  discussion  of 
problems  and  methods,  an  organization  was 
formed,  known  as  the  Health  Committee  of  the 
Allied  Professions  of  Mahoning  County. 

Dr.  Walker  summarized  some  of  the  important 
points  relative  to  the  organization  as  follows: 

Its  purpose  is  to  correlate  the  political  and  leg- 
islative activities  of  the  various  groups  especial- 
ly interested  in  medical  and  public  health  legisla- 
tion and  administration. 

The  committee  is  made  up  of  two  representa- 
tives of  each  affiliated  group,  appointed  by  the 
parent  organizations  and  therefore  carrying  the 
authority  and  backing  of  each  group. 

Expenses  are  met  on  a pro-rata  basis. 

Sub-committees  are  appointed  when  necessary. 

There  are  no  stated  meetings,  all  meetings  be- 
ing called  by  the  president  or  secretary. 

Following  discussions  of  various  problems, 
plans  for  action  are  agreed  upon  and  such  plans 
are  referred  back  to  their  organizations  by  the 
respective  members  of  the  committee  for  approv- 
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al,  modification  or  rejection  before  finally  adopted 
or  put  into  effect. 

The  following  general  policy  was  adopted  by 
the  committee  to  guide  it  in  all  its  activities: 

“The  best  health  interests  of  the  general  pub- 
lic must  be  the  first  and  last  consideration  of  our 
activities.  Second,  there  must  be  strict  adherence 
to  medical  and  health  problems  in  our  activities 
and  we  must  refuse  to  have  anything  to  do  with 
commercial  or  outside  activities  that  do  not  have 
to  do  with  medical  and  public  health  questions.” 

Dr.  Walker  described  in  detail  the  way  the 
committee  of  allied  groups  has  functioned: 

“In  1934,  prior  to  the  election  in  November, 
we  contacted  personally  all  of  the  candidates  for 
local  offices  and  most  of  the  candidates  for  state 
and  Federal  offices  in  Mahoning  County.  This 
was  done  through  personal  interviews  or  by  in- 
viting the  candidates  to  attend  meetings  of  our 
joint  committee.  Some  were  dinner  meetings. 

“We  discussed  with  them  the  problems  and 
anticipated  questions  in  which  our  groups  were 
interested.  We  asked  for  no  pledges.  We  tried 
to  educate  them  on  medical  and  public  health 
matters  and  get  across  to  them  the  idea  that  as 
workers  in  medicine  and  public  health  activities 
we  probably  knew  more  about  these  matters  than 
any  other  group  or  groups  in  the  community,  and 
that  our  knowledge  would  be  of  value  to  them. 
We  tried  to  get  them  to  see  that  we  wanted  to 
help  them.  There  was  no  coercion  of  attempt  to 
coerce. 

“Later  we  sent  a letter  to  each  candidate,  in- 
corporating this  question:  ‘Are  you  in  favor  of 
consulting  with  duly  constituted  representatives 
of  the  medical  society,  dental  society,  retail 
druggists’  association,  nurses’  association  and 
hospital  association  whenever  any  legislation  af- 
fecting any  of  the  above  groups  or  any  legisla- 
tion concerning  public  health  measures  is  up  for 
consideration?’ 

“We  realized  that  so-called  questionnaires 
were  frowned  upon  by  the  Policy  Committee  of 
the  State  Association.  However,  we  felt  our 
plan  was  not  objectionable;  that  we  were  not  ex- 
acting a pledg’e  but  were  simply  calling  to  their 
attention  the  fact  that  we  were  anxious  to  help 
them. 

“After  the  election  we  were  host  at  dinner  to 
the  successful  candidates  and  discussed  with 
them  many  problems  likely  to  come  up  during 
their  term  of  office.  Contacts  after  the  election 
are  just  as  important,  if  not  more  so,  than  be- 
fore. We  tried  to  have  weekly  conferences  with 
our  legislators.  We  kept  a catalogue  of  physi- 
cians, dentists,  etc.,  who  were  personal  friends  of 
these  men  and  we  often  called  upon  them  to  see 
the  legislators  whenever  matters  in  which  we 
were  interested  were  scheduled  for  committee 
hearing  or  a vote.  We  also  impressed  all  of 
them  with  the  importance  of  studying  material 
on  medical  and  public  health  questions  which  we 
supplied,  and  interesting  themselves  in  medical 
and  public  health  legislation. 

“Our  experience  has  been  that  laymen  know 
very  little  about  medical  and  public  health  mat- 
ters. We  had  to  stage  an  educational  campaign. 
We  found  extremely  useful  and  valuable  the 
Legislative  Reference  Handbook  issued  by  the 
State  Medical  Association.  However,  we  found 
that  just  mailing  this  handbook  to  our  legisla- 
tors was  rather  useless  and  that  the  best  plan 


is  to  review  with  them  the  various  subjects  cov- 
ered and  try  to  get  them  to  study  the  arguments 
presented.  Occasionally  we  would  copy  perti- 
nent sentences  or  paragraphs  from  the  handbook 
and  send  them  to  our  representatives  in  the  Leg- 
islature or  cite  them  to  pages  where  they  could 
find  material  on  different  subjects.  We  were  told 
by  them  that  they  got  in  the  habit  of  looking  in 
the  handbook  whenever  medical  and  public 
health  questions  were  being  considered.” 

Dr.  Walker  stated  that  the  allied  committee 
tried  to  make  all  candidates  realize  the  large  po- 
tential voting  strength  of  the  committee.  He 
described  how,  because  of  its  influence  and  ac- 
tivity, the  committee  had  been  called  upon  to 
help  draft  the  public  health  sections  of  the 
County  Home  Rule  Charter  and  the  Mahoning 
County  Medical  Society  had  been  requested  to 
submit  a list  of  nominees  for  the  positions  of 
city  health  commissioner  and  city  physician. 

Summarizing  the  result  of  this  organized  ac- 
tivity in  Mahoning  County  during  the  past  two 
years,  Dr.  Walker  said: 

“We  have  had  excellent  cooperation  from  our 
legislators.  We  have  secured  the  friendship  and 
cooperation  of  city  and  county  officials.  We  have 
produced  a better  understanding  among  the  al- 
lied professional  groups  and  a good  will  which 
has  done  a lot  for  public  health  and  scientific 
medicine  in  our  county.” 

'‘Present  and  Future  Legislative  and 
Governmental  Problems”— -Dr.  Upham 

WHAT  might  be  termed  the  keynote  ad- 
dress of  the  conference  was  made  by  Dr. 
J.  H.  J.  Upham,  Columbus,  chairman  of 
the  Committee  on  Public  Policy  of  the  Ohio  State 
Medical  Association. 

Dr.  Upham  declared  that  while  the  subject, 
“Present  and  Future  Legislative  and  Govern- 
mental Problems,”  had  been  assigned  to  him,  he 
chose  to  use  as  the  text  of  his  remarks:  “The 
need  for  better  medical  organization  in  Ohio.” 
Commenting  briefly  on  legislative  problems, 
Dr.  Upham  said: 

“In  our  legislative  activities,  we  must  be  pre- 
pared for  anything  and  everything.  I don’t 
know  what’s  coming  in  the  future.  Neither  does 
anyone  else.  Any  number  of  proposals  and 
problems  may  arise  during  the  ensuing  months. 
During  the  next  session  of  the  General  Assembly 
we  may  be  confronted  with  the  so-called  Epstein 
Bill,  providing  for  a state  system  of  compulsory 
sickness  insurance.  We  can’t  anticipate  having 
to  combat  the  usual  type  of  proposals  presented 
by  the  cultists  and  anti-medical  groups.  We  will 
have  to  meet  all  these  problems  when  they  come; 
in  addition  to  new  issues  involving  policies  which 
we  feel  are  not  for  the  benefit  of  the  public  and 
are  inimical  to  the  medical  profession  and  good 
medical  service. 

“We  were  successful  during  the  past  legisla- 
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tive  session  in  Ohio  in  preventing  bad  and  de- 
structive medical  and  health  legislation.  Had  it 
not  been  for  the  active  and  determined  opposition 
of  organized  medicine,  a provision  for  national 
health  insurance  doubtless  would  have  been  in- 
cluded in  the  Federal  Social  Security  Act.  What 
the  future  holds  no  one  can  predict.” 

Emphasizing  that  the  uncertainty  existing 
with  respect  to  future  problems  and  the  possible 
effects  of  present-day  trends  merely  serves  to 
make  more  apparent  the  need  for  better  and 
stronger  medical  organization.  Dr.  Upham  made 
a ringing  appeal  for  renewed  interest  in  medical 
organization,  more  aggressive  activity,  and 
united  action. 

PROFESSION  TOO  COMPLACENT 

“We — the  medical  profession — are  under  fire,” 
he  declared. 

“For  the  past  30  years  we  have  been  feeling 
rather  complacent  about  the  strides  we  have 
made.  We  have  had  but  few  major  problems. 
We  have  become  rather  smug  about  our  standing 
in  public  affairs.  Many  of  our  members  have 
taken  but  a passive  interest  in  medical  organiza- 
tion and  scoffed  at  the  pleas  of  those  who  warned 
that  the  profession  must  maintain  a strong  or- 
ganization to  protect  its  interests  and  those  of 
the  public  in  health  matters. 

“A  few  years  ago  we  began  to  read  subtle 
propaganda  concerning  the  so-called  excessive 
costs  of  medical  care  and  the  need  for  radical 
modification  in  the  present  plan  for  distributing 
medical  service.  Then  came  the  economic  de- 
pression. The  propaganda  increased.  Com- 
mercial interests  and  socialistic  groups  were  the 
sponsors  of  this  deliberate  plan  to  make  the 
medical  profession  the  goat  and  put  over  a lot  of 
their  unsound  and  untried  theories,  realizing  that 
the  medical  profession  was  not  too  strongly  or- 
ganized and  more-or-less  defenseless. 

“We  have  witnessed  an  old-fashioned  melo- 
drama, staged  by  the  socialistic  groups,  with  the 
medical  profession  cast  as  the  grasping  villain 
trying  to  foreclose  the  mortgage  on  the  old 
homestead;  the  city  slicker  trying  to  seduce  the 
harassed  heroine  (the  public),  and  the  socio- 
logist and  the  up-lifter  as  the  hero. 

“The  public  was  told  that  medical  costs  were 
excessive;  physicians  commercially-minded;  the 
people  over-charged;  and  many  suffering  from 
the  lack  of  medical  care.  It  was  charged  that 
the  medical  profession  is  making  no  effort  to 
correct  certain  inequalities  and  adjustments  to 
meet  emergencies  and  changing  conditions. 

TRUTH  IS  NOT  REVEALED 

“Those  behind  such  misleading  propaganda 
neglected  to  say  that  the  costs  of  sickness  are 
not  the  only  demands  on  the  family  pocketbook 
and  very  reasonable  when  compared  to  amounts 
spent  for  luxuries;  that  medical  service  today 
costs  more  than  it  did  50  or  even  25  years  ago 
because  it  is  much  better;  that  physicians  con- 
tribute millions  of  dollars  annually  in  free  med- 
ical service;  that  the  medical  profession  is  the 
only  group  which  is  sincerely  trying  to  develop 
new  but  sound  programs  to  meet  the  needs  of  the 
public. 

“The  real  truth  is  that  the  advocate  of  social- 
ized medicine  makes  a superficial  survey,  writes 
a book  and  forgets  the  whole  matter.  The  med- 


ical profession,  through  organized  medicine,  has 
been  devoting  daily  study  to  the  serious  problems 
confronting  it  and  the  public,  and  there  are  now 
more  than  200  experimental  plans  and  programs 
in  operation,  sponsored  by  medical  organization, 
from  which  the  medical  profession  hopes  to  de- 
velop ways  and  means  of  solving  the  financial 
problems  of  sickness  for  the  poor  and  low-in- 
come groups,  but  at  the  same  time  insure  them 
of  competent  medical  care. 

“What  does  this  mean? 

“Simply  that  we  must  become  more  mobilized; 
that  we  must  emphasize  our  position  to  the 
public  and  insist  on  a fair  hearing.  True,  we  are 
somewhat  defenseless  because  people  do  not  like 
to  pay  medical  bills,  especially  when  it  interferes 
with  their  having  an  automobile  and  other 
luxuries.  Nevertheless,  it  is  up  to  us  through 
our  organizations  to  state  our  position  and  edu- 
cate the  people  that  medical  care  is  an  important 
factor  in  the  life  of  every  family  and  is  a justifi- 
able item  in  every  family  budget. 

CAN’T  LET  OTHERS  RUN  THINGS 

“The  time  has  passed  when  a physician  can 
devote  himself  exclusively  to  his  practice  and  let 
someone  else — perhaps  the  theorist  and  socially- 
minded  promoter — run  the  public  affairs  affect- 
ing medicine  and  public  health.  It  is  time  for 
every  physician  to  feel  that  he  belongs  to  and  is 
part  of  his  county  medical  society  and  the  State 
Association.  We  must  form  as  a unit  against 
the  organized  drive  from  without,  designed  to 
minimize  the  value  of  medical  service  and  the 
good  intentions  of  the  medical  profession. 

“How  are  we  going  to  accomplish  this? 

“Largely  by  making  medical  organization  more 
valuable  and  indispensable  to  the  practicing  phy- 
sician. 

“Two  years  ago  I was  a good  deal  concerned 
about  a rather  determined  effort  on  the  part  of  a 
couple  of  county  medical  societies  to  bring  about 
a reduction  in  the  annual  dues  of  the  State  As- 
sociation. Upon  investigation,  I found  that  the 
annual  local  dues  of  one  of  those  societies  were 
two  or  three  times  those  of  the  State  Association. 
Why,  then,  did  they  want  the  state  dues  reduced  ? 

“In  my  opinion  it  was  because  many  of  its 
members  felt  they  were  not  getting  their  money’s 
worth  from  the  state  organization. 

“Realizing  that  anyone  is  willing  to  pay  if  he 
gets  real  value  for  his  money,  I presented  this 
question  to  the  Council  of  the  State  Association. 
A committee  was  named  to  make  an  inventory  of 
the  activities  of  the  State  Association  and  devise 
ways  of  ‘re-selling’  the  Association  to  its  mem- 
bers and  give  them  the  full  value  of  their  dues. 

“A  program  of  extension  of  activities  was  formu- 
lated and  put  into  operation.  Substantial  prog- 
ress has  been  made.  Today  every  member  is  get- 
ting full  value  for  his  dues  and  the  State  Asso- 
ciation is  gaining  daily  in  strength,  prestige  and 
value. 

“The  re-organization  of  The  Journal  staff  has 
given  you  a greatly  improved  and  more  valuable 
publication.  This  is  an  important  benefit  of  mem- 
bership and  the  progress  made  to  date  indicates 
that  it  will  become  increasingly  valuable. 

DISTRICT  MEETINGS  ENCOURAGED 

“To  stimulate  interest  in  and  the  value  of  dis- 
trict meetings,  the  State  Association  has  pro- 
vided a $200  annual  subsidy  for  each  Councilor 
district.  It  was  felt  that  district  meetings  are 
an  important  factor  in  post-graduate  education 
and  that  the  State  Association  should  have  a part 
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in  promoting  them.  Scientific  programs  must  be 
carried  to  many  men  in  the  field,  especially  those 
who  find  it  difficult  to  attend  the  state  meeting 
or  post-graduate  courses  at  medical  centers. 
Through  judicious  use  of  this  $200,  each  district 
can  provide  the  physicians  of  the  district  with  at 
least  one  good  scientific  program  each  year, 
stimulate  interest  of  the  younger  men,  aid  them 
in  developing  their  talents,  and  produce  men  who 
can  become  leaders  in  medical  organization. 

“I  would  like  to  emphasize  particularly  the 
need  for  developing  younger  men  for  official 
positions  in  our  organization.  We  older  men  are 
getting  tired.  We  feel  we  have  served  long 
enough.  We  do  not  feel  we  have  a monopoly  on 
the  brains  of  the  medical  profession  in  Ohio.  But, 
we  have  stayed  on  the  job  simply  because  so  few 
have  been  willing  to  take  over  the  responsibilities 
we  have  voluntarily  shouldered.  It  is  time  for 
younger  men  to  come  forward  and  relieve  us. 
The  place  to  develop  them  is  in  the  county  so- 
ciety and  in  district  activities. 

“Another  objective  of  the  State  Association  is 
to  produce  a closer  contact  between  the  individual 
physician  and  the  State  Headquarters  Office.  The 
Executive  Secretary  has  attended  a number  of 
district  meetings  during  the  past  year  and  is 
hoping  to  work  out  a plan  whereby  he  can  be 
present  at  all  of  them.  He  should  be  given  an 
opportunity  to  know  you  and  give  you  a message 
about  State  Association  activities.  When  you  see 
, him  and  hear  him,  he  becomes  a real  person  to 
you,  and  this  contact  has  a beneficial  effect  on 
organization  activities.  The  same  is  true  with 
respect  to  State  Association  officers  and  commit- 
teemen. Personal  contacts  mean  a lot  and  should 
be  encouraged. 

“These  are  just  a few  of  the  new  activities  and 
plans  which  are  in  effect  or  being  formulated. 
Progress  has  been  made  and  more  can  be  antici- 
pated. Through  these  efforts  medical  organiza- 
tion in  Ohio  will  grow,  become  increasingly 
stronger,  and  more  valuable  to  every  member. 

“In  conclusion,  I want  to  repeat  that  we  never 
will  get  our  point  of  view  across  to  the  public 
until  we  have  united  action  and  through  organized 
effort  get  every  practitioner  working  in  our  or- 
ganization with  one  objective  in  mind.  We  can  do 
this  if  county,  district  and  state  groups  will  work 
together.  Only  by  presenting  a firm,  united  front 
can  we  carry  on  an  educational  campaign  which 
will  prove  to  the  public  that  modem  scientific 
medicine  may  cost  more,  but  is  worth  more.” 


COMMENTS  BY  DR.  ELLIOTT 


Dr.  F.  M.  Elliott,  Ada,  State  Representative 
from  Hardin  County  in  the  Ohio  General  As- 
sembly and  legislative  committeeman  of  the 
Hardin  County  Medical  Society,  was  introduced 
by  Dr.  Hendershott  at  the  conclusion  of  Dr.  Up- 
ham’s  talk. 

Dr.  Elliott  reviewed  briefly  some  of  the  prob- 
lems confronting  members  of  the  Legislature  and 
described  in  an  interesting  way  the  procedure  fol- 
lowed by  the  General  Assembly.  He  made  an  ap- 
peal for  concerted  action  on  legislative  matters 
on  the  part  of  the  profession  generally. 

“Our  greatest  trouble  has  been  indifference,” 
Dr.  Elliott  said.  “Too  many  times  we  permit  the 
other  fellow  to  do  the  work  and  make  contacts 


which  are  absolutely  necessary  to  insure  success 
in  our  legislative  work.  Back  of  your  State  As- 
sociation must  be  the  power  and  activity  of  the 
individual  physicians  in  the  cities  and  in  the  rural 
areas.  The  work  done  by  your  Policy  Committee 
and  Executive  Secretary  is  valuable  and  im- 
portant but  the  real  strength  is  back  home  where 
you  can  make  your  legislators  aware  of  your 
voting  strength  and  impress  upon  them  the  fact 
that  the  medical  profession  is  expecting  them  to 
follow  its  advice  on  medical  and  public  health 
legislation.” 

Dr.  Elliott  declared  that  physicians  must  take 
a more  active  part  in  practical  politics  and  shed 
their  indifference  toward  legislative  and  govern- 
mental problems.  He  pointed  out  that  most  legis- 
lators are  interested  in  trying  to  give  the  people 
back  home  what  they  want  and  that  they  will 
follow  the  wishes  of  the  medical  profession  if 
properly  interviewed  and  educated  on  medical 
and  public  health  matters.  Dr.  Elliott  urged  all 
legislative  committeemen  to  keep  themselves  in- 
formed; submit  to  their  respective  societies  the 
information  contained  in  the  legislative  bulletins 
issued  by  the  Committee  on  Public  Policy;  and 
keep  the  State  Headquarters  Office  informed  on 
local  developments,  contacts,  etc. 


REMARKS  OF  DR.  SMITH 


Dr.  C.  G.  Smith,  Marion,  president  of  the 
Marion  Academy  of  Medicine,  suggested  that  con- 
sideration be  given  to  the  possibility  of  legisla- 
tion which  would  free  municipal  hospitals  from 
interference  and  domination  by  politicians.  He 
pointed  out  that  a change  in  the  city  administra- 
tion disrupts  the  organization  of  municipal  hos- 
pitals and  affects  adversely  the  administration  of 
such  institutions.  Dr.  Smith  said  that  a municipal 
hospital,  in  his  opinion  should  be  run  by  a com- 
mittee composed  of  a representative  of  the  local 
medical  society,  a representative  of  the  federated 
women’s  clubs,  a judge,  and  a representative  of 
the  local  Chamber  of  Commerce  or  ministerial 
association. 


DR.  BLICKENSDERFER’S  SUGGESTIONS 


State  medicine  and  a lot  of  other  things  detri- 
mental to  the  public  and  scientific  medicine  will 
come  unless  every  physician  stages  a personal 
campaign  of  education  among  his  patients  and 
friends  and  starts  out  to  win  back  the  confidence 
of  the  public,  according  to  Dr.  Joseph  Blickens- 
derfer,  New  Philadelphia,  secretary,  Tuscarawas 
County  Medical  Society. 

“I  am  a health  officer,  but  first  of  all  I am  a 
physician,”  he  said.  “I  take  pride  in  the  fact  that 
I am  a full-fledged  doctor.  I think  he  is  the  most 
important  influence  in  his  community.  But  I 
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maintain  that  if  he  depends  entirely  on  his  or- 
ganization and  on  the  Legislature,  he  won’t  get 
far.  The  real  work  in  public  relations  must  be 
done  by  each  physician.  Organization  should  be 
only  incidental  and  helpful;  it  should  be  a means, 
not  an  end  to  things  which  we  hope  to  accomplish. 
Legislation  never  got  you  anything  very  much 
and  never  will.  We  are  governed  too  much. 

“Every  doctor  must  be  an  educator.  You  should 
educate  your  family,  your  people,  your  babies 
from  the  time  they  are  born  until  they  are  grown 
up.  If  you  don’t  get  to  work  and  educate  your 
people,  you’ll  have  state  medicine.  Teach  people 
to  want  a doctor,  go  to  a doctor  and  pay  a doctor. 
Do  it  yourself.  Don’t  depend  on  your  organiza- 
tion to  do  it  for  you.” 

“Medical  Services  for  the  Indigent  and 
Unemployed” — Drs.  Stewart,  Knoble, 
Stone 

THAT  part  of  the  program  devoted  to  con- 
sideration of  problems  and  procedures  re- 
lating to  medical  service  for  the  indigent 
and  unemployed  provoked  the  most  discussion 
and  was  one  of  the  most  instructive  periods  of 
the  entire  conference. 

The  excellent  symposium  presented  by  Dr.  Wal- 
ter K.  Stewart,  Youngstown,  Dr.  Ross  M.  Knoble, 
Sandusky,  and  Dr.  C.  W.  Stone,  Cleveland,  was 
followed  by  a lively  roundtable  discussion,  in- 
dicating the  importance  of  this  subject  and  the 
need  for  active  interest  on  the  part  of  all  county 
medical  societies  in  efforts  to  work  out  locally  a 
medical  relief  program  which  will  meet  local  con- 
ditions and  be  satisfactory  to  all  groups  con- 
cerned. 


“FREE  CHOICE  PLAN” 


A concise  explanation  of  the  “free  choice”  plan 
of  providing  medical  care  for  the  indigent  which 
has  been  in  operation  in  Mahoning  County  since 
the  Fall  of  1933  was  given  by  Dr.  Stewart,  one  of 
the  pioneers  in  planning  and  administering  the 
Mahoning  County  medical  relief  program  which 
in  many  respects  is  similar  to  the  former  state- 
wide FERA  medical  service  plan. 

It  was  in  the  Spring  of  1933  that  initial  steps 
were  taken  to  do  something  about  establishing  a 
medical  service  plan  for  the  indigent  of  Mahoning 
County,  Dr.  Stewart  said. 

“Five  or  six  physicians  who  had  gathered  in  the 
staff  room  of  the  Youngstown  Hospital,  for  lack 
of  something  else  to  do,  began  to  criticize  the 
president  of  the  medical  society  for  not  doing 
something  about  the  city  physician  set-up  in 
Youngstown,”  he  said.  “It  was  decided  to  name 
a committee  to  consider  the  matter.  Two  of  the 
critics  were  placed  on  that  committee.  We  worked 


all  summer;  sent  out  innumerable  letters;  held 
many  conferences.  Because  it  was  pioneer  work 
we  accomplished  little.  However  we  had  a clear 
conception  of  what  we  wanted. 

“In  the  Fall  of  1933,  the  Federal  Government 
came  through  with  its  famous  Regulation  No.  7. 
Since  it  happened  to  fit  our  ideas  of  an  emerg- 
ency set-up,  we  accepted  it  with  vigor.  Theoreti- 
cally, it  was  a God-send  to  us.  As  yet  we  had  not 
learned  to  creep. 

“it  was  a grand  experiment” 

“Just  about  that  time  the  dispensaries  closed 
in  Youngstown.  We  have  been  given  a great  deal 
of  credit  for  closing  the  dispensaries.  However, 
it  was  either  an  act  of  God  or  economics  that 
terminated  them,  I don’t  know  which.  The  city 
funds  were  at  such  low  ebb  that  when  the  hos- 
pitals found  we  had  something  to  offer  the  in- 
digent they  immediately  closed  their  dispensaries. 
This  gave  us  the  opportunity  of  hiring  nurses 
who  had  been  in  charge  of  the  dispensaries.  We 
arranged  space  for  them  in  the  Dollar  Bank 
Building.  The  lineup  of  indigents  for  medical 
service  began  to  form  and  the  ebb  and  flow  has 
never  ceased  in  Mahoning  County.  Whatever  may 
be  your  feeling  regarding  this  type  of  charity 
care  it  was  the  beginning  of  a grand  experiment 
in  medical  economics  in  Mahoning  County. 

“One  nurse  had  charge  of  the  office.  The  other 
had  charge  of  the  investigation  on  the  outside.  In 
January,  1934,  the  first  Medical  Economics  Com- 
mittee of  our  society  was  organized  to  have  as  its 
chief  function  the  supervision  of  this  program. 
After  several  conferences  with  the  relief  director 
and  a great  deal  of  patience  and  perseverance  the 
entire  program  of  medical  relief  was  turned  over 
to  the  Medical  Economics  Committee.” 

As  described  by  Dr.  Stewart,  the  program 
operated  as  follows: 

HOW  PLAN  OPERATED 

The  relief  patient  appeared  at  the  medical  re- 
lief office  for  an  authorization  slip.  He  was 
questioned  briefly  by  the  nurse  in  charge.  If  it 
was  found  he  was  entitled  to  relief,  he  was  given 
an  authorization  blank  to  his  regular  family 
physician  who  in  turn  when  necessary  could  re- 
fer him  to  a specialist  for  consultation  and  treat- 
ment. 

It  was  the  duty  of  the  committee  to  act  as  a 
buffer  between  the  office  and  the  patient,  and  the 
office  and  the  physician.  Fees  were  arranged. 
A druggist  was  employed  to  evaluate  the  charges 
for  prescriptions.  The  outside  investigation  work 
was  reorganized.  Patients  and  physicians  had  to 
be  watched  and  checked. 

“The  program  worked,”  Dr.  Stewart  said.  “The 
patients  were  satisfied.  The  physicians  would 
have  been  satisfied  had  there  been  no  pro-rating 
factor.  Later  on  we  provided  venereal  disease 
service.  This  increased  the  pro-ration  but  it  sent 
back  to  their  own  physicians  many  patients  who 
could  pay  something. 

RECEIVED  MORE  THAN  $100,000 

“In  summing  up  our  FERA  experience,  I would 
like  to  say  that  the  set-up  was  very  inexpensive 
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and  in  spite  of  the  pro-ration,  the  physicians  of 
Mahoning  County  received  more  than  $100,000  and 
it  meant  a livelihood  to  some  50  physicians  who 
were  very  close  to  indigency  themselves.” 

Dr.  Stewart  stated  that  a similar  program  is 
now  in  operation  in  Mahoning  County  but  that 
they  had  profited  by  their  experiences. 

“We  have  learned,”  he  said,  “to  make  any  in- 
digent relief  program  succeed  you  must  have 
correlation  and  cooperation.  You  must  have  a 
minimum  fee  schedule  so  that  the  fees  for  in- 
digent relief  won’t  be  mis-interpreted  to  be  regu- 
lar fees.  You  must  take  an  active  part  in  politics. 
We  expect  in  Mahoning  County  that  a county 
commissioner  will  pledge  himself  to  our  cause 
before  he  is  elected.  You  must  have  a contract 
with  the  county  commissioners. 

“My  enthusiasm  about  our  plan  is  based  on  its 
simplicity  and  correctness  as  to  fundamental 
principles,  especially  as  to  free  choice  of  physi- 
cian. It  can  be  picked  up  and  set  down  in  any 
county  as  an  emergency  measure  and  be  made  to 
work  whether  it  be  urban,  metropolitan  or  purely 
rural  in  its  locale. 

“In  closing,  when  you  go  back  home  and  should 
you  decide  to  put  this  program  into  operation, 
ask  your  county  commissioners  to  do  four  things: 
First,  give  the  patient  adequate  care;  second,  give 
the  patient  free  choice  of  physician;  third,  pro- 
vide adequate  compensation  for  medical  service; 
fourth,  permit  the  medical  society  to  supervise 
the  medical  plan.” 


“THE  ROTATING  PLAN” 


For  the  past  few  years  a unique  medical  ser- 
vice plan  for  indigents  has  been  in  operation  in 
Erie  County.  The  idea  was  proposed  by  the  Erie 
County  Medical  Society  and  the  plan  worked  out 
cooperatively  by  the  society  and  officials  of  San- 
dusky and  Erie  County. 

A detailed  analysis  of  the  Erie  County  “rotat- 
ing” plan  was  presented  by  Dr.  R.  M.  Knoble, 
secretary,  Erie  County  Medical  Society: 

Prior  to  1933  medical  relief  in  the  City  of  San- 
dusky was  taken  care  of  by  one  physician.  The 
work  was  on  a bid  basis  and  as  a result  was  very 
poorly  paid,  considering  the  amount  of  welfare 
work  in  a city  with  a population  of  approxi- 
mately 25,000  people. 

Working  under  such  an  arrangement  tended  to 
create  hard  feelings  among  the  doctors  due  to 
the  competition  for  the  work,  and  from  the  stand- 
point of  the  patient  it  did  not  give  the  proper 
service  as  it  was  impossible  for  one  man  to  do 
satisfactory  work. 

In  December,  1932,  the  Erie  County  Medical 
Society  appointed  a committee  to  investigate 
medical  relief,  and  to  formulate,  if  possible,  a 
plan  which  would  be  more  feasible,  both  from 
the  physician’s  standpoint  and  from  that  of  the 
patient. 


PROPOSED  SET-UP 

From  the  work  of  this  committee  came  the  fol- 
lowing suggestions: 

The  city  be  divided  into  two  parts,  an  East- 
end  and  a West-end. 

A physician  designated  as  a junior  man 
take  care  of  the  East-side  and  another  the 
West-side. 

Over  these  two  juniors,  there  be  appointed 
a man  designated  as  the  chief,  to  be  re- 
sponsible for  the  work  done  by  the  junior 
men,  and  for  the  surgery,  hospital  work,  and 
consultations. 

All  the  physicians  in  the  city  who  are  in- 
terested in  this  work  be  permitted  to  par- 
ticipate. 

The  work  be  done  on  a salary  basis, 
the  junior  men  receiving  $100.00  a month  and 
the  senior  man  $30.00  a month,  plus  approxi- 
mately one-half  of  the  regular  fee  basis  for 
the  surgical  work  which  he  performed  during 
the  month. 

The  names  of  the  physicians  be  placed  in  a 
hat  and  drawn  out  so  that  there  would  be  no 
partiality  shown  for  work  in  the  summer 
months. 

The  men  under  this  plan  to  work  for  a 
period  of  three  months. 

A clinic  be  established  and  the  city  equip 
this  office  and  stock  it  with  drugs. 

This  office  be  located  in  the  relief  office  and 
the  physicians  see  all  relief  clients  there, 
rather  than  in  their  own  offices. 

The  office  hours  be  from  3 p.  m.  to  4 p.  m. 
and  that  the  East-side  doctors  have  Monday, 
Wednesday  and  Friday  afternoons  and  the 
West-side  doctors  the  other  afternoons. 

“This  set-up  continued  under  city  supervision 
without  any  difficulty  until  the  relief  was  taken 
over  by  the  State  Relief  Commission  in  February 
1934,”  Dr.  Knoble  said.  “The  plan  continued 
under  this  organization  until  FERA  in  April, 
1934. 

“With  the  Federal  Government  replacing  the 
city  and  the  State  set-up,  it  appeared  for  a time 
as  though  we  might  run  into  difficulty  in  the 
operation  of  this  plan. 

“The  substitute  suggested  by  the  government, 
that  of  throwing  the  work  open  to  all  practi- 
tioners and  paying  $2.00  for  a house  call  and 
$1.00  for  an  office  visit,  was  vetoed  by  the  Erie 
County  Medical  Society. 

“The  reason  this  plan  did  not  meet  with  ap- 
proval was  that  there  seemed  to  be  a tremendous 
amount  of  paper  work,  and  it  would  tend  to  de- 
stroy the  spirit  of  cooperation  and  good  will 
among  the  men.  Further  the  bills  would  be  paid 
on  the  fee  basis  at  the  end  of  the  month  provid- 
ing there  was  enough  money,  but  in  the  event 
that  the  bills  exceeded  the  amount  budgeted  then 
there  would  be  a pro-rating  and  the  work  would 
pay  little  if  anything. 

“Our  committee  met  with  the  relief  authorities 
and  attempted  to  iron  out  this  problem.  It  was 
decided  that  the  rotating  plan  was  far  the  best, 
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and  that  it  should  continue  with  a few  minor 
changes,  namely  that  the  rotation  be  the  first  of 
every  month  and  the  chief  be  placed  on  a flat 
salary  regardless  of  the  amount  of  work  done. 
The  juniors  were  to  get  $150.00  a month  and  the 
chief  $200.00  a month. 

no  trouble  until  recently 

“As  long  as  the  Federal  Government  was  re- 
sponsible for  the  local  relief  problem  we  did  not 
have  any  trouble  with  this  plan  of  rotation,  but 
with  the  passing  of  the  new  State  Relief  Act 
giving  the  county  commissioners  the  responsi- 
bility we  immediately  ran  into  trouble.  The  first 
part  of  December,  1935,  was  the  beginning  of 
numerous  conferences  in  an  attempt  to  keep  our 
plan  working.  It  was  agreed  that  we  would  con- 
tinue under  our  set-up  pending  a definite  under- 
standing between  the  county  commissioners  and 
the  Erie  County  Medical  Society. 

“December  and  January  salaries  were  paid  by 
the  county  but  by  the  first  of  February  the 
County  Commissioners  passed  the  buck  on  to  the 
City  Commissioners  who  agreed  to  pay  the 
salaries  for  that  month. 

“At  the  end  of  February  it  was  decided  that 
the  operation  for  March  should  be  on  a fee 
basis. 

“The  reason  stated  for  not  continuing  the 
salary  basis  was  that  medical  relief  on  this  basis 
would  be  considered  as  part  of  administrative 
cost  as  defined  by  the  law.  Of  course  this  would 
run  the  salaries  or  the  administrative  cost  above 
the  5 per  cent  maximum. 

“It  is  simple  enough  for  an  individual  of 
average  intelligence  to  realize  that  medical  re- 
lief is  direct  relief  and  cannot  be  classified  as  ad- 
ministrative costs.  The  future  success  of  our  plan 
hinged  around  this  point  of  law. 

“After  much  arguing  back  and  forth  it  looked 
to  us  as  though  our  plan  would  be  discarded.  It 
was  only  after  passing  a resolution  that  all 
physicians  in  the  county  refuse  to  do  the  work, 
except  under  the  old  plan,  that  we  obtained 
action.  The  director  of  relief  then  submitted  the 
question  of  administrative  costs  to  the  county 
prosecutor  who  referred  the  matter  to  Attorney 
General  Bricker.  It  was  the  opinion  of  Mr. 
Bricker  that  medical  relief  was  direct  relief,  could 
be  paid  on  a salary  or  fee  basis  and  could  not  be 
construed  as  a part  of  administrative  costs. 

“The  Commissioners  then  decided  to  accept  our 
old  plan  of  rotation  on  the  salary  basis  for  a 
period  of  60  days,  or  approximately  the  life  of 
the  present  relief  act. 

“The  amount  of  work  done  by  the  juniors  dur- 
ing March  on  a fee  basis  was  259  calls — 122  office 
calls,  assisting  at  four  operations,  four  anes- 
thetics, one  obstetrical  case,  totaling  $839.50. 
The  chief  for  the  month  received  $250.00  for  the 
surgery  and  consultations,  making  a total  of 
$1089.50.  This  amount  is,  as  you  will  see,  $589.50 
more  than  on  our  salary  basis.  At  this  rate  the 
funds  would  be  exhausted  in  a short  time  and  we 
would  be  pro-rated  accordingly. 

GOOD  AND  BAD  FEATURES 

“Under  governmental  control  we  feel  that  this 
system  works  as  well  or  better  than  anything 
else  in  the  state  but  has  the  following  main 
faults : 

“1.  Too  many  people  get  free  medical  and 
surgical  attention. 

“2.  The  assistants  have  too  much  work  for  the 
money,  as  a great  deal  of  the  work  is  unneces- 
sary or  should  not  be  relief. 


“However,  there  are  numerous  advantages  to 
the  plan: 

“1.  There  is  no  paper  work. 

“2.  Relief  departments  know  at  the  first  of 
the  month  exactly  what  the  medical  bills  will  be. 

“3.  Creates  a feeling  of  good  will  among  the 
doctors.  For  the  past  three  years  the  feeling  of 
goodwill  and  friendship  between  doctors  has  been 
improved  100  per  cent. 

“4.  It  gives  the  people  a much  better  medical 
and  surgical  service  due  to  the  supervision  by 
the  chief. 

“5.  The  doctor  has  a satisfactory  disposition 
for  private  cases  which  are  indigent. 

“6.  It  does  away  with  any  temptation  or  ac- 
cusation of  building  up  the  work  for  a private 
practice. 

“7.  Only  once  in  a period  of  seven  months, 
under  this  plan,  do  we  have  any  contact  with 
those  on  relief.  We  can  devote  most  of  our  time 
to  our  private  practice. 

“8.  Specialty  work  is  referred  by  the  chief  to 
the  proper  man. 

“This  work  was  organized  in  Sandusky  by  Dr. 
Sarchet  as  head  of  the  medical  committee.  When 
relief  is  under  local  supervision  and  the  bills  are 
paid  from  local  taxes  there  is  a reasonable  at- 
tempt made  to  keep  the  volume  of  work  within 
reason  and  to  keep  the  imposter  off  relief.  Under 
the  present  conditions  the  set  up  is  not  entirely 
satisfactory  as  politics  has  entered  into  it  to  a 
certain  extent  and  it  is  impossible  to  keep  some 
imposters  off  relief.  The  salary  is  too  low  for 
the  volume  of  work  done  but  we  are  assured  of 
our  money  without  any  pro-rating.  We  feel  that 
this  plan  gives  to  the  individual  a better  service, 
with  a closer  supervision  and  makes  the  work 
easier  for  us  to  do.” 


“NEW  STATE  RELIEF  ACT” 


A splendid  summary  of  the  Ohio  Poor  Relief 
Act,  passed  by  the  General  Assembly  in  January, 
1936,  was  given  by  Dr.  Stone,  a member  of  the 
Committee  on  Public  Policy,  State  Medical  As- 
sociation. 

The  highspots  of  Dr.  Stone’s  explanation  were 
as  follows: 

1.  The  act  appropriates  state  funds  to  assist 
local  subdivisions. 

2.  There  is  a decentralization  of  relief  au- 
thority, the  actual  administration  of  relief  being 
placed  on  the  shoulders  of  county  commissioners 
and  those  whom  they  may  designate.  This  means 
county  relief  instead  of  state  or  national  relief. 

3.  County  commissioners  may  provide  “work 
relief”  or  “direct  relief”. 

4.  Twenty-five  per  cent  of  funds  allocated 
may  be  used  for  work  relief. 

5.  The  term  “direct  relief”  is  defined  to  mean 
the  provision  of  food,  clothing,  shelter,  fuel, 
medical  attention.  Money  needed  for  medical  at- 
tention furnished  or  commodities,  shall  be  taken 
from  funds  allocated  and  shall  not  be  regarded 
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as  administrative  costs  but  as  necessary  expendi- 
tures for  direct  relief. 

6.  A State  Relief  Commission  is  established, 
consisting  of  four  members  appointed  by  the 
Governor  and  paid  $250  per  month.  The  com- 
mission’s work  is  largely  supervisory.  It  is  ex- 
pected to  study  relief  needs  in  the  counties,  ex- 
amine the  conduct  of  local  relief  agencies,  and 
administer  and  allocate  the  funds  appropriated 
by  the  state. 

7.  Administrative  costs  in  each  county  shall 
not  exceed  5 per  cent  of  the  total  money  pro- 
vided for  the  county. 

8.  Amounts  available  for  relief  purposes  are 

as  follows:  $4,500,000  to  be  allocated  to  the 

counties  on  the  basis  of  expenditures  for  relief 
for  the  first  six  months  of  1933  and  split  up  as 
follows:  January  24  per  cent,  February  22  per 
cent,  March  18  per  cent,  April  12  per  cent,  May 
10  per  cent,  June  7 per  cent,  and  July  7 per  cent, 
$2,000,000  to  be  allocated  for  special  emergencies; 
and  $3,000,000  known  as  a rotary  fund,  to  be 
lent  to  the  counties  and  repaid  from  the  sale  of 
relief  bonds. 

9.  After  June  1,  1936,  each  county  monthly 
must  provide  from  local  funds  an  amount  for 
poor  relief  equal  to  25  per  cent  of  the  amount 
allocated  from  state  funds. 

Dr.  Stone  emphasized  these  points: 

“The  intent  of  this  act  is  to  permit  counties 
to  work  out  their  poor  relief  programs  on  an 
individual  basis  to  meet  local  needs  and  con- 
ditions and  local  likes  and  dislikes — for  example 
the  difference  of  opinion  existing  between  the 
physicians  in  Mahoning  County  and  those  of 
Erie  County.  Considerable  freedom  is  given  to 
counties  in  administrative  procedure.  This  cer- 
tainly is  much  better  than  providing  a stereo- 
typed program  which  cannot  be  uniformly 
adapted.  Nothing  is  said  in  the  act  about  hos- 
pitalization or  medical  fees.  These  problems  must 
be  met  locally  by  all  groups  concerned.  Medical 
societies  through  their  contacts  with  county  com- 
missioners can  adjust  these  matters,  including 
fees,  etc.  What  will  follow  after  July  31  when 
this  act  expires,  no  one  knows.  The  question  will 
be  answered  by  the  General  Assembly.  Probably 
there  will  be  an  effort  to  re-enact  a similar  bill. 
We  can  only  hope  that  it  will  contain  the  same 
fundamental  principles  of  allowing  county  super- 
vision instead  of  centralized  supervision.” 


DR.  MEEK’S  RESOLUTION 


After  discussing  the  previous  talks  and  point- 
ing out  that  many  county  medical  societies  are 
having  difficulty  reaching  agreements  with  county 
commissioners  on  the  matter  of  fees  because  of 
the  variation  in  the  fees  established  in  different 
counties,  Dr.  Charles  Meek,  Lorain,  chairman, 


Medical  Economics  Committee,  Lorain  County 
Medical  Society,  offered  the  following  resolution 
which  was  seconded  by  Dr.  D.  A.  Weir,  Mansfield, 
and  adopted: 

“That  the  conference  suggest  to  the  various 
county  medical  societies  that  reasonable  fees 
from  city,  county,  state  and  Federal  governments 
for  the  care  of  the  needy  and  indigent  sick  shall 
be  two-thirds  of  the  regular  fees  charged  in  the 
respective  locality.” 

Previous  to  action  by  the  conference  on  the 
resolution,  it  was  supported  by  Dr.  Charles  R. 
Keller,  Mansfield,  who  pointed  out  the  difficulty 
encountered  in  Richland  County  in  arriving  at  a 
mutually  agreeable  basis  for  fees. 


REMARKS  BY  DR.  ALLARD 


Dr.  Dow  Allard,  Portsmouth,  predicted  that 
eventually  the  state  would  return  to  the  old 
method  of  handling  poor  relief  through  the  town- 
ship trustees  and  stated  that  he  believed  the 
medical  profession  should  sponsor  legislation 
which  would  eliminate  the  injustices  and  incon- 
sistencies of  the  old  poor  relief  laws.  Dr.  Allard 
criticized  severely  the  employment  of  physicians 
by  township  trustees  on  a contract  basis  and  pro- 
tested the  failure  of  many  townships  to  com- 
pensate physicians  not  on  a contract  for  services 
rendered  the  poor. 


DR.  RARDIN’S  COMMENTS 


Dr.  J.  S.  Rardin,  Portsmouth,  a former  presi- 
dent of  the  State  Association,  endorsed  what  Dr. 
Allard  had  said.  He  declared  that  the  city  of 
Portsmouth  pays  its  contract  physician  $2,200 
annually  but  provides  nothing  for  surgery  which 
is  done  by  other  men.  He  said  the  medical  pro- 
fession usually  has  been  ignored  in  medical  re- 
lief programs.  Dr.  Rardin  said  he  felt  revision  of 
the  poor  relief  laws  is  necessary  and  that  some 
provision  should  be  made  whereby  physicians 
would  receive  adequate  pay  for  their  services. 


DR.  MCCLUNG’S  OBSERVATIONS 


Dr.  J.  J.  McClung,  Jackson,  secretary,  Jackson 
County  Medical  Society,  in  discussing  poor  relief 
problems,  declared  that  “physicians  are  poor  col- 
lectors and  good  suckers”.  Dr.  McClung  empha- 
sized the  point  that  a good  many  physicians  have 
trouble  getting  money  for  medical  service  to  those 
on  relief  because  they  delay  in  filing  their  fee 
bills  and  fail  to  cooperate  with  the  relief  officials 
on  the  matter  of  records,  etc.  If  bills  are  not 
filed  monthly,  the  relief  officials  cannot  make  the 
proper  estimate  of  the  amount  of  money  needed 
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for  the  next  month,  and  the  result  is  that  the 
budget  gets  out  of  adjustment,  he  said. 

“The  1936  Annual  Meeting  of  the  Ohio 
State  Medical  Association” — Dr.  Smith 

A brief  review  of  the  plans  being  made  for  the 
1936  Annual  Meeting  of  the  Ohio  State  Medical 
Association  in  Cleveland,  October  7,  8 and  9,  and 
the  program  being  prepared  for  the  meeting  was 
presented  by  Dr.  Parke  G.  Smith,  Cincinnati, 
chairman,  Program  Committee.  He  pointed  out 
that  the  committee  intended  to  make  the  program 
more  attractive  to  the  man  in  general  practice; 
that  more  general  sessions  would  be  held;  the 
Scientific  Exhibit  enlarged,  and  several  new 
features  put  into  effect.  Dr.  Smith  urged  every 
one  present  to  boost  the  Annual  Meeting  during 
ensuing  months  and  stimulate  interest  among 
the  membership  of  their  respective  societies. 

“Value  and  Necessity  of  Public  Re- 
lations and  Such  a Committee” — Dr.  Tate 

Dr.  Charles  H.  Tate,  Dayton,  chairman,  Public 
Relations  Committee,  Montgomery  County  Medi- 
cal Society,  described  some  of  the  important  ac- 
tivities of  his  committee  during  the  past  year, 
using  them  as  examples  of  what  can  be  accom- 
plished in  other  counties  through  such  a com- 
mittee and  why  such  activity  is  essential  in 
medical  organization. 

Dr.  Tate  led  off  with  a description  of  what  the 
committee  had  done  in  coping  with  the  problem 
of  medical  relief.  Although  his  committee  never 
was  able  to  secure  sufficient  funds  for  medical 
service,  because  of  the  pro-rating  factor,  Dr. 
Tate  said  that  the  committee  succeeded  in 
placing  a member  of  the  Montgomery  County 
Medical  Society  in  the  relief  office  to  supervise 
the  medical  program  and  act  as  consultant  to 
the  relief  officials  and  that  the  diplomacy,  fair- 
ness and  firmness  of  that  man  did  much  to  elim- 
inate difficulties.  The  committee  also  classi- 
fied medical  cases  and  set  up  a schedule  of  the 
number  of  office  and  house  calls  permissible  for  a 
week  or  month  in  the  various  classifications. 

HOSPITAL  CLINICS  CLOSED 

About  that  time  the  Dayton  hospitals  asked 
the  approval  of  the  medical  society  of  their  pro- 
posal to  close  their  out-patient  clinics,  requesting 
physicians  to  take  over  the  care  of  those  patients 
in  their  offices,  Dr.  Tate  said,  adding: 

“The  society  wholeheartedly  gave  its  approval 
and  accepted  the  responsibility  for  the  medical  care 
of  those  people.  There  was  no  special  committee 
to  arrange  a plan  to  accomplish  this  work.  So 
the  Public  Relations  Committee  was  asked  to  use 
its  spare  time  to  arrange  and  classify  this  work. 
The  committee  ably  assisted  by  the  public  health 
officer  and  men  from  various  specialties  worked 
out  a plan  which  is  briefly  as  follows:  Those  on 


relief  and  those  temporarily  rendered  indigent 
are  cared  for  in  the  offices  of  private  physicians; 
those  who  are  eligible  and  permanent  visitors  at 
the  clinics  to  be  cared  for  by  the  city  physicians 
operating  under  the  board  of  health;  patients 
needing  specialists  to  be  cared  for  by  a volunteer 
group  of  specialists  in  their  offices. 

“A  survey  conducted  by  our  committee  and  the 
Hospital  Clinics  Committee  has  proved  this  state- 
ment: There  has  been  no  increase  in  mortality. 
There  has  been  no  spread  of  contagious  diseases. 
There  has  been  no  lack  of  adequate  care.  The 
members  of  the  society  are  satisfied  with  the  plan 
and  with  our  present  understanding  we  see  no 
reason  to  revert  to  the  hospital-out-patient 
clinic  plan.” 

His  committee,  according  to  Dr.  Tate,  has  had 
numerous  conferences  with  employes’  organiza- 
tions of  large  industries  and  as  a result  of  these 
contacts  had  succeeded  in  having  them  eliminate 
objectionable  features  of  plans  in  operation  and 
establish  such  plans  on  a free-choice  and  in- 
dividual physician-patient  basis.  A similar  solu- 
tion was  brought  about  with  a large  fraternal 
order  offering  medical  service  to  its  members, 
he  said. 

“Another  phase  of  medicine  that  has  long  since 
needed  clarifying  in  our  community  is  industrial 
medicine,  particularly  that  part  involving  con- 
tracts between  the  physicians  and  industrial  or- 
ganizations,” Dr.  Tate  said.  “This  committee 
has  regarded  these  contracts  as  something  to  be 
scanned  carefully  to  avoid  the  menace  they  con- 
tain in  the  plan  of  demanding  an  indefinite 
amount  of  work  for  a definite  sum  of  money; 
the  disregard  of  the  principle  that  the  patient 
has  the  right  to  the  physician  of  his  own  choice. 
Self-insuring  industrial  plants  under  the  super- 
vision of  the  Ohio  Industrial  Commission  dis- 
regard these  ethical  points  many  times.  They  are 
within  their  own  rights  from  a legal  standpoint 
and  leave  us  nothing  to  consider  but  the  ethics 
of  the  member  of  our  society  who  accepts  a 
position  with  an  organization  using  these 
methods. 

“The  following  is  the  medical  set  up  of  a sub- 
sidiary of  a large  corporation  operating  in  our 
city: 

“Physicians  in  charge  are  members  of  the 
Montgomery  County  Medical  Society. 

“Injuries  are  to  be  treated  as  soon  as  reported. 
If  beyond  the  minor  stage,  the  physician  is  noti- 
fied at  once.  Serious  cases  are  sent  at  once  to 
recognized  hospitals  and  every  facility  of  modern 
medicine  and  surgery  placed  at  command  of  in- 
jured employe. 

“In  illnesses,  temperature  is  taken  at  time  of 
employe  reporting  to  medical  department.  If 
temperature  is  above  normal,  employe  is  given  a 
pass  home,  advised  to  report  to  his  family  phy- 
sician, and  physician’s  name  noted.  If  employe 
is  not  ill,  as  noted  by  temperature  and  complaint, 
he  may  be  made  comfortable  with  first  aid  treat- 
ment. If  not  improved  by  the  end  of  working  day, 
employe  advised  to  report  to  his  family  physician. 
No  medicine  is  given  an  employe  who  has  signs 
of  acute  illness.  If  pain  relief  is  necessary,  while 
in  medical  department,  for  acutely  ill  the  family 
physician  is  advised  personally  by  the  industrial 
physician.  Employes  actually  ill  are  sent  home  at 
once,  if  possible,  instructed  to  see  their  own  phy- 
sicians as  soon  as  possible.  Medicines  used  only 
to  make  patient  comfortable  during  working 
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hours  no  medication  attempted  in  treatment  of 
sick  employes.  Returning  to  work  following 
illness,  condition  of  patient  must  be  satisfactory 
on  examination  if  not,  patient  is  referred  back  to 
family  physician.  Consultation  considered  wise 
both  to  employe  and  industrial  physician  when 
indicated. 

“This  is  splendid  and  meets  all  the  require- 
ments of  the  ethics  as  laid  down  by  our  parent 
organization.  Another  subsidiary  of  the  same 
company  takes  the  view  it  is  necessary  to  have 
all  injured  employes  cared  for  by  the  company’s 
surgeon  if  they  are  to  be  held  responsible  for  the 
expenses  involved.  We  have  members  of  our 
society  holding  positions  in  both  these  plants. 
The  story  stops  here,  we  have  reached  no  de- 
cision at  this  time,  and  several  things  remain 
to  be  done  that  we  feel  are  important  before 
giving  that  decision. 

“Yes,  the  committee  is  enjoying  its  work.  It 
believes  that  the  Public  Relations  Committee  is 
rapidly  becoming  one  of  the  important  commit- 
tees of  any  county  society’s  organization.” 


Representatives  from  58  Counties 
Attend  Organization  Conference 


OLLOWING  is  a list  of  those  who  regis- 
tered at  the  April  26  conference.  Accord- 
ing to  the  registration  tabulation,  repre- 
sentatives from  58  counties  were  present  attest- 
ing to  the  interest  and  enthusiasm  displayed 
throughout  the  state  toward  the  meeting: 

ADAMS — S.  E.  Ellison,  O.  T.  Sproull,  of  West  Union. 
ALLEN — R.  E.  Bushong,  J.  R.  Tillotson,  H.  C.  Weisen- 
barger,  Lima. 

ASHLAND — George  Emery,  Malcolm  Miller,  Ashland. 
ATHENS — J.  R.  Sprague,  Athens. 

AUGLAIZE— T.  A.  Campbell,  C.  C.  Berlin,  E.  F.  Heffner, 
Wapakoneta ; Guy  Noble,  St.  Marys. 

BELMONT— C.  W.  Kirkland,  Bellaire. 

CHAMPAIGN— D.  C.  Houser,  L.  A.  Woodburn,  Urbana. 
CLARK — F.  P.  Anzinger,  D.  W.  Hogue,  G.  M.  Lane,  Spring- 
field. 

CLERMONT — J.  M.  Coleman,  Loveland ; Allen  B.  Rapp, 
Owensville. 

CLINTON — J.  H.  Frame,  A.  C.  Roberts,  Wilmington. 
COLUMBIANA — Paul  H.  Beaver,  Leetonia ; H.  W.  Book- 
waiter,  Columbiana ; Guy  E.  Byers,  Salem. 
COSHOCTON — J.  C.  Briner,  West  Lafayette. 

CRAWFORD — C.  A.  Lingenfelter,  Bucyrus. 

CUYAHOGA — C.  W.  Burnans,  H.  Van  Y.  Caldwell,  A.  G. 
Cranch,  C.  L.  Cummer,  D.  M.  Glover,  A.  A.  Jenkins. 
H.  C.  King,  V.  C.  Rowland,  C.  W.  Stone,  Lester 
Taylor,  Cleveland. 

DARKE — C.  I.  Stephen,  Ansonia. 

DEFIANCE— W.  E.  McKee,  Ney ; E.  P.  Mitchell,  D.  J. 
Slosser,  Defiance. 

DELAWARE— W.  E.  Borden,  A.  R.  Callander,  F.  M.  Strat- 
ton, Delaware. 

ERIE — Ross  M.  Knoble,  H.  W.  Lehrer,  Sandusky. 

FAYETTE — A.  S.  Stemler,  J.  F.  Wilson,  Washington  C.  H. 
FRANKLIN — John  B.  Alcorn,  James  A.  Beer,  Drew  L. 
Davies,  J.  M.  Dunn,  Jonathan  Forman,  W.  H.  Har- 
tung,  Stanley  Mauck,  H.  M.  Platter,  C.  C.  Sherburne, 
Wells  Teachnor,  Sr.,  John  M.  Thomas,  J.  H.  J.  Upham, 
A.  L.  Van  Horn,  J.  D.  Wilson,  Columbus. 

GEAUGA — Lucy  S.  Hertzog,  Chardon ; H.  E.  Shafer,  Mid- 
dlefield. 

GREENE— Marshall  M.  Best,  Ben  R.  McClellan,  Harold  E. 
Ray,  Xenia. 

GUERNSEY — M.  S.  Lawrence,  Quaker  City ; R.  M.  Swan, 
Cambridge. 

HANCOCK—  O.  P.  Klotz,  Findlay. 

HARDIN— F.  M.  Elliott,  Ada. 

HAMILTON — John  A.  Caldwell,  Louis  Feid,  Jr.,  Charles  E. 
Hauser,  Chas.  J.  McDevitt,  Otto  Seibert,  Parke  G. 
Smith,  R.  A.  Swink. 

HENRY — J.  R.  Bolles,  Napoleon;  C.  G.  Hissong,  Hamler. 
HIGHLAND— J.  C.  Bohl,  W.  B.  Roads,  Hillsboro. 

JACKSON — J.  J.  McClung,  Jackson. 

JEFFERSON — Howard  Brettell,  Brilliant,  Carl  Goehring, 
H.  H.  Minor,  Steubenville. 

LAWRENCE — W.  Wilson  Lynd,  Iron  ton. 

LOGAN — J.  P.  Harbert,  A.  J.  McCracken,  Bellefontaine. 
LORAIN — Charles  R.  Meek,  Lorain. 


LUCAS — Barney  J.  Hein,  Charles  Lukens,  Toledo. 
MAHONING — L.  G.  Coe,  Sidney  McCurdy,  Wm.  M.  Skipp, 
W.  K.  Stewart,  O.  J.  Walker,  Youngstown ; E.  J. 
Reilly,  Campbell. 

MARION— J.  W.  Bull,  C.  G.  Smith,  T.  H.  Sutherland, 
Marion. 

MEDINA — C.  A.  Bolich,  J.  K.  Durling,  Wadsworth ; R.  L. 

Mansell,  Medina. 

MEIGS — Byron  Bing,  Pomeroy. 

MIAMI — B.  M.  Hogle,  G.  E.  McCullough,  Troy;  G.  A.  Wood- 
house,  Pleasant  Hill. 

MONTGOMERY — H.  D.  Dutrow,  E.  M.  Huston,  Mildred  E. 

Jeffrey,  Charles  H.  Tate,  Dayton. 

MORGAN — A.  A.  Tomhaugh,  McConnelsville. 

MORROW— T.  Caris,  R.  L.  Pierce,  Mt.  Gilead;  F.  M.  Hart- 
sook,  E.  C.  Sherman,  Cardington. 

MUSKINGUM — E.  R.  Brush,  Beatrice  T.  Hagen,  R.  S.  Mar- 
tin, A.  E.  Walters,  Zanesville,  H.  A.  Martin,  Gratiot. 
OTTAWA — LeRoy  L.  Belt,  Marblehead. 

PERRY — F.  J.  Crosbie,  H.  F.  Minshull,  New  Lexington ; 

R.  W.  Miller,  Hemlock. 

PIKE — I.  P.  Seiler,  Piketon. 

RICHLAND — Charles  R.  Keller,  D.  A.  Weir,  Mansfield. 
SCIOTO — Dow  Allard,  G.  Micklethwaite,  J.  S.  Rardin,  Wm. 
R.  Singleton,  Portsmouth. 

SENECA — R.  C.  Chamberlain,  R.  R.  Hendershott,  R.  E. 
Hershberger,  R.  F.  Maehamer,  Edwards  H.  Porter, 
Tiffin ; A.  J.  Reycraft,  Fostoria. 

STARK — J.  P.  DeWitt,  Canton ; R.  L.  Rutledge,  Alliance. 
SUMMIT — D.  C.  Brennan,  H.  S.  Davidson,  Stephen  Green- 
field, C.  E.  Held,  Don  B.  Lowe,  R.  H.  Markwith,  E. 
L.  Mather,  F.  B.  Roberts,  Carl  R.  Steinke,  Akron ; 
J.  R.  Shoemaker,  Cuyahoga  Falls. 

TUSCARAWAS — Joseph  Blickensderfer,  New  Philadelphia  ; 

Roy  H.  Hildebrand,  Newcomerstown. 

UNION — John  Dean  Boylan,  Milford  Center. 

WARREN — J.  H.  Arnold,  Edward  Blair,  Lebanon;  Mary  L. 

Cook,  Waynesville ; Mr.  Dean  Stanley,  Lebanon. 
WASHINGTON — W.  E.  Radcliffe,  Caldwell,  R.  W.  Riggs, 
Marietta. 

WILLIAMS— E.  R.  Jacka,  Bryan. 

WOOD — D.  R Barr,  Grand  Rapids  ; F.  L.  Sterling,  Bowling 
Green. 

WYANDOT — J.  Craig  Bowman,  Upper  Sandusky. 

OSMJ  — 

PRACTICAL  PREVENTIVE 
MEDICINE 

Editor’s  Note : The  Committee  on  Preventive  Medicine 

and  Periodic  Health  Examinations  of  the  Ohio  State  Medical 
Association  has  propounded  certain  questions  to  a number 
of  authoritative  physicians  throughout  the  state.  Each  ques- 
tion deals  with  some  problem  in  preventive  medicine.  The 
answers  will  be  published  in  The  Journal  to  assist  all 
physicians  in  determining  how  these  problems  might  be  met. 
The  second  of  this  series  follows : 

Q:  In  doing  a periodical  health  examination  on 
the  father,  it  develops  that  he  asks  you  how  to 
safeguard  his  children  against  tetanus.  What 
advice  will  you  give  him? 

A:  I would  inform  this  father  that  penetrat- 

ing, lacerated  or  contused  wounds  are  especially 
dangerous  if  they  are  contaminated  with  soil, 
manure,  street  dust,  etc.,  and  that  it  has  occurred 
that  very  trivial  wounds  from  pin  pricks, 
scratches,  insect  bites  or  small  splinters,  if  so 
contaminated,  have  given  entrance  to  tetanus  in- 
fection. I would  warn  him  that  wounds  from 
blank  cartridges,  fire  crackers,  toy  torpedoes,  etc., 
are  very  apt  to  cause  tetanus  and  that  given  a 
suspicious  wound,  there  should  be  no  delay  in 
having  tetanus  anti-toxin  administered,  because 
when  diagnosis  is  certain,  it  is  usually  too  late, 
and  that  the  mortality  ranges  from  70  to  90  per 
cent. — By:  W.  H.  Hartung,  M.D.,  State  Director 
of  Health. 


DR.  UPHAM  ACCORDED  HIGHEST  HONOR  IN  AMERICAN 
MEDICINE:  NAMED  PRESIDENT-ELECT  OF  A.M.A.  AT 
KANSAS  CITY  MEETING 


In  recognition  of  his  high  standing  in  the  medi- 
cal profession  and  as  a fitting  reward  for  the 
many  years  which  he  has  actively  devoted  to  the 
cause  of  organized  medicine,  Dr.  John  J.  H. 
Upham,  Columbus,  dean  of  the  College  of  Medi- 
cine, Ohio  State  University,  was  named  Presi- 
dent-Elect of  the  American  Medical  Association, 
at  the  closing  meeting  of  the  House  of  Delegates 
at  the  87th  Annual  Session  of  the  A.M.A.,  held  at 
Kansas  City,  May  11-15. 

Dr.  Upham  was  born  in  Trenton,  N.  J.,  August 
2,  1871.  He  graduated  from  the  University  of 
Pennsylvania  School  of  Medicine  in  1894,  and 
spent  his  internship  at  Johns  Hopkins  Hospital, 
Baltimore,  1894-1896.  He  began  the  practice  of 
medicine  at  Columbus  in  1896.  During  1899  and 
1900  he  studied  at  Prague,  Leipsic  and  Berlin. 
From  1897  to  1914,  he  served  successively  as  in- 
structor, associate  professor  and  professor  of  med- 
icine at  Starling-Ohio  State  Medical  College,  and 
in  1914  was  appointed  professor  of  medicine  at 
Ohio  State  University  College  of  Medicine,  of 
which  he  became  dean  in  1927. 

From  1907-1913,  Dr.  Upham  was  secretary  of 
the  Ohio  State  Medical  Association  and  editor  of 
The  Ohio  State  Medical  Journal.  He  was  presi- 
dent of  the  Association  in  1914-15,  and  since 
1915  has  been  a member  of  the  important  Com- 
mittee on  Public  Policy  and  Legislation,  serving 
as  chairman  for  many  years. 

Dr.  Upham  has  been  a member  of  the  State 
Medical  Board  since  1915,  and  is  also  a member 
of  the  National  Board  of  Medical  Examiners. 

His  service  in  the  American  Medical  Associa- 
tion includes  membership  on  the  Judicial  Council 
in  1922;  member  of  the  Board  of  Trustees,  1928- 
1935,  and  chairman  in  1934.  During  the  past  year 
Dr.  Upham  was  a member  of  the  Legislative 
Committee. 

In  being  named  President-Elect  of  the  A.M.A. , 
Dr.  Upham  won  from  a field  of  nominees  which 
included  Dr.  Charles  E.  Humiston,  Chicago,  pro- 
fessor of  surgery,  University  of  Illinois  College 
of  Medicine;  Dr.  Isaac  A.  Abt,  Chicago,  professor 
of  pediatrics,  Northwestern  University  School 
of  Medicine,  and  Dr.  Wells  P.  Eagleton,  Newark, 
N.  J. 

Dr.  Upham’s  name  was  presented  to  the  House 
of  Delegates  by  Dr.  C.  W.  Stone,  Cleveland,  who 
made  a brief,  but  eloquent,  nominating  speech. 

On  the  first  ballot  Dr.  Upham  received  72 
votes;  Dr.  Abt,  53;  Dr.  Humiston,  29,  and  Dr. 
Eagleton,  9. 

Dr.  Eagleton’s  name  was  automatically  dropped 


and  Dr.  Humiston  withdrew  from  the  race.  On 
the  second  ballot  103  delegates  voted  for  Dr. 
Upham  and  58  for  Dr.  Abt. 

Dr.  Charles  Gordon  Heyd,  New  York,  professor 
of  surgery  at  the  New  York  Post-Graduate  School 
and  Hospital  and  at  the  Post-Graduate  Medical 
School  and  Hospital  of  Columbia  University,  and 
president  of  the  Medical  Society  of  the  State  of 
New  York  in  1933,  was  elected  Vice-President  of 
the  A.  M.  A. 

This  post  commands  more  than  usual  interest 
because  of  the  critical  illness  of  the  President 
Dr.  J.  Tate  Mason,  Seattle,  Washington,  who  was 
installed  into  office,  in  absentia,  in  accordance 
with  a special  resolution  adopted  by  the  House  of 
Delegates. 

Officers  re-elected  were:  Dr.  Herman  L. 

Kretschmer,  Chicago,  Treasurer;  Dr.  Olin  West, 
Chicago,  Secretary;  Dr.  Nathan  B.  Van  Etten, 
New  York,  speaker  of  the  House  of  Delegates, 
and  Dr.  H.  H.  Shoulders,  Nashville,  vice-speaker 
of  the  House  of  Delegates. 

The  following  other  officers  were  elected:  Dr. 
Thomas  S.  Cullen,  Batlimore,  member  of  the 
Board  of  Trustees;  Dr.  Walter  F.  Donaldson, 
Pittsburgh,  Dr.  Lloyd  Noland,  Fairfield,  Ala., 
and  Dr.  Edward  R.  Cunniffe,  New  York,  members 
of  the  Judicial  Council;  Dr.  Fred  W.  Rankin, 
Lexington,  Ky.,  member  of  the  Council  on  Medical 
Education  and  Hospitals,  and  Dr.  J.  C.  Flippin, 
University,  Va.,  member  of  the  Council  on  Scien- 
tific Assembly. 

Atlantic  City  was  chosen  for  the  1937  annual 
meeting  by  a margin  of  one  vote  over  Phila- 
delphia. The  vote  was  70  to  69. 

OHIO  DELEGATES  TAKE  ACTIVE  PART 

Ohio  was  ably  and  actively  represented  in  the 
House  of  Delegates  by  Dr.  Wells  Teachnor,  Sr., 
Columbus;  Dr.  Ben  R.  McClellan,  Xenia;  Dr. 
Charles  Lukens,  Toledo;  Dr.  C.  W.  Stone,  Cleve- 
land; Dr.  J.  P.  DeWitt,  Canton;  Dr.  C.  E.  Kiely, 
Cincinnati;  Dr.  C.  W.  Waggoner,  Toledo,  and  Dr. 
Clyde  L.  Cummer,  Cleveland,  who  was  delegate 
from  the  Section  on  Dermatology  and  Syphil- 
ology. 

Reference  committee  assignments  of  the  Ohio 
delegates  were  as  follows:  Sections  and  Section 
Work,  Dr.  Cummer;  Rules  and  Order  of  Business, 
Dr.  Waggoner;  Medical  Education,  Dr.  McClellan, 
and  Amendments  to  Constitution  and  By-Laws, 
Dr.  Teachnor.  A number  of  important  resolu- 
tions were  referred  to  these  committees. 

Dr.  Geo.  Edw.  Follansbee,  Cleveland,  chairman 
of  the  Judicial  Council,  presented  the  annual  re- 
port of  the  council  and  submitted  several  supple- 
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mental  reports  on  important  questions  that  arose 
during  the  transactions  of  the  House  of  Delegates. 

Included  among  the  resolutions  adopted  by 
the  House  of  Delegates,  which  will  be  explained 
in  subsequent  issues  of  The  Journal,  was  a reso- 
lution adopted  by  the  House  of  Delegates  of  the 
Ohio  State  Medical  Association  at  its  1935  meet- 
ing, and  submitted  to  the  A.M.A.,  requesting  ad- 
ministrative officials  of  all  accredited  American 
medical  colleges  to  provide  instruction  for  senior 
students  on  the  activities,  services  and  benefits  of 
organized  medicine. 

Many  Ohio  physicians  took  part  in  the  scien- 
tific activities  of  the  session  as  essayists,  discus- 
sants or  scientific  exhibitors.  Their  names  were 
published  in  the  May  issue  of  The  Journal,  page 


John  Hart  Davis,  James  A.  Dickson,  Robert  S. 
Dinsmore,  Charles  T.  Dolezal,  James  R.  Driver, 
Wallace  Duncan,  Wm.  J.  Engel,  A.  C.  Ernstene, 
Warren  C.  Fargo,  Geo.  Edw.  Follansbee,  Farrell 
T.  Gallagher  (Lakewood),  W.  James  Gardner, 
Henry  J.  Gerstenberger,  C.  Lee  Graber  (Lake- 
wood),  Russell  L.  Haden,  John  E.  Hannibal, 
Harry  Hauser,  G.  M.  Hawk,  J.  M.  Hayman,  Jr., 
Chas.  C.  Higgins,  I.  M.  Hinnant,  Henry  J.  John, 
Thomas  E.  Jones,  Benjamin  S.  Kline,  George  L. 
Lambright,  William  E.  Lower,  Forrest  W.  Merica 
(Lakewood),  Earl  W.  Netherton,  Frank  B. 
Papierniak,  Lawrence  A.  Pomeroy,  H.  S.  Reichle, 
James  L.  Reycraft,  James  R.  Ripton,  J.  M.  Ros- 
sen,  Albert  D.  Ruedemann,  Geo.  D.  Shaaber, 
(Cleveland  Heights),  J.  A.  Sommer,  Robert  M. 
Stecher,  Albert  T.  Steegmann,  Clement  E.  Steyer, 
C.  W.  Stone,  Sidney  J.  Stone,  John  A.  Toomey, 
Joseph  T.  Wearn,  Zolton  T.  Wirtschafter,  Anna 
M.  Young. 


469. 

A Certificate  of  Merit  for  excellence  of  pre- 
sentation of  an  exhibit  on  hereditary  brain 
tumors  was  awarded  to  Dr.  W.  James  Gardner, 
neurosurgical  division,  Cleveland  Clinic. 


Columbus — A.  A.  Ahn,  Herbert  Dodd  Emswiler, 
Jonathan  Forman,  Albert  D.  Frost,  Frank  A. 
Hartman,  Arthur  G.  Helmick,  Carroll  E.  Herron, 
E.  G.  Horton,  Louis  Mark,  John  H.  Mitchell, 
Eugene  L.  Spoehr,  Wells  Teachnor,  Sr.,  J.  H.  J. 
Upham,  B.  K.  Wiseman. 


Ohio’s  golfing  reputation  was  upheld  by  Dr.  W. 

C.  Scheidt,  Celina,  and  Dr.  Farrell  T.  Gallagher, 
Cleveland,  who  were  awarded  prizes  in  the  an- 
nual tournament  of  the  American  Medical  Golfing 
Association.  Dr.  Scheidt  was  the  winner  of  the 
Detroit  trophy  for  the  handicap  flight  with  a net 
score  of  128  for  36  holes,  and  Dr.  Gallagher  won 
the  Golden  State  trophy  for  low  gross  score  of 
80  in  the  18-hole  championship. 

The  Kansas  City  session  was  exceptionally 
well  attended,  6,749  physicians  having  registered 
at  the  end  of  four  days;  228  of  them  from  Ohio. 

They  were: 

Akron — Roy  Barnwell,  Millard  C.  Beyer,  P.  A. 
Davis,  James  G.  Kramer,  Wm.  D.  Lyon,  Karl  D. 
Way,  Louis  A.  Witzeman. 

Canton — S.  B.  Berkley  (North  Canton),  J.  P. 
DeWitt,  Anna  R.  Hendrickson,  James  A.  Mc- 
Nalley,  E.  0.  Morrow,  C.  A.  Portz,  J.  Edwin 
Purdy,  Ray  D.  Schirack,  Homer  B.  Weaver,  Geo. 
F.  Zinninger. 

Cincinnati — Ellis  R.  Bader,  Arthur  G.  Beyer, 
Albert  L.  Brown,  Ben  L.  Bryant,  A.  Gerson  Car- 
mel, Ralph  G.  Carothers,  Geo.  E.  Clarke,  C.  Ross 
Deeds,  Carroll  J.  Fairo,  John  A.  Fisher,  Joseph 
N.  Ganim,  Mabel  E.  Gardner,  Samuel  Goldblatt, 
Ralph  Wm.  Good,  Henry  M.  Goodyear,  J.  Victor 
Greenebaum,  Hugh  H.  Hengstenberg,  D.  W. 
Heusinkveld,  Louis  G.  Heyn,  Chas.  E.  Howard, 
Benjamin  Hoyer,  Morris  Hyman,  Samuel  Iglauer, 

D.  E.  Jackson,  F.  A.  S.  Kautz,  C.  E.  Kiely,  Carl 
William  Koehler,  Robert  H.  Kotte,  Harry  0. 
Lep.sky,  Joseph  Lindner,  Willard  Machle,  John 
White  McCammon,  Charles  J.  McDevitt,  A. 
Graeme  Mitchell,  Gilbert  Mombach,  Waldo  E. 
Nelson,  C.  R.  Rittershofer,  Tom  Spies,  Mr.  Ray- 
mond A.  Swink,  Richard  Smith  Tyler,  Derrick  T. 
Vail,  Jr.,  Harris  H.  Vail,  T.  H.  Vinke,  Edward  A. 
Wagner,  Mendel  Zeligs. 

Cleveland— Elmore  R.  Bailey  (Lakewood),  E. 

E.  Beard,  Richard  P.  Bell,  M.  A.  Blankenhorn,  J. 
J.  Boldizar,  Louis  H.  Brooks,  Mr.  H.  VanY.  Cald- 
well, Milton  B.  Cohen,  H.  N.  Cole,  T.  H.  Cope- 
land (Bedford),  Ralph  L.  Cox,  Clyde  L.  Cummer, 


Dayton — Sterling  H.  Ashmun,  E.  E.  Bohlender, 
A.  B.  Brower,  D.  B.  Conklin,  Arthur  M.  Culler, 
John  D.  Fouts,  Sim  Galinson,  M.  R.  Haley,  H.  C. 
Hanning,  Robert  D.  Hostetter,  Harold  M.  James, 
Albert  F.  Kuhl,  Elmer  C.  Loomis,  John  W.  Mil- 
lette,  Benedict  Olch,  C.  Clarkson  Payne,  Foy  C. 
Payne,  Maitland  D.  Place,  R.  E.  Pumphrey,  Al- 
bert H.  Schwichtenberg,  Everett  W.  Shank, 
Thomas  P.  Sharkey,  Wallace  B.  Taggart,  Walter 
Webb,  Orville  M.  Wright. 

Toledo — 0.  S.  Brigham,  Stanley  D.  Giffen,  W. 
W.  Green,  B.  A.  Karwowski,  Raymond  C.  King, 
Charles  Lukens,  John  T.  Murphy,  C.  J.  A.  Paule, 
Samuel  R.  Salzman,  C.  D.  Selby,  Bernhard  Stein- 
berg, Reynold  A.  Tank,  C.  W.  Waggoner. 

Youngstown — Edgar  C.  Baker,  G.  B.  Kramer, 
Dean  Nesbit,  Samuel  H.  Sedwitz,  0.  J.  Walker. 


OTHERS  WHO  REGISTERED 

Clarence  Adams,  Galion;  Harold  G.  Beeson, 
Wooster;  John  B.  Beeson,  Wooster;  R.  D.  Book, 
Corning;  Wallace  H.  Buker,  Bellville;  Eliz.  Maud 
L.  Bull,  Marion;  F.  M.  Cluff,  Middleport;  De- 
Loise  H.  Downey,  Dover;  C.  L.  Ferguson,  Ports- 
mouth; Carl  Goehring,  Steubenville;  Kelley  Hale, 
Wilmington;  A.  B.  Headley,  Cambridge;  Horace 
L.  Heistand,  Springfield;  John  C.  Henry,  Athens; 
R.  W.  Holmes,  Chillicothe;  Clement  L.  Jones, 
Springfield;  Herbert  W.  Kendell,  Covington;  R. 
B.  Krouse,  Lima;  Paul  J.  Leahy,  Tiffin;  James  F. 
Lee,  Mt.  Vernon;  Chas.  H.  Leech,  Lima;  J.  A. 
Link,  Springfield;  Maurice  A.  Loebell,  Zanesville; 
Kenneth  F.  Lowry,  Troy;  Roswell  F.  Machamer, 
Tiffin;  V.  N.  Marsh,  Painesville;  Ben  R.  McClel- 
lan, Xenia;  Reyburn  McClellan,  Xenia;  Eugene 
H.  Merrell,  Geneva;  Mark  Millikin,  Hamilton; 
Bernard  H.  Nichols,  Ravenna;  M.  E.  Nichols, 
Lancaster;  Lloyd  M.  Otis,  Celina;  J.  E.  Patton, 
Cambridge;  E.  H.  Porter,  Tiffin;  William  Roach, 
North  College  Hill;  J.  B.  Sampsell,  Van  Wert; 
Warren  C.  Sawyer,  Marion;  Walter  C.  Scheidt, 
Celina;  Elizabeth  Shrieves,  Wilmington;  Alonzo 
Smith,  Wooster;  J.  R.  Tillotson,  Lima;  Albert  E. 
Weinstein,  Steubenville;  D.  A.  Weir,  Mansfield; 
Geo.  N.  Wenger,  Massillon;  H.  W.  Wertz,  Mont- 
pelier; Frank  M.  Wiseley,  Findlay;  S.  C.  Yinger, 
Sidney;  Earl  B.  Zurbrugg,  Zanesville. 


PHYSICIANS  MUST  RENEW  FEDERAL  NARCOTIC  LICENSES  BY 
JULY  1;  TARDY  ONES  FACE  HEAVY  PENALTIES 


ON  or  before  July  1 annually,  every  physi- 
cian wishing  to  prescribe  or  dispense  nar- 
cotic drugs  must  register  with  the  Col- 
lector of  Internal  Revenue  of  his  district  and  pay 
the  Federal  tax  of  $1.00  in  order  to  renew  his 
narcotic  permit. 

A list  of  the  counties  comprising  the  four  in- 
ternal revenue  districts  of  Ohio,  together  with  the 
name  and  address  of  the  collectors,  was  published 
on  page  153,  February,  1936,  issue,  The  Ohio 
State  Medical  Journal. 

A practitioner  desiring  to  register  must  make 
application  on  a form  furnished  by  the  Collector 
of  Internal  Revenue  of  his  district. 

Initial  application  may  be  made  at  any  time, 
but  thereafter  a permit  must  be  renewed  each 
year  on  or  before  July  1.  The  original  registra- 
tion number  is  retained  from  year  to  year. 

Strict  observance  of  the  above  regulations  is 
necessary  as  failure  to  pay  the  required  tax  of 
$1.00  within  the  time  prescribed  adds  a penalty 
of  25  per  cent  to  the  tax  when  it  is  paid.  Re- 
cently several  Ohio  physicians  were  fined  $20.00 
for  delinquency  in  paying  narcotic  taxes  over  a 
period  of  years. 

Also,  a physician  who  has  registered  tardily, 
and  has  used  narcotic  drugs  professionally  during 
the  interval  within  which  his  registration  has 
lapsed,  is  liable  to  be  fined  not  more  than  $2,000 
or  to  be  imprisoned  for  not  more  than  five  years 
or  both. 

Physicians  are  urged  to  comply  strictly  with 
all  regulations  issued  in  accordance  with  the 
Harrison  Narcotic  Act,  and  the  state  Uniform 
Narcotic  Drug  Act,  which  became  effective  Sep- 
tember 5,  1935. 

PERTINENT  POINTS  EMPHASIZED 
In  addition  to  the  requirement  for  registration 
and  renewal  of  permits  annually  on  or  before 
July  1 each  year,  physicians  should  keep  in  mind 
the  following  important  provisions  of  the  nar- 
cotic laws  and  regulations: 

1.  A practitioner  who  desires  narcotic  drugs 
for  professional  use,  other  than  exempt  narcotic 
preparations,  must  obtain  them  from  a registered 
wholesale  dealer,  except  that  he  may  obtain 
aqeous  or  oleaginous  solutions  in  which  the  nar- 
cotic content  does  not  exceed  20  per  cent  of  the 
complete  solution,  in  quantities  not  exceeding  one 
ounce  at  any  one  time,  from  a registered  retail 
dealer,  to  be  used  in  legitimate  office  practice. 
All  purchases  for  general  professional  use  must 
be  written  on  official  order  forms.  These  forms 


may  be  purchased  at  nominal  cost  from  the  Col- 
lector of  Internal  Revenue  with  whom  the  prac- 
titioner is  registered. 

2.  All  narcotic  drugs  should  be  kept  under  lock 
and  key.  If  narcotic  drugs  are  lost  or  stolen,  or 
accidentally  destroyed,  the  practitioner  to.  whom 
they  belong  must  make  an  affidav^;,  in  duplicate, 
as  to  the  kind  and  quantity  of  such  drugs  and  the 
time  and  circumstances  of  the  loss,  theft  or  de- 
struction. If  the  drugs  were  stolen,  the  affidavit 
should  show  that  the  local  police  authorities  were 
promptly  notified.  One  copy  of  the  affidavit  must 
be  placed  on  file  with  the  practitioner’s  duplicate 
order  forms,  and  the  other  copy  filed  with  the 
federal  narcotic  agent  in  charge  in  the  district  in 
which  the  practitioner  is  registered. 

3.  A practitioner  can  lawfully  administer,  dis- 
pense and  prescribe  narcotic  drugs  to  only  such 
patients  as  are  under  his  professional  care.  The 
Harrison  Narcotic  Act  does  not  limit  specifically 
the  quantity  that  may  be  used  or  the  time  during 
which  their  use  may  be  continued.  It  requires 
only  that  the  dosage  be  consonant  with  proper 
professional  practice.  It  places  no  restriction  on 
the  form  in  which  narcotic  drugs  may  be  ad- 
ministered. 

ALWAYS  KEEP  A RECORD 

4.  Since  the  provisions  for  record  keeping  in 
the  Harrison  Narcotic  Act  are  confused,  it  is  the 
advice  of  the  best  medical  and  legal  authorities 
that  a record  should  be  kept  of  all  narcotic  drugs, 
received,  administered  and  dispensed.  This  record 
should  show  the  kind  and  quantity  of  the  nar- 
cotic drugs  or  preparations  dispensed,  the  name 
and  address  of  the  patient,  and  the  date  of  dis- 
pensing. Entries  should  be  made  on  the  day  when 
the  drugs  are  dispensed.  The  record  should  be 
kept  for  not  less  than  two  years. 

5.  Prescriptions  for  narcotic  drugs  may  law- 
fully be  written  on  any  prescription  blank.  Every 
such  prescription  must  be  written  in  ink,  indelible 
pencil  or  on  a typewriter,  and  must  contain  the 
patient’s  full  name  and  address  and  the  pre- 
scriber’s  signature,  address  and  registration  num- 
ber. While  the  physician  is  not  required  by  law 
to  keep  a record  of  such  prescriptions,  it  would 
be  well  for  him  to  keep  one.  A physician  should 
safeguard  his  prescriptions,  to  keep  them  from 
falling  into  unauthorized  hands. 

6.  The  Ohio  Uniform  Narcotic  Act  provides 
that  on  the  conviction  of  a physician  for  violation 
of  any  provisions  of  the  act,  notice  of  such  con- 
viction and  pertinent  documents  shall  be  sent  to 
the  board  by  whom  the  convicted  defendant  has 
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been  licensed,  and  such  board  shall  have  the 
power  to  revoke  his  license. 

Physicians  should  be  on  the  lookout  for  addicts 
who  are  resorting  to  all  sorts  of  schemes  in  order 
to  obtain  narcotic  drugs.  Quite  recently  several 
members  of  the  medical  profession  in  Central 
Ohio  were  the  victims  of  such  an  addict.  (March, 
1936,  issue  of  The  Ohio  State  Medical  Journal, 
page  241). 

A complete  analysis  of  the  Harrison  Narcotic 
Act  was  published  in  the  May,  1935  issue  of  The 
Ohio  State  Medical  Journal,  pages  367-372.  The 
Ohio  Uniform  Narcotic  Act  was  explained  in  the 
July,  1935,  issue,  pages  539-543. 

— OSM  J — 

Dr.  Worstell,  Columbus,  Appointed  to 
Industrial  Commission  Medical  Staff 

Dr.  Henry  P.  Worstell,  Columbus,  has  been  ap- 
pointed orthopedic  consultant  in  the  Medical  Di- 
vision of  the  State  Industrial  Commission. 

Following  graduation  from  the  State  Univer- 
sity of  Iowa  College  of  Medicine  in  1928,  Dr. 
Worstell  interned  at  Toledo  Hospital  in  1928-29, 
and  was  resident  physician  at  Mercy  Hospital, 
Toledo,  1929-1930. 

After  three  years’  association  with  Dr.  Arthur 
Steindler  in  his  orthopedic  clinic  at  Iowa  City, 
Dr.  Worstell  entered  private  practice  in  Colum- 
bus in  1933. 

He  has  been  an  assistant  in  the  department  of 
orthopedics  of  the  Ohio  State  University  College 
of  Medicine  for  the  past  three  years  and  is  an 
approved  orthopedic  surgeon  for  the  State 
Bureau  of  Crippled  Children. 

Dr.  Worstell  is  a lieutenant  in  the  Medical  Re- 
serve Corps  of  the  U.  S.  Navy.  He  is  a member 
of  the  Columbus  Academy  of  Medicine  and  the 
Ohio  State  Medical  Association. 

— OSMJ  — 

Drugs  Seized  by  U.  S.  Agents 

Among  shipments  of  drugs  recently  seized  by 
officers  of  the  Food  and  Drug  Administration  of 
the  U.  S.  Department  of  Agriculture  was  one 
of  below-standard  pituitary  solution,  and  2,950 
bottles  of  alcohol  rubs  made  up  with  isopropyl 
alcohol.  At  Minneapolis  and  Pittsburgh  large 
lots  of  a first  aid  kit  containing  a product  labeled 
“Novo  Iodine  Compound”  were  seized  on  a show- 
ing that  the  compound  was  in  reality  a solution 
of  one-half  of  one  per  cent  chloramine  and  one- 
seventh  of  one  per  cent  potassium  iodate  in 
water;  and  589  bottles  of  “Epsolin  (Epsom  Salt 
Compound)”  were  seized  because  of  the  false 
implication  that  the  product  depended  for  its 
effect  upon  Epsom  salt,  when  the  predominantly 
active  ingredients  were  phenolphthalein  and 
aloin. 


THE  MEDICAL  BOOKSHELF 


Allergy,  of  the  Nose  and  Paranasal  Sinuses,  by 
French  K.  Hansel,  assistant  professor  of  oto- 
laryngology, Washington  University.  The  C.  V. 
Mosby  Co.,  St.  Louis.  Price  $10.00. 

Here  is  a large  volume  of  820  pages  in  which 
the  attempt  is  successfully  made  to  present  to  the 
rhinologist  all  of  the  facts  of  allergy  and  to  the 
allergist  and  pediatrician  all  of  its  oto-laryngo- 
logic  phases.  It  should  be  apparent  by  now  that 
allergy  is  not  a specialty  any  more  than  inflam- 
mation or  neoplastic  diseases.  It  represents  one 
type  of  tissue  reaction  and  therefore  concerns 
everyone  who  is  at  all  interested  in  practical 
medicine. 

Since  approximately  10  per  cent  of  patients 
seen  in  a physician’s  office  are  victims  of  allergy, 
it  behooves  every  one  of  us  to  familiarize  himself 
with  its  manifestations  and  their  management. 
This  book  has  been  written  by  a competent  stu- 
dent of  the  subject.  It  is  complete,  up  to  date, 
and  authoritative.  It  deserves,  therefore,  a place 
in  the  library  of  everyone  who  is  at  all  interested 
in  the  subject. — By:  Jonathan  Forman,  M.D. 

Parental  Therapy.  A Ready  Reference  Manual 
of  Extra-Oral  Medication,  by  Walton  Forest  Dut- 
ton, M.D.  and  George  Lake,  M.D.  376  pages.  C. 
C.  Thomas,  Springfield,  111.  Price  $7.50. 

His  many  Ohio  friends,  as  well  as  his  class- 
mates at  the  old  Ohio  Medical  University  will  be 
interested  in  Dr.  Dutton’s  latest  work  on  extra- 
oral medication.  This  volume  is  just  what  its 
title  indicates — a handbook  of  ready  reference 
on  the  subject.  It  is  encyclopedic  in  its  scope  so 
that  whatever  may  be  wanted  as  to  the  technique 
and  dosage  for  extra-oral  medication  can  be 
readily  found  in  its  pages.  It  covers  not  only 
medication  by  means  of  the  needle  but  also  ionic 
medication,  epidermal  and  topical  application. — 
By:  Jonathan  Forman,  M.D. 

— OSMJ  — 

Xenia  Home  Staff  Re-organized 

At  the  annual  meeting  of  the  medical  and  sur- 
gical consulting  staff  of  the  Ohio  Soldiers’  and 
Sailors’  Orphans’  Home,  held  at  Xenia,  April  9, 
it  was  announced  that  Dr.  T.  F.  Humphrey,  resi- 
dent physician  for  the  past  three  years,  had  re- 
signed, effective  July  1.  He  will  be  succeeded  by 
Dr.  Ernest  Ekermeyer,  assistant  resident  physi- 
cian for  the  past  two  years.  Dr.  Humphrey,  who 
will  return  to  private  practice  at  Cincinnati,  and 
Dr.  L.  G.  Kaufman,  Dayton,  were  elected  to  the 
medical  staff  of  the  institution.  Dr.  Ben  R.  Mc- 
Clellan and  Dr.  A.  C.  Messenger,  of  Xenia,  were 
re-elected  dean  and  secretary  of  the  staff,  re- 
spectively. Dr.  Walter  M.  Simpson  was  the 
principal  speaker  at  the  meeting. 


SUPERVISORS  OF  VARIOUS  PUBLIC  HEALTH  ACTIVITIES  IN 
OHIO  UNDER  SOCIAL  SECURITY  ACT  APPOINTED 


STATE  Director  of  Health  Walter  H.  Har- 
tung  has  announced  the  appointment  of  ad- 
ditional medical  personnel  to  carry  on  the 
enlarged  functions  of  the  State  Department  of 
Health  under  the  Federal  Social  Security  Pro- 
gram. 

Dr.  Geneva  L.  Shong,  Yellow  Springs  has  been 
added  to  the  staff  of  the  Bureau  of  Child  Hygiene. 

Dr.  Shong  graduated  from  the  University  of 
Minnesota  School  of  Medicine  in  1929.  Her  gen- 
eral internship  was  at  the  Minneapolis  General 
Hospital.  She  also  had  one  year  of  internship 
each  in  contagious  diseases  at  the  McCormick  In- 
stitute for  Infectious  Diseases,  Chicago;  in 
pediatrics,  at  the  Children’s  Memorial  Hospital, 
Chicago;  in  obstetrics,  at  the  Chicago  Lying-In 
Hospital,  and  a residency  in  pediatrics  at  the 
Milwaukee  Children’s  Hospital. 

Dr.  Shong  spent  a year  of  study  and  research 
in  European  universities  and  clinics  in  Berlin, 
Vienna  and  Zurich  in  1932-1933,  and  for  the 
past  three  years  has  been  research  associate  in 
the  study  of  the  influence  of  prenatal  and  post- 
natal environment  on  the  development  of  the 
child  for  the  Samuel  S.  Fels  Fund  at  Antioch 
College,  Yellow  Springs,  Ohio. 

WILL  WORK  WITH  LAY  GROUPS 
Dr.  Shong’s  activities  in  the  Bureau  of  Child 
Hygiene  will  be  largely  concerned  with  edu- 
cational work  among  lay  groups  and  with  super- 
vision of  child  hygiene  activities  being  conducted 
by  county  boards  of  health. 

HEADS  INDUSTRIAL  DISEASE  PROJECT 
Dr.  W.  E.  Masters,  Columbus,  has  been  ap- 
pointed medical  supervisor  of  the  Bureau  of 
Occupational  Diseases,  to  conduct  an  educational 
and  research  project  in  that  field.  A laboratory 
is  contemplated,  equipped  for  chemical,  clinical, 
X-ray  and  physical  examinations  in  connection 
with  the  study.  Dr.  Masters  will  attend  a month’s 
special  seminar  at  Washington  beginning  May  18, 
conducted  by  the  U.  S.  Public  Health  Service  for 
the  technical  personnel  engaged  in  this  project. 

Dr.  Masters  graduated  at  the  College  of  Medi- 
cine, Ohio  State  University,  in  1917.  He  spent 
two  years  in  the  Graduate  School  of  Medicine, 
University  of  Pennsylvania,  specializing  in  in- 
ternal medicine. 

Following  internship  at  the  Ohio  Valley  Gen- 
eral Hospital,  Wheeling,  W.  Va.,  he  served  a year 
in  Base  Hospital  work  in  the  U.  S.  Army  during 
the  World  War.  During  1928-1931  he  was  as- 
sistant and  instructor  in  medicine  at  the  College 
of  Medicine,  Ohio  State  University.  Since  1925 


t)r.  Masters’  practice  has  been  limited  to  internal 
medicine. 

During  the  past  seven  years  he  has  acted  as  a 
specialist  in  examining  claimants  for  the  State 
Industrial  Commission  in  cases  involving  occu- 
pational diseases.  He  also  has  acted  as  an  expert 
witness  for  the  Industrial  Commission  involving 
this  type  of  case  and  requiring  research  in  the 
field  of  occupational  diseases  and  industrial  in- 
juries. Dr.  Masters  is  a member  of  the  Columbus 
Academy  of  Medicine,  the  Ohio  State  Medical 
Association  and  Fellow  of  the  American  Medical 
Association. 

Dr.  Kenneth  D.  Smith,  Marion,  has  been 
selected  assistant  medical  supervisor  of  the 
Bureau  of  Occupational  Diseases. 

Dr.  Smith  graduated  from  the  College  of  Medi- 
cine, Ohio  State  University,  in  1929,  and  following 
a year  of  internship  at  Springfield  City  Hospital, 
entered  the  practice  of  medicine  at  Marion.  In 
addition  to  his  private  practice,  Dr.  Smith  was 
city  health  commissioner  for  four  years.  He  is  a 
member  of  the  Marion  Academy  of  Medicine,  the 
Ohio  State  Medical  Association  and  a Fellow  of 
the  American  Medical  Association. 

DENTAL  PROGRAM  FORMULATED 

Dr.  Homer  C.  Brown,  Columbus  dentist,  will 
administer  a state-wide  educational  program  in 
dental  health.  Dr.  Brown  is  a past  president  of 
the  Columbus  Dental  Society,  Ohio  State  Dental 
Society  and  the  American  Dental  Association. 
For  21  years  he  was  chairman  of  the  legislative 
committee  of  the  American  Dental  Association 
and  a member  of  its  research  committee.  Dr. 
Daniel  L.  Houser,  Urbana  dentist,  will  assist  in 
the  program. 

The  public  health  nursing  program  in  Ohio  will 
be  supervised  by  Miss  S.  Gertrude  Bush,  R.  N., 
Toledo.  Miss  Bush  is  a former  treasurer  of  the 
Ohio  State  Nurses’  Asociation,  and  at  the  present 
time  is  president  of  the  Toledo  district  of  that 
association.  She  has  had  considerable  training 
and  experience  both  as  a private  and  public 
health  nurse,  and  for  the  past  eight  years  has 
been  assistant  director  of  the  Toledo  Visiting 
Nurses’  Association. 

— oSMJ  — 

Columbus — Dr.  C.  G.  Smith,  Marion,  was  in- 
stalled as  president  of  the  Ohio  Eclectic  Medical 
Association  at  its  annual  meeting  held  here,  and 
Dr.  H.  W.  Lear,  Coshocton,  was  named  president- 
elect. Other  officers  for  the  ensuing  year  are: 
Dr.  R.  C.  Van  Buren,  Carey,  vice-president,  Dr. 
F.  L.  Thomas,  Marion,  treasurer;  Dr.  G.  E.  Jones, 
Lima,  recording  secretary,  and  Dr.  M.  R.  Bixel, 
Bluffton,  corresonding  secretary. 
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FUNDS  ALLOTTED  FOR  LOCAL  HEALTH  ACTIVITIES 

Ohio  counties  participating  in  the  aid-to-lo  cal-health-district  provision  of  the  Federal 
Social  Security  Act,  on  a matched  fund  basis,  together  with  the  funds  alloted  for  the  period 
of  April  1 to  June  30,  1936,  are  shown  in  the  following  table: 


Total 

County  Allotment 

Athens  $ 4,212.50 

Butler  8,392.79 

Clinton 1,628.75 

Crawford __ 2,915.00 

Darke  3,369.98 

Delaware  3,900.00 

Erie  5,411.50 

Fayette  3,075.00 

Guernsey  __ 1,556.00 

Hamilton  _ 13,197.50 

Hocking-Vinton  1,651.75 

Madison 1,793.75 

Marion  3,100.00 

Medina  1,945.00 

Miami  . 3,013.50 

Montgomery  6,060.00 

Muskingum 3,087.50 

Perry 2,462.33 

Preble 2,918.00 

Richland 7,049.10 

Union 2,143.75 

Washington 3,378.09 

Wayne 4,168.06 

Wood 5,565.00 


Source  of  Funds 


State 

County 

Federal 

City 

$425.00 

$ 2,787.50 

$1,000.00 

250.00 

2,476.79 

2,995.00 

$2,671.00 

162.50 

776.00 

691.25 

250.00 

1,765.00 

900.00 

361.88 

1,756.23 

892.50 

859.87 

250.00 

2,040.00 

1,610.00 

500.00 

1,915.50 

1,185.00 

1,811.00 

250.00 

1,550.00 

1,275.00 

124.68 

530.32 

900.00 

406.25 

11,366.25 

1,425.00 

168.75 

695.50 

787.50 

185.00 

825.00 

788.75 

250.00 

1,500.00 

1,350.00 

217.50 

715.00 

900.00 

112.50 

250.00 

1,699.50 

450.00 

714.00 

250.00 

4,135.00 

1,500.00 

175.00 

250.00 

1,812.50 

1,025.00 

250.00 

1,162.33 

1,050.00 

250.00 

2,023.00 

645.00 

168.30 

1,112.41 

1,510.00 

4,258.89 

250.00 

1,000.00 

893.75 

250.00 

2,003.09 

1,126.00 

450.00 

2,154.31 

701.25 

862.50 

250.00 

2,840.00 

2,475.00 

Annual  Meeting  of  the  Ohio  Public  Health 
Association  Held  at  Columbus 

The  annual  meeting  of  the  Ohio  Public  Health 
Association  was  held  at  the  Neil  House,  Colum- 
bus, May  14  and  15. 

Among  the  resolutions  adopted  at  the  business 
session  of  the  association  was  one  urging  “the 
imperative  need  for  providing  a system  of  public 
health  organization  which  will  give  reasonable 
assurance  of  continuity  of  policy  by  the  appoint- 
ment of  the  State  Director  of  Health  by  the  Ohio 
Public  Health  Council  for  a term  of  office  of  not 
less  than  five  years  and  upon  the  basis  of  educa- 
tion, public  health  experience  and  administrative 
qualifications”. 

Another  resolution  was  adopted  commending 
the  State  Director  of  Health,  Dr.  Walter  H.  Har- 
tung,  for  the  recent  re-establishment  of  the  Di- 
vision of  Public  Health  Nursing  in  the  State  De- 
partment of  Health. 

At  the  opening  luncheon,  Louis  I.  Dublin,  third 
vice-president  and  statistician,  Metropolitan  Life 
Insurance  Company,  spoke  on  “Analysis  of  the 
Tuberculosis  Mortality  Figures  of  the  Past 
Thirty-Five  Years”. 

Speakers  at  the  Thursday  afternoon  session 
were:  Dr.  A.  L.  Van  Horn,  chief  of  the  Bureau 
of  Child  Hygiene,  State  Department  of  Health, 
who  spoke  on  “The  Possibilities  of  Increasing 
Public  Health  Nursing  Services  in  Ohio  Under 
the  Federal  Social  Security  Act”;  and  Dr.  G.  T. 
Blydenburgh,  Delaware,  director,  Student  Health 
Service,  Ohio  Wesleyan  University,  who  dis- 


cussed, “The  Tuberculin  Test  in  College  Stu- 
dents”. 

At  the  Friday  morning  session,  Holland  Hud- 
son, Cincinnati,  director  of  vocational  rehabilita- 
tion, Hamilton  County  Tuberculosis  Sanatorium, 
discussed  “Vocational  Rehabilitation  of  the  Tuber- 
culous”. Dr.  George  M.  Curtis,  Columbus,  spoke 
on  “Compression  Therapy”. 

“Fundamentals  in  Public  Health  Organization 
and  Administration  Needed  in  Ohio”,  was  the 
subject  discussed  at  the  luncheon  meeting  by  Dr. 
Allen  H.  Freeman,  Baltimore,  Md.,  dean,  School 
of  Hygiene  and  Public  Health,  Johns  Hopkins 
University. 

The  following  officers  of  the  association  were 
re-elected  for  the  ensuing  year:  Dr.  E.  R.  Hiatt, 
Troy,  president;  Dr.  E.  L.  Brady,  Marion,  and 
Dr.  E.  B.  Pierce,  Canton,  vice-presidents;  Dr.  C. 

A.  Doan,  Columbus,  secretary;  C.  L.  LaMonte, 
auditor;  Thomas  H.  Dickson,  treasurer,  and  John 
W.  Bricker,  counsel. 

— OSMJ  — 

New  Offices  Opened 

Ohio  physicians  who  have  recently  opened  new 
offices  include  the  following:  Dr.  Paul  C.  Grove, 
Newark;  Dr.  G.  K.  Mahl,  Ironton;  Dr.  B.  B. 
Backley„  Jacksonville;  Dr.  A.  H.  Smith,  Elyria; 
Dr.  Thomas  Betts,  Otway;  Dr.  Fred  E.  Spangler, 
Somerset;  Dr.  R.  W.  Arlis,  Sidney  Dr.  J.  T. 
Martin,  Glouster;  Dr.  Myron  D.  Leckitner,  Wil- 
mot;  Dr.  F.  W.  Slaughter,  Steubenville;  Dr.  A. 

B.  Andrus,  Grandview  Heights;  Dr.  R.  H.  Jones, 
New  Carlisle,  and  Dr.  Elmer  D.  Engleman, 
Clarksburg. 


BUCKEYE  NEWS  NOTES 


Carrollton — Dr.  Charles  R.  Ziegler,  practicing 
physician  for  the  last  62  years,  recently  cele- 
brated his  86th  birthday. 

Piqua — “The  History  of  Medicine”,  was  dis- 
cussed by  Dr.  John  T.  Quirk  at  a recent  meeting 
of  the  Round  Table  Club. 

Cincinnati — Charter  members  of  the  Cincinnati 
Ophthalmologic  Club  include  Dr.  Josef  Wein- 
traub,  Dr.  George  B.  Heidelman,  Dr.  Louis  R. 
Thomas,  Dr.  Louis  J.  Hendricks,  Dr.  A.  A.  Levin 
and  Dr.  Ralph  H.  Miller.  Honorary  membership 
has  been  voted  Dr.  Clarence  King,  professor  of 
ophthalmology,  University  of  Cincinnati. 

Kent — Dr.  A.  0.  DeWeese  gave  an  illustrated 
talk  on  the  various  stages  of  tuberculosis  at  a 
recent  meeting  of  the  Kiwanis  club. 

Mansfield — Richland  County  has  been  given  an 
“honorable  mention”  rating  for  health  practices 
and  accomplishment  in  a nation-wide  health  con- 
test sponsored  in  1935  by  the  U.  S.  Chamber  of 
Commerce. 

Lima — Dr.  E.  Burnett  and  Dr.  G.  P.  Bohlender, 
Delphos,  spoke  at  a recent  meeting  of  the  Endo- 
crine Club. 

Troy — Dr.  Berton  M.  Hogle  spoke  on  the  “His- 
tory of  Medicine”,  at  a recent  meeting  of  the 
Kiwanis  Club. 

Cleveland — Dr.  Frederick  R.  Mautz  read  a 
paper  at  the  meeting  of  the  American  Associa- 
tion of  Thoracic  Surgery  at  Rochester,  Minn. 

Youngstown — “Medicine  Marches  On”,  was  the 
subject  of  an  address  by  Dr.  F.  F.  Piercy  at  a 
meeting  of  the  Bennett  Chautauqua. 

Kent — “Motherhood”,  was  the  subject  of  an 
address  by  Dr.  Joseph  C.  Fiala  at  a recent  meet- 
ing of  the  Stow  American  Legion  Post. 

Dayton — Dr.  E.  M.  Huston,  President-Elect  of 
the  Ohio  State  Medical  Association,  was  guest 
speaker  at  a meeting  of  the  Sigma  Delta  Pi  fra- 
ternity. 

Lebanon — Dr.  James  H.  Arnold  has  been 
elected  a member  of  the  Warren  County  Board  of 
Health. 

Cleveland — Dr.  Wingate  Todd  spoke  on  “What 
It  Means  to  be  Well  Born”,  at  the  eighth  annual 
luncheon  of  the  Maternal  Health  Association. 

Springfield — Dr.  Carl  H.  Reuter  has  been  ap- 
pointed head  of  the  eye,  ear,  nose  and  throat  de- 
partment of  City  Hospital. 

Portsmouth — “Achievements  of  Medicine”,  was 
the  subject  of  an  address  by  Dr.  Elmer  G.  Horton, 
Columbus,  at  a meeting  of  the  Lions  Club. 

Cleveland — Dr.  C.  C.  R.  Jackson,  instructor  in 


oto-laryngology  in  the  School  of  Medicine,  West- 
ern Reserve  University,  will  receive  the  degree  of 
Master  of  Science  from  the  University  of  Penn- 
sylvania, June  10,  for  graduate  work  in  oto- 
laryngology. 

Marietta — The  local  Kiwanis  Club  was  recently 
addressed  by  Dr.  C.  H.  Creed,  superintendent  of 
the  Athens  State  Hospital,  on  “What  Causes 
Insanity?” 

Uniopolis — Dr.  and  Mrs.  J.  E.  Bayliff  recently 
celebrated  their  golden  wedding  anniversary. 

Dayton — Dr.  Walter  M.  Simpson  and  Dr.  Virgil 
S.  Counsellor,  Rochester,  Minn.,  have  gone  to 
Europe  for  a three-month  lecture  tour.  They  have 
been  invited  to  speak  at  universities  in  London, 
Edinburgh,  Aberdeen,  Ghent,  Louvain,  Berlin, 
Vienna,  Prague,  Budapest  and  Paris. 

Ottawa — Dr.  Ewing  H.  Crawfis  has  been  ap- 
pointed an  assistant  physician  at  the  Lima  State 
Hospital  for  Criminal  Insane. 

Akron — Dr.  A.  S.  McCormick,  secretary  of  the 
Summit  County  Medical  Society,  was  so  ill  from 
a severe  attack  of  influenza  in  April  that  he  was 
unable  to  attend  the  monthly  meeting  of  his 
society.  It  was  the  only  meeting  Dr.  McCormick 
had  missed  in  eight  years  and  only  the  second  in 
his  22  years  as  secretary  of  the  society. 

Cleveland — A fund  of  $1,000  to  aid  needy  medi- 
cal students  at  Western  Reserve  University  has 
been  given  by  Mrs.  Ida  Zangerle  Krause  as  a 
memorial  to  her  late  husband,  Dr.  Carl  R. 
Krause. 

Cincinnati — Dr.  WTillard  D.  Haines  spoke  on  the 
“Romance  of  Medicine”,  at  a recent  meeting  of 
the  Optimist  Club. 

Philo — Dr.  C.  F.  Sisk  has  been  named  a mem- 
ber of  the  Muskingum  County  Board  of  Health. 

Wauseon — Dr.  A.  J.  Skeel,  Cleveland,  president 
of  the  Hospital  Obstetrical  Society  of  Ohio,  lec- 
tured on  “Obstetrics”  and  gave  a clinical  demon- 
stration of  obstetrical  problems  at  the  clinical  in- 
stitute of  the  Detwiler  Memorial  Hospital,  April 
30. 

Dayton — Announcement  of  the  organization  of 
an  alumni  association  of  the  Phi  Chi  fraternity 
was  recently  made  by  Dr.  Glen  Edrie  Macklem. 

Alliance — “Facts  and  Fancy  about  Venereal 
Disease”  was  the  subject  of  an  address  by  Dr. 
Charles  C.  Higgins,  Cleveland,  at  a recent  meet- 
ing of  the  Kiwanis  Club. 

Youngstown — Dr.  William  H.  Bunn  talked  to 
the  Rotary  Club  on  “The  Truth  About  Your 
Heart”. 
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LITTLE  OR  NO  LACK  OF  ADEQUATE  MEDICAL  CARE  RESULTING 
FROM  CLOSING  OF  CLINICS,  DAYTON  COMMITTEE  FINDS 


A RECENT  survey  of  Dayton  and  surround- 
ing- territory  by  a committee  of  the  Mont- 
gomery County  Medical  Society,  to  ascer- 
tain whether  adequate  medical  care  is  available 
to  indigent  and  marginal  subsistence  groups  since 
the  closing  of  the  Dayton  hospital  clinics,  brings 
out  some  interesting  information. 

The  survey  committee,  composed  of  Dr.  Curtiss 
Ginn,  chairman,  Dr.  A.  0.  Peters,  Dr.  R.  K.  Fin- 
ley and  Dr.  H.  R.  Stockwell,  employed  an  in- 
vestigator who  made  an  exhaustive  study  of  200 
families,  comprising  850  individuals.  The  group 
comprised  185  of  white  families  and  15  colored — 
7.5  per  cent,  approximately  the  proportion  of  the 
two  races  in  Dayton.  The  list  of  indigents,  un- 
employables, low  income  workers,  relief  clients 
and  welfare  cases  was  furnished  by  local  relief 
and  welfare  agencies  and  industrial  concerns. 

Of  the  families  investigated  60  per  cent  were 
classed  as  chronic  indigents.  A few  of  these  ad- 
mitted that  occasionally  they  had  paid  for  medi- 
cal service,  but  in  most  instances  their  medical 
care  had  been  furnished  without  charge.  It  was 
noted  in  the  report  that  this  class  “knew  how  to 
get  what  they  wanted  promptly”. 

After  a careful  study,  the  committee  concluded 
that  of  the  39  complaints  of  inadequate  medical 
service  received,  only  11  were  justifiable.  Twenty- 
seven  were  principally  due  to  delay  in  securing 
an  order  from  the  proper  authority.  Ignorance 
on  the  part  of  the  applicant  as  to  procedure 
caused  this  delay  in  a majority  of  instances.  In 
eight  cases  the  delay  was  chargeable  to  social 
workers.  There  were  eight  cases  in  which  the  ap- 
plicant was  referred  by  private  practitioners  to 
appropriate  relief  agencies. 

In  answer  to  a question  as  to  the  type  of  medi- 
cal service  preferred:  102  (51  per  cent)  pre- 

ferred to  have  hospital  clinics  reopened;  94  (47 
per  cent)  would  prefer  to  have  their  own  physi- 
cian; 4 (2  per  cent)  would  prefer  to  have  the  city 
or  county  pay  for  their  medical  service — the 
present  arrangement. 

In  connection  with  the  above  statistics,  the 
committee  said,  “We  realize  that  these  probably 
have  no  real  significance.  They  were  given  with- 
out much  thought  and  in  some  instances  prompted 
by  the  passing  wish”. 

The  three  principal  reasons  given  for  favor- 
ing reopening  of  the  clinics  were: 

1.  Under  the  clinic  system  there  was  not  so 
much  red-tape  and  delay  necessary  to  procure 
medical  attention. 

2.  There  is  too  much  investigation  under  the 
present  system.  It  was  not  so  formerly. 

3.  The  type  of  service  is  better  under  the  clinic 
system.  Many  of  the  best  physicians  see  the 


patient  instead  of  one.  X-ray  and  laboratory 
work  was  also  done. 

The  committee  reached  the  following  con- 
clusions in  summarizing  the  results  of  the  sur- 
vey: 

1.  There  has  been  little  or  no  lack  of  medical 
care  when  it  has  been  actually  necessary. 

2.  An  apparent  real  lack  of  facilities  is  shown 
for  tonsillectomies  and  refraction  among  in- 
digent children  of  school  age.  It  was  recom- 
mended that  this  problem  be  referred  to  the  eye, 
ear,  nose  and  throat  section  of  the  county  so- 
ciety for  its  consideration. 

3.  There  should  be  better  publicity  among  the 
various  social  agencies  interested  in  this  problem, 
so  that  the  population  eligible  for  relief  could  be 
directed  where  and  how  to  obtain  it. 

4.  Social  workers  should  be  reminded  that  they 
are  not  to  pass  on  medical  problems,  but  should 
confine  themselves  strictly  to  their  own  duties. 

The  committee  did  not  favor  reopening  the 
hospital  clinics  at  this  time,  and  made  the  fol- 
lowing recommendations : 

1.  That  the  county  commissioners  and  town- 
ship trustees  provide  for  the  indigent  of  their 
various  bailiwicks  as  they  are  required  by  law. 

2.  That  the  city  health  department  take  care 
of  the  city  indigent,  if  necessary,  adding  to  the 
staff  for  this  purpose. 

3.  That  the  present  hospital  arrangements  for 
the  care  of  those  indigents  who  need  such  care 
be  continued  under  the  present  Hospital  Admis- 
sions Bureau. 

— oSM  J — 

Annual  Reunion  of  Cincinnati  U.  Medical 
Alumni  to  Be  June  4 

The  Annual  Reunion  and  Homecoming  of  the 
Medical  College  Alumni  Association  of  the  Uni- 
versity of  Cincinnati  will  bq  held  on  Thursday, 
June  4,  at  Cincinnati. 

As  has  been  the  custom  for  several  years,  the 
day  will  be  devoted  to  a series  of  medical  and 
surgical  clinics,  to  be  followed  by  a banquet  in 
the  evening. 

The  executive  committee  of  the  association  and 
its  officers  for  1936  are:  Dr.  Fred  W.  Heinold, 
president;  Dr.  Donald  J.  Lyle,  vice-president;  Dr. 
Robert  C.  Rothenberg,  secretary-terasurer;  Dr. 
Frank  B.  Cross;  Dr.  Ben  L.  Bryant,  Dr.  Richard 
D.  Bryant,  Dr.  William  Doughty,  Dr.  Stanley  E. 
Dorst,  Dr.  Martin  H.  Fischer,  Dr.  Henry  B.  Frei- 
berg, Dr.  Alfred  Friedlander,  Dr.  Louis  G.  Her- 
mann, Dr.  Robert  H.  Kotte,  Dr.  Robert  A.  Lyon, 
Dr.  J.  Stewart  Matthews,  Dr.  E.  W.  Mitchell,  Dr. 
Helena  T.  Ratterman,  Dr.  Carl  A.  Wilzbach  and 
Dr.  Samuel  Zielonka. 
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IN  MEMORI AM 


Henry  Howard  Bainter,  M.D.,  Coshocton;  Balti- 
more Medical  College,  Md.,  1893;  aged  78;  died 
April  23,  of  pneumonia.  Dr.  Bainter  practiced  in 
Dresden  and  Coshocton  until  about  10  years  ago, 
when  ill  health  forced  his  retirement.  He  was  a 
member  of  the  Lutheran  Church  and  the  Ma- 
sonic Order.  Surviving  are  two  sons,  three 
brothers  and  two  sisters. 

Fred  Lee  Bates,  M.D.,  Lima;  Cincinnati  College 
of  Medicine  and  Surgery,  1889;  aged  70;  former 
member  of  the  Ohio  State  Medical  Association 
and  the  American  Medical  Association;  died 
April  30.  Dr.  Bates  had  been  seriously  ill  for 
three  years  from  heart  disease.  He  practiced  in 
Lima  for  45  years,  and  was  a member  of  St. 
Rita’s  and  City  Hospital  staffs.  For  eight  years 
Dr.  Bates  was  a member  of  the  Lima  board  of 
education  and  also  served  as  president  of  the 
group.  He  was  a member  of  the  Odd  Fellows  and 
Woodmen  of  the  World.  His  widow  survives. 

Joseph  Cyrus  Bradfield,  M.D.,  Lima;  Ohio  State 
University,  College  of  Medicine,  1911;  aged  47; 
member  of  the  Ohio  State  Medical  Association 
and  Fellow  of  the  American  Medical  Association; 
died  April  14,  of  pneumonia.  In  addition  to  being 
prominent  professionally  in  Lima,  where  he  had 
practiced  for  14  years,  Dr.  Bradfield  was  un- 
usually active  in  civic  affairs,  particularly  among 
the  colored  people.  During  the  World  War  he 
served  overseas  as  a captain  in  the  Medical  Corps 
of  the  U.  S.  Army.  Dr.  Bradfield  was  a member 
of  the  Endocrine  Club,  and  was  on  the  staff  of  St. 
Rita’s  and  Memorial  hospitals.  He  was  a member 
of  the  Allen  County  Republican  executive  com- 
mittee, the  Baptist  Church,  K.  of  P.  and  Masonic 
orders,  and  the  American  Legion.  Surviving  are 
his  widow,  a daughter,  a son,  a sister  and  three 
brothers. 

David  Robert  Bussdicker,  M.D.,  Dayton;  Miami 
Medical  College,  Cincinnati,  1908;  aged  65;  mem- 
ber of  the  Ohio  State  Medical  Association  and 
Fellow  of  the  American  Medical  Association; 
died  April  17.  A few  months  ago  Dr.  Bussdicker 
became  associated  with  the  medical  staff  at 
Orchard  Springs  Sanitorium  after  having  prac- 
ticed in  Dayton  since  1908.  He  was  a member  of 
the  Masonic  order.  His  widow,  a daughter,  a 
brother  and  a sister  survive  him. 

Roswell  W.  Comstock,  M.D.,  Maumee;  Wayne 
University  College  of  Medicine,  Detroit,  1901; 
aged  60;  died  April  27,  of  a heart  attack.  Dr. 
Comstock  has  practiced  in  Maumee  for  34  years. 
During  the  World  War  he  served  overseas  as  a 


captain  in  the  Medical  Corps  of  the  U.  S.  Army, 
and  received  a citation  for  meritorious  service. 
He  was  a former  commander  of  the  American 
Legion  post  in  Maumee  and  a trustee  of  the 
Veterans  of  Foreign  Wars.  Dr.  Comstock  was 
always  active  in  civic  affairs  and  was  a member 
of  the  board  of  education.  He  is  survived  by  his 
widow,  a daughter,  a brother  and  a sister. 

George  W.  Deem,  M.D.,  Columbus;  Eclectic 
Medical  College,  Cincinnati,  1890;  aged  76;  for- 
mer member  of  the  Ohio  State  Medical  Associa- 
tion and  the  American  Medical  Association; 
died  April  18.  Dr.  Deem  retired  several  years 
ago  after  having  practiced  in  Pike  County  for 
many  years.  He  was  a member  of  the  Methodist 
church  and  the  Masonic  order.  Surviving  are 
his  widow,  a daughter,  a son  and  a sister. 

Rufus  Bartlett  Hall,  M.D.,  Cincinnati;  Miami 
Medical  College,  Cincinnati,  1872;  aged  87;  a 
former  president  of  the  Ohio  State  Medical  As- 
sociation and  former  member  of  the  American 
Medical  Association;  died  April  3,  on  the  48th 
anniversary  of  the  beginning  of  his  practice  in 
Cincinnati.  Previously  he  had  practiced  in  Chilli- 
cothe  and  New  England,  Athens  County.  Prior 
to  his  retirement  a few  years  ago,  Dr.  Hall  was 
active  in  medical  circles.  He  was  president  of  the 
Ohio  State  Medical  Association,  1899-1900;  pro- 
fessor emeritus  of  gynecology,  University  of  Cin- 
cinnati College  of  Medicine;  member  of  the  South- 
ern Surgical  Association  and  the  American  Col- 
lege of  Surgeons.  He  was  a member  of  the 
Presbyterian  church.  His  son,  Dr.  Joseph  A. 
Hall,  Cincinnati,  survives. 

Marshall  Julius  Pierson,  M.D.,  Akron;  Hahne- 
mann Medical  College,  Philadelphia,  1917;  aged 
44;  member  of  the  Ohio  State  Medical  Associa- 
tion and  Fellow  of  the  American  Medical  Associa- 
tion; died  April  29.  Dr.  Pierson  practiced  in 
Akron  since  1920.  During  the  World  War  he  was 
a lieutenant  in  the  Medical  Corps  of  the  U.  S. 
Navy. 

William  Arthur  Schlesinger,  M.D.,  Cleveland; 
Western  Reserve  University  School  of  Medicine, 
1904;  aged  56;  member  of  the  Ohio  State  Medical 
Association  and  Fellow  of  the  American  Medical 
Association;  died  April  15.  Dr.  Schlesinger  re- 
tired five  years  ago  because  of  failing  health, 
after  having  practiced  in  Cleveland  for  25  years. 
He  was  a member  of  the  Masonic  Order  and  the 
University  Club.  He  is  survived  by  his  widow,  a 
daughter  and  a sister. 
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ACTIVITIES  OF  COUNTY  SOCIETIES 


First  District 

(COUNCILOR:  PARKE  G.  SMITH,  M.D.,  CINCINNATI) 

) 

HAMILTON 

The  following  programs  were  presented  by  the 
Academy  of  Medicine  of  Cincinnati  during  May: 

May  5 — “The  Etiology  and  Treatment  of  Acne 
Vulgaris”,  Dr.  Daniel  J.  Kindel,  with  discussion 
by  Dr.  H.  Jerry  Lavender;  “Infections  of  the 
Female  Pelvic  Organs”,  with  discussion  by  Dr. 
Frank  M.  Coppock. 

May  12 — “Thyroid  Derangements,  Their  Effect 
on  the  Ear,  Nose  and  Throat”,  with  discussion  by 
Dr.  Clement  C.  Fihe;  “Spinal  Fusion  in  Children 
Under  Local  Anesthesia”,  with  discussion  by  Dr. 
R.  B.  Cofield. 

May  19 — Annual  Alpha  Omega  Address,  “I  Am 
Automatic”,  by  Dr.  Elias  P.  Lyon,  dean  of  the 
Medical  School  and  director  of  the  department 
of  physiology,  University  of  Minnesota. 

May  26 — Report  of  the  Committee  on  the  Prog- 
ress of  Medicine: — “Medicine”,  Dr.  M.  A.  Blank- 
enhorn;  “Surgery”,  Dr.  M.  M.  Zinninger; 
“Urology”,  Dr.  C.  J.  McDevitt;  “Gynecology”, 
Dr.  J.  D.  Heiman;  “Neuropsychiatry”,  Dr.  D.  A. 
Johnson;  “Pediatrics”,  Dr.  R.  A.  Lyon;  “Dermat- 
ology”, Dr.  R.  G.  Senour;  “Oto-Laryngology”,  Dr. 
H.  H.  Haggart;  “Opthalmology”,  Dr.  G.  B.  Heidel- 
man;  “Biochemistry”,  Dr.  G.  E.  Cullen  and 
“Bacteriology-Pathology”,  Dr.  M.  L.  Cooper. — 
Bulletin. 

Second  District 

(COUNCILOR:  D.  W.  HOGUE,  M.D.,  SPRINGFIELD) 

CLARK 

At  the  regular  meeting  of  the  Clark  County 
Medical  Society  held  at  Hotel  Bancroft,  Spring- 
field,  April  23,  Dr.  J.  C.  Walker,  Dayton,  ex- 
plained a plan  proposed  by  Dayton  physicians  for 
curtailing  free  medical  care  in  Dayton  hospitals 
to  indigent  patients  from  surrounding  counties. 
A resolution  was  adopted  expressing  appreciation 
of  the  efforts  of  the  Montgomery  County  Medical 
Society  in  this  connection.  Following  the  busi- 
ness meeting,  Dr.  J.  T.  Witherspoon,  Indianapolis, 
Indiana,  gave  an  illustrated  lecture  on  “The 
Female  Sex  Hormone  and  Clinical  Application”. 
— G.  M.  Lane,  M.D.,  secretary. 

DARKE 

Dr.  M.  Tischer  Hoerner,  Dayton,  addressed  the 
Darke  County  Medical  Society  at  Greenville, 
April  17,  on  “Non-Surgical  Treatment  of  the 
Surgical  Patient”,  with  special  reference  to 
preparation  for  operation,  post-operative  care 
and  post-operative  complications. 


The  final  Spring  meeting  of  the  Darke  County 
Medical  Society  was  held  at  the  Christian  Church, 
Greenville,  May  15.  Dr.  C.  I.  Stephen,  Ansonia, 
read  a paper  on  “Hemophilia”,  and  presented  a 
case  report  of  this  disease.  Dr.  H.  V.  Dutrow, 
Dayton,  discussed  “Ethical,  Political  and  Eco- 
nomic Changes  in  the  Practice  of  Medicine”. — 
W.  D.  Bishop,  M.D.,  secretary. 

MIAMI 

Dr.  Harold  G.  Reineke,  Cincinnati,  read  an  in- 
teresting paper  on  “Modern  Methods  in  X-Ray 
Therapy”,  at  a meeting  of  the  Miami  County 
Medical  Society  held  at  the  Club  House,  Coving- 
ton, May  1. — G.  A.  Woodhouse,  M.D.,  secretary. 

MONTGOMERY 

At  a meeting  of  the  Montgomery  County  Medi- 
cal Society  held  at  Dayton,  May  1,  Dr.  M.  Tischer 
Hoerner,  spoke  on  “Non-Surgical  Treatment  of 
the  Surgical  Patient”. 

Dr.  Jonathan  Forman,  Columbus,  addressed  the 
Society,  May  15,  on  “Allergy  in  General  Prac- 
tice”. 

The  guest  speaker  at  the  annual  dinner  meet- 
ing of  the  society  scheduled  for  June  5 at  the 
Dayton  Country  Club,  is  Dr.  Geo.  B.  McGrath, 
professor  of  legal  medicine,  Harvard  University, 
who  will  speak  on  “Some  Interesting  Medico- 
legal Experiences”. — Bulletin. 

Third  District 

(COUNCILOR:  O.  P.  KLOTZ,  M.D.,  FINDLAY) 

ALLEN 

Dr.  J.  F.  Bateman,  clinical  director  of  the 
Longview  State  hospital,  Cincinnati,  gave  an  in- 
teresting address  on  “Psychopathology  of  Normal 
People”,  at  a meeting  of  the  Lima  and  Allen 
County  Academy  of  Medicine  held  at  the  Lima 
State  Hospital,  April  21. 

Members  of  the  academy  were  dinner  guests  of 
Dr.  0.  E.  Harvey  at  the  District  Tuberculosis 
Hospital,  May  19.  Dr.  Clarence  L.  Hyde,  superin- 
tendent of  the  Edwin  Shaw  Sanatorium,  Akron, 
spoke  on  “Tuberculosis”. — H.  C.  Weisenbarger, 
M.D.,  secretary. 

HANCOCK 

“Common  Infections  of  the  Upper  Urinary 
Tract”,  was  the  subject  of  a talk  given  by  Dr. 
E.  H.  Hedges,  Lima,  at  a meeting  of  the  Han- 
cock County  Medical  Society  held  at  Findlay, 
April  2. — R.  S.  Rilling,  M.D.,  secretary. 

HARDIN 

Several  motion  picture  films  of  “Traumatic 
Surgery”,  were  shown  at  a meeting  of  the  Hardin 
County  Medical  Society  held  at  Kenton,  April  16. 
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Rev.  H.  E.  Pfister,  spoke  on  “Child  Welfare”. — 
News  clipping. 

LOGAN 

Dr.  E.  T.  Kirkendall,  Columbus,  gave  an  in- 
teresting talk  on  “Cancer”,  at  a well-attended 
meeting  of  the  Logan  County  Medical  Society 
held  at  the  New  Logan  Hotel,  Bellefontaine,  May 
8.  Members  of  the  medical  societies  of  Shelby, 
Hardin,  Union  and  Champaign  Counties  were 
guests  at  the  meeting. — F.  Blair  Webster,  M.D., 
secretary. 

MARION 

Dr.  J.  W.  McCammon,  Cincinnati,  addressed  a 
public  meeting  of  the  Marion  Academy  of  Medi- 
cine, May  5,  at  Marion,  on  “Disabilities  of  the 
Feet”. — News  clipping. 

SENECA 

Dr.  B.  H.  Carroll,  Toledo,  spoke  on  “A  Few 
Practical  Points  in  Obstetrics”,  at  a meeting  of 
the  Seneca  County  Medical  Society  held  at  Tiffin, 
May  21.  Dr.  Carroll  used  motion  pictures  in  pre- 
senting his  interesting  address. — Edmund  F.  Ley, 
M.D.,  secretary. 

Fourth  District 

(COUNCILOR:  B.  J.  HEIN,  M.D.,  TOLEDO) 

DEFIANCE 

At  the  regular  meeting  of  the  Defiance  County 
Medical  Society  held  at  Defiance,  April  14,  the 


school  children  examination  or  “Round  Up”  pro- 
gram was  approved  and  recommendation  made. to 
the  city  and  county  health  boards  that  they  ac- 
cept the  applications  of  two  reputable  physicians 
to  serve  as  examiners,  fees  paid  by  the  respective 
board  to  be  mutually  agreeable. 

A resolution  was  adopted  recommending  that 
the  county  health  board  accept  applications  for 
county  health  nurse  and  that  these  applications 
and  recommendations  be  forwarded  to  the  State 
Department  of  Health  in  view  of  obtaining  ma- 
ternal and  child  health  services  of  a nurse  under 
the  state  plan. — E.  P.  Mitchell,  M.D.,  secretary. 

LUCAS 

The  following  programs  were  presented  by  the 
Academy  of  Medicine  of  Toledo  and  Lucas  County 
during  May: 

May  1 — General  Meeting.  “Trichomonas  Vagi- 


CLASS1FIED  ADVERTISEMENTS 

Rates  for  advertisements  under  this  heading  are  60  cents 
per  line,  payable  in  advance.  Minimum  charge  of  $1.00 
for  each  insertion.  Price  covers  the  cost  of  remailing 
answers.  Forms  close  16th  of  the  month  preceding 
publication. 


For  Sale — Keleket  horizontal  X-Ray  table  with  generator, 
fluoroscopic  equipment,  Bucky  diaphragm,  complete  with 
tubes,  cassettes  and  dark  room  accessories.  For  quick  sale 
only  $750.  Write  B.  R.,  Care  Ohio  State  Medical  Journal. 


Good  Location  for  Doctor.  For  information  write  Box 
306,  Proetorville,  Ohio. 


Do  You  Treat  CANCER? 

THE  RADIUM  EMANATION  CORPORATION 

MAINTAINS  the  most  efficiently  organized  Radium  laboratory  to 
make  available  to  you,  at  low  cost,  every  facility  for  the  use  of 
Radium  in  your  practice. 

RADON  SEEDS.  Removable  or  permanent.  We  provide  seeds 
of  the  composite  type,  with  Radon  under  leak-proof  glass  seal. 
Filtration  0.3  mm.  of  Platinum. 

APPLICATORS.  Uterine  tubes,  cervical  applicators,  surface 
plaques  properly  prepared  to  meet  the  requirements  of  each  indi- 
vidual case. 

OUR  SERVICE  is  available  to  you  day  and  night  including  Sun- 
days and  holidays.  Your  inquiries  and  orders  will  receive  our 
prompt  and  careful  attention. 


THE  RADIUM  EMANATION  CORPORATION 


GRAYBAR  BLDG. 


Tel:  MOhawk  4-6455 
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CANNED  FOODS  AND  THE  PUBLIC  HEALTH 


V.  FOOD  IN  THE  OPEN  CAN 


• In  September  1935,  the  facts  about  food 
in  the  open  can  were  presented  on  this  page. 
It  was  stated  that  there  was  no  reason,  from 
the  standpoint  of  food  poisoning,  why  food 
must  be  removed  immediately  after  the  can 
is  opened.  This  statement  bore  the  Seal  of 
Acceptance  of  The  Committee  on  Foods  of 
the  American  Medical  Association. 

However,  since  that  time,  two  incidents 
have  occurred  which  lead  us  to  present  again 
the  facts  concerning  food  in  the  open  can. 

First,  late  last  fall,  a national  organiza- 
tion dedicated  to  the  relief  of  human  distress 
during  war  and  disaster,  issued  a list  of  pre- 
cautions designed  to  reduce  accidents  in  the 
home,  in  which  it  was  erroneously  recom- 
mended that  food  be  removed  from  the  can 
immediately.  The  Department  of  Agricul- 
ture detected  this  error  and  called  it  to  the 
attention  of  those  responsible  for  issuance 
of  the  recommendations.  A correction  was 
made  as  soon  as  possible  but  the  damage 
had  already  been  done.  The  original  safety 
recommendations  had  meanwhile  been  is- 
sued in  schools  and  newspapers  throughout 
the  country,  thus  giving  further  support  to 
this  old,  unbased  prejudice  against  canned 
foods. 

Second,  in  the  early  months  of  1936,  a 
release  regarding  food  in  the  open  can  was 


made  by  a national  press  service  to  news- 
papers throughout  the  land.  The  strong  in- 
ference was  made  in  this  press  release  that 
food  left  in  the  open  can  might  become 
hazardous  to  consumer  health. 

This  dissemination  of  misinformation,  re- 
ferred to  in  the  two  instances  cited  above, 
has  caused  an  increase  in  the  number  of 
consumer  inquiries  concerning  the  safety  of 
food  in  the  open  can.  To  reply  to  these  re- 
quests for  reliable  information,  we  can  well 
quote  from  a recent  release  made  by  the 
Department  of  Agriculture  (1). 

(1)  U.S.D.A.  Press  Release,  Feb.  23,  1936 

'"It  is  just  as  safe  to  keep  canned  food  in  the 
can  it  comes  in— if  the  can  is  cool  and  cov- 
ered—as  it  is  to  empty  the  food  into  another 
container.  Thousands  of  housewives  are  firm 
in  the  faith  that  canned  goods  ought  to  be 
emptied  as  soon  as  the  can  is  opened,  or  at 
least  before  the  remainder  of  the  food  goes 
into  the  refrigerator— one  of  the  persistent  food 
fallacies.  The  question  keeps  coming  to  the 
Bir-eau  of  Home  Economics  in  letters  from 
home-makers. 

"A  few  acid  foods  may  dissolve  a little  iron 
from  the  can,  but  this  is  not  harmful,  not  dan- 
gerous to  health.  Cans  and  foods  are  sterilized 
in  the  'processing’.  But  the  dish  into  which 
the  food  might  be  emptied  is  far  from  sterile. 
In  other  words,  it  is  likely  to  have  on  it  bac- 
teria that  cause  food  to  spoil. 

"Whether  in  the  original  can  or  in  another 
x container,  the  principal  precautions  for  keep- 
ing food  are— Keep  it  cool  and  keep  it  covered.” 


AMERICAN  CAN  COMPANY 

230  Park  Avenue,  New  York  Ciiy 


This  is  the  thirteenth  in  a series  of  monthly  articles , which  will  summa- 
rize, for  your  convenience , the  conclusions  about  canned  foods  which 
authorities  in  nutritional  research  have  reached.  We  want  to  make  this 
series  valuable  to  you , and  so  we  ask  your  help.  Will  you  tell  us  on  a 
post  card  addressed  to  the  American  Can  Company , New  York , N.  Y., 
what  phases  of  canned  foods  knowledge  are  of  greatest  interest  to  you? 
Your  suggestions  will  determine  the  subject  matter  of  future  articles. 


The  Seal  of  Acceptance  denotes  that  the 
statements  in  this  advertisement  are 
acceptable  to  the  Committee  on  Foods 
of  the  American  Medical  Association. 
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nalis  Infestation  in  the  Male”,  by  Dr.  E.  A. 
Ockuly;  “Trichomonas  Vaginalis  in  the  Female”, 
by  Dr.  R.  C.  King;  “The  Bacteriology  of  Tricho- 
monas Vaginalis”,  by  Dr.  T.  L.  Ramsey. 

May  8 — Section  of  Pathology,  Experimental 
Medicine  and  Bacteriology.  “Ergonovipe — The 
New  Crystalline  Derivative  from  Ergot — In  Clini- 
cal Application”,  by  Dr.  M.  Edward  Davis,  asso- 
ciate professor  of  obstetrics  and  gynecology,  Uni- 
versity of  Chicago  Medical  School. 

May  15 — Medical  Section.  “Traumatic  Neu- 
roses”, by  Dr.  Louis  A.  Miller.  Discussants:  Dr. 
C.  H.  Bayha  and  Dr.  Morris  Weinblatt. 

May  22 — Eye,  Ear,  Nose  and  Throat  Section. 
“The  Use  of  Thyroxin  in  Cataract”,  by  Dr.  W.  W. 
Alderdyce.  Discussants:  Dr.  W.  H.  Snyder,  Dr. 
A.  L.  Steinfeld,  Dr.  S.  H.  Patterson  and  Dr.  J.  L. 
Roberts;  “Diagnostic  and  Prognostic  Value  of 
Antrum  Irrigated  Pus”,  Dr.  L.  R.  Effler.  Discus- 
sant: Dr.  Leonard  Nippe;  “Osteomyelitis  of  Fron- 
tal Bone”,  by  Dr.  E.  G.  Galbraith.  Discussant: 
Dr.  G.  W.  Bond;  “Petrositis”,  by  Dr.  W.  W. 
Randolph.  Discussant:  Dr.  Leonard  Nippe. 

May  29 — Surgical  Section.  “Prostatic  Sur- 
gery”, by  Dr.  J.  A.  Magoun.  Discussants:  Dr. 

L.  P.  Dolan  and  Dr.  E.  W.  Huffer. — Bulletin. 

PUTNAM 

At  a meeting  of  the  Putnam  County  Medical 
Society  held  at  Ottawa,  May  6,  Dr.  F.  C.  Ander- 
son, Mt.  Vernon,  spoke  on  “Diagnosis  of  Tuber- 
culosis”, and  Dr.  P.  M.  Holmes,  Toledo,  discussed 
“Surgery  in  Tuberculosis”. — J.  R.  Echelbarger, 

M. D.,  secretary. 


Fifth  District 

(COUNCILOR:  A.  A.  JENKINS,  M.D.,  CLEVELAND) 

ASHTABULA 

Dr.  Carl  H.  Lenhart,  professor  of  surgery, 
Western  Reserve  University  School  of  Medicine, 
gave  a general  talk  on  various  phases  of  abdomi- 
nal surgery  at  a meeting  of  the  Ashtabula  County 
Medical  Society  held  at  Ashtabula,  April  14. 
About  25  members  attended. — M.  R.  Martin, 
M.D.,  secretary. 

CUYAHOGA 

The  following  programs  were  presented  by 
the  Academy  of  Medicine  of  Cleveland  during 
May: 

May  1 — Clinical  and  Pathological  Section.  (1) 
Lakeside  Hospital.  “A  Case  of  Chronic  Cardiac 
Compression  Due  to  Pericardial  Scar”,  “Clinical 
Manifestations”,  by  Dr.  E.  H.  Cushing;  “Roent- 
genological Studies”,  by  Dr.  Eugene  Freedman; 
“Operation”,  by  Dr.  Claude  S.  Beck;  “Examina- 
tion of  Scar”,  by  Dr.  Alan  R.  Moritz.  (2)  City 
Hospital.  “Clinical  and  Pathological  Observa- 
tions on  Case  of  Rheumatic  Heart  Disease  Show- 
ing Extreme  Cardiac  Enlargement”.  “Clinical 
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COOK  COUNTY  GRADUATE 
SCHOOL  OF  MEDICINE 


(In  affiliation  with  COOK  COUNTY  HOSPITAL) 

Announces  Continuous  Courses 


MEDICINE — Informal  Course  first  of  every  week ; 
Intensive  Personal  Courses  August  and  Sep- 
tember. 

SURGERY — General  Course  One,  Two,  Three  and 
Six  Months ; Intensive  Course  Surgical  Tech- 
nique every  two  weeks ; Special  Courses. 
GYNECOLOGY — Three  Months  Course ; Two  Weeks 
Intensive  Course ; Four  Weeks  Intensive  Per- 
sona] Course  starting  August  17th. 
OBSTETRICS — Informal  Course  ; Special  Courses. 
FRACTURES  AND  TRAUMATIC  SURGERY— In- 
formal Practical  Course;  Intensive  Ten  Day 
Course  starting  July  13th. 

PEDIATRICS — Informal  Course ; Personal  Courses. 
EAR,  NOSE  AND  THROAT — Informal  Course ; Per- 
sonal Courses;  Intensive  Two  Weeks  Course 
Starting  October  5th. 

UROLOGY — General  Course  Two  Months ; Intensive 
Course  Two  Weeks;  Special  Courses. 
CYSTOSCOPY — Intensive  Course  every  two  weeks 
(attendance  limited). 

General,  Intensive  and  Special  Courses  in  Tuber- 
culosis, Ophthalmology,  Roentgenology,  Dermatology 
and  Syphilology,  Pathology,  Neurology,  Electro- 
cardiography, Topographical  and  Surgical  Anatomy, 
Physical  Therapy,  Gastro-Enterology,  Allergy,  Rectal 
Diseases,  Varicose  Veins. 


TEACHING  FACULTY  — ATTENDING 
STAFF  OF  COOK  COUNTY  HOSPITAL 

Address : 

Registrar,  427  S.  Honore  Street, 
CHICAGO,  ILLINOIS 

> 


HYCLORITE 


Accepted  by  the  Council  on  Pharmacy  and 
Chemistry  of  the  American  Medical 
Association  ( N.N.R .) 


ANTISEPTIC 

An  aid  for  the  prevention  of  ringworm 
infection 

For  irrigating,  swabbing  and  dressing 
infected  cases  wherever  an  anti- 
septic is  needed. 

For  Hand  and  Skin  Sterilization. 

To  Make  a Dakin’s  Solution  of  Correct 
Hypochlorite  Strength  and  Alkalinity. 

NON-POISONOUS 

NON-IRRITATING 

Write  for  Literature 

BETHELHEM  LABORATORIES 

INCORPORATED 

300  Century  Building 
PITTSBURGH,  PENNA. 
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THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL 

(ORGANIZED  1881) 

THE  PIONEER  POST-GRADUATE  MEDICAL 
INSTITUTION  IN  AMERICA 


TRAUMATIC  SURGERY 

including 

General  Surgery,  Orthopedic  Surgery, 
Physical  Therapy,  Anatomical  Review 
and  Operative  Surgery  on  the  Cadaver. 


POST-GRADUATE  INSTRUCTION 

comprising 

MEDICINE,  SURGERY 
and  ALLIED  SPECIALTIES 


For  Information  Address 

MEDICAL  EXECUTIVE  OFFICER:  345  West  50th  St.,  New  York  City 


NEW  RADIUM  RENTAL  RATES 

Are  Substantially  Lower 


For  use  36  hours  or  less 
For  use  48  hours 
For  use  72  hours 
For  use  96  hours 


50  Milligrams 

$10.00 

13.00 

19.00 

25.00 


75  Milligrams 

$14.50 

19.00 

28.00 

37.00 


100  Milligrams 

$19.00 

25.00 

37.00 

49.00 


Rates  apply  to  actual  time  of  use. 


Radium  is  contained  in  needles  and  tubes  of  all  dosage  range,  with  new  platinum  filtration. 
Applicators  arranged  as  specified  under  competent  medical  and  technical  supervision. 
Equipment  loaned.  Special  delivery  mail  service. 

Details  of  equipment  upon  request. 


25  E.  Washington  St. 
Marshall  Field  Annex 


RADIUM  AND  RADON 

CORPORATION 


Randolph  8856 

CHICAGO 
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Aspects”,  by  Dr.  R.  W.  Scott  and  Dr.  C.  F.  Gar- 
vin; “Roentgenological  Aspects”,  by  Dr.  H. 
Hauser;  “Pathological  Aspects”,  by  Dr.  H.  S. 
Reichle.  (3)  Mount  Sinai  Hospital.  “A  Case  of 
Pulmonary  Gangrene”.  “Clinical  Aspects”,  by 
Dr.  S.  S.  Berger;  “Roentgenological  Findings”, 
by  Dr.  E.  F.  Freedman;  “Oral  Prophylaxis  and 
Therapy”,  by  M.  B.  Galvin,  D.D.S.;  “Pathology”, 
by  Dr.  B.  S.  Kline. 

May  5 — Military  Section — “The  Plans  of  the 
M-Day  Medical  Organizations”,  (a)  The  Medi- 
cal Regiment,  by  Lt.  Col.  W.  L.  Fox,  Med.  Res.; 
(b)  The  Evacuation  Hospitals,  by  Major  F.  A. 
Rice,  Med.  Res.;  (c)  The  General  Hospitals,  by 
Major  A.  B.  Denison. 

May  6 — Obstetrical  and  Gynecological  Section. 
“Report  of  a Case  of  Early  Chorio-epithelioma 
Arising  in  a Hydated  Mole”,  by  Dr.  M.  Garber 
and  Dr.  Anna  Young;  “Reproductive  Character- 
istics of  Families  Having  Congenitally  Mal- 
formed Children”,  by  Dr.  Douglas  P.  Murphy, 
Gynecean  Institute,  University  of  Pennsylvania. 

May  8 — Annual  Academy  Dinner  Meeting, 
Hotel  Cleveland.  “Our  Day  and  Tomorrow”,  by 
Dr.  Martin  H.  Fischer,  professor  of  physiology, 
University  of  Cincinnati  College  of  Medicine. 

May  7 — Joint  Meeting,  Experimental  Medicine 
Section  and  Cleveland  Section  of  the  Society  for 
Experimental  Biology  and  Medicine.  “A  Simple 
Tube  and  Slide  Test  for  Infectious  Mononucleosis”, 
by  Dr.  Reuben  Strauss;  “A  Classification  of 
Primary  Arterial  Inflammation”,  by  Dr.  Howard 
T.  Karsner;  “Salmonella  Meningitides”,  by  Dr. 
J.  H.  Bahrenberg  and  E.  E.  Ecker,  PhD.,  “The 
Renal  Shwartzman  Reaction”,  by  Dr.  A.  R. 
Moritz  and  Dr.  F.  Bayless;  “Bronchiogenic  Dis- 
tribution of  Particulate  Matter:  Its  Slide  of  Pre- 
dilection and  the  Mechanism  of  Transfer”,  by  Dr. 
H.  S.  Reichle;  “Splanchnic  Section  in  Experi- 
mental Hypertension”,  by  Dr.  Harry  Goldblatt, 
Dr.  J.  Gross,  and  R.  F.  Hanzel,  PhD. — Bulletin. 

LORAIN 

A clinical  meeting  of  the  Lorain  County  Medi- 
cal Society  was  held  at  St.  Joseph’s  Hospital, 
Lorain,  May  15.  The  following  program  was  pre- 
sented: “Refraction — Its  Aid  to  General  Prac- 

tice”, by  Dr.  S.  V.  Burley;  “Heart  Disease”,  by 
Dr.  Valloyd  Adair;  “A  Case  of  Dextrocardia”,  by 
Dr.  A.  C.  Siddall;  “Gas  Bacillus  Infection”,  by 
Dr.  Birt  E.  Garver;  “Unusual  X-ray  Pictures”, 
by  Dr.  Harold  Beyer. — L.  ,H.  Trufant,  M.D.,  sec- 
retary. 

Sixth  District 

(COUNCILOR:  WM.  M.  SKIPP,  M.D.,  YOUNGSTOWN) 

ASHLAND 

Dr.  A.  Carlton  Ernstene,  Cleveland,  spoke  on 
“The  Use  of  Drugs  in  the  Treatment  of  Heart 
Disease”,  at  a meeting  of  the  Ashland  County 
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Medical  Society  at  Ashland,  April  10. — News 
clipping. 

MAHONING 

At  a meeting  of  the  Mahoning  County  Medical 
Society,  May  19,  at  Youngstown,  Dr.  Willis  F. 
Manges,  professor  of  roentgenology,  Jefferson 
Medical  College,  Philadelphia,  discussed  “X-Ray 
in  Medicine”. — Bulletin. 

SUMMIT 

At  a meeting  of  the  Summit  County  Medical 
Society  held  at  Akron,  May  5,  it  was  decided  to 
employ  a full-time  executive  secretary  who  will 
also  act  as  manager  of  the  Akron  Medical 
Bureau.  His  work  will  not  include  the  duties 
which  have  been  performed  until  now  and  will 
continue  to  be  performed  by  the  present  secre- 
tary, Dr.  A.  S.  McCormick,  who  has  served  in 
that  capacity  for  22  years. 

Dr.  Oscar  V.  Batson,  professor  of  anatomy, 
Graduate  School  of  Medicine,  University  of 
Pennsylvania,  addressed  the  society  on  “Veins  of 
the  Head  and  Neck  as  Related  to  the  Problems  of 
Oto-Laryngology”.  Drs.  R.  F.  Thaw,  J.  E. 
Springer,  T.  L.  Parry,  and  U.  D.  Seidel  were  the 
discussants.  Eighty-nine  members  attended  the 
meeting. — A.  S.  McCormick,  M.D.,  secretary. 

Seventh  District 

(COUNCILOR:  C.  W.  KIRKLAND.  M.D.,  BELLAIRE) 

COLUMBIANA 

The  following  program  was  preesnted  at  a 
meeting  of  the  Columbiana  County  Medical  So- 
ciety at  the  Legion  Hall,  Lisbon,  May  19. 
“Present  Status  in  the  Treatment  of  Endocrine 
Disturbance”,  by  Dr.  J.  W.  Schoolnic,  East  Liver- 
pool; “The  Prevailing  Therapy  in  Treatment  of 
Hay  Fever”,  by  Dr.  V.  E.  McEldowney;  “The 
Significance  of  Arterial  Hypertension”,  by  Dr. 
Lea  A.  Cobbs,  Salem;  “Brief  Report  of  Mid-Year 
Organization  Conference  of  Ohio  State  Medical 
Association”,  Dr.  Guy  E.  Byers,  Salem. — Paul  H. 
Beaver,  M.D.,  secretary. 

JEFFERSON 

Dr.  W.  W.  MacLachlin,  Pittsburgh,  Pa.,  ad- 
dressed a well-attended  meeting  of  the  Jefferson 
County  Medical  Society,  April  28,  on  “Recent 
Personal  Experiences  in  the  Treatment  of  Pneu- 
monia”.—Howard  Brettell,  M.D.,  secretary. 

TUSCARAWAS 

The  Tuscarawas  County  Medical  Society  met 
at  the  Buckeye  Hotel,  Uhrichsville,  May  14.  Dr. 
Theodore  F.  Zuck,  endocrinologist  of  the  Brush 
Foundation  and  assistant  professor  of  anatomy. 
Western  Reserve  University  School  of  Medicine, 
Cleveland,  gave  an  illustrated  lecture  on  “Clinical 
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FEWER  CLINIC  BABIES... 
MORE  PRIVATE  BABIES 


nfant  feeding  practice  can  be  swung  back  to 
the  doctor’s  office.  But  the  doctor  must  be  prepared 
to  do  more  for  the  baby  than  the  clinic  can  do! 

Mothers  want  their  babies  treated  as  individ- 
uals, not  as  cases  j their  babies  followed,  not  their 
charts ; their  physiques  treated,  not  the  labelled 
conditions  j and  the  doctoring  done  economically 
and  effectively. 

With  improved  economic  conditions,  the  trend 
is  consequently  returning  to  private  practice.  En- 
courage it! 

The  doctor  knows  his  practice,  the  mother  her 
economies.  When  the  infant  feeding  materials 
prescribed  are  within  the  reach  of  every  budget, 
mothers  will  appreciate  the  physician  and  babies 
will  thrive. 

Karo  is  a most  economical  milk-modifier.  It 
consists  of  dextrins,  maltose  and  dextrose  (with 
a small  percentage  of  sucrose  added  for  flavor) 
and  is  suitable  for  every  formula.  Karo  costs  about 
one-fourth  as  much  as  expensive  modifiers.  A 
tablespoon  of  Karo  gives  twice  the  number  of  cal- 
ories (60)  in  comparison  with  a tablespoon  of  any 
powdered  maltose-dextrins,  including  Karo  pow- 
dered. Karo  is  well  tolerated,  highly  digestible, 
not  readily  fermentable  and  effectively  utilized 
by  infants. 


Corn  Products  Consulting  Ser 
vice  for  Physicians  is  availabl 
for  further  clinical  information 
regarding  Karo.  Please  Ad 
dress:  Corn  Products  Sale, 

Company,  Dept.  S.  J.  6,  17  Bat 
tery  Place , New  York  City. 
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Application  of  Recent  Endocrine  Studies  of 
Human  Development”. — Jos.  Blickensderfer,  M.D., 
secretary. 


Eighth  District 

(COUNCILOR:  E.  R.  BRUSH,  M.D.,  ZANESVILLE) 

ATHENS 

At  a meeting  of  the  Athens  County  Medical 
Society  held  at  Nelsonville,  May  4,  Dr.  C.  R. 
Haskins,  Athens,  read  a very  interesting  paper 
on  “Some  Recent  Advances  in  the  Surgical  Treat- 
ment of  Facial  Paralysis”.  The  next  meeting  of 
the  society  will  be  at  Athens  on  June  1. — T.  A. 
Copeland,  M.D.,  secretary. 

GUERNSEY 

Dr.  S.  A.  Cunningham,  Marietta,  discussed 
“Socialization  of  Medicine”,  at  a meeting  of  the 
Guernsey  County  Medical  Society  at  Cambridge, 
April  16.  Ten  members  of  the  Washington  County 
Medical  Society  were  guests  at  the  meeting. 

At  a meeting  of  the  society,  May  7,  Attorney 
Melton  M.  Boyd  spoke  on  “Homicide”. — News 
clipping. 

MORGAN 

Charles  S.  Nelson,  Executive  Secretary,  Ohio 
State  Medical  Association,  was  the  speaker  at  a 
meeting  of  the  Morgan  County  Medical  Society 
at  McConnellsville,  April  21. — News  clipping. 

MUSKINGUM 

Dr.  John  W.  Means,  Columbus,  spoke  on  “Some 
Aspects  of  the  Breast  of  Interest  to  the  General 
Practitioner”,  at  a meeting  of  the  Muskingum 
County  Academy  of  Medicine  held  at  Zanesville, 
May  6. — Beatrice  T.  Hagen,  M.D.,  secretary. 

Ninth  District 

(COUNCILOR:  I.  P.  SEILER,  M.D.,  PIKETON) 

HOCKING 

Dr.  M.  H.  Cherrington,  Logan,  gave  an  in- 
teresting talk  on  “Epidemic  Encephalitis”,  when 
the  Hocking  County  Medical  Society  met  at  the 
Ambrose  Hotel,  Logan,  May  14. — M.  H.  Cher- 
rington, M.D.,  secretary. 

SCIOTO 

“Non-Union  of  Fractures”,  was  the  subject  dis- 
cussed by  Dr.  Edward  H.  Wilson,  Columbus,  at  a 
meeting  of  the  Hempstead  Academy  of  Medicine 
held  at  Portsmouth,  May  11. — W.  M.  Singleton, 
M.D.,  secretary. 

Tenth  District 

(COUNCILOR:  C.  C.  SHERBURNE,  M.D.,  COLUMBUS) 

. FRANKLIN 

The  following  programs  were  presented  by  the 
Columbus  Academy  of  Medicine  during  May: 

May  4 — Joint  Meeting  with  the  Ophthalmo- 
Jogical  and  Oto-Laryngological  Society  “Vascu- 
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ASSIMILABLE 
essential  in 


FAT 


FEEDING  THE  PREMATURE 


IN  a recent  study  of  fat  metabolism  in  infants,  Holt,  Tidwell  and  Kirk* 
report  that  olive  oil  showed  the  highest  percent  retention  (95.1%)  of 
all  fats  studied  but  one,  olein  (97.5%).  These  authors  found  the  fat 
of  SIMILAC  (which  is  20%  olive  oil)  showed  a better  percent  retention 
(92.6%)  than  butter  fat  (88.9%) — and  as  high  a retention  as  breast  milk 
fat  (92.4%).  ' 


To  quote  these  authors — “the  differences  in  fat  retention  on  these  various 
fats  as  shown  on  normal  infants  are  not  great;  for  the  normal  infant  it  is 
probably  immaterial  whether  he  absorbs  85%  or  95%  of  his  fat  intake.  It 
seemed  possible,  however,  that  in  subjects  who  have  difficulty  in  fat  assimi- 
lation, such  as  premature  infants,  the  observed  small  differences  might 
become  large  differences.  A few  observations  made  on  premature  infants 
and  twins  have  borne  this  out — .” 


The  observations  referred  to  covered  only  three  prematures  fed  on  differ- 
ent fats,  but  showed  an  average  of  78.4%  retention  for  olive  oil  as  com- 
pared to  only  52.5%  retention  for  butter  fat. 

*Holt,  Tidwell  and  Kirk,  Studies  on  Fat  Metabol- 
ism in  Infants- — Acta  Pediatrica.  Vol.  XVI,  1933. 


SIMIEAC 

has  given  noticeably  good  results  in 
feeding  the  premature  infant.  One 
of  the  reasons  lies,  as  here  pointed 
out,  in  the  composition  of  its  fat. 
Another  reason  is  its  consistently 
zero  curd  tension.  The  finer  the 
curd  the  greater  the  surface  area. 
The  greater  the  surface  area  the 
more  exposed  are  the  fats,  carbohy- 
drates, proteins  and  salts  to  the  di- 
gestive enzymes.  Result  . . . the 
food  substances  are  more  quickly 
and  readily  utilized. 

SIMILAC  is  made  from  fresh  skim 
milk  (casein  modified)  with  added 
lactose,  salts,  milk  fat,  and  vege- 
table and  cod  liver  oils. 


The  fact  that  SIMILAC  is  well  assimilated  by  the  immature 
digestive  tract  of  the  premature  indicates  how  entirely  suit- 
able it  is  for  all  those  infants  who  are  deprived  of  breast  milk. 
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lar  Lesions  of  the  Retina”,  by  Dr.  Henry 
Wagoner,  Rochester,  Minn. 

May  11 — Joint  Meeting  of  the  American  Chem- 
ical Society  and  the  Columbus  Academy  of  Medi- 
cine. “The  Barbitrates  and  Their  Newer  Applica- 
tion in  Medicine”,  by  Dr.  D.  L.  Tabern,  The  Ab- 
bott Laboratory,  Chicago,  111. 

May  18 — Joint  Meeting  of  the  Columbus  Bar 
Association  with  the  Columbus  Academy  of  Medi- 
cine. “Scientific  Crime  Detection”,  by  Mr.  Leon- 
arde  Keeler,  chief  of  the  Scientific  Crime  De- 
tection Laboratory,  Northwestern  University. 

May  25 — General  Practitioners’  Section.  “Nos- 
trums and  Quackery”,  by  Dr.  Frank  J.  Clancy, 
director,  Bureau  of  Investigation,  American 
Medical  Association. 

KNOX 

Dr.  Jonathan  Forman,  Columbus,  discussed 
“The  Asthmatic  Child”,  at  a meeting  of  the  Knox 
County  Medical  Society  at  Mt.  Vernon,  April  30. 

MORROW 

The  Morrow  County  Medical  Society  met  at 
Mt.  Gilead,  May  12.  Dr.  H.  0.  Bratton,  Columbus, 
spoke  on  “The  Medical  and  Surgical  Treatment 
of  Prostatic  Hypertrophy”.  Several  guests  from 
Bucyrus,  Marion  and  Mansfield  attended  the 
meeting. — T.  Caris,  M.D.,  secretary. 

- — OSMJ  — 

West  Union — Dr.  0.  T.  Sproull  recently  cele- 
brated the  50th  anniversary  of  his  entrance  into 
the  medical  profession. 


Nurses  Hold  Convention  in  Columbus 

The  33rd  annual  convention  of  the  Ohio  State 
Nurses’  Association  was  held  at  Columbus,  May 
6 to  9. 

Among  the  speakers  and  subjects  presented 
were:  “The  Ohio  Plan  Under  the  Social  Security 
Health  Program”,  by  Dr.  Walter  H.  Hartung, 
director,  State  Department  of  Health;  “The  Ma- 
ternity and  Infancy  Program  under  the  Social 
Security  Act”,  by  Dr.  A.  L.  Van  Horn,  chief, 
Bureau  of  Child  Hygiene,  State  Department  of 
Health;  “The  Occupational  Diesases”,  by  Dr. 
Emery  R.  Hayhurst,  consultant  in  occupational 
diesases,  State  Department  of  Health;  “Recon- 
structive Surgery  of  the  Head,  Including  Cleft 
Palate”,  by  Dr.  Hugh  Beatty,  Columbus,  and 
“Conservation  of  Vision,  Infant  and  Pre-school 
Age”,  by  Dr.  Albert  D.  Frost,  professor  of 
ophthalmology,  Ohio  State  University  College  of 
Medicine. 

Officers  of  the  association  for  the  ensuing  year 
are:  Miss  Catherine  Buckley,  Cincinnati,  presi- 
dent; Miss  Celia  Cranz,  Akron,  first  vice-presi- 
dent; Mrs.  Helen  Haughton,  Columbus,  second 
vice-president;  Miss  Cora  Templeton,  Cleveland, 
secretary,  and  Miss  Esther  Briggs,  Springfield, 
treasurer.  The  following  trustees  were  named: 
Miss  Elsie  Druggan,  Athens,  and  Mrs.  Nan 
Ewing,  Toledo. 

— OSM  J — 

Carrollton — Dr.  Carl  A.  Lincke  is  the  new 
health  commissioner  of  Carroll  County. 
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One  of  a series  of  advertisements  prepared  and  published  by  PARKE,  DAVIS  & CO.  in  behalf  of  the  medical 
profession.  This  "See  Your  Doctor”  campaign  is  running  in  the  Saturday  Evening  Post  and  other  leading  magazines. 


The  heart  as  represented  in  an  anatomical  drawing  of  the  18th  Century . 


WEIGHING  only  8 to  12  ounces, 
that  heart  of  yours  must  each 
day  do  an  amount  of  work  equivalent 
to  lifting  a man  of  150  pounds  one- 
and-a-quarter  times  the  height  of  the 
Empire  State  Building! 

It  can  never  rest.  On  and  on  it  must 
beat:  72  times  each  minute,  4320  times 
each  hour,  37,843,200  times  each  year. 

Its  Herculean  job  is  made  still  more 
difficult  by  the  strain  and  accelerated 
pace  of  modern  life.  This,  perhaps,  is 
one  of  the  reasons  heart  disease  is  in- 
creasing. Today,  it  leads  all  other 
causes  of  death — one  person  in  six,  above 
the  age  of  40,  dies  of  heart  disease. 

That  is  an  alarming  figure.  It  makes 
the  thoughtful  person  wonder,  "What 
about  my  heart?”  And  the  only  person 


who  can  answer  that  question  for  you 
is  your  doctor. 

The  answer  most  people  get  is  one 
that  takes  a load  off  their  minds — "There 
isn’t  anything  wrong.”  But  if  some- 
thing should  be  wrong,  your  greatest 
security  lies  in  knowing  about  it 
promptly.  For  the  heart  has  remark- 
able properties  of  recuperation.  It  re- 
sponds to  treatment,  if  started  in  time, 
better  than  most  organs  in  the  body. 
Even  people  with  badly  crippled  hearts 
often  live  happy,  active  lives  after  they 
have  been  taught  what  precautions 
they  should  observe. 

Today  physicians  know  more  about 
the  ills  of  the  heart  and  ways  of  the 
heart  than  ever  before.  They  are  better 
equipped  than  ever  before  to  treat  and 


control  heart  disease — and  to  guard 
against  it  as  well. 

Shortness  of  breath  — fluttering  of 
the  heart — numbness  of  the  extrem- 
ities— these  are  among  the  symptoms 
that  suggest  an  immediate  trip  to  the 
doctor’s.  But  even  without  warning 
symptoms,  many  a wise  man  sees  his 
doctor  at  regular  intervals — far  less 
"servicing”  than  he  gives  his  car,  yet 
obviously,  infinitely  more  important. 

Copyright  1 986 Park c , D»vi * & Company 
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Corporate  Practice  of  Medicine  Outlawed 
by  Illinois  Supreme  Court 

Advocates  of  corporate  practice  of  medicine 
lost  their  first  state  Supreme  Court  test  in  the 
United  States,  February  14,  1936,  when  the 
Illinois  Supreme  Court  ordered  the  United  Medi- 
cal Service,  Inc.,  of  Chicago  out  of  business. 

The  action  was  instituted  in  the  Superior  Court 
of  Cook  County,  Illinois,  by  Attorney  General 
Otto  Kerner,  calling  on  the  United  Medical  Ser- 
vice, Inc.,  to  show  by  what  right  or  authority  it 
was  practicing  medicine.  The  corporation  under- 
took through  the  agency  of  physician-employes 
to  diagnose  and  treat  human  ailments. 

Judge  M.  L.  McKinley  entered  judgment  in  the 
case  in  the  Superior  Court  March  22,  1935,  oust- 
ing the  corporation  from  the  franchise,  occupa- 
tion and  business  of  engaging  in  the  diagnosis 
and  treatment  of  human  ailments.  (O.S.M.J., 
June,  1935,  page  474).  The  corporation  then  ap- 
pealed to  the  Supreme  Court  of  Illinois.  Pending 
the  determination  of  the  case  by  the . Supreme 
Court,  because  of  a writ  of  supersedeas,  the  judg- 
ment of  ouster  was  suspended  and  the  corporation 
continued  its  medical  activities. 

Attorneys  for  the  corporation  argued  that  its 
purpose  was  to  bring  adequate  medical  care 
within  the  financial  reach  of  all.  The  court  held, 
however,  that  Illinois  medical  law  requires  a per- 
sonal responsibility  on  the  part  of  physicians  and 
that  a corporation  was  incapable  of  such  relation- 
ship. 

The  decision  of  the  Supreme  Court  reaffirmed 
the  judgment  of  the  lower  court.  It  is  intimated 
that  the  corporation  will  ask  for  a rehearing  from 
the  Supreme  Court  of  Illinois,  and  if  refused  or 
if  the  case  on  rehearing  is  decided  against  the 
corporation,  will  appeal  to  the  Supreme  Court  of 
the  United  States. 


— OSMJ  — 


Must  Have  Attorney  on  Rehearings 

In  the  case  of  Goodman  et  al.  v.  Beal  et  al.,  In- 
dustrial Commission  of  Ohio,  (130  O.S.,  427)  the 
Ohio  Supreme  Court  held  on  February  26,  1936, 
that  a person  appearing  or  practicing  before  the 
State  Industrial  Commission  in  a representative 
capacity  subsequent  to  the  time  a claimant  first 
receives  notice  of  the  disallowance  of  his  claim 
under  Section  1465-90,  General  Code,  is  engaged 
in  the  practice  of  law,  and  prohibition  will  lie 
against  the  Commission  to  prevent  the  appearance 
or  practice  before  it  on  rehearing  proceedings  of 
any  person  other  than  an  attorney  at  law,  duly 
adm:tted  to  practice.  The  plaintiffs  in  this  action 
were  sixteen  members  of  the  Committee  on  the 
Unauthorized  Practice  of  Law  of  the  Ohio  State 
Bar  Association. 


Venereal  Disease  Bulletin 

Venereal  Disease  Information  is  a monthly  pub- 
lication prepared  by  the  U.  S.  Public  Health  Ser- 
vice for  distribution  among  the  medical  profession 
throughout  the  United  States. 

It  is  the  purpose  of  the  Public  Health  Service 
in  issuing  this  publication  to  provide  in  con- 
densed form  a monthly  summary  of  the  scientific 
developments  in  the  diagnosis,  treatment  and  con- 
trol of  syphilis  and  gonorrhea.  More  than 
300  American  and  foreign  journals  are  re- 
viewed for  this  work.  Abstracts  are  made  of 
articles  describing  laboratory,  pathologic  and 
clinical  work  in  the  field  of  venereal  diseases. 

The  cost  of  this  publication  is  fifty  cents  per 
annum,  payable  in  advance  to  the  Superintendent 
of  Documents,  Government  Printing  Office,  Wash- 
ington, D.  C. 

— OSMJ  — 

Cincinnati — The  “Y’s  Men’s  Club”  recently 
heard  an  address  by  Dr.  F.  J.  Boyd  on  “Stream 
Pollution”. 

Dayton — Dr.  Warren  C.  Breidenbach  spoke  on 
“Diet  in  Relation  to  Allergy”  at  a meeting  of 
the  Dayton  Dietetic  Associaton. 

Chillicothe — “A  Heart  in  Sports”  was  the  sub- 
ject of  a talk  by  Dr.  John  W.  Wilce,  Columbus,  at 
a recent  meeting  of  the  Rotary  Club. 


Behind 


Mercurochrome 

(dibrom-oxymercuri-fluorescein-sodium) 

is  a background  of 


Precise  manufacturing  methods  in- 
suring uniformity 

Controlled  laboratory  investigation 


Chemical  and  biological  control  of 
each  lot  produced 


Extensive  clinical  application 


Thirteen  years’  acceptance  by  the 
Council  of  Pharmacy  and  Chem- 
istry of  the  American  Medical 
Association 


A booklet  summarizing  the  impor- 
tant reports  on  Mercurochrome  and 
describing  its  various  uses  will  be 
sent  to  physicians  on  request. 


Hynson,  Westcott  & Dunning,  Inc. 

BALTIMORE,  MARYLAND  ^d*r^ 


June,  1936 


Miscellaneous 
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Nutritional  Anemia  in  Infants 


Hemoglobin  level  in  the  blood  of  infants  of  various  ages.  Note  fall  in  hemoglobin,  which 
is  closely  parallel  to  that  of  diminishing  iron  reserve  in  liver  of  average  infant.  Chart 
adapted  from  Mackay.  It  is  possible  to  increase  significantly  the  iron  intake  of  the  bottle-fed 
from  birth  by  feeding  Dextri-Maltose  With  Vitamin  B in  the  milk  formula.  After  the  third 
month  Pablum  offers  substantial  amounts  of  iron  for  both  breast-  and  bottle-fed  babies. 

Reasons  for  Early  Pablum  Feedings 

"1  The  iron  stored  in  the  infant’s  liver  at  birth  is  rapidly  depleted  during  the  first  months  of 
life.  (Mackay,1  Elvehjem.2) 

During  this  period  the  infant’s  diet  contains  very  little  iron  — 1.44  mg.  per  day  from  the 
average  bottle  formulae  of  20  ounces,  or  possibly  1.7  mg.  per  day  from  28  ounces  of 
breast  milk.  (Holt.3) 


For  these  reasons,  and  also  because  of  the  low  hemoglobin 
values  so  frequent  among  pregnant  and  nursing  mothers 
(Coons,4  Galloway5),  the  pediatric  trend  is  constantly  toward 
the  addition  of  iron-containing  foods  at  an  earlier  age,  as 
early  as  the  third  or  fourth  month.  (Blatt,6  Glazier,7  Lynch8.) 


The  Ch  oice  of  the  Iron-Containing  Food 

Many  foods  reputed  to  be  high  in  iron  actually  add  very  few  milligrams  to  the  diet 
because  much  of  the  iron  is  lost  in  cooking  or  because  the  amount  fed  is  necessarily 
small  or  because  the  food  has  a high  percentage  of  water.  Strained  spinach,  for  instance, 
contains  only  1 to  1.4  mg.  of  iron  per  100  gm.  (Bridges.9) 

O To  be  effective,  food  iron  should  be  in  soluble  form.  Some  foods  fairly  high  in  total 
^ • iron  are  low  in  soluble  iron.  (Summerfeldt.10) 

2 Pablum  is  high  both  in  total  iron  (30  mg.  per  100  gm.)  and  soluble  iron  (7.8  mg.  per 
9 100  gm.)  and  can  be  fed  in  significant  amounts  without  digestive  upsets  as  early  as 
the  third  month,  before  the  initial  store  of  iron  in  the  liver  is  depleted.  Pablum  also 
forms  an  iron-valuable  addition  to  the  diet  of  pregnant  and  nursing  mothers. 

Pablum  (Mead’s  Cereal  thoroughly  cooked  and  dried)  consists  ofwheatmeal,  oatmeal,  corn- 
meal,  wheat  embryo,  brewers’  yeast,  alfalfa  leaf,  beef  bone,  iron  salt  and  sodium  chloride. 

*-l°  Bibliography  on  request. 

MEAD  JOHNSON  & COMPANY,  Evansville,  Indiana,  U.  S.  A. 

Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their  reaching  unauthorized  persons 
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OSMJ 

Public  Health  Service  Openings 

The  United  States  Public  Health  Service  will 
consider  applications  to  fill  a number  of  vacancies 
which  exist  at  the  present  time  and  also  vacancies 
which  will  occur  about  July  1,  1936,  for  second- 
year  medical  internes.  Any  young  physicians,  not 
over  thirty  years  of  age,  who  have  graduated 
from  a Class  “A”  medical  college  and  who  have 
completed,  or  will  shortly  complete,  one  year’s 
internship  in  an  approved  hospital  are  eligible 
to  apply. 

The  Public  Health  Service  desires  to  secure  ap- 
plications only  from  candidates  who  are  interested 
in  the  service  as  a career  and  who  desire  to  re- 
quest permission  to  appear  before  a board  of 
commissioned  officers  for  examination  for  ap- 
pointment as  assistant  surgeons  in  the  regular 
commissioned  corps,  on  or  about  the  time  they 
will  complete  a year’s  service  as  interns  in  the 
Public  Health  Service. 

Those  interested  in  making  application  should 
address  an  inquiry  to  the  Surgeon  General,  U.  S. 
Public  Health  Service,  Washington,  D=  C. 
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TRAUMATIC  DIAPHRAGMATIC  HERNIA 

By  B.  N.  CARTER,  M.D.,  Cincinnati,  Ohio 


HERNIAS  through  the  diaphragm  may  be 
of  three  types — the  congenital,  the  ac- 
quired, and  the  traumatic.  I propose  to 
deal  solely  with  the  traumatic  type  in  this  paper. 
My  interest  in  this  type  of  hernia  was  aroused 
by  two  cases  which  were  admitted  to  the  Cin- 
cinnati General  Hospital  last  year.  The  case  his- 
tories are  as  follows: 

Case  1:  Jean  B.,  aged  8 years,  was  admitted 
to  the  Cincinnati  General  Hospital,  in  August, 
1932.  A few  minutes  before  admission  she  had 
been  struck  by  an  automobile  and  it  was  thought 
that  the  car  passed  over  her  abdomen  and  chest. 
On  admission  she  was  in  profound  shock  and 
nearly  moribund.  Hasty  examination  revealed 
multiple  fractures  of  her  ribs  on  the  left  side 
and  some  contusions  of  the  abdomen.  She  was 
extremely  dyspneic  and  cyanotic.  Her  pulse  was 
very  weak  and  rapid.  The  usual  measures  for 
shock  were  begun  and  she  was  placed  in  an 
oxygen  tent.  Her  condition  was  precarious  for  a 
day  or  so  after  which  she  made  a rapid  con- 
valescence. A diaphragmatic  hernia  had  not  been 
suspected  but  a roentgenogram  of  the  chest  taken 
during  her  convalescence  showed  the  colon  in  the 
left  pleural  cavity.  A barium  meal  was  then 
given  and  it  was  shown  that  the  stomach,  some  of 
the  small  bowel  and  some  colon  were  in  the  left 
chest.  The  patient  was  not  operated  on  at  this 
time  as  it  was  felt  that  she  should  be  built  up, 
that  time  was  necessary  in  which  the  medias- 
tinum could  become  fixed,  and  also  that  it  was 
not  certain  that  the  diaphragmatic  hernia  was 
not  a congenital  one.  In  any  event,  she  was  dis- 
charged and  kept  under  observation. 

In  October,  1934,  two  years  after  her  injury, 
she  was  re-admitted  to  the  Cincinnati  General 

Read  before  the  Surgical  Section,  Ohio  State  Medical 
Association,  at  the  89th  Annual  Meeting,  Cincinnati, 
October  2-4,  1935. 
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Hospital,  complaining  of  pain  in  her  left  chest 
and  violent  attacks  of  dyspnoea,  particularly 
after  meals.  It  was  obvious  that  the  hernia  had 
to  be  repaired.  Under  intratracheal  ether  anes- 
thesia the  seventh  interspace  was  opened  from 
the  sternum  around  to  the  posterior  axillary  line. 
A rib  spreader  was  introduced  and  the  chest 
widely  opened.  About  12  inches  of  colon,  two  feet 
of  small  intestine,  the  left  lobe  of  the  liver,  the 
stomach  and  the  spleen  were  found  in  the  left 
chest.  The  lung  was  completely  collapsed  and  had 
been  pushed  up  to  the  apex  of  the  thorax.  There 
were  no  adhesions  present  and  no  sac  was  found. 
When  above  mentioned  viscera  had  been  replaced 
without  difficulty  into  the  abdomen,  a rent  in 
the  diaphragm  was  found  extending  from  the 
aortic  hiatus  diagonally  forward  across  the  dome 
almost  to  the  edge  of  the  diaphragm  about  the 
level  of  the  eighth  rib.  The  opening  was  about 
4%  inches  long  and  about  three  inches  wide. 
The  phrenic  nerve  was  picked  up  as  it  ran  along 
the  side  of  the  heart  and  injected  with  novocaine. 
This  immediately  paralyzed  the  diaphragm  and 
made  the  remainder  of  the  operation  much  easier. 
The  rent  in  the  diaphragm  was  closed  with  double 
medium  silk  overlapping  the  edges  of  the  open- 
ing much  as  a ventral  hernia  is  repaired.  One 
silver  wire  stay  suture  was  passed  around  the 
ribs  and  tightened.  The  soft  tissues  were  closed 
in  layers  with  silk. 

The  patient  stood  the  operation  well  and  the 
convalescence  was  uneventful.  Roentgenograms 
taken  just  before  her  discharge  from  the  hospital 
showed  the  lung  expanded  and  the  hernia  ap- 
parently cured. 

Case  II.  Gertrude  H.,  age  45,  colored,  was  ad- 
mitted to  the  Cincinnati  General  Hospital  October 
1,  1933,  complaining  of  cramp-like  pains  in  the 
abdomen.  Ten  weeks  before  admission  she  had 
fallen  from  a third  story  window  and  suffered  a 
central  dislocation  of  her  left  hip.  She  was  in 
the  Cincinnati  General  Hospital  at  that  time  re- 
maining a hospital  patient  for  seven  weeks. 
During  the  fine  she  was  in  the  hospital  on  her 
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first  admission  there  were  no  symptoms  referable 
to  the  abdomen  or  to  the  chest.  No  roentgeno- 
grams were  made  of  the  chest  but  physical  ex- 
amination on  her  discharge  from  the  hospital 
revealed  some  dullness  at  the  left  base  of  the 
chest.  Two  days  before  the  present  hospital  ad- 
mission the  patient  began  to  have  cramp-like 
pains  in  the  abdomen,  particularly  in  the  upper 
right  quadrant  and  in  the  lower  left  chest.  The 
pain  was  referred  sharply  to  the  left  shoulder 
and  somewhat  into  the  left  neck.  There  was  a 
sensation  of  suffocation  and  palpitation.  The 
patient  had  vomited  almost  everything  she  had 
eaten  for  the  last  day  and  there  had  been  ob- 
stinate constipation  for  the  past  two  days. 

Physical  examination  showed  the  patient  to  be 
a thin,  gray  haired  negress  who  was  suffering 
acute  cramp-like  pains  and  was  screaming  with 
agony.  Examination  of  the  chest  disclosed  dull- 
ness and  flatness  in  the  lower  left  chest.  Auscul- 
tation showed  peristaltic  noises  in  the  chest.  This 
was  very  striking  and  the  noises  could  be  .heard 
without  the  aid  of  a stethoscope.  The  abdomen 
was  slightly  rounded  and  tense.  No  peristaltic 
patterns  could  be  seen  although  a great  deal  of 
peristaltic  sounds  were  heard  over  the  abdomen. 
A diagnosis  of  diaphragmatic  hernia  with  intes- 
tinal obstruction  was  made.  This  was  confirmed  by 
X-ray  examination  with  the  patient  in  a sitting 
position.  The  outline  of  the  large  bowel  could  be 
seen  in  the  lower  left  chest  without  the  aid  of 
opaque  material. 

The  patient  was  operated  upon  immediately. 
A high  mid-line  incision  was  made  in  the  epigas- 
trium, and  the  dilated  large  bowel  was  seen.  It 
was  found  to  disappear  through  the  defect  in  the 
diaphragm.  Some  of  the  large  bowel  was  pulled 
through  the  opening  into  the  abdomen  but  it 
could  not  all  be  reduced  until  the  opening  in  the 
diaphragm  had  been  enlarged  by  a lateral  in- 
cision. Nine  inches  of  colon  were  found  in  the 
chest.  The  opening  in  the  diaphragm  was  im- 
mediately anterior  to  the  esophagus.  The  edges 
of  the  ring  were  indurated  and  fibrotic  indicat- 
ing that  the  hernia  had  been  present  for  some 
time.  There  was  no  sac  present.  The  rent  in  the 
diaphragm  was  closed  with  double  medium  silk 
sutures.  The  abdomen  was  closed  in  the  usual 
way.  The  convalescence  was  uneventful.  Sub- 
sequent roentgenograms  have  shown  the  hernia 
to  be  cured. 

Traumatic  diaphragmatic  herniae  are  on  the 
increase  in  recent  years  due  chiefly  to  the  great 
number  of  violent  injuries  following  automobile 
accidents.  It  is  well  to  bear  this  fact  in  mind 
for  the  diagnosis  is  relatively  easy  provided  the 
physician  or  surgeon  thinks  of  the  possibility  of 
the  occurrence  of  such  a condition.  The  direct 
causes  of  traumatic  herniae  through  the  diaph- 
ragm are  (1)  penetrating  wound  of  the  diaph- 
ragm and  (2)  blunt  trauma  to  the  chest  or  ab- 
domen. In  the  latter  case  either  the  chest  or  ab- 
domen are  suddenly  compressed  by  a fall,  a 
squeezing  force  or  a blow  and  the  diaphragm  is 
ruptured  by  the  sudden  increase  in  intrathoratic 
or  intro-abdominal  pressure.  The  percentage  of 
herniae  caused  by  penetrating  wounds  is  52  as 
compared  to  48,  due  to  blunt  trauma.  These  fig- 
ures are  those  of  Hedblom  in  a series  of  318  col- 
lected cases. 

Instances  are  reported  of  rupture  of  the 


diaphragm  due  to  labor,  vomiting  and  heavy 
lifting  or  straining.  Penetrating  wounds  of  the 
diaphragm  have  been  known  to  occur  in  opera- 
tions for  empyema.  In  the  cases  caused  by  stab 
wounds  the  diaphragm  is  usually  pierced  near  its 
attachment  to  the  chest  wall  whereas  gunshot 
wounds  may  pierce  the  diaphragm  at  any  site. 
As  is  to  be  expected,  traumatic  diaphragmatic 
herniae  are  much  more  common  in  males  because 
they  are  exposed  to  many  more  violent  injuries. 
The  ratio  is  about  92  males  to  8 females. 

The  actual  size  of  the  opening  in  the  dia- 
phragm depends  on  many  factors  and  naturally 
varies  a great  deal.  In  general  it  may  be  said 
that  penetrating  wounds  cause  smaller  hernial 
openings  than  does  blunt  trauma.  A penetrating 
wound  made  at  right  angles  to  the  direction  of 
the  muscle  fibers  causes  a much  larger  rent  than 
one  parallel  to  the  fibers.  This  is  due  to  the  re- 
traction of  the  cut  ends  of  the  muscle  bundles. 
The  hernial  ring  in  cases  due  to  blunt  trauma 
may  be  in  any  portion  of  the  diaphragm,  and  are 
much  more  common  on  the  left  side,  since  the 
liver  tends  to  protect  the  right  side.  Most  of 
such  tears  are  in  the  dome  of  the  diaphragm 
though  some  occur  laterally  due  to  the  avulsion 
of  the  diaphragm  from  its  attachments  to  the 
ribs.  Undoubtedly  many  smaller  tears  and 
wounds  of  the  diaphragm  heal  spontaneously  or 
are  plugged  with  omentum,  and  never  give  signs 
or  symptoms.  Immediately  following  rupture  of 
the  diaphragm  there  is  a tendency  for  the  pres- 
sure in  the  two  cavities  which  the  diaphragm 
separates  to  become  equalized.  Thus  the  negative 
pressure  in  the  thorax  tends  to  suck  the  intra- 
abdominal contents  into  the  chest,  while  the  posi- 
tive pressure  on  the  abdominal  side  aids  in  push- 
ing the  viscera  through  the  opening.  Every  intra- 
abdominal viscus  save  those  in  the  pelvis  have 
been  found  in  the  thorax. 

THE  SYMPTOMS 

The  signs  and  symptoms  of  traumatic  diaphrag- 
matic hernia  may  be  grouped  into  those  refer- 
able to  (1)  the  injury  itself,  (2)  the  cardio- 
respiratory system,  and  (3)  the  gastro-intestinal 
system.  The  injury  itself  produces  signs  and 
symptoms  that  come  on  at  once,  the  most  com- 
mon of  which  are  those  of  shock,  of  hemorrhage 
and  of  pneumothorax.  There  may  be  traumatic 
asphyxia  with  prolonged  unconsciousness.  The 
effects  produced  on  the  cardiorespiratory  or  gas- 
tro-intestinal systems  are  apt  to  appear  later. 
The  size  of  the  opening  in  the  diaphragm  de- 
termines fairly  accurately  to  which  of  the  two 
systems  the  majority  of  symptoms  will  be  re- 
ferred. 

With  a large  opening  there  is  little  danger  of 
strangulation  of  stomach  or  intestines  but  there 
is  an  excellent  opportunity  for  the  production  of 
pressure  symptoms  in  the  thorax  due  to  the  large 
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amount  of  viscera  which  herniate  through  the  big 
opening.  On  the  other  hand,  a small  tear  in  the 
diaphragm  constitutes  an  ideal  site  for  obstruc- 
tion to  a hollow  viscus  but  affords  little  possi- 
bility for  pressure  symptoms  to  develop  in  the 
thorax.  The  symptoms  referable  to  the  thorax 
are  (1)  dyspnea,  palpitation  or  a feeling  of 
suffocation,  all  of  which  are  exaggerated  after  a 
meal,  especially  if  the  patient  lies  down,  (2)  pain 
in  the  chest,  particularly  pain  referred  to  the 
neck  and  shoulder,  (3)  cyanosis,  (4)  cough.  The 
most  common  abdominal  symptoms  are,  (1)  in- 
digestion which  may  closely  simulate  peptic  ulcer 
or  gall-stones,  (2)  nausea  or  vomiting,  and  (3) 
the  symptoms  of  intestinal  obstruction. 

THE  PHYSICAL  FINDINGS 

The  physical  findings  likewise  may  be  either 
thoracic  or  abdominal.  The  most  characteristic 
findings  in  the  thorax  are  (1)  the  variation  in 
physical  signs  with  a change  in  the  position  of 
the  patient,  (2)  the  presence  of  gurgling  noises 
in  the  thorax,  sometimes  audible  without  the  aid 
of  a stethoscope,  (3)  asymmetry  of  the  chest  with 
immobility  of  the  affected  side,  (4)  displacement 
of  the  heart.  The  X-ray  findings  are  character- 
istic and  really  clinch  the  diagnosis.  A plain  film 
of  the  chest  may  show  above  the  diaphragm  a 
collection  of  gas  in  the  stomach,  colon  or  small 
bowel.  Following  a barium  meal  or  enema  the 
film  shows  clearly  what  portion  of  the  intestinal 
tract  is  in  the  pleural  cavity. 

Where  films  are  being  taken  on  a suspected 
case  of  diaphragmatic  hernia  the  patient  should 
be  in  the  recumbent  position;  otherwise  the  vis- 
cera may  slip  back  into  the  abdomen  where  there 
will  be  no  evidence  of  a hernia  even  though  one 
exists.  The  physical  examination  of  the  abdomen 
may  show  nothing  at  all,  a very  scaphoid  abdomen 
in  cases  where  much  of  the  viscera  is  in  the 
pleural  cavity  or  the  characteristic  signs  of  in- 
testinal obstruction.  The  colon  is  the  most  fre- 
quently strangulated  portion  of  the  gut  so  the 
signs  and  symptoms  are  those  of  low  obstruction, 
as  a rule. 

The  diagnosis  is  made  first  by  bearing  in  mind 
the  possibility  of  the  occurrence  of  a hernia 
through  the  diaphragm  in  patients  that  have  re- 
ceived severe  blunt  trauma  to  chest  or  abdomen 
or  have  had  possible  penetrating  wounds  of  the 
diaphragm.  Very  suggestive  of  diaphragmatic 
hernia  is  the  pain  referred  to  the  neck  and 
shoulder,  especially  if  combined  with  dyspnea  and 
suffocating  attacks  after  meals.  An  attack  of 
acute  intestinal  obstruction  in  a patient  who  has 
had  an  injury  capable  of  tearing  the  diaphragm 
should  always  suggest  a diaphragmatic  hernia. 
A flat,  plain  X-ray  film  of  the  chest  may  make  the 
diagnosis  certain,  but,  if  not,  a film  taken  in  the 
recumbent  position  after  a barium  enema  or  meal 
will  establish  or  refute  the  suspicion  of  a hernia. 


THE  TREATMENT 

The  treatment  of  traumatic  diaphragmatic 
hernia  is  surgical  repair  of  the  rent  in  the 
diaphragm.  The  ever  present  danger  of  intes- 
tinal obstruction  makes  it  imperative  that  early 
repair  be  done,  and  if  obstruction  has  occurred 
the  operation  should  be  done  at  once.  It  goes 
without  saying  that  the  initial  shock  should  be 
treated  first  and  the  patient  gotten  into  suitable 
condition  before  any  operation  be  considered.  It 
may  be  necessary  to  wait  several  days  or  weeks 
before  attempting  to  close  the  tear  in  the  dia- 
phragm. Much  has  been  written  on  the  advant- 
ages of  the  two  approaches  which  can  be  made  to 
repair  the  hernia,  i.e.,  the  transabdominal  and  the 
transthoracic.  A surgical  pneumothorax  is  pro- 
duced in  either  approach.  The  transthoracic  is 
the  route  which  appeals  to  me  most  for  the  fol- 
lowing reasons — (a)  an  easier  and  more  complete 
exposure  of  the  diaphragm  can  be  obtained,  (b) 
adhesions  between  the  abdominal  viscera  and  lung 
or  pericardium  can  be  more  readily  and  more 
safely  divided  and  (c)  the  sutures  can  be  placed 
more  accurately  and  with  less  danger  of  wound- 
ing the  heart,  esophagus  and  mediastinal  vessels. 
The  sole  disadvantage  would  appear  to  be  that 
exploration  of  the  abdomen  cannot  be  done  thor- 
oughly from  above.  Consequently,  when  one  is 
dealing  with  an  acute  traumatic  hernia  in  which 
there  is  likely  to  be  damage  to  the  abdominal  vis- 
cera or  in  which  there  there  is  actual  strangula- 
tion of  a hollow  viscus,  I prefer  the  transabdomi- 
nal route. 

It  has  been  demonstrated  of  late  that,  unless 
some  form  of  positive  pressure  anesthesia  is  used, 
the  pleural  cavity  can  be  more  safely  opened  if 
an  artificial  pneumothorax  has  been  induced 
previously.  Owing  to  the  fact  that  there  is  no 
sac  in  traumatic  diaphragmatic  hernia,  it  is 
usually  impossible  to  produce  an  artificial  pneu- 
mothorax, since  the  air  escapes  from  the  pleural 
cavity  into  the  abdomen  through  the  rent  in  the 
diaphragm.  In  the  case  of  large  herniae,  the  ab- 
dominal viscera  in  the  pleural  cavity  have  ac- 
complished! the  same  results  that  a pneumo- 
thorax would;  so  the  chest  can  be  widely  opened 
without  danger.  However,  where  smaller  herniae 
are  to  be  dealt  with  it  is  well  to  have  some  type 
of  positive  pressure  anesthesia  ready  in  case  the 
pneumothorax  is  not  well  tolerated. 

The  patient  is  placed  on  his  good  side  and 
slightly  on  his  back  with  a sand  bag  beneath  him. 
The  table  is  tilted  so  as  to  elevate  the  thorax. 
The  easiest  approach  is  through  an  intercostal 
incision  in  the  seventh  interspace  from  near  the 
sternum  to  the  mid-axillary  line.  A rib  spreader 
will  open  the  chest  widely  enough  to  give  free 
access  to  the  diaphragm.  The  phrenic  nerve  is 
identified  as  it  courses  down  the  mediastinum  and 
is  injected  with  1 per  cent  novocaine.  This 
paralyzes  the  diaphragm,  causing  it  to  rise  and 
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become  immobile  and  contributes  much  to  the 
ease  of  the  remainder  of  the  operation.  The  nerve 
may  be  crushed  with  one  bite  of  a hemostat  if  it 
is  thought  that  prolonged  immobility  of  the 
diaphragm  is  needed  to  insure  healing.  This  is 
especially  indicated  in  hernia  with  large  rings. 
The  contents  of  the  hernia  are  freed,  if  adherent, 
and  replaced  in  the  abdomen.  The  opening  in  the 
diaphragm  is  now  closed  by  overlapping  the 
edges  by  means  of  sutures  of  silk  much  as  is  done 
in  the  case  of  a ventral  hernia.  The  chest  wall  is 
closed  air  tight  in  layers  with  silk.  If  there  is 
any  respiratory  distress  the  lung  is  inflated  com- 
pletely while  the  last  stitch  in  the  pleura  and 
intercostal  muscles  is  being  tied;  if  not,  the  lung 
is  left  collapsed  and  allowed  to  expand  of  its  own 
accord. 

Cincinnati  General  Hospital. 

discussion 

Carl  R.  Steinke,  M.D.,  Akron : Dr.  Carter  has 
presented  the  subject  of  “Traumatic  Diaphrag- 
matic Hernia”  in  a very  clear,  concise  and  in- 
structive manner.  Having  had  two  cases  in  the 
female  is  unusual  as  the  ratio  is  about  10  males 
to  1 female.  The  second  case  was  out  of  the  ordi- 
nary as  only  colon  was  found  in  the  hernial 
opening.  I was  wondering  how  a congenital  or 
acquired  para-esophageal  type  could  be  definitely 
eliminated  as  there  were  no  abdominal  or  chest 
symptoms  at  the  time  of  injury  and  the  obstruc- 
tion seemed  rather  acute. 

There  has  been  a great  increase  in  the  number 
of  discovered  diaphragmatic  herniae  in  the  last 
fifteen  years  because  we  are  looking  for  them  and 
particularly  due  to  barium  meal  roentgeno- 


graphic  studies  with  the  patient  recumbent  or  the 
head  lowered.  This  is  especially  true  of  the  con- 
genital or  acquired  types.  When  a sac  is  present 
the  hernia  is  considered  congenital.  If  colon  or 
small  intestine  is  discovered  in  the  thorax,  early 
operation  should  be  done  to  avoid  obstruction. 

The  symptoms  are  contingent  upon  several 
factors;  altered  function  of  the  diaphragm,  the 
degree  of  increased  intrathoracic  pressure,  and 
the  amount  of  altered  function  in  the  herniated 
abdominal  viscera. 

If  operation  cannot  be  performed,  then  some 
form  of  phrenic  nerve  interruption  should  be 
done  as  a palliative  procedure.  Obese  patients 
should  reduce  weight  if  possible  because  of  the 
so-called  “full  abdomen”  interfering  with  the  re- 
turn of  the  intrathoracic  abdominal  viscera  into 
the  abdomen. 

Some  diaphragmatic  herniae  offer  technical 
difficulties.  When  the  opening  is  large  it  seems 
to  me  phrenic  nerve  crushing  is  preferable  to  in- 
jecting, as  the  diaphragm  has  time  to  heal  before' 
its  function  returns.  Fascia  lata  sutures  may  be 
used  to  advantage  where  there  seems  to  be  lack 
of  diaphragmatic  tissue.  This  may  be  easily  ob- 
tained with  a Masson  stripper  through  a small 
incis:on  at  the  upper  end  of  the  thigh  or  some- 
times preferably  starting  at  the  lower  outer  part 
of  the  thigh. 

The  coagulation  cautery  is  very  useful  to  check 
bleeding  deep  in  the  chest  when  the  vessels  are 
not  too  large  and  ligation  is  difficult. 

Intratracheal  or  some  form  of  pressure  anes- 
thesia allows  for  inflation  of  the  collapsed  lung 
just  before  the  chest  incision  is  completely 
sutured.  If  the  abdominal  approach  is  used,  this 
may  be  done  at  the  end  of  the  diaphragm  open- 
ing closure. 

Passage  of  a stomach  tube  facilitates  suturing 
hernial  openings  around  the  esophagus. 


A STUDY  OF  POST  DELIVERY  DEATHS  CAUSED  BY  EMBOLISM 

By  CLARENCE  T.  HEMMINGS,  M.D.,  F.A.C.S.,  Cleveland,  Ohio 


NO  obstetric  accident  is  quite  so  tragic  and 
no  situation  in  the  entire  field  of  obstet- 
rics is  quite  so  distressing  as  that  fol- 
lowing sudden  death  caused  by  embolism.  A sur- 
vey of  medical  literature  reveals  the  fact  that 
little  has  been  written  upon  embolism  complicat- 
ing the  puerperium. 

During  the  past  ten  years,  only  two  complete 
and  comprehensive  papers  appeared  in  medical 
literature;  one  by  Bunzel  in  May,  1927,  reporting 
a study  of  21  deaths  caused  by  pulmonary  em- 
bolism in  31,716  pregnant  patients  cared  for  in 
three  large  New  York  hospitals;  and  the  other 
article  by  Polak  and  Mazzola  issued  n October, 
1930,  showing  a report  of  3,734  obstetric  patients 
including  42  cases  of  thrombosis  and  embolism. 
In  neither  of  the  above  articles  did  the  authors 

Read  before  the  Section  on  Obstetrics  and  Gynecology, 
Ohio  State  Medical  Association,  at  the  89th  Annual  Meeting, 
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confine  their  study  to  the  post  delivery  phase  of 
the  subject. 

How  well  we  recall  the  agitation  and  furore 
produced  among  the  laity  and  medical  prac- 
titioners as  well,  by  the  appearance  during  the 
past  five  years,  of  lay  and  medical  publications 
announcing  our  high  national  puerperal  death 
rate  as  compared  to  other  countries.  Following 
the  first  major  publication  our  country  was 
literally  flooded  with  derogatory  criticisms  per- 
taining to  the  management  of  American  par- 
turients. Many  of  these  articles,  some  just  but 
most  of  them  unjust,  were  circulated  through 
the  medium  of  lay  journals  and  newspapers. 

It  quite  naturally  followed  that  the  self-re- 
specting obstetrician  located  in  various  parts  of 
the  country  was  forced  to  arise  and  combat  this 
propaganda  and  defend  his  profession  which  was 
so  carefully  built  by  himself  and  his  predecessors 
to  the  level  at  which  it  then  stood.  Organizations 
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for  the  purpose  of  investigations  were  formed  at 
several  medical  centers,  mainly  with  the  thought 
that  if  their  methods  of  prevention  and  treatment 
were  not  good,  they  stood  ready  to  rectify  them, 
but  if  good,  the  public  should  be  informed  ac- 
cordingly. 

One  of  the  first  organizations  of  this  kind  was 
originated  and  founded  March  12,  1932,  by  Dr. 
A.  J.  Skeel,  namely,  the  Cleveland  Hospital  Ob- 
stetrical Society.  The  first  meeting  of  this  body 
was  attended  by  the  heads  of  the  obstetrical  de- 
partments of  every  large  hospital  in  the  city  of 
Cleveland.  The  purpose  of  this  group  included 
the  investigation  of  methods,  procedures  and 
treatments  then  employed  in  the  management  of 
parturients  in  Cleveland  hospitals  with  the 
thought  in  view,  to  reduce  their  morbidities  and 
mortalities.  Since  the  maternal  death  rate  at 
that  time  was  a matter  of  much  concern,  the  first 
task  of  this  society  was  the  studying  of  all  ma- 
ternal deaths  occurring  in  the  city  since  January, 
1930.  Each  death  was  reviewed,  discussed,  and 
classified  as  to  its  cause.  The  program  of  the 
Cleveland  Hospital  Obstetrical  Society  was  so 
heartily  welcomed  by  other  obstetrical  groups 
throughout  the  State  of  Ohio  that  on  May  5,  1934, 
the  Hospital  Obstetric  Society  of  Ohio  was  con- 
ceived and  born.  Accurate  observations  on  a large 
scale  should  be  available  from  this  source. 

The  incentive  for  this  paper  was  developed 
while  reviewing  statistics  compiled  by  Dr.  Scott 
C.  Runnels,  secretary  of  the  Cleveland  Hospital 
Obstetrical  Society.  After  completing  a review 
of  the  causes  of  maternal  death  in  Cleveland  dur- 
ing the  five  year  period  from  1930  to  1934  in- 
clusive, involving  80,136  births,  we  were  greatly 
surprised  to  discover  that  embolism  was  respon- 
sible for  14.5  per  cent  of  our  delivery  deaths.  We 
found  a total  of  469  maternal  deaths  of  which 
254  were  classified  as  delivery  deaths,  i.e.,  deaths 
which  occurred  in  mothers  whose  babies  were  de- 
livered at  or  beyond  the  period  of  viability.  In 
these  254  delivery  deaths,  we  found  37  post- 
delivery embolic  deaths,  which  represents  an  in- 
cidence of  one  such  death  to  every  2,138  births 
included  in  the  survey  or  14.5  per  cent  of  the 
delivery  deaths  and  7.8  per  cent  of  the  total 
maternal  deaths.  Compared  to  reports  of  other 
American  cities  our  figures  are  relatively  high, 
for  example,  New  York’s  three  year  survey 
showed  that  the  post  delivery  embolic  deaths 
amounted  to  7.4  per  cent  of  the  delivery  deaths 
and  Philadelphia’s  two  year  study  reported  11.2 
per  cent  in  the  same  manner.  The  fact  that  our 
rate  was  high  gave  added  impetus  to  this  study 
which  has  involved  the  records  of  13  Cleveland 
hospitals. 

ETIOLOGY 

The  mystery  associated  with  the  etiology  of 
embolism  makes  this  subject  one  of  increasing  in- 
terest to  the  obstetrician.  Since  embolism  is  the 


end  result  of  thrombosis  we  will  attempt  to  sum- 
marize the  many  theories  connected  with  the 
causation  of  this  condition.  In  brief  the  out- 
standing contributing  factors  are  first,  trauma; 
second,  hemorrhage;  third,  infection;  fourth, 
venous  stasis,  and  lastly  phys:ologic  circulatory 
changes  and  adjustments.  These  factors  will  now' 
be  considered  in  order. 

Trauma — Unwarranted  trauma  during  de- 
livery whether  vaginal  or  abdominal  is  a common 
contributing  factor.  Thrombosis  is  produced  as 
the  result  of  damage  to  the  endothelium  of  the 
pelvic  veins.  According  to  Polak’s  observation, 
any  pelvic  procedure  which  implicates  the  pam- 
piniform or  hemorrhoidal  plexuses  is  frequently 
provocative  of  thrombosis  and  embolic  death. 
Solomons  believes,  that  varicosities  of  the  pelvic 
veins  being  easily  traumatized  predisposes  to 
thrombosis.  He  calls  attention  to  the  great  dan- 
ger in  pelvic  procedures  upon  women  with  large 
varicosities  of  the  legs  and  thighs  which  are  only 
outward  manifestations  of  the  pathology  w'hich 
is  present  wuthin  the  pelvis.  Post  delivery  throm- 
bosis, as  it  follows  abdominal  section,  is  a trau- 
matic entity  which  is  all  too  frequent  and  may 
give  rise  to  embolism  as  is  quite  evident  in  our 
survey. 

Hemorrhage — In  the  following  report  hemor- 
rhage plays  such  an  important  role  (an  incidence 
of  51  per  cent)  that  although  hemorrhage  in 
itself  contributes  to  venous  stasis  still,  it  is 
worthy  of  a place  in  the  etiological  classification 
of  thrombosis  and  embolism.  Walters,  a well 
known  authority  on  thrombosis  states  that  hemor- 
rhage following  delivery  lowers  the  blood  pres- 
sure. This  fall  in  blood  presure  with  consequent 
slowing  of  the  blood  stream  is  sufficient  to  cause 
clot  formation.  Intravascular  coagulation  is  pro- 
duced by  the  resulting  increase  of  blood  platelets 
and  leucocytes.  The  leucocytes  are  knowrn  to  fur- 
nish thromboplastic  substances  which  play  an  im- 
portant part  in  the  coagulation  of  blood. 

Infection — Next  in  order  of  importance,  infec- 
tion as  indicated  by  morbidity,  showred  an  in- 
cidence of  48  per  cent  in  the  cases  of  our  series. 
Morton  expresses  the  view  that  the  special  factor 
concerned  is  infection  with  a non-hemolytic  strep- 
tococcus which  normally  inhabits  the  female  geni- 
tal tract.  Quoting  DeLee  from  the  most  recent 
edition  of  his  text  on  Obstetrics:  “I  have  never 
seen  a thrombosis  where  infection,  either  en- 
dogenic or  exogenic,  could  be  ruled  out.  Veit  be- 
lieves the  same.  Thrombosis  may  follow'  as  a 
direct  result  of  an  intestinal  infection. 

“In  1929-31  a marked  increase  in  the  incidence 
of  thrombosis  and  embolism  both  medical  and  sur- 
gical was  noted  all  over  the  world  and  this 
evoked  numerous  studies  on  the  subject  by  Diet- 
rich,  Bancroft  and  Brown — without  much  gain  of 
knowledge  however.  After  all  I believe,  no  infec- 
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tion,  no  embolism — an  opinion  shared  by  Gideon 
Wells.” 

However  true  the  foregoing-  statements  regard- 
ing the  infectious  causation  of  thrombosis  may 
be,  on  the  contrary  it  has  been  said  by  path- 
ologists of  note  that  an  infected  thrombus  de- 
veloping and  degree  of  inflammatory  reaction 
seldom  results  in  embolus  and  death.  To  verify 
this  assertion  we  reviewed  9,180  consecutive  births 
at  St.  Luke’s  Hospital  and  found  55  cases  of 
phlegmasis  alba  dolens.  Only  two  of  these  re- 
sulted in  pulmonary  embolism  and  death. 

Venous  Stasis — This  is  a well  known  contribut- 
ing factor.  It  is  produced  in  many  instances  by 
mechanical  pressure  of  the  gravid  uterus  upon 
the  venous  system  of  the  pelvis  which  pressure  in 
turn  produces  venous  enlargements.  Other  fac- 
tors, such  as  obesity,  hypotension,  toxemia, 
anemia  and  fibroids  predispose  to  venous  stasis. 
Uterine  torsion  likewise  increases  venous  disten- 
tion and  sacculation.  The  resulting  distention  of 
the  veins  produces  a slowing  of  the  circulation 
within  them.  This  change  in  the  blood  flow  forms 
eddies  which  allow  the  platelets  and  white  blood 
cells  to  linger  in  the  periphery  of  the  vessel  where 
the  stream  is  the  slowest — these  lay  down  on  the 
endothelium,  a white  coagulin  from  which  the 
thrombus  starts. 

Physiologic  Circulatory  Changes  and  Adjust- 
ments— Walters  shows  that  many  physiologic 
changes  and  adjustments  follow  every  delivery 
whether  vaginal  or  abdominal.  Those  which  seem 
to  favor  the  formation  of  post  delivery  throm- 
bosis and  embolism  are : 

(1)  Decrease  in  the  metabolic  activities. 

(2)  Decrease  in  the  rate  of  blood  flow  with 
decrease  in  blood  pressure. 

(3)  Changes  in  the  cellular  constituents  of  the 
blood  (increase  of  platelets  and  leucocytes). 

The  above  theory  may  explain  those  cases  of 
emoblic  death  in  which  unusual  delivery,  trauma, 
infection,  hemorrhage  or  stasis  seemed  to  have 
played  no  part. 

SYMPTOMATOLOGY 

We  thoroughly  agree  with  Bunzel  in  the  state- 
ment that  the  symptomatology  is  clear  cut  and 
almost  pathognomonic  in  the  majority  of  cases  of 
embolism.  In  regard  to  the  signs  and  symptoms 
of  pulmonary  embolism  in  our  study,  the  most 
constant  are,  sudden  pain  in  the  chest  anteriorly 
or  posteriorly,  well  marked  cyanosis  and  dys- 
pnoea, cough,  rapid  weak  pulse,  shallow  respira- 
tions, with  air  hunger  and  cold  clammy  extremi- 
ties. Any  combination  of  the  above  signs  and 
symptoms  may  be  present  and  in  some  instances 
are  preceded  by  a sharp  cry. 

Almost  all  of  the  pulmonary  type  present  at 
least  three  of  the  above  signs  and  symptoms 
along  with  very  definite  physical  signs  in  the 


chest.  These  signs  usually  include  dulness  on 
percussion,  diminished  or  bronchial  breath  sounds, 
and  the  presence  of  rales  most  frequently  found  at 
the  base  of  either  lung.  It  is  said  the  right  lung  is 
more  commonly  involved.  In  this  type  in  which 
pulmonary  signs  and  symptoms  had  developed 
our  series  showed  several  cases  which  developed 
high  temperatures,  39  to  40  degrees  Centrigrade, 
and  occasionally  were  accompanied  with  a chill. 

In  the  cardiac  group,  death  was  sudden  with 
but  few  symptoms  whereas  the  cerebral  types 
were  accompanied  with  hemiplegia  and  local 
paralyses.  Several  of  our  cases  sat  erect  in  bed, 
gasped  a few  times  and  fell  over  dead,  while  one 
was  found  dead  in  bed. 

The  confusion  among  relatives  produced  by 
such  a sudden  and  tragic  death  has  made  it  prac- 
tically impossible  to  procure  permits  for  autop- 
sies. In  our  study,  at  least,  we  found  that  the 
attending  physicians,  for  the  lack  of  autopsy 
findings  were  forced  to  depend  upon  clinical 
symptoms  for  diagnosis. 

REVIEW  OF  THE  THIRTY-SEVEN  CASES 

Our  series  of  37  cases  represents  all  of  the  post 
delivery  deaths  caused  by  embolism  in  the  city  of 
Cleveland  over  a period  of  five  years  from  1930 
to  1934  inclusive.  These  deaths  were  found  in  the 
80,136  births  reported  to  the  Board  of  Health 
during  that  period  and  classified  by  the  Cleve- 
land Hospital  Obstetrical  Society  as  deaths 
caused  by  embolism.  It  may  be  of  interest  to 
know  that  46,505  of  the  above  births  occurred  in 
Cleveland  hospitals. 


I. 

PLACE  OF  DELIVERY 


1 

| Number 

Per  cent 

Delivered  in  hospital 

1 24  | 

64.9 

Delivered  in  the  home 

. 13 

35.1 

II. 

PLACE 

OF  DEATH 

1 

, N umber 

Per  cent 

Died  in  hospital 

1 23  | 

62.2 

Died  at  home 

1 14  | 

37.8 

III. 

ATTENDANT  AT  DELIVERY 


j Number 

Per  cent 

Physician 

1 33  | 

89.2 

Midwife 

1 4 | 

10.8 

1 1 

Obstetrician 

1 14  | 

37.8 

General  Practitioner 

i 19  | 

51.4 
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Our  series  showed  that  23  or  62  per  cent  of 
the  cases  died  in  hospitals  whereas  14  or  37  per 
cent  died  in  their  homes.  The  deliveries  occurring 
in  the  hospitals  amounted  to  24  or  64  per  cent 
while  those  delivered  in  homes  were  13  or  35  per 
cent.  Thirty-three  cases  of  this  series  or  89  per 
cent  were  delivered  by  physicians  while  four  or 
10.8  per  cent  by  midwives  alone  and  two  or  5 per 
cent  by  physicians,  the  midwife  being  in  attend- 
ance. Each  midwife,  from  whom  a report  was  ob- 
tained, was  very  careful  to  mention  that  her  case 
was  delivered  spontaneously  and  without  fever. 
At  any  rate  midwives’  patients  were  not  free 
from  embolic  deaths. 

Turning  now  to  the  question  of  color  we  find 
that  35  or  94.5  per  cent  were  white  patients 
whereas  two  or  5.5  per  cent  were  colored.  The 
incidence  of  embolism  in  the  white  patients  of  our 
series  was  one  to  every  2,091  births  whereas  in 
the  colored  race  it  was  one  to  3,440  births. 


In  this  group  of  37  cases,  there  were  18  multi- 
parous and  19  primiparous  patients.  Little  or 
nothing  could  be  inferred  from  the  parity  of  these 
patients. 
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IV. 

DEATHS  BY  RACE 


N umber 

Per  cent 

White  | 

35  | 

94.6 

Negro 

2 I 

5.4 

Yellow 

0 1 

0 

Whites — 1 embolic  death  to  every  2,091  births 
Negroes — 1 embolic  death  to  every  3,440  births 


We  found  that  the  age  of  these  patients  ranged 
from  16  to  45  years.  Embolus  occurred  in  two 
patients  between  the  ages  of  16  and  20,  in  eleven 
cases  between  21  and  25,  in  ten  patients  between 
26  and  30,  in  eight  cases  between  31  and  35,  in 
two  patients  between  36  and  40  and  in  four 
women  between  41  and  45.  The  incidence  ran  very 
high  in  women  between  21  and  30  years  of  age 
with  a marked  drop  after  35. 
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AGE  OF  PATIENTS 


llo -20 

21-25 

2 b ~30 

31-35 

3(9-40 

41-45 

Considering  the  matter  of  pre-natal  care,  we 
find  that  29  or  78.3  per  cent  had  adequate  pre- 
natal care  whereas  e^ght  or  21.7  per  cent  had  no 
care  whatsoever.  This  tells  us  that  although  good 
pre-natal  caie  leads  to  better  obstetric  results, 
still  in  this  series  it  did  not  prevent  the  occur- 
rence of  embolism.  During  the  pre-natal  visits  six 
patients  were  known  to  have  varicosities  of  the 
extremities,  two  of  whom  also  presented  vulval 
varicosities  and  one  reported  mark-ed  hemorrhoids. 
Thirty-one  or  83  per  cent  of  the  patients  reported 
no  varicosities  which  indicates  that  external  vari- 
cosities were  much  in  the  minority  in  this  series. 


VII. 

TYPE  OF  PRE-NATAL  CARE 


Number 

Per  cent 

Adequate  prenatal  care 

29  | 

78.3 

No  prenatal  care 

8 

21.7 

VARICOSITIES 
(Reported  at  pre-natal  visits) 

| Number 

Per  cent 

Total  external  varicosities 

1-6  | 

17 

Varicosities  of  extremities 

1 4 | 

10.8 

Var.  of  extremities  and  vulva  | 1 

2.7 

Var.  of  ext.,  vulva  and  anus  1 

2.7 

Let  us  now  turn  to  the  consideration  of  labor 
and  delivery.  Regarding  the  length  of  labor  in 
the  primiparous  group  we  can  conclude  nothing 
as  labor  in  this  class  averaged  17  hours  which  is 
about  one  hour  short  of  the  average  length  for 
that  class,  the  longest  labor  being  36  hours  and 
the  shortest  two  hours.  The  multiparous  patients 
recorded  long  and  tedious  labors,  the  longest 
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being  72  hours  and  the  shortest  one  hour,  the 
average  being  16  hours.  We  again  agree  with 
Bunzel  in  that  the  very  rapid  labor  plays  little  or 
no  part  in  the  formation  of  embolus. 

Chart  VIII. 

3ZH 

TYPE  OFDELIVERY 


SPONTANEOUS 

Z3.(o°/0 


LOW  FORCEPS 

CESAREAN 

PROPHYLACTIC  F 

MID  FORCERS 

BREECH  EXT. 

VEfvSIOKKEXT 

HIGH  FORCEPS 

7M 


Before  considering  the  various  types  of  de- 
livery in  this  series  it  is  necessary  to  mention  the 
fact  that  38  babies  were  delivered  to  37  mothers, 
one  being  a twin  delivery,  both  babies  being  de- 
livered by  forceps.  Regarding  the  various  types 
of  delivery  we  find  that  nine  patients  were  de- 
livered normally,  eight  by  low  forceps,  seven  by 
Caesarean  section,  six  by  prophylactic  forceps, 
three  by  mid-forceps,  one  by  high  forceps,  two  by 
breech  extraction  and  two  by  version  and  extrac- 
tion. In  combination  with  the  mid  and  high  for- 
ceps group,  the  Scanzoni  maneuver  and  manual 
rotation  were  found  to  be  used  two  times  each. 
Here  we  find  that  the  incidence  for  normal  de- 
livery to  be  23.6  per  cent  while  that  of  operative 
interference  was  76.4.  It  is  quite  apparent  from 
the  foregoing  figures  that  the  operative  inter- 
ference is  over  three  times  that  for  the  spon- 
taneous type  of  delivery. 


IX. 


LENGTH  OF  LABOR 


| Average 
| labor 

Longest  Shortest 

Primiparous 

Group 

| 17  hrs.  | 

36  hrs.  | 

2 hrs. 

Multiparous 

Group 

| 16  hrs.  | 

72  hrs. 

| 1 hr. 

Both  Groups 

| 16^  hrs.  | 

Caesarean  section  takes  third  place  in  line  of 
incidence.  This  can  be  explained  by  the  fact  that 
embolism  is  more  commonly  found  where  the 
pelvis  is  entered  through  the  abdomen  than 
through  the  vagina.  Polak  quotes  68  per  cent 
against  29  per  cent  respectively.  This  merely 
shows  us  that  embolism  is  an  added  risk  that  the 
patient  must  assume  when  we  elect  Caesarean 
as  a means  of  delivery. 


Hemorrhage  during  labor  and  delivery  presents 
a momentous  clinical  problem  and  takes  second 
place  in  our  study  as  a strong  predisposing  cause 
to  post  delivery  embolism. 

Reverting  for  the  moment  to  statistics  on  this 
subject  we  find  the  incidence  of  pulmonary  em- 
bolism in  pregnancy  in  general  is  about  0.1  per 
cent  but  among  those  cases  delivered  by  Caesar- 
ean section  it  reaches  1.5  per  cent,  and  for  all 
cases  of  placenta  praevia  it  is  about  2 per  cent. 
Many  authors  have  admitted  that  there  is  more 
blood  loss  during  Caesarean  section  than  in  most 
vaginal  deliveries.  This  additional  blood  loss  ac- 
cording them  their  conclusions,  is  the  cause  for 
the  increase  in  the  embolic  incidence  after  ab- 
dominal section.  This  holds  true  for  all  placenta 
praevia  and  ablatio  cases. 

X. 

HEMORRHAGE 


Number 

Per  cent 

Increased  Bleeding 

5 1 

13.5 

Brisk  Bleeding 

14  | 

37.8 

Total 

19  | 

51.3 

Blood  Counts  from  Laboratory  Records 
on  these  patients 

Red  Blood  Cells — never  in  excess  of  3,500,000 
usually  2,400,000  to  2,700,000 

Hemoglobin — range — 40  to  62  per  cent 

Blood  Transfusions — only  3 in  19  cases  of 

hemorrhage 


In  our  study  there  were  seven  Caesarean  sec- 
tions performed  (six  classical  and  one  low  cer- 
vical). In  three  of  these,  there  was  no  increased 
bleeding  reported,  while  the  remaining  four  were 
done  for  placenta  praevia,  two  cases,  and  ablatio 
placenta,  two  cases.  Including  these  last  four 
sections,  our  review  still  shows  19  or  51  per  cent 
of  our  cases  reported  as  having  increased  or  brisk 
hemorrhage.  Available  blood  counts  in  these  19 
cases  showed  the  red  blood  corpuscles  ranging 
from  2,400,000  to  2,700,000  and  the  hemoglobin 
between  40  and  62  per  cent.  These  hemorrhages 
with  their  resulting  anemia  have  been  a strong 
predisposing  cause  of  thrombosis  in  our  series. 

XI. 

MORBIDITY* 


| Number 

Per  cent 

Morbid 

1 18  | 

48.7 

Not  morbid 

1 19  | 

51.3 

* Standard — a continuous  temperature  of  38  de- 
grees Centigrade  or  above  for  more  than  36 
hours. 

Nine  cases  of  phlebitis  were  included  in  those 
declared  morbid. 
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As  to  morbidity  we  found  18  or  48  per  cent  of 
the  cases  declared  as  morbid,  using  as  a standard, 
a continuous  temperature  of  38  degrees  Centri- 
grade  or  above  for  more  than  36  hours.  Since  an 
elevation  of  temperature  is  our  only  clinical  in- 
dication of  infection  and  since  only  48  per  cent  of 
our  cases  showed  elevation,  we  can  not  agree  with 
Dr.  DeLee,  that  all  emboli  following  delivery  are 
the  result  of  infection.  Furthermore  only  nine  or 
24  per  cent  were  reported  to  have  phlebitis  and 
all  of  these  were  included  in  the  above  cases  re- 
ported as  febrile.  According  to  Dr.  Bunzel’s  sur- 
vey he  found  only  four  patients  in  whom  the 
signs  of  phlebitis  were  recorded,  the  saphenous 
veins  being  the  site  in  each  case. 


XII. 

Types  of  Embolism 


I 

Pulmonary 

Number  Per  cent 

| 32  | 87 

Cerebral 

| 3 | 8 

Cardiac 

1 2 | 5 

(Coronary) 

Let  us  now  consider  the  type  of  embolism  found 
in  this  series.  Thirty-two  cases  or  86  per  cent 
were  definitely  of  the  pulmonary  type,  three  or  8 
per  cent  of  the  cerebral  type,  two  of  which  pre- 
sented a hemiplegia,  while  a third  showed  local 
paralyses,  and  lastly,  two  patients  were  of  the 
cardiac  or  coronary  embolic  type.  Of  the  latter 
five  cases,  three  gave  history  of  rheumatic  endo- 
carditis. 

XIII. 


TIME  OF  EMBOLIC  ATTACK 


During  delivery 

1 2 

cases 

First  24  hours 

1 9 

U 

Between  2nd  and  9th  days 

1 io 

u 

Between  10th  and  14th  days 

1 12 

u 

Between  15th  and  22nd  days 

4 

u 

Days  Showing  Greatest  Incidence 
1st  day  postpartum — 9 cases 
14th  day  postpartum — 6 cases 

As  to  the  time  at  which  these  emboli  took  place 
our  study  shows  that  two  cases  developed  emboli 
during  the  delivery.  During  the  first  24  hours 
there  were  nine  cases.  Between  the  second  and 
ninth  days  post  partum  there  were  10  cases,  be- 
tween the  tenth  and  fourteenth  days  there  were 
12  cases  and  between  the  fifteenth  and  twenty- 
second  days  four  cases.  The  days  post  partum 
showing  the  greatest  incidence  were  the  first  with 
nine  cases  and  the  fourteenth  with  six  cases.  It 
is  of  interest  to  note  that  nine  cases  occurred 
during  the  first  twenty-four  hours.  This  fact 
might  raise  the  question  as  to  whether  or  not 


some  of  these  sudden  deaths  were  due  to  shock. 
The  Philadelphia  County  Medical  Society  and  the 
U.  S.  Bureau  of  Vital  Statistics  may  have 
adopted  the  heading,  “Embolus  and  Sudden 
Death”  for  the  same  reason.  However  this  may 
be,  the  Cleveland  Hospital  Obstetrical  Society  has 
carefully  studied  the  reports  and  records  of  these 
37  deaths  and  has  declared  them  embolic  deaths. 

Regarding  medication  we  see  no  direct  bearing 
upon  the  causation  of  post  delivery  embolism. 
However,  it  was  noted  that  blood  transfusion  was 
used  as  a therapy  only  three  times  in  the  19 
cases  classified  as  having  increased  or  brisk 
hemorrhage.  We  believe  that  an  incidence  of  51 
per  cent  of  hemorrhage  in  this  review  would  in- 
dicate a more  free  use  of  blood  transfusion. 

We  regret  to  say  that  no  autopsies  were  per- 
formed in  this  series.  Autopsy  in  these  cases 
would  be  most  valuable  as  an  aid  in  clearing  the 
mystery  that  surrounds  embolic  deaths. 

TREATMENT 

The  treatment  of  post  delivery  embolism  for 
the  most  part  is  prophylactic  in  character.  Pre- 
vention is  much  more  timely  than  the  usual 
sedatives,  supportive  and  stimulative  measures 
used  after  the  onset  of  this  condition.  From  the 
prophylactic  viewpoint  we  recommend : (1)  more 
thorough  pre-natal  study  in  reference  to  the  com- 
bating of  obesity,  hypotension,  anemia  and 
toxemia,  all  of  which  predispose  to  venous  stasis; 

(2)  the  development  of  better  aseptic  technic  to 
limit  infections;  (3)  the  reduction  of  operative 
interferences  to  decrease  trauma  during  delivery; 

(4)  the  reduction  of  blood  loss  during  labor  and 
delivery  and  the  combating  of  this  blood  loss  by 
the  more  free  use  of  blood  transfusions  and  lastly, 

(5)  in  overcoming  circulatory  stasis,  we  recom- 
mend the  employment  of  passive  motion  in  the 
form  of  routine  leg  exercises. 

SUMMARY 

(1)  The  total  incidence  of  post  delivery  em- 
bolism in  a series  of  80,136  births  was  0.04  per 
cent.  Post  delivery  embolism  in  this  study  pre- 
sented an  incidence  of  7.8  per  cent  of  the  total 
deaths  and  14.5  per  cent  of  the  delivery  deaths. 

(2)  The  incidence  of  post  delivery  embolism 
was  more  than  three  times  greater  where  opera- 
tive interference  was  used  than  in  normal  de- 
liveries. 

(3)  Caesarean  section  rated  second  in  inci- 
dence of  all  operative  procedures. 

(4)  The  mortality  rate  was  highest  between 
26  and  30  years  of  age. 

(5)  Adequate  pre-natal  care  did  not  prevent 
embolism  in  78  per  cent  of  our  series. 

(6)  The  average  duration  of  labor  in  all  cases 
was  16%  hours. 

(7)  The  most  outstanding  causative  factors  in 
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this  review  were  hemorrhage,  trauma,  infection 
and  venous  stasis. 

(8)  Available  blood  counts  generally  revealed 
a well  marked  secondary  anemia. 

(9)  Symptoms  of  phlebitis  were  present  in 
only  24.3  per  cent  of  the  patients. 

(10)  Medication  used  had  no  direct  bearing  on 
the  causation  of  embolism. 

CONCLUSIONS 

(1)  The  outstanding  causative  factors  of  post 
delivery  embolism  are  trauma,  hemorrhage,  in- 
fection, venous  stasis  and  physiological  circu- 
latory changes  and  adjustments. 

(2)  The  treatment  of  post  delivery  embolism 
is  prophylactic  in  character. 

(3)  The  above  causative  factors  can  be  pre- 
vented by : 

a.  A more  thorough  pre-natal  study  of 
obesity,  hypotension,  anemia  and  toxemia. 

b.  The  development  of  better  aseptic  tech- 
nic to  prevent  infection. 

c.  The  reduction  of  operative  interference 
to  reduce  trauma. 

d.  The  reduction  of  blood  loss  during  labor 
and  delivery. 

e.  More  liberal  employment  of  blood  trans- 
fusions. 

f.  Routine  leg  exercises  to  combat  circula- 
tory stasis. 

(4)  In  order  to  improve  our  understanding 
and  knowledge  of  post  delivery  thrombosis  and 
embolism  we  must  insist  on  autopsies  performed 
by  obst-etrically  minded  pathologists. 

10515  Carnegie  Avenue. 
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DISCUSSION 

F.  W.  Milward,  M.D.,  F.A.C.S.,  Lakewood, 
Ohio:  The  author  of  this  paper  has  gone  into 

his  subject  so  thoroughly  that  any  discussion  by 
me  will  be  more  in  the  nature  of  emphasis.  There 
are  two  particular  points  which  in  my  experience 
should  be  part;cularly  emphasized.  The  first  of 
these  is  the  question  of  diagnosis. 

I believe  that  not  infrequently  the  diagnosis  of 
pulmonary  embolus  is  incorrectly  made,  and  I 
further  believe  that  this  is  true  not  only  in  ob- 
stetrics but  in  surgery  as  well.  The  error  in 
diagnosis  might  very  easily  be  made  because  as 
we  know  some  of  the  major  signs  of  pulmonary 
embolism  are  fomffi  in  other  conditions. 

There  is  an  incident  that  I know  about  very 
definitely  that  will  best  present  this  point.  A 


patient  had  been  delivered  about  two  hours  when 
her  obstetiician  came  in  for  a final  look.  The 
nurse  had  just  stepped  out  for  a moment  thinking 
everything  was  as  it  should  be.  Much  to  his  sur- 
prise the  patient  was  in  dire  straits,  she  was 
cyanotic,  cold,  clammy,  gasping  for  breath,  and 
ho  ding  her  hand  tightly  to  her  chest.  He  became 
somewhat  excited  and  ran  out  looking  for  a 
nurse.  The  resident,  who  had  accompanied  him, 
went  a little  further  and  examination  disclosed 
an  acute  dilatation  of  the  stomach.  This  con- 
dition was  promptly  cured  by  means  of  a stomach 
tube  and  a binder.  In  this  case  the  obstetrician 
firmly  believed  that  his  patient  had  had  pulmon- 
ary embolism.  As  far  as  signs  were  concerned, 
he  could  not  be  greatly  blamed  and  undoubtedly 
he  would  have  discovered  the  true  condition  in  a 
very  few  minutes,  but  we  know  the  p'cture  is  a 
complexing  one  and  I believe  that  until  we  are 
able  to  get  postmortem  examinations  in  these 
tragic  cases  a goodly  percentage  of  them  will  be 
called  pulmonary  embolism  incorrectly. 

The  second  point  I would  like  to  emphasize  is 
“low”  blood  pressure.  We  all  pay  particular  at- 
tention to  increased  blood  pressures  and  to  blood 
pressures  that  are  increasing  but  I believe  that  it 
is  definitely  possible  to  reduce  the  incidence  of 
puhnonary  embolism  by  using  every  method  at 
our  control  to  raise  the  blood  pressure  in  the 
hypotensive  cases.  I do  not  mean  to  claim  that 
low  blood  pressure  is  the  only  facture  in  the  pro- 
duction of  a thrombus  but  I think  we  all  agree 
that  there  is  a definite  relation.  But  my  plea  is 
that  during  the  pre-natal  care  of  patients  instead 
of  being  satisfied  that  a pressure  around  100  to 
110  is  normal,  that  we  might  consider  it  definitely 
abnormal  and  take  appropriate  means  to  in- 
crease it.  This  suggestion  is  merely  given  not 
with  any  effort  or  attempt  to  establish  the 
scientific  basis  for  the  type  of  patient  that  all  of 
us  see  at  times,  that  is,  the  patient  who  has  all 
sorts  of  exaggerated  symptoms  during  the  long 
months  of  her  pregnancy. 

This  type  of  patient  always  has  a very  low 
blood  pressure  when  the  long  chain  of  complaints 
either  this  type  of  thing  is  due  to  metabolic  or 
circulatory  or  other  factors,  is  not  the  point.  I 
believe  firmly  that  the  use  of  thyroid,  strychnine, 
iron,  calcium,  liver,  exercise,  and  anything  else 
that  will  tend  to  increase  the  pressure  will  defi- 
nitely help  to  reduce  a number  of  these  tragic 
cases  at  least  in  some  degree. 

I believe  that  the  author  of  this  paper  deserves 
parFcffiar  commendation  for  the  exhaustive  study 
that  he  has  made  and  particularly  because  he  had 
to  travel  all  over  the  town  talking  to  hospital 
authorities,  doctors,  and  midwives  about  patients 
that  were:  deceased,  and  in  addition  to  that  being 
an  uncomfortable  thing  to  do.  I am  sure  we  all 
agree,  it  must  have  been  hard  work. 

— OSMJ  — 

AGRANULOCYTOSIS 

Pentnucleotide  is  undoubtedly  the  most  rational 
remedy  for  agranulocytosis  as  it  is  the  only 
drug  which  stimpulates  the  maturation  of  primi- 
tive whrte  cells  into  granulocytes  without  any 
protein-shock  reaction.  . . . One  reason  that  we 
have  not  been  more  fortunate  in  this  country 
may  be  insufficient  dosage,  and  in  a severe  case 
it  seems  desirable  to  inject  50  ml.  a day.  It  is 
therefore  to  be  hoped  that  some  means  will  be 
found  for  abolishing  the  unpleasant  s‘de-actions 
of  the  drug,  so  that  doses  of  this  order  can  be 
given  with  safety. — Prof.  L.  J.  Witts,  Proceed- 
ings of  the  Royal  Society  of  Medicine,  29:671 
(April)  1936. 


A CRITICAL  ANALYSIS  OF  THE  DIAGNOSIS  AND  SURGICAL 
TREATMENT  OF  THYROID  CONDITIONS 

By  NORRIS  W.  GILLETTE,  A.B.,  M.D.,  F.A.C.S.,  Toledo,  Ohio 


rip'HE  increase  in  our  knowledge  of  the  action 
of  the  internal  secretion  of  the  endocrine 
glands  has  been  of  value  in  explaining 
some  occasional  failures  to  alleviate  the  symp- 
toms of  thyrotoxicosis  following  the  surgical 
treatment  of  the  thyroid  gland,  but  it  has  also 
vastly  complicated  the  diagnosis  of  thyrotoxi- 
cosis. The  cardinal  symptoms  of  toxic  goitre, 
such  as  tachycardia,  palpitation,  loss  in  weight, 
tremor  of  the  hands,  nervousness,  and  mental 
instability  may  on  occasion  be  directly  or  indi- 
rectly produced  by  these  other  glands  if  they  are 
abnormally  active. 

A difficulty  arises  in  the  diagnosing  of  the 
overactivity  of  these  endocrines  from  the  fact 
that  no  method  has  been  devised  to  determine 
their  action,  either  normal  or  abnormal.  The  in- 
jection of  adrenalin  will  produce  every  symptom 
that  hyperthyroidism  does,  and  the  same  is  true 
of  hyperadrenalism.  Overstimulation  of  the 
ovaries  may  bring  about  the  same  result. 

McGregor  of  Hamilton,  Ontario,  maintains 
that  persistence  of  the  symptoms  following  thy- 
roidectomy is  due  to  an  enlarged  thymus  and 
has  submitted  some  convincing  cases  to  prove 
his  contention.  The  anterior  lobe  of  the  pituitary 
body  produces  a secretion  which  apparently  di- 
rectly affects  and  stimulates  the  thyroid  to  the 
extent  that  hyperthyroidism  has  been  diagnosed 
whereas  it  was  only  functionally  at  fault  and 
the  pituitary  body  was  the  primary  cause  of  the 
trouble.  With  all  of  these  other  factors  enter- 
ing into  the  diagnosis  of  hyperthyroidism,  there- 
fore, the  difficulty  of  determining  whether  a 
goitre  should  be  treated  or  removed,  or  left  un- 
treated and  allowed  to  improve  by  itself  and 
some  other  gland  cared  for,  is  of  the  utmost  im- 
portance. 

The  determination  of  the  basal  metabolism 
with  the  basal  metabolism  machine  was  the  first 
mechanical  device  to  give  any  information  that 
might  lead  to  a correct  diagnosis  of  thyroid  dis- 
turbance, and  its  use  has  been  and  still  is  valu- 
able. It  has  its  faults,  however.  Its  determina- 
tion is  made  on  an  average  of  all  people  of  a 
certain  height  and  weight,  and  gives  the  rate 
of  oxydization  of  the  body.  This  rate  varies 
extremely,  however,  in  individual  instances,  and 
the  variation  is  enough  at  times  to  make  the 
diagnosis  by  the  machine  alone  unreliable.  Collar 
has  reported,  for  instance,  50  cases  of  hyper- 
thyroidism with  normal  basal  metabolism  read- 
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ings.  Israel  Bram  reported  74  cases  of  Grave’s 
Disease,  untreated,  with  B.M.R.  readings  within 
a normal  variation  range.  I have  60  cases  on 
whom  I have  performed  thyroidectomies  with 
normal  basal  metabolism  reading  who  have  been 
clinically  improved  following  the  operation,  and 
whose  pathological  pictures  showed  toxic  goitres. 
Frequently  in  the  moderately  toxic  cases  which 
later  go  on  to  the  virulent  type  we  find  the  read- 
ings to  be  less  than  plus  10  per  cent  variation 
from  the  normal,  and  it  is  therefore  unsafe  to 
depend  absolutely  for  diagnosis  on  the  B.M.R. 
reading. 

The  Impedance  Angle  machine,  which  is  a de- 
termination of  the  electrical  resistance  and 
capacity  of  an  individual,  was  developed  about 
ten  years  ago,  and  adds  something  to  our  diag- 
nostic armamentarium.  Its  action  is  based  on 
the  fact,  demonstrated  by  G.  W.  Crile,  that  there 
is  an  increased  ionization  of  the  body  cells  in 
toxic  goitre,  thus  establishing  an  easier  pathway 
through  the  body  for  electrical  current.  On 
comparative  figures  the  B.M.R.  in  a series  of  104 
cases  reported  by  M.  A.  B.  Brazier  the  B.M.R. 
was  62  per  cent  accurate  and  the  impedance 
angle  test  82  per  cent  accurate.  It  will  take 
5,000  reported  cases  before  definite  conclusions 
can  be  determined.  On  my  own  impedance  angle 
machine,  however,  the  impedance  angle  test 
seems  to  be  more  accurate  in  determining  the 
presence  of  mild  thyrotoxicosis  than  is  the  basal 
metabolism  test.  It  does  not,  however,  seem  to 
determine  the  degree  of  activity  of  the  gland  to 
the  extent  that  the  metabolic  rate  test  does. 

The  sphygmotonograph,  which  is  the  record- 
ing blood  pressure  apparatus  developed  by  Tycos, 
gives  some  indication  of  the  presence  of  thyro- 
toxicosis through  the  type  of  curve  made  by  the 
heart  affected  by  thyroxin.  It  is  to  some  extent 
a diagnostic  machine,  in  addition  to  being  a more 
accurate  blood  pressure  recording  apparatus.  The 
determination  of  blood  iodine  gives  perhaps  as 
definite  an  indication  of  the  presence  of  thyro- 
toxicosis as  does  any  mechanical  or  chemical 
method.  Up  to  recently  this  test  has  been  so 
difficult  that  it  has  been  unusable  from  a prac- 
tical standpoint.  Roy  G.  McCullough’s  test  has 
simplified  the  determination  so  that  a well 
equipped  laboratory  can  now  do  it,  and  makes  it 
available  as  perhaps  the  best  method  for  the 
determination  of  the  activity  of  the  thyroid  gland. 
It  is  not  necessary  to  do  this  test  in  those  cases 
which  are  frankly  suffering  from  a toxic  goitre, 
but  in  those  cases  of  questionable  diagnosis  I be- 
lieve it  to  be  of  great  value. 

The  normal  iodine  content  of  the  blood  is  7 to 
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11  micrograms  per  hundred  CC’s  of  blood.  The 
iodine  increases  in  thyrotoxicosis  very  markedly. 
It  will  also  increase  with  other  conditions  such 
as  shock,  excitement  or  injury,  and  it  is  neces- 
sary, therefore,  to  take  the  blood  to  be  tested 
with  the  patient  in  a calm  state.  All  of  these 
tests  are  of  the  greatest  value  in  indeterminate 
symptomology.  . The  frank  case  of  toxic  goitre 
needs  no  test,  but  the  small  buried  goitre  which 
is  so  common  in  this  part  of  the  country  and 
which  weighs  perhaps  only  30  to  50  grams  when 
removed,  is  so  frequently  overlooked  and  the 
patient  left  to  suffer  with  an  unsatisfactory 
diagnosis  of  heart  disease  and  nervousness  that 
every  available  method  of  making  diagnosis 
should  be  utilized  before  condemning  the  patient 
to  a life  of  misery. 

The  clinical  symptoms  are  not  constant  in 
goitre.  As  I have  said,  the  patient  with  all  of 
the  cardinal  symptoms  outstanding,  the  diagnosis 
of  the  patient  can  be  made  as  the  patient  walks 
into  the  consulting  room.  In  some  cases  the 
neurological  side  is  accentuated,  with  only  a 
moderate  degree  of  heart  trouble.  The  extreme 
nervousness,  which  may  go  eventually  into  a 
definite  psychosis  and  which  is  improved  in  thy- 
roidectomy, may  not  have  commensurate  heart 
irritability,  and  the  same  condition  may  hold  true 
with  a rapid  and  overactive  heart  and  the  patient 
having  a very  good  nervous  self-control. 

In  my  work  at  the  Toledo  State  Hospital  I 
have  operated  upon  patients  and  obtained  a good 
result  with  complete  elimination  of  the  psychosis 
with  the  heart  beat  not  over  80  per  minute.  The 
two  associated  symptoms  of  nervousness  and  a 
pounding  heart  should  be  enough  to  make  a care- 
ful diagnostician  suspect  and  either  rule  out 
or  diagnose  thyrotoxicosis.  It  has  been  my  ex- 
perience that  the  longer  the  patient  has  a toxic 
goitre  the  longer  will  be  the  convalescence  and 
the  poorer  the  post-operative  result.  Also,  there 
is  a direct  relationship  between  the  length  of 
time  of  the  toxicity  to  the  probability  of  post- 
operative storm. 

With  careful  diagnosis  and  a good  pre-opera- 
tive treatment,  operative  mortality  has  been  re- 
duced to  a very  low  point.  There  will  always  be 
an  occasional  post-operative  death  as  long  as  the 
patients  wait  before  coming  to  surgery  until  the 
heart  is  nearly  ruined,  unless  the  surgeon  hand- 
picks his  cases  to  such  an  extent  that  he  oper- 
ates upon  no  patient  with  a high  basal  metabolic 
rate.  There  are  some  goitre  patients  who  be- 
come toxic  so  rapidly  and  so  virulently  that  they 
can  never  be  brought  to  operation,  but  these 
are  extremely  rare,  and  while  the  use  of  iodine 
and  sedatives  has  made  many  more  patients  oper- 
atable,  multiple  operations  are  occasionally  still 
necessary,  either  ligation  or  lobectomy,  as  the 
surgeon  prefers. 

As  in  most  other  diseases  if  the  patient  is 
brought  early  to  the  surgeon  rather  than  treated 


until  he  is  nearly  dead  before  given  the  benefit 
of  surgery,  the  mortality  rate  could  be  brought 
almost  to  the  vanishing  point.  Many  methods 
of  treatment  have  been  used  to  eliminate  the 
effects  of  thyrotoxicosis.  Nearly  every  patient 
who  comes  to  the  surgeon  has  been  given  a course 
of  treatment  by  some  physic' an,  the  basis  of  the 
medical  treatment  generally  bemg  iodine  in  some 
form.  X-ray  and  radium  have  been  tried  and  are 
still  being  tried  repeatedly. 

Certain  preparations  brought  out  by  the 
pharmaceutical  houses,  such  as  serum  from  thy- 
roidectomized  horses  and  whole  blood  from  sheep 
and  cattle  as  advocated  by  Minnig,  have  been 
used.  The  fact  remains  that  while  surgery  still 
lacks  something  of  perfection,  it  yet  remains  the 
best  method  of  the  treatment  of  patients  suffer- 
ing with  thyrotoxicosis.  If  careful  examinations 
have  been  made,  and  as  a result  of  the  diagnoses 
of  thyrotoxicosis  the  goitres  have  been  removed, 
we  can  expect  a wide  variation  in  results  vary- 
ing from  100  per  cent  recovery  downward  to  a 
complete  failure,  these  latter  of  course  being  very 
rare. 

It  is  these  partial  failures  that  cause  the  sur- 
geon a great  deal  of  trouble,  and  it  is  because  of 
these  partial  and  occasional  failures  that  I put 
so  much  accent  on  a correct  diagnosis.  If,  there- 
fore, we  have  a partial  failure  in  spite  of  the 
most  careful  and  painstaking  diagnosis,  there  are 
certain  routes  open  to  the  surgeon  to  improve 
his  result.  A long  period  of  rest  with  continuous 
medication  consisting  of  iodine  and  other  drugs 
may  bring  about  a favorable  result.  If  the 
patient  has  improved  very  decidedly  for  a few 
months  and  then  gradually  becomes  toxic,  it  is 
entirely  possible  that  the  few  remaining  cells 
that  the  surgeon  has  left  may  have  increased  to 
such  an  extent  that  it  will  be  proper  to  reopen 
the  neck  and  remove  every  vestige  of  the  thyroid 
gland  that  can  be  found.  To  my  knowledge  one 
patient  was  reopened  eight  times  by  different 
surgeons,  each  time  a portion  of  the  thyroid 
gland  being  removed,  but  the  growth  was  so 
rapid  that  it  was  hardly  possible  to  keep  the  re- 
currence within  bounds. 

In  accordance  with  McGregor’s  idea  an  X-ray 
of  the  thymus  gland  can  be  tried  to  reduce  the 
toxicity.  I have  done  this  in  one  case  with  what 
appears  to  be  a good  result.  The  patient  has 
gained  weight  and  the  heart  has  slowed.  George 
W.  Crile’s  remarkable  work  on  the  adrenal  glands 
has  opened  up  a new  line  of  treatment  by  the 
avulsion  of  the  terminal  branches  of  the  auto- 
nomic nervous  system  as  they  enter  the  adrenals. 
This  is  with  the  idea  of  stopping  the  drive  on 
the  adrenals  and  the  lessening  of  the  secretion  of 
adrenalin,  with  the  resulting  improvement  of  the 
patient.  I have  operated  upon  nine  of  these  pa- 
tients who  had  had  previous  operations  for  toxic 
goitre,  and  five  of  them  have  made  good  re- 
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coveries  and  decided  improvement  and  were  able 
to  go  back  to  their  normal  existence.  The  other 
four  have  not  been  improved. 

The  difficulty  is  in  selecting  the  type  of  pa- 
tient on  which  to  do  the  operation.  It  is  possible 
that  the  four  on  which  I did  the  denervation  and 
obtained  no  beneficial  results  were  not  cases  of 
hyperadrenalism,  though  there  was  no  other  ap- 
parent cause  for  the  condition.  On  one  of  these 
patients  at  a later  date  I reopened  the  neck  and 
removed  a moderate  enlargement  of  the  thyroid 
gland  the  size  of  an  ordinary  hickory  nut,  with 
a slight  improvement.  Dr.  Joseph  DeCourcy,  of 
Cincinnati,  has  advocated  a partial  adrenalec- 
tomy on  both  sides  for  the  same  condition  as  the 
denervation  is  done.  The  reduction  in  adrenal 
secretion  should  be  proportionate  to  the  amount 
of  adrenal  gland  removed.  I believe,  however, 
that  the  denervation  operation  is  preferable  be- 
cause of  the  lesser  likelihood  of  physiological 
death.  The  most  difficult  gland  to  approach  sur- 
gically which  affects  the  thyroid  and  continues 
the  symptoms  of  thyrotoxicosis  is  the  anterior 
lobe  of  the  pituitary,  and  while  there  is  no  ques- 
tion that  this  gland  can  stimulate  the  thyroid  to 
overaction  and  give  the  symptomology  of  recur- 
rent hyperthyroidism,  it  is  in  all  probability  the 
gland  which  is  the  least  often  at  fault.  The  total 
removal  of  the  ovaries  in  many  cases  seems  to 
have  no  effect  whatsoever  on  the  patient,  but  in 
other  cases  gives  symptomatology  of  thyrotoxi- 
cosis, the  secretion  of  the  ovaries  seeming  to  act 
as  a balance  wheel  on  the  thyroid  gland,  without 
which  the  thyroid  becomes  overactive  and  may 
enlarge. 

SUMMARY 

The  diagnosis  of  hyperthyroidism  is  frequently 
not  made  because  of  dependence  on  the  basal 
metabolism  test  rather  than  on  clinical  symptoms. 
The  Impedance  Angle,  the  sphygmotomograph 
and  the  blood  iodine  tests  are  valuable  aides  in 
determining  hyperthyroidism.  The  symptoms  of 
hyperthyroidism  occurring  after  thyroidectomy 
may  be  due  to  growth  of  thyroid  tissue,  hyper- 
adrenalism, hypertrophy  of  the  anterior  lobe  of 
the  pituitary  gland,  or  the  removal  of  the 
ovaries. 

320  Michigan  Street. 

discussion 

Dr.  E.  R.  Arn,  Dayton,  Ohio:  In  a rather  broad 
experience  in  the  diagnosis  and  surgical  manage- 
ment of  diseases  of  the  thyroid  gland,  we  have 
found  the  determination  of  the  basal  metabolic 
rate  to  be  an  exceedingly  valuable  diagnostic  and 
therapeutic  guide.  In  rare  exceptions,  the  in- 
formation obtained  from  a single  basal  metabolic 
rate  will  be  found  to  be  at  complete  variance 
with  the  clinical  observations.  Since  thyroid  sur- 
gery is  rarely,  if  ever,  an  emergency  measure, 
repeated  basal  metabolism  tests  should  be  carried 
out  in  all  doubtful  cases.  A single  basal  meta- 
bolism test  is  of  little  value  unless  the  evidence 
derived  from  it  is  carefully  weighed  with  the  his- 


tory and  clinical  findings.  It  is  possible  that 
there  are  rare  instances  in  which  hyperthyroid- 
ism may  be  associated  with  normal  or  depressed 
basal  metabolism.  When  operation  is  done  on 
cases  in  which  there  is  disparity  between  the 
clinical  observations  and  repeated  basal  meta- 
bolism tests,  the  likelihood  of  favorable  sympto- 
matic improvement  is  not  as  good  as  when  the 
basal  metabolism  test  and  clinical  symptoms 
coincide. 

Our  experiences  in  18  cases  of  persistent  hyper- 
thyroidism, in  which  bilateral  adrenal  denerva- 
tion was  done,  were  uniformly  disappointing.  We 
have  discontinued  performing  this  operation. 

We  have  followed  with  great  interest  the  im- 
portant researches  of  Curtis  and  McCullough  on 
the  determination  of  blood  iodin  content  as  a 
diagnostic  aid.  Because  of  the  rather  elaborate 
technique  involved  we  have  not  yet  instituted  this 
procedure.  It  is  our  hope  that  the  technique  will 
be  simplified  to  an  extent  that  will  permit  of 
more  wide  use  of  this  undoubtedly  valuable  and 
rational  test. 

In  those  cases  in  which  the  symptoms  of  hyper- 
throidism  persist  after  partial  thyroidectomy,  it 
is  quite  likely  that  a sufficient  amount  of  thyroid 
tissue  was  not  removed.  In  such  cases  the  subse- 
quent removal  of  even  minute  amounts  of  the 
remaining  thyroid  tissue  wfill  usually  abolish  the 
evidences  of  persistent  hyperthyroidism. 

— oSM  J — 

FRASER’S  VITAMIN  CHART 

A vitamin  chart,  prepared  by  Dr.  Robert  Jor- 
dan Fraser  and  published  by  Photopress,  Inc., 
731  Plymouth  Court,  Chicago,  Illinois,  price  $2.00, 
size  29x36  inches,  is  intended  to  hang  upon  the 
office  wall.  Information  concerning  vitamins, 
their  effects  upon  the  general  normal  functions 
of  the  organs,  the  symptoms  resulting  from  their 
deficiency  in  the  diet,  and  general  facts  of  in- 
terest about  them,  is  classified  with  a reference 
in  each  case  to  the  original  journal  article  used 
as  authority.  Altogether  630  references  to  author 
and  journal  are  given.  Emphasis  is  put  upon  the 
application  of  the  available  knowledge  of  vita- 
mins to  medicine  through  better  understanding  of 
the  course  and  treatment  of  certain  dietary  de- 
ficiency diseases.  This  chart  should  be  very  useful 
to  the  physician.  The  reviewer  feels  that  the  in- 
formation in  regard  to  the  distribution  of  vita- 
mins in  foods  should  be,  as  far  as  possible,  in 
terms  of  units  per  pound  of  food,  that  is  on  a 
quantitative  basis;  rather  than,  as  in  the  chart, 
simply  divided  into  two  groups:  (1)  high  in 

vitamin  content  and  (2)  fair  in  vitamin  content. 
However,  it  must  be  remembered  that  such  quan- 
titative data  is  not  available  in  all  cases.  Never- 
theless, if  dietetics  is  to  be  put  upon  a scientific 
basis,  we  must  know  the  requirements  for  each 
food  essential  in  terms  of  quantitative  units  and 
further  w*e  must  know’  the  average  vitamin  con- 
tent of  each  food  in  terms  of  the  same  units. — By 
Prof.  J.  F.  Lyman,  Ohio  State  University. 

— OSM  J — 

As  regards  therapeutic  management  of  cases 
of  Vitamin  B deficiency,  there  is  one  agent  to 
which  the  patient  responds  readily,  namely, 
Brewer’s  yeast.  All  of  the  known  or  as  yet  sus- 
pected Vitamin  B fractions  are  contained  therein, 
and  response  of  the  patient  is  usually  rather 
orompt  and  generally  gratifying. — G.  Louis  Wel- 
ler, Jr.,  Med.  Ann.  of  D.  C.,  5:93,  April,  1936. 


THE  DIAGNOSIS  AND  TREATMENT  OF  PULMONARY  TUMORS 

By  SAMUEL  BROWN,  M.D.,  Cincinnati,  Ohio 


DURING  the  past  two  or  three  decades  there 
has  been  noted  a definite  increase  in  the 
frequency  of  intrathoracic  tumors,  which 
has  been  ascribed  by  some  observers  to  improved 
methods  of  examination,  while  others  believe  that 
there  has  been  an  actual  increase  in  the  number 
of  such  cases.  However  that  may  be,  intra- 
thoracic tumors  are  of  sufficient  frequency  to 
claim  our  attention  as  regards  their  diagnosis 
and  treatment. 

At  the  present  time  there  are  three  methods  of 
treatment  of  tumors,  namely:  surgery,  roentgen 
ray,  and  radium.  The  result  of  any  method  will 
depend  upon  the  earliest  possible  diagnosis  of  the 
disease.  Unfortunately,  an  early  diagnosis  of  an 
intrathoracic  tumor  is  the  exception  and  not  the 
rule.  This  is  due  to  the  fact  that  in  most  cases 
the  tumor  is  far  advanced  before  the  patient  be- 
comes aware  that  there  is  something  amiss. 
Often  symptoms  are  so  mild  that  even  the  physi- 
cian may  fail  to  attach  any  importance  to  them. 
It  is  evident  that  the  public  must  be  educated  to 
consult  a physician  as  soon  as  any  chest  ailment 
is  noted  and  the  physician  on  his  part  should 
make  a thorough  investigation  of  his  patient  re- 
gardless of  the  lack  of  severe  symptoms  or  the 
absence  of  physical  signs  pointing  to  an  intra- 
thoracic tumor.  This  examination  should  include 
an  X-ray  study  of  the  chest  which  in  all  likeli- 
hood will  enable  him  to  obtain  definite  informa- 
tion as  to  the  presence  of  a new  growth.  If,  how- 
ever, the  X-ray  fails  to  discover  anything  abnor- 
mal one  should  not  discharge  the  patient  until  a 
bronchoscopic  examination  is  made.  Such  an 
examination  may  reveal  an  early  new  growth  in 
the  bronchus  which  does  not  cast  a shadow  on  the 
roentgenogram. 

The  X-ray  study  must  consist  of  a careful 
fluoroscopic  observation  of  the  chest  from  every 
possible  angle.  This  must  be  supplemented  by 
roentgenograms  in  at  least  two  positions:  antero- 
posterior and  lateral.  Such  an  examination  will 
enable  one  to  recognize  and  localize  any  abnormal 
shadow  in  the  thoracic  cavity.  A knowledge  of 
the  exact  position  and  relation  of  this  shadow  to 
the  surrounding  structures  will  help  to  determine 
its  probable  origin  and  nature.  The  examination 
is  often  aided  by  the  lipiodol  injection  of  the 
tracheo-bronchial  tree.  Such  a procedure  may 
yield  information  of  great  diagnostic  value.  The 
usual  finding  is  complete  obstruction  or  a bron- 
chus, although  occasionally  in  very  early  cases 
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narrowing  with  irregularity  in  the  outline  of  the 
walls  may  be  observed.  Aspiration  of  pleuritic 
flu;d,  a frequent  complication  in  intrathoracic 
tumors,  and  the  introduction  of  air  in  the  pleural 
cavity  are  often  used  as  supplementary  aids  in 
the  diagnosis  of  tumors.  As  a rule  the  X-ray 
diagnosis  of  intrathoracic  tumors  is  not  difficult 
but  occasionally  it  may  tax  the  ingenuity  of  even 
experienced  roentgenologists. 

Intrathoracic  tumors  chiefly  arise  from  the  fol- 
lowing structures:  Thoracic  cage,  mediastina, 

lungs,  and  pleurae.  Those  which  arise  from  the 
thoracic  cage  may  originate  from  the  bony  skele- 
ton, muscles,  or  nerves.  The  diagnosis  of  these 
tumors  is  readily  made  by  physical  examination. 
At  times  these  tumors  encroach  upon  the  intra- 
thoracic structures  and  their  exact  diagnosis  is 
made  more  difficult.  The  X-ray  will  often  help  to 
determine  the  origin  of  the  tumor  by  revealing 
the  presence  of  abnormal  changes  in  the  bones  of 
the  thorax.  The  treatment  of  these  tumors  is 
usually  surgical.  Malignant  tumors  will  oc- 
casionally yield  to  roentgen  therapy. 

SUPERIOR  MEDIASTINAL  TUMORS 

The  mediastina  are  the  sites  of  many  types  of 
tumors.  The  superior  mediastinum  is  most  fre- 
quently involved,  but  fortunately  the  new  growths 
are  usually  benign  and  often  originate  from  the 
thyroid.  They  are  recognized  on  the  roentgeno- 
gram as  oval  shaped  masses,  sharply  outlined, 
overlapping  the  lower  cervical  and  the  upper 
dorsal.  vertebrae.  At  times  the  lower  pole  of  the 
mass  may  encroach  upon  the  anterior  medias- 
tinum, displacing  or  obscuring  the  arch  of  the 
aorta.  The  trachea  is  frequently  deviated  to  the 
right.  Within  the  mass  there  are  often  recognized 
calcified  and  sometimes  even  osseous  deposits. 
Roentgenologically,  it  is  not  possible  to  determine 
if  any  malignant  degeneration  has  taken  place. 
The  possibility  of  the  existence  of  an  aneurysm 
in  this  region  should  be  kept  in  mind.  The  sharp- 
ness of  the  outline  of  the  lower  pole  of  the  mass, 
the  lack  of  expansile  pulsation,  and  the  clinical 
history  will  enable  one  to  differentiate  the  tumor 
from  an  aneurysm. 

ANTERIOR  MEDIASTINAL  TUMORS 

The  anterior  mediastinum  is  next  in  frequency 
in  being  the  site  of  tumor  formation.  The  tumors 
may  be  primary  or  secondary,  benign  or  malig- 
nant. They  vary  in  size  a great  deal.  At  times 
they  occupy  the  entire  region  between  the  root  of 
the  neck  and  the  diaphragm  obscuring  the  heart 
and  great  blood  vessels.  Occasionally  the  tumor 
may  extend  to  the  right  or  left  obscuring  an 
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Fig.  1-a.  Anterior  mediastinal  tumor  overlapping  the  Fig.  1-b.  Complete  retrogression  the  anterior  medias- 

great  blood  vessels  and  heart.  (Before  treatment).  tinal  tumor.  (After  treatment). 


entire  lung;  thus  making  it  more  difficult  to  de- 
termine the  exact  origin  of  the  tumor.  They  are 
also  readily  confused  with  aneurysms  which  are 
so  frequently  found  in  this  region.  The  clinical 
history  and  absence  of  expansile  pulsation  may 
help  in  the  differentiation  between  an  aneurysm 
and  tumor.  The  therapeutic  test,  i.e.,  the  ap- 
plication of  X-ray  to  the  tumors  may  be  helpful. 
An  aneurysm  will  show  no  change,  while  a new 
growth  may  show  more  or  less  retrogression. 
Benign  tumors  as  a rule  are  not  affected.  In 
general,  anterior  mediastinal  tumors  have  been 
found  to  be  the  most  susceptible  to  roentgen 
therapy. 

The  following  case  illustrates  the  value  of 
roentgen  therapy  in  the  treatment  of  anterior 
mediastinal  tumors. 

Mr.  W.  V.,  age  33,  admitted  in  1927  to  the 
Jewish  hospital  in  a desperate  condition.  He  was 
markedly  dyspneic  and  there  was  edema  of  the 
face  and  neck  with  marked  engorgement  of  the 
veins.  An  X-ray  examination  revealed  a large 
tumor  in  the  anterior  mediastinum.  (Fig.  1-a). 
Roentgen  therapy  was  immediately  begun.  An 
improvement  in  his  condition  was  noted  within 
twenty-four  hours.  He  received  daily  treatment 
for  the  next  seven  days.  On  the  tenth  day  he 
was  discharged  from  the  hospital.  An  X-ray  ex- 
amination showed  almost  complete  retrogression 
of  the  tumor.  (Fig.  1-b).  The  patient  was  well 
until  this  year  when  there  was  noted  a dense 
shadow  at  the  base  of  the  right  lung,  which  has 
not  as  yet  been  affected  by  roentgen  therapy. 

POSTERIOR  MEDIASTINAL  TUMORS 

In  the  posterior  mediastinum  enlarged  glands 


are  frequently  encountered  as  a result  of 
metastasis  or  lymphoblastomas.  As  a rule  these 
glandular  enlargements  respond  favorably  to 
X-ray  treatment.  Occasionally  primary  tumors 
develop  in  this  region  which  are  not  recognizable 
in  the  usual  anteroposterior  view  of  the  chest, 
being  entirely  obscured  by  the  heart  shadow. 
Such  tumors  can  be  demonstrated  in  the  lateral 
view.  Being  in  close  proximity  to  the  esophagus 
they  frequently  exert  pressure  upon  it.  When 
the  latter  is  rendered  visible  by  an  opaque  sub- 
stance it  is  possible  to  recognize  the  extent  of 
the  growth. 

BRONCHOGENETIC  TUMORS 

Pulmonary  tumors  may  arise  in  the  bronchi  or 
parenchyma.  The  X-ray  diagnosis  will  depend 
upon  the  type  of  the  new  growth,  the  location, 
and  the  changes  which  follow  its  presence.  A 
small  growth  involving  the  major  bronchi  which 
has  not  produced  an  obstruction  cannot  be  demon- 
strated by  the  X-ray.  Continued  growth  of  the 
tumor  will  eventually  produce  complete  bronchial 
occlusion  with  secondary  lung  changes.  The  find- 
ings are  those  of  atelectasis.  These  are  a homo- 
geneous dense  shadow  of  the  involved  lobe  or 
lung,  the  density  of  which  approaches  that  of  the 
heart  with  displacement  of  the  latter  to  the 
affected  side.  The  diaphragm  is  elevated.  The 
ribs  are  drawn  closer  to  each  other,  and  the  in- 
volved half  of  the  chest  appears  smaller. 

New  growths  originating  from  the  peribron- 
chial tissue  present  an  area  of  consolidation  in 
the  hilar  region  which  may  extend  into  the  pul- 
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Fig.  2-a.  Pulmonary  tumor  of  the  left  lower  lobe. 
(Before  treatment). 


Fig.  3-a.  Pulmonary  tumor  of  the  right  lower  lobe. 
(Before  treatment). 


monary  field.  The  abnormal  shadow  may  be 
found  sharply  defined  or  irregular  in  outline.  In 
advanced  cases  it  may  invade  the  entire  lung. 
Pleural  effusion  is  a frequent  complication.  In 
these  cases  the  mediastinal  structures  are  often 
displaced  to  the  unaffected  side.  Spontaneous 
pneumothorax  often  occurs  as  a result  of  rupture 
of  the  diseased  lung. 

Parenchymal  neoplasms  resemble  in  their  ap- 
pearance lobar  consolidation,  but  unlike  them  the 
dense  homeogeneous  shadow  is  not  limited  in  its 
configuration  to  the  shape  of  a lobe  but  is  usually 
circular  in  its  outline,  both  in  the  anterior  and 
lateral  aspects.  These  tumors  are  readily  recog- 


Fig.  2-b.  Marked  retrogression  of  the  pulmonary  tumor. 
(After  treatment). 


Fig.  3-b.  Marked  retrogression  of  the  pulmonary  tumor. 
(After  treatment). 

nizable,  but  occasionally  they  strongly  resemble 
cysts  or  aneurysms  from  which  they  must  be 
differentiated. 

The  treatment  of  lung  tumors  with  any  method 
is  not  very  satisfactory.  The  surgeon  finds  it 
difficult  to  remove  such  growths  because  of  their 
inaccessibility.  There  is,  however,  some  en- 
couragement in  recent  reports  where  such  opera- 
tions were  undertaken  with  fairly  good  success. 
Roentgen  therapy  so  far  has  failed  to  produce 
anything  like  a permanent  cure,  but  frequently 
there  was  observed  remarkable  temporary  im- 
provement in  many  of  the  cases  under  treatment, 
as  the  following  illustrate. 
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Fig.  5-a.  Metastatic  tumor  in  the  left  lower  lobe.  (Be- 
fore treatment). 

Mr.  I.  S.  (Case  II),  age  65,  was  referred  for 
examination  because  of  a chronic  cough,  hemopty- 
sis and  pain  in  the  chest.  The  X-ray  revealed  a 
dense  shadow  in  the  region  of  the  lower  lobe  on 
the  left  side.  (Fig.  2-a).  Roentgen  therapy  re- 
sulted in  a marked  retrogression  of  the  tumor. 
(Fig.  2-b).  Patient  remained  well  for  about  nine 
months,  when  the  growth  recurred  and  further 
treatment  was  of  no  benefit. 

Mrs.  T.  L.  (Case  III),  age  54,  was  referred  be- 
cause of  pain  in  the  chest,  chronic  cough  and 
hemoptysis.  The  X-ray  revealed  a dense  shadow 
in  the  region  of  the  lower  lobe  of  the  right  lung 
which  was  diagnosed  as  a pulmonary  tumor. 
(Fig.  3-a).  Because  of  a difference  of  opinion 
regarding  diagnosis,  the  patient  was  re-examined 
twice,  four  and  six  weeks  later,  but  with  the 
same  X-ray  findings.  Roentgen  therapy  was  then 
instituted.  The  tumor  underwent  considerable 
retrogression,  (Fig.  3-b)  and  the  patient  was 
clinically  much  better.  Several  months  later,  she 


Fig.  5-b.  Complete  retrogression  of  the  tumor.  (After 
treatment).  i 

returned  with  a recurrence  with  evidence  of 
atelectasis  of  the  right  lung. 

Miss  A.  R.  (Case  IV),  5 years  old,  complained 
of  a cough  for  several -months  which  was  con- 
sidered to  be  due  to  a simple  bronchitis  and 
treated  as  such,  but  without  improvement.  Ex- 
amination of  the  chest  revealed  a dense  homogene- 
ous shadow  at  the  base  of  the  right  lung.  (Fig. 
4-a).  Roentgen  therapy  was  applied  with  almost 
immediate  clinical  improvement.  Re-examination 
of  the  chest  one  month  later  showed  complete 
retrogression  of  the  new  growth.  (Fig.  4-b). 
The  child  remained  well  for  many  months  when 
the  chest  lesion  recurred  accompanied  by  para- 
plegia, evidently  as  a result  of  spinal  metas- 
tasis. 

NEW  GROWTHS  OF  THE  PLEURA 

Pleuritic  tumors  are  only  occasionally  en- 
countered. As  a rule  the  diagnosis  is  difficult  to 
make  because  of  the  associated  pleuritic  effusion. 
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In  one  case  after  aspiration  of  the  fluid  and  in- 
duction of  a pneumothorax,  it  was  possible  to 
recognize  nodular  masses  along  the  diaphrag- 
matic pleura  which  were  interpreted  as  a pri- 
mary malignancy  and  confirmed  by  post  mortem. 
Roentgen  therapy  produced  no  effect. 

METASTATIC  LESIONS 

Metastasis  may  occur  in  the  bronchial  glands, 
parenchyma,  or  pleura  and  are  readily  recognized. 
The  condition  is  usually  hopeless  and  yet  it  is 
surprising  what  roentgen  therapy  may  accom- 
plish. Several  such  cases  have  been  treated.  In 
some  of  them  the  metastatic  nodules  retrogressed 
entirely  and  the  patients  survived  for  several 
years. 

Mr.  D.  K.  (Case  V),  age  38,  was  operated  for 
a teratoma  testis.  He  developed  abdominal  and 
chest  metastases.  (Fig.  5-a).  With  roentgen 
therapy  the  abdominal  and  chest  masses  com- 
pletely retrogressed.  (Fig.  5-b).  Patient  re- 
mained well  for  eight  years  and  died  suddenly. 
The  exact  cause  of  his  death  is  not  known,  but  it 


is  reasonable  to  assume  that  it  must  have  been 
due  to  metastasis  in  some  vital  region. 

CONCLUSION 

The  roentgenologic  diagnosis  of  intrathoracic 
tumors  is  made  easier  by  the  use  of  the  antero- 
posterior and  lateral  views  of  the  chest.  These 
two  views  enable  one  to  localize  the  exact  position 
of  the  new  growth  and  to  determine  its  probable 
origin.  The  differentiation  between  benign  and 
malignant  neoplasms  is  often  aided  by  the  use  of 
the  therapeutic  test.  Most  malignant  growths 
show  definite  retrogression,  while  the  benign 
tumors  are  little  affected.  A number  of  patients 
were  treated  with  the  X-ray.  Many  of  them 
showed  a definite  temporary  improvement.  Those 
with  mediastinal  tumors  reacted  more  favorably. 
The  failure  to  obtain  results  of  a more  permanent 
nature  is,  in  our  opinion,  due  to  the  fact  that 
practically  most  of  the  cases  were  already  in  an 
advanced  stage  of  the  disease. 
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BASIC  PRINCIPLES  IN  THE  MANAGEMENT  OF  THE  MYOPIAS 


By  IVOR  G.  CLARK,  M.D.,  Columbus,  Ohio 


THE  development  of  gene  frequency  pro- 
cedures in  the  study  of  heredity  has  forced 
a reconsideration  of  our  concepts  of 
myopia.  Students  of  heredity  have  developed 
techniques  that  compel  respect  and  some  of  their 
conclusions  collide  with  cherished  opinions  of 
ophthalmologists.  In  myopia  this  contrast  in  view 
is  particularly  significant. 

inheritance 

The  fact  that  high  myopia  is  hereditary  may 
be  regarded  as  established.  The  factor  of  myopia 
due  to-  increased  corneal  curvature  is  dominant 
and  axial  myopia  is  recessive.  With  reference  to 
lower  degrees  of  myopia  the  evidence  is  not  so 
convincing  but  here,  too,  the  preponderant 
opinion  upholds  the  hereditary  significance  of  the 
condition.  This  statement  is  supported  by  the  ex- 
tensive studies  of  Jablonski,  Clausen,  Vogt, 
Czellitzer,  Yama  Vaki,  Lieper,  Steiger,  Weinberg, 
Fleisher  and  others. 

Weinberg’s  figures  are  significant.  He  ex- 
amined the  brothers  and  sisters  of  31  myopes 
whose  parents  were  not  myopic  and  discovered 
three  to  be  myopic.  W'hen  one  parent  was  myopic, 
of  12  patients,  six  were  near-sighted  individuals. 
These  figures  harmonize  with  the  calculated 
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standard  for  a recessive  characteristic.  Steiger 
studied  95  individuals  where  one  or  both  parents 
were  near-sighted  and  found  70  instances  of 
myopia.  Fletcher  selected  17  families  where  one 
parent  was  highly  myopic.  About  half  of  the 
children  were  myopic.  Czellitzer  of  Berlin  has 
collected  over  1000  geneological  trees  of  myopia. 
He  concluded  there  was  more  than  one  factor  in 
myopic  heredity.  Yama  Vaki  in  1927  had  studied 
1906  families,  myopic  and  emmetropic.  In 
medium  cases  there  was  9.2  per  cent  inheritance 
of  myopia,  in  high  grade  25.2  per  cent. 

The  fact  that  myopia  may  be  traced  through 
several  generations,  according  to  Vogt,  suggests 
the  presence  of  dominant  and  recessive  factors  in 
the  anomaly. 

These  references  are  given  to  indicate  the  sig- 
nificance of  the  data  upon  which  the  concepts  of 
heredity  in  myopia  are  based  and  heighten  our 
respect  for  the  statements  of  Sidle  Huguenin  of 
Zurich,  whether  we  can  agree  fully  with  him  or 
not.  He  stated  that  “the  use  of  the  eye  has  noth- 
ing to  do  with  the  deleterious  consequences  of  a 
near-sighted  eye”  and  he  is  supported  by  Steiger 
who  claimed  that  other  alleged  causes  of  myopia 
“are  devoid  of  practical  moment”.  Again  Steiger 
wrote  “The  concept  of  scholastic  myopia  has  been 
exploded”.  The  notion  that  prolonged  use  of  the 
eyes  will  produce  myopia  will  not  bear  critical 
examination. 

Of  course,  such  statements  as  these  by  Steiger 
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and  Sidle  Huguenin  could  hardly  go  unchallenged 
and  we  are  confronted  by  a vigorous  but  respect- 
ful rebuttal  by  other  authorities. 

AGAINST  INHERITANCE 

Fortunately,  the  student  is  furnished  another 
great  mass  of  data  of  a contradictory  nature 
which,  though  not  so  scientific  nor  so  well  or- 
ganized, warrants  critical  examination  and  ap- 
praisal. Some  of  this  evidence  can  be  harmonized 
with  the  hereditary  concept.  In  other  instances  a 
sharp  choice  must  be  made. 

This  other  body  of  evidence  arises  from  the 
studies  of  the  ophthalmologist  and  here  we  must 
be  cautious  and  selective  if  we  are  to  avoid  a 
sense  of  futility  and  confusion. 

What,  for  example,  is  to  be  our  reaction  to  a 
statement  by  Holm  of  Copenhagen  on  the  Prophy- 
laxis of  Myopia  when  he  states  that  preventive 
measures  are  effective?  In  the  eighties  50  per 
cent  of  those  attending  school  developed  myopia. 
Later  reports  show  only  20  per  cent  developed 
myopia  in  the  schools  of  Copenhagen.  Again 
citing  M.  Rohner’s  exhaustive  work,  for  which, 
by  the  way,  he  received  a prize  from  the  medical 
faculty  of  Zurich,  and  which  was  based  upon  the 
examination  of  the  eyes  of  11,251  recruits  in 
which  rural  recruits  had  3.3  per  cent  myopia  over 
6 diopters  whereas  city  recruits  showed  8.6  per 
cent.  Thus  teachers,  students,  tailors  and  watch- 
makers had  three  to  four  times  the  incidence  of 
myopia  found  in  farmers.  Most  ophthalmologists 
will  insist  that  there  are  other  phenomena  en- 
countered in  their  experience  which  strongly 
imply  factors  beyond  heredity  which  enter  into 
the  origin  and  progress  of  the  condition. 

Among  these  ophthalmologists,  the  work  of 
Friedenwald  is  noteworthy.  He  reviews  136  cases 
of  monocular  myopia  of  high  degree  taken  from 
3600  cases  which  are  clearly  related  to  ocular  in- 
flammation in  the  myopic  eye  and  associated  with 
early  ulceration  of  the  cornea.  The  ingenious  de- 
vice which  establishes  the  process  of  myopia  in 
only  one  eye  opens  up  the  possibility  of  other 
factors  that  may  influence  the  presence  of  the 
condition. 

The  literature  cites  a long  list  of  names  of  in- 
fluential men  who  are  willing  to  offer  an  opinion 
based  on  experience  that  mypoia  is  modified  by 
systemic  states.  Among  these  are  Homer,  Don- 
ders,  Hirschberg,  Arganarez,  Keith,  Lamare, 
Hirsch,  Peter  and  others.  Homer  states  that  high 
myopia  is  often  found  in  the  anemic  and  ill 
nourished. 

Hirshberg  prescribes  cod  liver  oil  for  the 
recognized  anemic  patients  with  myopia.  Argan- 
arez claims  myopia  is  associated  with  disturb- 
ances of  internal  secretions.  Elsching  indicts 
heredosyphilis  in  the  progress  of  myopia  and  he 
states  myopia  can  be  checked  by  improving  the 


health  and  treating  heredo-syphilis.  Lamare  men- 
tions infected  nasal  sinuses  as  a factor  in  weak- 
ening the  sclera  and  Hirsch  thinks  the  toxins  of 
tuberculosis  give  rise  to  myopia. 

With  such  a background  we  are  warranted  in 
cautiously  approaching  the  problem  with  each 
individual  myopic  patient  awaiting  the  day  wrhen 
new  light  may  be  thrown  on  this  complex  prob- 
lem. 

Whether  accommodation  or  extrinsic  muscle 
action  has  a bearing  on  increased  mypoia  is  im- 
possible to  answer  decisively  at  the  present  time. 
Edward  Jackson  in  a recent  paper  before  the 
American  Medical  Association  wrote  of  this 
phase  of  the  problem  exhaustively  and  concluded 
that  convergence  is  important  in  the  etiology  of 
mypoia.  From  a clinical  point  of  view,  this  idea 
should  be  accepted  and  applied. 

One  may  cite  the  series  of  cases  reported  by 
Pollock  of  Glasgow  in  support  of  the  theory  that 
accommodation  has  a certain  relation  to  myopia. 
Also,  the  observations  of  Arthur  Wood  on  the 
absence  of  the  muscle  of  Muller  in  myopia  is  en- 
titled to  respectful  attention.  Pollock  reported 
that  he  reduced  myopia  from  11  D-9  D to  6.50 
D-4.50  D by  the  continued  use  of  atropine.  As- 
suming these  facts  are  correct,  what  explanation 
may  be  offered  except  an  acute  disturbance  of  the 
accommodative  act? 

Wood  describes  the  ciliary  muscle  with  its 
longitudinal  fibres  of  Brucke  and  its  circular 
fibres  of  Mueller  and  theorizes  that  the  heredi- 
tary defect  consists  in  the  absence  of  the  cir- 
cular fibres  of  Mueller.  Muller’s  muscle  consists 
of  1/10  of  the  ciliary  muscle  in  the  emmotropic 
eye;  1/3  in  the  hyperopic  eye  and  in  the  high 
myopic  this  muscle  is  deficient  or  entirely  absent. 
He  claims  that  this  absence  of  Muller’s  muscle 
is  present  at  birth. 

Disturbance  of  the  Internal  secretions  is  evi- 
dently connected  in  some  manner  with  myopia 
and  in  the  literature  there  is  considerable  in- 
sistence on  the  validity  of  this  causative  factor. 
Ruedemann  and  Bothno  have  called  attention  to 
the  low  metabolic  rate  frequently  encountered  in 
myopia.  Bothno  presented  68  cases,  23  males  and 
43  females.  These  patients  were  often  overweight 
and  the  average  metabolic  rate  was  -16.9. 
Twrenty-nine  of  the  68  cases  averaged  a meta- 
bolic rate  of  -7.7.  Thyroid,  Y2  gr.,  three  times 
daily,  was  given  and  85  per  cent  had  no  increases 
in  myopia  while  under  thyroid  medication.  This 
last  observation  is  not  particularly  significant, 
however,  as  the  time  element  is  important  and  a 
very  large  series  of  cases  must  be  checked  before 
conclusions  may  be  positive.  This  factor  of  de- 
creased metabolic  rate,  however,  justifies  ex- 
tensive study.  The  writer  has  recently  encoun- 
tered two  cases  of  anterior  myopia  with  conical 
cornea  in  identical  twins  24  years  of  age.  each  of 
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whom  also  had  large  adenoma  of  the  thyroid  sug- 
gesting strongly  an  endocrine  association. 

In  a paper  “The  Etiology  of  Myopia,”  A.  Nico- 
iota  lays  stress  on  endocrine  dysfunction  and 
mentioned  particularly  the  thymus  gland.  An- 
other reference  is  that  of  J.  P.  Spencer  who 
claims  that  progressive  myopia  did  not  increase 
when  patients  were  given  parathyroid.  Unfor- 
tunately, at  present,  these  observations  call  for 
suspended  judgment. 

In  the  hope  of  obtaining  a better  understand- 
ing of  the  various  features  of  myopia,  the  author 
presents  an  analysis  of  1000  cases.  The  routine 
histories  were  taken  as  they  occur  in  the  files 
and  were  examined  with  reference  to  the  follow- 
ing arbitrary  conditions : 1.  Mixed  astigmatism. 
2.  Myopia  in  one  eye,  hyperopia  in  the  other.  3. 
Higher  astigmatism,  higher  myopia.  4.  Myopia 
with  astigmatism  of  3 D.  5.  Myopia  over  10  D. 
6.  Progressive  myopia.  7.  Myopia  with  hyper- 
phoria. 8.  Myopia  associated  with  local  inflam- 
mations, keratitis  or  ulcers.  9.  Myopia  with  poor 
ultimate  vision,  5/7.5  or  worse.  10.  Myopia  with 
coincidence  of  general  disease. 

In  mixed  astigmatism  there  were  125  cases  in 
the  thousand,  a rather  significant  proportion. 

Myopia  in  one  eye,  hyperopia  in  the  other,  59 
wei~e  noted.  These  cases  refer  to  any  degree  of 
myopia  and  the  writer  cannot  admit  that  myopia 
up  to  2 D.  (Friedenwald)  may  be  regarded  as 
normal.  It  is  more  probable  that  all  myopia  is, 
strictly  speaking,  pathological  and  our  statistics 
will,  in  the  end,  be  of  more  value  if  we  prepare 
them  beginning  with  the  smallest  degrees.  The 
writer  admits,  however,  this  question  is  con- 
troversial. 

In  the  third  classification,  higher  astigmatism, 
higher  myopia,  we  wished  to  learn  something  of 
how  important  this  well-known  relation  is.  There 
were  128  cases  in  the  thousand;  significant  but 
with  rather  frequent  exceptions. 

Myopia  with  astigmatism  over  3 D;  of  these 
there  were  80,  a high  proportion,  suggesting 
further  the  important  relation  of  astigmatism  to 
the  myopic  condition,  rather  a large  number  in 
our  1000  routine  office  cases. 

Myopia  over  10  D,  only  19  cases  in  the  thou- 
sand. This  is  the  group  in  which  we  are  more 
prone  to  discover  the  dominant  factor  in  here- 
dity as  seen  in  anterior  myopia  as  determined  by 
high  corneal  curvature. 

Myopia  with  hyperphoria  showed  70  cases. 
This  was  the  most  significant  finding  and  has 
a large  bearing  on  vision  and  comfort  in  myopia 
and  possibly  is  related  to  the  progress  of  the 
disease. 

The  hyperphoria  should  be  determined  both 
before  and  after  cycloplegia.  A correction  of 
this  hyperphoria  may  well  tend  to  lessen  the 
strain  of  convergence  and  accommodation.  In- 
cidentally, accommodation  has  by  no  means  been 


proved  of  no  importance  in  the  progressive  cases. 
In  fact,  clinically,  it  is  better  to  attach  a cer- 
tain importance  to  this  possible  factor. 

Myopia  with  local  inflammation;  17  cases.  This 
finding  supports  Friedenwald  that  ulcers  may 
enter  into  the  production  of  myopia  either  with 
or  probably  independent  of  heredity  in  certain 
cases. 

Myopia  with  low  ultimate  vision.  Although 
only  19  of  these  myopes  were  above  10  D the 
large  number  of  144  was  determined  with  ulti- 
mate vision  less  than  5/7.5.  This  was  surprising 
and  indicates  how  damaging  to  distance  vision 
the  condition  is. 

A coincidence  of  general  disease,  there  were 
77.  The  number  is  undoubtedly  much  higher  but 
it  does  indicate  that  our  investigation  of  the  gen- 
eral condition  in  myopia  should  be  much  more 
critical  than  at  present.  In  fact,  myopia  is  a 
medical  problem  primarily. 

SUMMARY 

Heredity  plays  a larger  part  in  the  etiology  of 
myopia  than  is  commonly  recognized.  Evidence  to 
support  this  point  of  view  is  presented  at  some 
length. 

Furthermore,  the  medical  aspects  of  myopia 
are  dealt  with  and  an  attempt  is  made  to  classify 
the  various  factors  that  enter  into  this  complex 
problem. 

Refraction,  though  an  important  technique  in 
dealing  with  the  condition,  is  superficial  if  the 
myopic  state  is  regarded  critically. 
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DISCUSSION 

A.  D.  Ruedemann,  M.D.,  Cleveland,  Ohio:  Dr. 
Ivor  Clark’s  excellent  review  of  the  subject  of 
myopia  is  interesting  and  very  valuable.  No 
single  disease  of  the  eye  is  so  much  discussed, 
has  so  many  various  names  and  still  has  had  such 
relatively  poor  treatment. 

The  belief  that  general  disease  is  a factor  in 
the  production  of  myopia  is  old  and  many  men 
have  worked  with  this  in  mind.  Ten  years  ago, 
I was  struck  by  the  severity  of  the  myopia  which 
is  associated  with  some  cases  of  thyroid  disease, 
especially  hypothyroidism.  Very  soon  after  that, 
Dr.  McCullagh  noticed  that  certain  of  these  pa- 
tients also  had  a pituitary  dysfunction  and,  as 
we  studied  these  cases,  attempting  to  link  them 
to  a disease  or  a disease  to  them,  we  were  stal- 
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mated  by  the  inadequacy  of  our  tests,  the  indif- 
ference of  the  patient,  not  to  mention  the  all  too 
frequent  advice  of  our  associates  and  sometimes, 
even  an  oculist,  that  we  were  looking  for  the  pot 
of  gold  at  the  end  of  the  rainbow. 

However,  we  studied  these  pat'ents  completely 
from  every  point  of  view  including  an  endo- 
crinological examination  and  I now  definitely  be- 
lieve that  the  growth  of  the  individual  is 
swayed  by  his  glandular  system  and  by  his  food 
assimilation.  Dr.  T.  Wingate  Todd  has  demon- 
strated beautifully  the  bone  changes  in  children 
which  are  due  to  allergy. 

Parents  of  all  ages  and  of  both  sexes  have  been 
studied.  Careful  and  thorough  questioning 
usually  discloses  that  most  patients  with  myopia 
have  some  other  associated  condition  and  that  the 
eyes  are  a part  of  the  entire  physical  structural 
defect.  Some  of  the  associated  diseases  which 
frequently  are  present  with  the  myopia  are: 
hay  fever,  allergic  rhinitis,  allergic  conjunctivitis, 
disc  changes,  vitreous  material,  asthma,  sen- 
sitivity to  light,  as  well  as  headaches  and  a dull, 
full  head,  follicular  conjunctivitis  and  other 
allergic  conditions.  Rarely  is  the  myopia  alone. 

The  incidence  of  hypothyroidism  is  high  and 
since  many  of  these  patients  came  to  me  as  part 
of  a routine  examination,  and  not  for  glasses,  this 
incidence  was  sufficient  to  be  noticeable.  Five 
years  ago,  I reviewed  the  histories  of  these  pa- 
tients and  I was  struck  by  the  incidence  of 
allergy  associated  with  hypothyroidism  and  at 
the  same  time,  with  incidence  of  allergy  asso- 
cited  with  myopia,  as  well  as  keratoconus  which, 
I believe,  is  due  to  the  same  process  which  is  in- 
volving the  anterior  sclera  or  cornea. 


Having  been  impressed  with  these  findings, 
every  patient  with  myopia  whom  we  could  con- 
vince of  the  sincerity  of  our  purpose  was  referred 
to  Dr.  Hinnant  for  complete  tests  for  allergy 
either  by  the  scratch,  intradermal,  or  transfer 
method  or  by  a leukopenic  index  together  with 
food  trials,  patch  tests  and  conjunctival  tests. 
The  results  of  our  studies  were  so  amazing  that 
we  believe  we  have  something  definite — Allergy 
is  inherited  and  this  is  the  most  important  factor. 
Allergy  begins  at  birth  and,  strange  as  it  may 
seem,  sensitivity  to  cow’s  milk  is  a most  common 
finding;  in  fact,  it  is  so  common  that  we  are  be- 
ginning to  doubt  its  value  as  a food  for  routine 
use.  Other  substances  are  egg,  chocolate,  coffee, 
feathers  and  the  incidental  ones  which  are  very 
numerous. 

It  is  not  possible  to  say  that  all  cases  of 
myopia  are  due  to  allergy  but  in  cases  in  which 
there  is  hyperemia  and  an  irritated  disc,  the  sen- 
sitivity certainly  should  be  studied  and  these 
allergens  eliminated  from  the  food  or  environ- 
ment. 

The  treatment  we  use  now  consists  of  the  ad- 
ministration of  small  amounts  of  thyroid,  codliver 
oil  or  haliver  oil,  the  use  of  adrenalin  (1:1000)  to 
the  eye  according  to  the  method  of  Meyer  Wiener 
and  regulation  of  the  diet.  The  local  therapy  is 
that  with  which  all  of  you  are  familiar. 

In  closing,  let  me  emphasize  that  myopia  must 
not  be  accepted  as  an  unsolvable  mystery  and 
neither  should  allergy  be  accepted  as  its  cause. 
We  should  all  try  to  do  more  than  fit  glasses  to 
these  patients.  Do  not  satisfy  yourself  as  to  any 
logical  explanation.  Certainly,  without  concerted 
effort  and  thought,  we  will  not  get  far. 


ACUTE  MONOCYTIC  (HISTIOCYTIC)  LEUKEMIA 

By  THOMAS  L.  RAMSEY,  M.D.,  and  REYNOLD  A.  TANK,  M.D.,  Toledo,  Ohio 


~yr  EUKEMIA  has  been  recognized  since  the 
time  of  Virchow,  who  described  the  con- 
dition as  a progressive  increase  in  the  num- 
ber of  circulating  colorless  blood  cells.  He  also 
recognized  the  fact  that  this  condition  was  not 
primarily  and  solely  in  the  blood,  but  that  it  was  a 
disease  of  the  blood  forming  tissues. 

Conheim  recognized  that  all  leukemic  states 
were  not  accompanied  by  a quantitative  change  in 
the  blood  cells,  but  that  there  was  also  a qualita- 
tive change  and,  that  sometimes,  the  quantitative 
change  might  be  absent.  He  termed  this  con- 
dition “pseudo-leukemia”.  The  essential  changes 
in  this  condition  are  principally  a great  cellular 
overgrowth  and  alteration  of  cell  structure  in  the 
hemopoietic  tissues,  and  to  a greater  or  lesser  de- 
gree in  other  viscera. 

For  some  time  this  leucocytic  hemoblastosis,  as 
termed  by  Orth,  has  been  classified  as  myelocytic 
or  lymphocytic  leukemia  according  to  the  involve- 
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ment  and  effect  upon  the  myeloid,  or  the 
lymphatic  tissues.  In  addition  to  this,  the  dis- 
ease has  been  classified  as  acute  or  chronic  ac- 
cording to  the  mode  of  onset  and  progress  of  the 
condition. 

From  the  standpoint  of  the  blood  changes,  con- 
siderable confusion  has  been  encountered  in  the 
acute  cases  in  classifying  leukemic  states  because 
of  the  inability  to  definitely  classify  the  imma- 
ture leucocytes  present,  so  that  more  recently 
the  trend  has  been  to  designate  all  acute  leukemia 
as  such.  As  the  condition  progresses  into  what 
may  be  considered  a chronic  form,  the  more 
mature  development  of  the  cells  and  often  definite 
findings  in  the  tissues  involved,  has  helped  to 
differentiate  the  various  leukemic  types. 

Since  Reschad  and  Schilling-Torgau1  in  1913 
described  their  case  pointing  to  a third  variety 
of  leukemia,  a number  of  observers  have  added 
their  studies  and  cases  to  the  literature. 

In  1930,  Dameshek2  reviewed  the  literature, 
collecting  26  cases  and  adding  two  others,  which 
on  account  of  the  high  wrhite  counts  together  with 
a marked  monocytosis  and  presence  of  many 
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histiocytes,  were  classified  as  acute  monocytic 
leukemia. 

Morphologically  and  functionally,  it  is  well- 
known  that  throughout  the  body  in  various  tis- 
sues, are  found  large  cells  which  have  been  de- 
scribed as  reticulo-endothelium.  Some  of  these 
cells  are  fixed  units  and  although  derived  from 
the  primitive  hemocytoblasts  are  functionally 
different  from  the  phagocytic  or  wandering  types 
which  are  termed  histiocytes. 

It  is  this  difference  that  has  been  confusing  in 
understanding  the  derivation  of  the  monocytes 
from  this  reticulo-endothelial  system.  It  is  well 
agreed  that  there  are  three  types  of  leucocytes 
found  in  the  circulating  blood;  there  is  a differ- 
ence of  opinion  as  to  the  derivation  of  the  mon- 
ocytes because  of  slight  variations  in  their  mor- 
phology and  in  their  reaction  to  oxidase  staining 
methods. 

The  consensus  of  opinion  has  been  more  molded 
to  the  concept,  that  the  monocytes  are  derived 
from  the  histiocytes  of  the  sinus-reticulum, 
(Ross3)  principally  of  the  spleen,  liver,  lymph 
nodes  and  the  bone  marrow;  also  that  they  there- 
fore enter  into  a separate  category  when  leucosis 
of  this  reticulo-endothelial  system  occurs. 

The  close  relationship  of  these  histoid  cells  to 
the  myeloid  and  lymphoid  cells  in  these  tissues 
may  explain  the  occurrence  of  mixed  types  of 
leucosis  when  the  reticulo-endothelial  system  is 
involved. 

It  is  not  the  purpose  of  this  paper  to  enter 
into  a discussion  of  the  various  theories  of  origin 
of  the  blood  cells,  but  it  may  not  be  amiss  to 
briefly  mention  the  fact  that  there  still  exist 
various  schools  of  thought  on  this  subject.  These 
vary  principally  in  opinion  as  to  whether  there  is 
a hemopoietic  stem  cell  present  after  birth  from 
which  all  blood  elements  are  formed. 

The  monophyletic  theory  is,  that  there  is  such 
a cell  and  that  many  types  of  cell  transitions  may 
therefore  take  place.  There  are  several  modifica- 
tions of  this  view,  each  of  which  seems  to  have 
found  supporters. 

The  polyphyletic  viewpoint  is,  that  this  stem 
cell  ceases  to  exist  at  birth  and  that  each  type  is 
thereafter  represented  by  its  own  particular  blast 
cell  and  that  no  cell  transitions  from  one  type  to 
another  can  take  place.  There  are  also  modifica- 
tions of  this  theory. 

For  clinical  purposes,  it  may  not  be  essential 
to  adhere  closely  to  any  one  theory,  but  from  a 
practical  standpoint  it  does  seem  that  some 
understanding  of  the  theories  or  origin  be  kept  in 
mind. 

We  are  presenting  a diagram  representing  our 
viewpoint,  which  is  a modified  polyphyletic 
opinion  inasmuch  as,  the  different  cell  systems 
each  have  their  own  post-embryonic  primitive 
blast  types. 

In  this  graph  it  can  be  seen  that  the  reticulum 
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postembIyonic 


Fig.  1. 


cells  are  separated  into  true  and  sinus  reticulum. 
The  true  or  fixed  cells  regenerate  only  their  own 
kind  and  are  not  phagocytic.  The  sinus  reticulum 
constitutes  the  histiocytes  and  differentiate  into 
monocytes  and  possibly  plasma  cells. 

The  hemocytoblast  ceases  to  exist  at  birth  and 
we  find  only  erythroblasts,  myeloblasts,  lympho- 
blasts and  the  histiocytic  group  as  stem  cells  to 
carry  on  the  function  of  hematopoiesis. 

We  have  inserted  a possibility  of  development 
of  promonocytes  and  monocytes  from  myelo- 
blasts, because  of  the  findings  by  some  observers 
of  cytologic  similarity  between  these  groups; 
otherwise  no  cell  transitions  are  considered,  all 
develop  true  to  form  and  are  not  reversible.  The 
complete  pre  and  pro  cell  types  together  with 
some  of  the  more  adult  types,  have  been  omitted 
from  the  diagram  for  the  sake  of  simplicity. 

Why  it  should  seem  necessary  that  any  of  these 
processes  should  be  reversible  is  not  understood; 
the  ability  of  the  blast  cell  types  to  reproduce 
and  to  develop  into  mature  cells  of  their  par- 
ticular type,  in  sufficient  numbers  responsive  to 
stimulae,  would  seem  sufficient  in  normal  con- 
ditions. Their  failure  to  mature  in  disease  states, 
makes  it  more  reasonable  to  assume  irreversi- 
bility until  proved  otherwise. 

HAEMATOPQIESIS  - POLYPHYLETIC 


EMPRYONIC  - MESENCHYME 
POSTEMBRYONIO 


Fig.  2. 


One  must  consider  leukemia  as  a definite 
malignant  disturbance  of  the  hemocytoblastic 
cells,  therefore  all  structures  entering  largely 
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into  the  hematopoietic  system  are  involved  and 
the  response  varies  with  the  etiological  factor. 

When  leukemia  differentiates  sufficiently  to  be 
specifically  designated  as  to  variety,  it  is  pre- 
sumably chronic,  but  the  progress  may  be  rapid. 
A fatal  termination  is  invariable  in  the  present 
light  of  medical  endeavor. 

The  case  presented  in  this  paper  has  differ- 
entiated sufficiently  to  be  termed  monocytic  and 
presents  a blood  picture  comparable  to  the  type. 
Most  of  the  leucocytes  are  differentiated  monocytes 
together  with  many  monoblasts  and  histiocytes. 

There  are  also  present  occasional  normablasts 
and  megaloblasts.  The  red  cells  showed  no 
marked  degree  of  anisocytosis,  polychromasia  or 
poikilocytosis  but  are  developing  normally  in  re- 
sponse to  stimulae  to  produce  more  red  cells. 

The  Case  History  is  briefly  as  follows: 

Case  History — Mrs.  E.  M.,  age  38.  Entered  the 
hospital  with  chief  complaint  of  infected  left 
arm,  headache  and  fever. 

Past  History.  Her  general  health  had  been 
fairly  good.  She  had  had  several  attacks  of  ton- 
silitis  and  one  attack  of  influenzal  pneumonia 
some  years  previously.  About  one  year  ago  she 
had  an  attack  of  rheumatism.  There  were  no 
other  illnesses  of  importance.  Family  History. 
Married,  has  four  children,  living  and  well. 

Present  Illness.  About  four  weeks  prior  to  the 
hospital  admission,  she  had  consulted  a physician 
relative  to  a “sore”  on  her  left  arm  just  below  the 
elbow.  She  had  been  taken  ill  with  fever,  night 
sweats,  weakness  and  headache.  On  the  second 
day  of  her  illness  she  noticed  the  lesion  on  the 
arm.  This  began  as  a small  blister,  which  soon 
broke  down  forming  a small  ulcer  crater.  Under 
treatment  this  gradually  improved  but  another 
similar  lesion  appeared  near  the  original  one. 
This  gradually  increased  in  size  accompanied  by 
severe  pain  which  was  constantly  present.  The 
fever  and  weakness  increased  and  she  was  sent 
to  the  hospital. 

Examination.  Patient  rather  obese,  the  skin 
having  a pale  and  waxy  appearance.  Just  below 
the  left  elbow  one  lesion  about  1%  cms.  in  dia- 
meter was  present  apparently  healing;  this  lesion 
appeared  as  a punched-out  ulcer  with  a beefy  red 
base  and  with  marginal  induration.  Toward  the 
radial  side  of  the  arm  about  5 cms.  from  the 
original  sore,  was  seen  a second  lesion  measuring 
about  4%  cms.  in  diameter.  This  seemed  fairly 
deep,  with  irregular  necrotic  base  and  a sero- 
sanguinous  discharge.  The  margin  was  con- 
siderably indurated  and  erythematous,  also  quite 
tender.  The  regional  lymph  nodes  were  not  pal- 
pable. Examination  of  the  other  superficial 
lymph  glands  also  showed  no  evidence  of  enlarge- 
ment. 

Examination  of  the  chest  revealed  nothing  of 
significance.  The  examination  of  the  abdomen 
was  also  negative.  The  spleen  could  not  be  pal- 
pated and  the  liver  did  not  appear  enlarged. 
There  were  no  abnormal  masses. 

The  blood  pressure  was  116  over  66.  The  pulse 
rate  110,  respiration  32. 

Laboratory  Examinations.  Cultures  from  the 
lesions  showed  only  staphlococcus.  Blood  culture 
negative.  Agglutination  reactions  for  tularemia 
negative.  Urinalysis.  Chemical  examination, 


Pig.  3.  Blood  film,  showing  predominating  types  of 
leucocytes ; three  histiocytes,  five  monocytes  and  one  small 
lymphocyte  are  seen. 


negative  except  for  I plus  albumen.  Microscopic 
examination,  a few  pus  cells  and  occasional  light 
granular  casts.  Blood  Counts.  HB.  45  per  cent — 
46  per  cent. 

R.  B.  C 1,740,000  2,220,000 

W.  B.  C.  38,550  42,600 

Different  Counts: 

Polymorphonuclear  Neutrophiles..  0 2 2 7% 

Lymphocytes  17  16  20  15% 

Monocytes  77  79  78  76% 

Myeloblasts  2 3 0 0% 

Myelocytes  4 0 0 2% 

The  red  cells  showed  no  significant  anisocytosis, 
polychromasia  or  hypochromia.  Some  of  the  cells 
showed  rather  large  hyperchromatic  types.  A 
few  normoblasts  and  an  occasional  megaloblast 
were  seen. 

Hospital  Progress.  Although  the  patient  had 
three  blood  transfusions,  the  red  cells  never  ex- 
ceeded 2,220,000  and  the  red  cell  count  always 
dropped  within  48  hours  to  the  previous  low  level. 
The  white  cell  count  averaged  about  35,500,  rang- 
ing from  27,250  to  42,600.  Monocytes  predomi- 
nated in  all  blood  films,  only  7 per  cent  poly- 
morphonuclear neutrophiles,  were  seen  in  one 
film  after  the  second  transfusion.  The  patient 
developed  a swelling  and  tenderness  of  the  left 
leg  at  the  ankle,  gradually  became  worse,  tem- 
perature ranging  above  104,  passed  into  coma 
and  death  occurred  on  the  eighth  day  following 
admission. 

Autopsy  Finding.  Only  essential  factors  men- 
tioned. Body  that  of  a rather  obese  female,  skin 
pale,  waxy  color  with  areas  of  postmortem  livid- 
ity.  There  were  no  important  external  findings 
except  the  previously  described  lesions  on  the  left 
arm  and  the  moderate  swelling  of  the  left  ankle. 
The  thoracic  examination  revealed  nothing  of  sig- 
nificance, there  being  no  definite  gross  lesions. 
Mediastinal  nodes  were  not  enlarged. 

Upon  removing  a portion  of  the  sternum,  the 
bone  was  found  to  be  irregularly  thickened,  the 
marrow  portion  being  filled  with  a rather  thick 
purulent  substance  of  a prune  juice  color,  this 
welled  out  like  pus.  The  entire  lower  third  was 
involved.  The  cortical  bone  was  not  involved. 
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A portion  of  the  sternum  and  of  one  rib  was  re- 
moved for  sectioning. 

The  abdomen  was  then  examined.  There  was 
no  excess  of  fluid.  The  liver  appeared  moderately 
enlarged,  the  surface  smooth  and  of  a mottled 
gray  color.  Upon  cutting  into  its  substance  it 
was  soft  and  diffusely  gray.  The  spleen  was  soft, 
moderately  enlarged  and  reddish  brown  in  color. 
Weight  320  grams. 

The  stomach  and  portions  of  the  intestines 
were  distended  but  no  indurations  of  the  walls 
were  present.  The  gall  bladder,  kidneys,  pancreas 
and  adrenal  glands  were  grossly  negative.  The 
retroperitoneal  and  mesenteric  lymph  nodes  were 
not  enlarged.  The  pelvic  organs  were  atrophic 
but  showed  no  important  gross  pathology. 
Microscopic  Examinations. 

The  lungs  presented  no  important  gross  path- 
ology and  were  not  sectioned.  A section  was  taken 
from  a calcified  nodule  in  the  apex  of  the  left 
lung  just  beneath  the  pleura.  This  showed  a 
definite  old  healed  tubercle  with  calcified  center. 
Surrounding  the  tubercle  was  an  area  of  typical 
lymphoid  tissue  showing  hyperplastic  germinal 
follicles.  The  overlying  pleura  was  infiltrated 
with  large  mononuclear  cells  most  of  which  ap- 
peared to  be  young  monocytes  and  large  reticul- 
ocytes. A few  giant  cells  were  present  which  ap- 
peared to  be  inflammatory  irritation  types.  Con- 
siderable pigment  was  present  in  this  area.  This 
appeared  to  be  hematogenous  in  origin. 

A section  from  the  liver  showed  considerable 
fatty  and  granular  degeneration  and  fatty  in- 
filtration. The  liver  capillaries  were  crowded 
with  large  mononuclear  cells,  also  many  large 
and  small  lymphocytes  were  present.  The  in- 
terstitial connective  tissue  around  the  biliary 
ducts  and  vessels  was  densely  infiltrated  with 
monocytes  and  large  and  small  lymphocytes. 
Many  of  the  large  cells  showed  acidophilic  cyto- 
plasm, deep  staining  nuclei  some  of  which  were 
elongated  presenting  the  picture  of  mitotic 
figures. 

Sections  from  the  spleen  showed  crowding  of 
the  pulp  spaces  with  monocytic  cells  and  lymph- 
ocytes. No  polymorphonuclear  cells  were  present. 
The  malpighian  bodies  all  showed  amyloid  change 
and  the  vessels  showed  amyloid  degeneration  in 
their  walls.  The  capsule  and  trabeculae  were 
thickened.  Red  blood  cells  were  not  numerous 
and  constituted  only  a small  part  of  the  picture. 
There  was  a marked  increase  in  reticulum  cells 
throughout  the  splenic  substance. 

Sections  from  the  pancreas  showed  consider- 
able fatty  infiltration  and  interstitial  sclerosis. 
The  islets  appeared  normal.  A moderate  degree 
of  large  mononuclear  cell  infiltration  was  present 
in  the  interstitial  tissue  and  in  the  fatty  tissues. 

Section  from  the  kidneys  showed  cloudy  swel- 
ling and  albuminous  degeneration  with  cast  form- 
ations in  the  tubules.  The  vessels  were  hyper- 
emic  and  the  insterstitial  tissue  showed  numerous 
areas  filled  with  monocytic  cells.  The  blood  ves- 
sels all  showed  many  of  these  cells  in  their  lumen. 
Section  from  the  adrenal  gland  showed  cloudy 
swelling,  fatty  infiltration  and  degeneration, 
edema  and  congestion,  numerous  areas  showed 
the  same  lymphocytic  and  monocytic  infiltration. 

Section  from  the  adrenal  gland  showed  cloudy 
showed  marked  destruction  of  bone  trabeculae 
and  filling  of  marrow  spaces  with  large  mononu- 
clear cells  with  round  or  oval  nuclei  and  a muddy 
blue  staining  cytoplasm.  Most  of  the  cells  ap- 
peared to  be  young  monocytes  and  many  were 
seen  in  mitotic  division.  Red  blood  cells  were 


present  in  scattered  areas.  There  was  some  evi- 
dence of  fibroblastic  proliferation  beneath  the 
cortical  bone  apparently  an  attempt  toward  scar 
tissue  formation. 

Sections  taken  from  the  skin  lesion  on  the  left 
arm  showed  an  ulcerative  lesion  and  undermining 
of  the  surface  epithelium  by  the  inflammatory 
process.  The  infiltrating  cells  were  mostly 
lymphocytes,  although  numerous  monocytes  were 
present.  No  polymorphonuclear  cells  were  seen. 
There  was  no  definite  healing  but  a necrotic  mass 
covered  the  surface  of  the  lesion.  Giant  cells 
were  seen  in  the  deeper  areas. 

DIAGNOSIS 

Acute  monocytic  leukemia  with  leukemic  in- 
filtrations in  all  body  tissues.  Fatty  and  granu- 
lar degeneration  of  the  liver.  Interstitial  scler- 
osis and  amyloid  degeneration  of  the  spleen.  In- 
terstitial sclerosis  and  fatty  infiltration  of  the 
pancreas.  Acute  parenchymatous  nephritis. 
Cloudy  swelling,  fatty  infiltration  and  degenera- 
tion of  the  adrenal  glands.  Involvement  of  bone 
marrow  with  abscess  filled  with  monocytic  cells 
in  lower  portion  of  the  sternum.  Granulomatous 
lesion  on  the  left  elbow.  The  blood  picture  was 
typical  of  cases  described  as  acute  monocytic 
leukemia. 

SUMMARY 

A brief  discussion  of  the  leukemic  states  has 
been  presented  calling  attention  to  the  essential 
factors  in  the  diagnosis  of  these  conditions. 

Diagrams  have  been  submitted  presenting  a 
simple  explanation  of  the  difference  between  the 
monophyletic  and  polyphyletic  viewpoints  as  to 
the  origin  of  the  blood  cells. 

These  charts  represent  a modified  viewpoint 
calling  attention  to  the  derivation  of  the  monocy- 
tic group  from  the  sinus-reticulum  cells  and  pos- 
sible under  some  conditions  from  the  myeloblasts. 
If  this  viewpoint  is  correct  we  must  unquestion- 
ably recognize  the  existence  of  a third  leukemic 
state  originating  from  pathologic  disturbances  in 
the  reticuloendothelial  cell  system  and  manifest- 
ing itself  by  blood  changes  in  which  the  monocytic 
(histiocytic)  group  cells  predominate. 

An  additional  case  with  history,  progress, 
laboratory  and  autopsy  findings  has  been  pre- 
sented together  with  lantern  slide  from  micro- 
scopic sections  and  blood  films. 

\ 
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DISCUSSION 

Reynold  A.  Tank,  M.D.,  East  Toledo,  Ohio: 
It  has  long  been  known  that  there  is  a disease 
called  leukemia.  More  recently  two  types  have 
become  recognized,  namely  myelogenous  and 
lymphatic,  or,  myeloid  and  lymphoid  leukemia. 
Now  it  would  seem  that,  if  you  will  pardon  the 
expression,  instead  of  the  surprise  package  being 
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twins,  it  may  be  triplets.  In  other  words,  along 
with  the  well  established  cases  of  myeloid  and 
lymphoid  leukemia  there  should  possibly  be  a 
monocytic  type.  The  term  monocytic  is  descrip- 
tive of  the  diagnostic  sign  of  this  condition, 
namely,  the  presence  of  excessive  numbers  of 
monocytes  in  the  circulating  blood.  While  the 
monocytes  are  increased  enormously  the  poly- 
morphs are  conspicuous  by  their  almost  total 
absence.  Hence,  as  in  the  case  presented  through 
the  infection  of  the  forearm  was  an  ordinary 
staphylococcic  infection,  yet  there  was  no  phago- 
cytosis, no  resistance  of  the  good  old  polymorph, 
against  the  simple  bacterial  invasion. 

The  chief  complaint  of  this  patient  was  strik- 
ing, it  is  the  most  characteristic  symptom  of  the 
disease — “extreme  exhaustion”.  She  complained 
of  a “sore  on  her  arm”,  she  had  been  “feverish 
and  restless”  but  principally  she  felt  “so  tired 
and  worn  out”.  The  disease  is  progressive,  and  to 
the  present  time  all  the  cases  reported  have  been 
inevitably  fatal.  Our  case  lived  only  six  weeks 
after  the  apparent  onset  of  symptoms. 

The  literature  begins  in  1913  with  the  work  of 
Reschad  and  Schilling-Torgau,  who  cited  the  first 
case.  Since  that  time,  in  over  twenty  years,  only 
about  30  cases  have  been  reported.  Just  as  there 
is  considerable  doubt  about  the  existence  of  this 
disease  so  there  is  some  dispute  as  to  termin- 
ology. The  term  monocytic  or  acute  monocytic 
leukemia  has  been  usually  chosen.  In  the  A.M.A. 
Journal  of  December  9,  1933,  Ford,  Persons  and 
Butt  term  it  “Leukemic  Reticulo-Endotheliosis”, 
stating  that  the  monocyte  is  derived  directly  from 
the  reticulo-endothelial  system.  They  also  be- 
lieve that  the  diagnosis  can  be  made  by  the  pre- 
ponderance of  monocytes,  emphasizing  immatur- 
ity of  the  nuclei.  We  all  agree  that  clinically 
most  cases  have  an  infectious  background.  Many 
show  mouth  and  throat  lesions,  some  claim  Vin- 
cent’s the  etiological  factor.  On  the  other  hand, 
some  cases  may  showT  lymphadenopathy  without 
infection. 

The  April,  1935,  issue  of  the  Archives  of  In- 
ternal Medicine  contains  an  article  titled  “Leuke- 
mic Sinus  Reticulosis”.  In  it  Haining,  Kimball 
and  Jones  state  that  the  venous  sinuses  of  the 
spleen  and  bone-marrow  and  the  lymph  sinuses  of 
the  spleen  and  lymph  glands  and  lined  with  dif- 
ferentiated reticular  cells  from  which  the  mono- 
cyte is  proliferated.  In  the  A.M.A.  Journal,  Sept. 
21,  1935,  Daub  and  Hartman  use  the  term 
monocytic  leukemia.  They  state  “the  disease  is 
characterized  by  an  increase  in  the  number  of 
monocytic  cells  associated  with  extensive  growth 
of  the  reticulo-endothelial  cells  in  the  various 
tissues”. 

Ross  believes  the  lymphoid  and  myeloid  types 
to  be  true  reticuloses,  whereas  she  places  the 
leukemic  (which  is  the  monocytic  leukemia)  and 
the  aleukemic  types  as  sinus  reticuloses.  Kracke 
and  Garver,  like  many  others  claim  that  mono- 
cytic leukemia  is  but,  “an  atypical  phase  of 
myelogenous  leukemia”. 

In  the  paper  just  presented  Dr.  Ramsey  uses 
the  term  “Acute  Monocytic  (histiocytic)  Leuke- 
mia”, because  the  monocyte  is  derived  directly 
from  the  histiocyte,  which  in  turn  arises  from  the 
reticuloendothelial  system.  According  to  the 
polyphyletic-  cell  theory  this  is  an  irreversible 
proliferation,  hence  we  believe  monocytic  leuke- 
mia should  be  classified  as  a separate  disease. 

Agreed  that  in  addition  to  the  myeloid  and 
lymphoid  white  blood  cells  there  are  the  monocytic 
leukocytes,  then  it  should  naturally  follow  that 


besides  the  myeloid  and  lymphoid  leukemias  there 
is  a monocytic  leukemia. 

Charles  A.  Doan,  M.D.,  Columbus,  Ohio:  Mr. 
Chairman  and  members  of  the  Section:  I fully 

concur  in  Dr.  Ramsey’s  conclusion  that  monocytic 
leukemia  comprises  a separate  and  distinct  clini- 
cal and  pathologic  entity  in  the  category  of  blood 
dyscrasias.  The  only  requisite  to  its  recognition 
at  the  present  time  is  an  adequate  knowledge  of 
those  cellular  criteria  and  characteristics  which 
identify  and  distinguish  the  monocyte  in  the  cir- 
culating blood.  Our  own  interest  in  the  monocyte 
dates  back  some  twelve  years  to  studies  which 
differentiated  monocyte  from  clasmatocyte  and 
other  cell  types,  and  identified  this  monocyte  of 
blood  and  tissues  with  the  epithelioid  and  Lang- 
han’s  giant  cells  of  tuberculosis. 

During  the  past  five  years  wTe  have  had  the 
opportunity  of  studying  on  the  Research  Service, 
University  Hospital,  more  than  100  individuals 
suffering  from  some  form  of  leukemia.  Of  these, 
15  were  diagnosed  as  primarily  and  funda- 
mentally involving  the  monocytic  strain  of  cells. 
These  patients  represented  a wide  range  of 
cliincal  activity  of  the  process; — from  very 
chronic  states  in  elderly  individuals  who  sub- 
sequently died  of  other  unassociated  complica- 
tions, through  subacute  states,  to  the  most  fulmi- 
nant, progressive,  rapidly  fatal  syndromes. 

In  surveying  those  diseases  involving  the 
monocyte,  viz.  tuberculosis,  the  Xanthomatoses, 
Hodgkin’s  and  Gaucher’s  disease,  the  lipemia  of 
diabetes,  etc.,  we  have  been  impressed  with  the 
apparent  relationship  of  faulty  lipoid  metabolism 
to  monocytic  proliferation  throughout  the  group. 
As  a consequence,  during  the  past  year  we  have 
been  pursuing  our  investigations  of  monocytic 
leukemia  to  determine  if  possible  some  similar 
interdependence  between  this  disease  and  ab- 
normal qualitative  or  quantitative  changes  in  the 
lipoids  in  blood  and  tissues.  In  the  two  cases 
studied  from  this  standpoint,  to  date,  and  in  ex- 
perimental animal  studies,  evidence  has  been  ob- 
tained to  strongly  point  toward  such  a dis- 
turbance. 

Studies  in  the  fundamental  reactions  of  the 
cells  and  tissues  involved  must  continue  before  a 
full  understanding  and  a more  satisfactory 
therapy  can  be  had  in  the  leukemic  states. 

— oSM  J — 

PHYSICAL  EXAMINATION  OF  THE  CHEST 

Important  points  to  remember  in  the  examina- 
tion of  chest  lesions: 

Crepitant  rales  at  the  base  or  lower  portion  of 
the  lung  should  be  considered  nontuberculous 
until  proven  otherwise. 

Whispering  pectoriloquy  when  elicited  is  a 
good  sign  of  cavitation. 

Gurgling  rales  in  a localized  area  of  the  chest 
are  good  evidence  of  pulmonary  excavations. 

Idiopathic  pleurisy  with  effusion  is  nearly  al- 
ways tuberculous,  and  dry  pleurisy  without  cause 
should  be  looked  upon  with  suspicion. — G.  Van 
Scoyoc,  Northwest  Med.  35:  137,  April,  1936. 

— oSM  J — 

Major  inflammatory  or  obstructive  manifesta- 
tions always  constitute  the  indications  for  sur- 
gical treatment  of  gallbladder  disease,  as  do  also 
minor  but  definite  chronic  or  recurring  symptoms 
:n  spite  of  medical  treatment.  — Damon  B. 
Pfieffer,  Penn.  Med.  J.,  39:489,  April,  1936. 


NEW  AND  APPROVED  METHODS  OF  COMBATING  TUBERCULOSIS 

By  THEODORE  L.  BLISS,  M.D.,  Akron,  Ohio 


PULMONARY  tuberculosis  is  the  most  im- 
portant and  most  frequent  form  of  the 
disease.  It  accounts  for  most  of  the  deaths 
which  are  caused  by  tuberculosis.  Patients  who 
have  a positive  sputum  are  practically  the  sole 
source  for  spreading  the  infection.  As  a result, 
methods  of  combating  the  disease  are  directed 
mainly  against  pulmonary  tuberculosis.  Patients 
who  have  a positive  sputum  must  be  isolated  and 
treated  to  shut  off  existing  sources  of  infection, 
and  patients  who  have  incipient  disease  must  be 
diagnosed  and  treated  before  the  sputum  becomes 
positive  and  a new  source  of  infection  has  de- 
veloped. My  subject  will  be  limited  to  pulmonary 
tuberculosis. 

Prior  to  the  publication  of  John  Alexander’s 
monograph,  “The  Surgery  of  Pulmonary  Tuber- 
culosis”, in  1925,  collapse  therapy  was  not  used 
widely  in  this  country.  In  the  absence  of  a 
specific  cure,  the  tuberculous  patient  usually 
was  put  in  bed  and  left  to  his  fate.  Alexander’s 
monograph  revealed  the  potentialities  of  collapse 
therapy  and  supplied  the  impetus  for  its  develop- 
ment. Today  artificial  pneumothorax,  intra- 
pleural pneumolysis,  phrenic  nerve  surgery, 
thoracoplasty,  and  extrapleural  pneumolysis  are 
accepted  methods  of  proved  value  for  combating 
pulmonary  tuberculosis,  and  they  constitute  the 
most  active  and  promising  therapeutic  field  in 
medicine. 

ARTIFICIAL  PNEUMOTHORAX 

Floramni  introduced  the  use  of  artificial  pneumo- 
thorax in  cases  of  pulmonary  tuberculosis  in 
1898,  and  it  has  become  the  most  valuable  of  all 
collapse  procedures.  It  is  not  difficult  technically, 
and  the  risk  to  the  patient  is  low.  It  is  contra- 
indicated if  the  patient  has  extensive  bilateral 
tuberculosis,  cardiac  disease,  asthma,  severe 
emphysema,  or  is  dyspneic,  and  should  be  used 
cautiously  if  the  patient  is  more  than  50  years  of 
age.  Since  fibrous  adhesions  develop  between  the 
visceral  and  parietal  pleura  during  the  course  of 
the  disease,  the  earlier  that  pneumothorax  is  in- 
duced, the  greater  are  its  chances  of  being  ef- 
fective. The  extent  of  the  disease  does  not  inter- 
fere with  its  success  as  much  as  the  duration  of 
the  disease.  When  a tuberculous  lung  is  col- 
lapsed successfully,  the  patient  has  the  greatest 
assurance  of  recovery  that  is  possible,  and  fre- 
quently the  disease  becomes  inactive  and  the 
patient  is  convalescent  within  a few  months.  An 


Read  before  the  Section  on  Public  Health  and  Preventive 
Medicine,  Ohio  State  Medical  Association,  at  the  89th 
Annual  Meeting,  Cincinnati,  October  2-4,  1935. 

For  information  relative  to  the  author,  see  Who’s  Who 
in  This  Issue. 


effective  pneumothorax  will  close  cavities  and 
convert  a positive  sputum  in  most  cases  and  so 
shut  off  existing  sources  of  infection.  It  is  the 
best  method  at  hand  for  controlling  repeated  or 
persistent  hemoptysis. 

When  tuberculosis  is  diagnosed  during  the 
period  of  progression,  pneumothorax  should  be  in- 
duced if  a cavity  is  present  or  the  disease  is  ex- 
tensive. But  it  is  not  necessary  if  the  lesion  is 
incipient  unless  the  patient  fails  to  improve  with 
conservative  treatment.  Under  these  circum- 
stances adolescent  girls  and  those  having  a racial 
susceptibility  must  be  watched  closely. 

When  the  disease  has  become  chronic,  the 
optimum  time  for  pneumothorax  has  passed,  but 
it  is  still  the  most  useful  collapse  procedure,  and 
is  indicated  if  the  lesion  is  extensive  or  a sizeable 
cavity  is  present.  The  patient  should  not  be 
denied  pneumothorax  without  a trial,  as  it  is 
effective  in  a surprisingly  large  number  of 
chronic  cases,  when  its  success  might  be  doubted 
from  the  appearance  of  the  roentgenogram. 

Partial  bilateral  pneumothorax  is  valuable 
in  some  cases.  It  is  indicated  in  cases  of 
bilateral  pulmonary  tuberculosis  when  unilateral 
pneumothorax  fails  to  have  a beneficial  effect  on 
the  disease  in  the  other  lung.  And  it  is  indicated 
when  the  disease  spreads  to  the  uninvolved  lung 
during  the  course  of  a unilateral  pneumothorax. 

INTRAPLEURAL  PNEUMOLYSIS 

Adhesions  between  the  visceral  and  parietal 
pleura  are  present  in  the  majority  of  pneumo- 
thorax cases,  and  they  frequently  prevent  an 
effective  collapse  of  the  lung.  In  1913  Jacobeus 
devised  the  thoracoscope  and  severed  the  ad- 
hesions with  an  electric  cautery.  It  resulted  in 
an  effective  pneumothorax.  Today  the  cautery 
may  be  introduced  into  the  pleural  cavity 
through  a flexible  canula  and  guided  by  looking 
through  the  thoracoscope,  or  the  thoracic  cavity 
may  be  opened  surgically  and  the  cautery  man- 
ipulated through  the  incision. 

The  choice  of  method  largely  depends  on  the 
experience  of  the  surgeon,  but  the  operations 
should  be  undertaken  only  by  one  skilled  in 
thoracic  surgery.  In  an  attempt  to  stretch  the 
adhesions  and  avoid  the  operation,  pneumothorax 
should  be  continued  for  six  months  or  longer.  The 
use  of  positive  intrapleural  pressures  to  obtain 
this  end  is  a subject  of  considerable  controversy. 
Positive  pressure  frequently  results  in  a large 
effusion  which  may  interfere  with  the  pneumo- 
thorax or  endanger  the  patient.  I have  not  found 
this  complication  a serious  one  when  the  patients 
are  carefully  selected,  and  I have  had  excellent 
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results  with  positive  pressure  in  selected  cases. 
If,  after  six  or  more  months  of  pneumothorax, 
adhesions  persist  in  holding  open  a cavity,  or  the 
sputum  continues  to  be  positive,  the  operation  is 
indicated  if  the  pleura  are  well  separated,  if  the 
patient  is  a good  surgical  risk,  if  the  mediastinum 
is  stabilized,  and  if  the  adhesions  do  not  contain 
lung  tissue  or  large  blood  vessels  and  are  not  too 
complex  and  extensive.  The  operative  risk  and 
the  post-operative  reaction  depend  directly  on 
the  size  and  the  number  of  adhesions  severed  and 
in  some  cases  it  is  advisable  to  divide  the  opera- 
tion into  stages.  The  increasing  use  of  pneumo- 
thorax gives  intrapleural  pneumolysis  an  in- 
creasing significance. 

PHRENIC  NERVE  SURGERY 

Resection  of  the  phrenic  nerve  and  its  acces- 
sory branch.es  will  paralyze  permanently  the  corre- 
sponding hemi-diaphragm.  If  the  main  nerve  is 
just  crushed  the  paralysis  is  temporary  and  the 
diaphragm  gradually  resumes  its  function  after 
six  months.  Simultaneous  paralysis  of  both 
leaves  of  the  diaphragm  has  been  done,  but  it  is 
not  recommended,  at  least  at  the  present  time. 
Any  surgeon,  who  is  well  versed  in  the  anatomy 
of  the  neck,  is  capable  of  doing  the  operation,  and 
the  risk  to  the  patient  is  negligible.  The  con- 
traindications are  essentially  the  same  as  those 
for  pneumothorax. 

Crushing  of  the  phrenic  nerve  largely  has  re- 
placed resection  of  the  nerve,  and  has  extended 
the  indications  for  the  operation.  Crushing  gives 
the  patient  the  full  benefit  of  a paralyzed 
diaphragm,  yet  the  function  of  a valuable  part 
of  the  lung  is  not  sacrificed  permanently.  If  a 
permanent  paralysis  proves  to  be  desirable,  the 
nerve  can  be  resected  at  a second  operation.  Also 
there  are  some  cases  in  which  a temporary 
paralysis  is  beneficial,  whereas  a permanent  one 
is  detrimental. 

In  cases  of  progressing  tuberculosis,  paralysis 
of  the  diaphragm  is  not  as  effective  as  pneumo- 
thorax, and  should  be  used  only  when  pneumo- 
thorax has  failed.  Some  writers  recommend 
phrenic  interruption  for  an  incipient  lesion,  but 
I prefer  pneumothorax  if  any  form  of  collapse 
therapy  is  required.  Some  writers  recommend 
phrenic  interruption  if  the  lesion  is  basal,  but  I 
have  not  found  it  particularly  effective  for  a 
lesion  in  that  location  and  here  again  prefer 
pneumothorax. 

After  the  disease  has  become  chronic,  and 
fibrous  tissue  contraction  indicates  healing, 
paralysis  of  the  diaphragm  is  more  effective  than 
it  is  in  progressing  disease.  It  is  the  procedure 
of  choice  if  the  lesion  is  not  extensive,  or  if  a 
small  thin-walled  cavity,  surrounded  by  retractile 
lung,  is  present.  If  it  does  not  do  the  job,  pneu- 
mothorax should  replace  it.  Paralysis  of  the 
diaphragm  may  be  tried  in  cases  of  chronie  tuber- 


culosis when  pneumothorax  has  failed,  unless 
thoracoplasty  is  clearly  indicated. 

The  operation  is  useful  in  two  other  ways. 
When  a successful  pneumothorax  is  abandoned 
and  a relatively  large  cavity  originally  was 
present,  paralysis  of  the  diaphragm  decreases  the 
size  of  the  hemithorax  and  removes  a continually 
repeated  pull  which  might  re-open  the  cavity.  In 
some  cases  this  protection  should  be  permanent, 
and  in  others  a temporary  protection  is  sufficient. 
But  it  is  not  necessarily  indicated  whenever  a 
successful  pneumothorax  is  abandoned.  Occasion- 
ally phrenic  interruption  is  used  to  supplement  a 
pneumothorax  that  has  collapsed  a cavity  in  the 
lateral  direction,  when  adhesions  at  the  apex  and 
the  base  of  the  lung  hold  the  cavity  open  in  the 
vertical  direction.  The  relaxation  resulting  from 
a paralyzed  diaphragm  may  permit  the  cavity  to 
close. 

THORACOPLASTY 

Thoracoplasty  offers  the  hope  of  a cure  in 
cases  of  chronic  tuberculosis  after  conservative 
treatment,  pneumothorax,  and  phrenic  nerve  sur- 
gery have  failed.  Without  thoracoplasty  the  pa- 
tient is  a continued  source  of  infection,  and  the 
disease  ultimately  will  cause  his  death.  The 
operation  must  be  done  by  one  skilled  in  thoracic 
surgery,  and  candidates  must  be  selected  care- 
fully, or  the  results  will  be  disappointing  and 
thoracoplasty  will  fall  into  disrepute.  Thoraco- 
plasty is  contraindicated  if  the  disease  is  actively 
progressing,  if  active  tuberculosis  exists  in  the 
contralateral  lung,  or  that  lung  has  been  ex- 
tensively diseased,  and  if  the  patient  is  not  a 
good  surgical  risk.  However,  in  cases  with 
bilateral  apical  cavitation  the  upper  three  or 
four  ribs  may  be  removed  on  both  sides  if  the 
disease  is  not  actively  progressing. 

The  indications  for  thoracoplasty  are  simple. 
The  patient  with  a demonstrable  cavity  needs  a 
thoracoplasty  even  though  his  sputum  has  be- 
come negative.  And  the  patient  with  a per- 
sistently positive  sputum  is  a candidate  for 
thoracoplasty  even  though  a cavity  can  not  be 
demonstrated  in  the  roentgenogram.  The  opera- 
tion must  be  divided  into  stages  and  no  more 
than  three  ribs  should  be  removed  at  one  stage. 
When  it  finally  is  completed  the  diesased  portion 
of  the  lung  must  be  collapsed  completely,  and 
the  sputum  must  be  negative  for  the  tubercle 
bacillus. 

EXTRAPLEURAL  PNEUMOLYSIS 

Extrapleural  pneumolysis  includes  a number  of 
operations.  Paraffin,  rubber  bags  which  are  in- 
flated, and  other  foreign  substances  are  intro- 
duced between  the  ribs  and  the  parietal  pleura 
to  compress  diseased  areas  of  the  lung.  The 
scalene  muscles  in  the  neck  are  resected  to  com- 
press the  apex  of  the  lung.  The  intercostal  nerves 
are  resected  to  decrease  the  size  of  the  hemi- 
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thorax.  These  operations  are  not  as  effective  as 
thoracoplasty  and  should  be  done  only  when 
thoracoplasty  entails  too  great  a risk  to  the 
patient. 

fallacies  regarding  collapse  therapy 

Collapse  therapy  does  not  cure  tuberculosis, 
just  as  a splint  does  not  cure  a fractured  bone. 
Nature  effects  the  cure.  The  regime  of  bed  rest, 
fresh  air,  and  nourishing  food  is  essential  in 
every  case  of  tuberculosis,  and  collapse  therapy 
is  only  a valuable  adjunct  to  it. 

Collapse  therapy  has  not  and  will  not  make  the 
sanatorium  obsolete;  instead  it  has  increased  and 
extended  its  usefulness.  Practically  every  patient 
will  profit  by  taking  at  least  a part  of  the  cure 
in  a sanatorium,  and  a patient  who  has  a positive 
sputum  always  is  a source  of  danger  to  others  in 
the  home. 

Collapse  therapy  is  not  a method  which  is 
suitable  for  universal  use.  Physicians  using  it 
must  have  had  a long  and  active  experience  with 
tuberculosis,  and  must  understand  the  scope  and 
limitations  of  each  procedure. 

Collapse  therapy  is  not  indicated  in  every  case 
of  pulmonary  tuberculosis,  and  should  be  used 
only  when  it  is  needed  to  obtain  a cure.  The 
patient  must  have  frequent  chest  roentgeno- 
grams and  must  be  observed  closely  to  determine 
the  course  of  the  disease.  If  the  disease  does  not 
show  a prompt  and  satisfactory  response  with 
conservative  treatment,  collapse  therapy  is  in- 
dicated. Compromise  or  procrastination  may 
allow  the  optimum  time  for  its  use  to  pass. 
The  collapse  procedure  must  be  selected  carefully, 
and  followed  intelligently.  If  it  is  not  effective, 
another  one  should  supplement  or  replace  it. 
Every  patient  requires  individual  attention  and 
the  treatment  should  be  as  conservative  as  pos- 
sible, yet  as  radical  as  necessary  to  obtain  a cure. 

case  finding 

Although  collapse  therapy  is  invaluable  in  dry- 
ing up  the  existing  sources  of  infection,  tuber- 
culosis will  not  be  eradicated  until  the  potential 
sources  of  new  infection  are  cut  off.  The  purpose 
of  case  finding  is  to  diagnose  pulmonary  tuber- 
culosis during  the  incipient  stage  before  the  pa- 
tient has  a positive  sputum,  or  at  least  to  make 
the  diagnosis  early  in  the  course  of  the  disease. 
The  case  finding  program  is  a duty  of  the  public 
health  agencies,  and  requires  suitable  quarters 
which  have  roentgen-ray  facilities,  the  services  of 
physicians  specializing  in  tuberculosis,  and  an  ade- 
quate corps  of  public  health  nurses  to  carry  out 
the  field  work.  Diagnostic  chest  clinics  should  be 
conducted  regularly,  and  the  cooperation  of  the 
private  physician  must  be  cultivated.  Patients 
suspected  of  having  tuberculosis  are  referred  to 
these  clinics  for  a chest  roentgen-ray  and  exami- 
nation which,  if  necessary,  is  free.  The  liberal 


use  of  roentgenograms  of  the  chest  among  these 
patients  will  increase  the  percentage  of  cases 
that  are  diagnosed  early  in  the  course  of  the 
disease. 

Since  private  physicians  are  inclined  to  forget 
that  tuberculosis  is  contagious,  the  clinic  staff 
has  to  round-up  the  family  contacts  to  known 
cases.  Seventy-two  per  cent  of  the  new  cases  of 
pulmonary  tuberculosis  diagnosed  at  the  Akron 
Tuberculosis  Clinic  in  1933  were  referred  by 
private  physicians,  yet  physicians  referred  only 
21  per  cent  of  the  contacts  examined  in  that  year. 
All  contacts  should  have  roentgenograms  of 
the  chest  which  must  be  repeated  periodically 
for  several  years  after  the  contact  has  been 
broken.  The  importance  of  this  is  illustrated 
by  the  following  fact.  An  analysis  of  the 
examinations  of  275  family  contacts  covering  a 
five-year  period  revealed  that  40  of  them  de- 
veloped pulmonary  tuberculosis.  The  fact  that 
Akron  has  the  lowest  annual  tuberculosis  death 
rate  for  the  large  cities  in  this  country  is  due  in 
a large  degree  to  the  case  finding  program  which 
we  have  followed  diligently  for  the  past  fifteen 
years.  And  a comparison  of  the  national  tuber- 
culosis death  rate  among  patients  who  have  in- 
cipient tuberculosis  at  the  time  of  diagnosis,  and 
the  patients  who  have  advanced  disease,  shouts 
the  need  of  case  finding  programs,  and  early 
diagnoses. 

Most  metropolitan  counties  in  Ohio  support  a 
tuberculosis  sanatorium,  and  case  finding  is  an 
important  duty  of  its  staff.  Less  populous  coun- 
ties may  not  be  able  to  maintain  a sanatorium, 
but  they  can  profitably  retain  a tuberculosis 
specialist  who  would  conduct  diagnostic  chest 
clinics  and  who  would  guide  their  case  finding 
program.  For  the  benefit  of  the  sparsely  popu- 
lated counties,  the  State  Department  of  Health 
maintains  a Bureau  of  Tuberculosis  which  con- 
ducts chest  clinics  in  cooperation  with  the  local 
public  health  authorities.  The  program  for  the 
individual  county  must  be  adapted  to  meet  the 
local  conditions  in  each  instance.  If  case  finding 
is  carried  out  intelligently  and  faithfully,  it  will 
yield  tremendous  dividends. 

Edwin  Shaw  Sanatorium. 

discussion 

John  H.  Skavlem,  M.D.,  Cincinnati,  Ohio:  I 

wish  to  commend  Dr.  Bliss  for  this  concise  pre- 
sentation of  methods  of  combating  tuberculosis. 
Combating  the  disease  means  treating  the  patient 
and  stamping  out  the  germ.  Both  procedures  are 
important  from  the  public  health  standpoint.  The 
prevention  of  the  disease  resolves  itself  into  the 
simple  parable  of  “separation  of  the  seed  from 
the  soil,  or  else  rendering  the  soil  unfit  to  nurture 
the  seed.”  In  medical  language,  stop  positive 
sputum  and  engender  immunity  in  the  host.  The 
problem  of  treating  the  individual  patient  and 
that  of  combating  the  disease  may  call  for  greatly 
different  viewpoints.  Thus  a patient  with  great 
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immunity  may  live  in  comparative  comfort  or 
with  slight  handicap,  to  an  old  age  but  yet  be 
expectorating  abundance  of  tubercle  bacilli  daily 
because  of  the  presence  of  an  old  thick  walled 
cavity.  Selfish  individual  concern  might  tell  the 
patient  to  be  let  alone.  The  problem  here  is  more 
than  the  individual  patient,  it  is  distinctly  the 
problem  of  public  health.  Therefore,  the  develop- 
ment and  use  of  collapse  therapy  is  doubly  im- 
portant; first,  to  save  the  patient  and  secondly, 
to  stop  positive  sputum. 

Collapse  therapy  is  undoubtedly  the  most  im- 
portant and  effective  single  method  of  combating 
the  disease  in  the  individual  that  we  physicians 
possess.  But  bed  rest  and  sanatorium  care  is  still 
necessary.  The  use  of  pneumothorax  has  in- 
creased rapidly  from  year  to  year  and  its  use  is 
going  to  continue  to  be  enlarged  as  general 
practitioners  come  to  appreciate  its  value.  The 
use  of  pneumothorax  earlier  in  the  treatment  is 
going  to  reduce  the  necessity  of  more  radical  sur- 
gical procedures.  In  our  private  practice  in  hos- 
pitals and  homes  we  use  collapse  therapy  in  70 
per  cent  of  our  cases.  At  the  Hamilton  County 
Tuberculosis  Sanatorium  collapse  therapy  is  ap- 
plied in  40  per  cent  of  all  adult  cases.  This  dif- 
ference between  our  private  practice  and  the 
County  Sanatorium  is  because  of  the  greater 
number  of  far  advanced  cases  and  colored  pa- 
tients at  the  sanatorium. 

The  development  of  the  surgical  technique  of 
thoracoplasty  has  given  us  another  valuable 
weapon  in  therapy.  But  the  first  and  paramount 
issue  in  this  operation  is  the  proper  medical 
choice  of  the  patient.  In  addition  to  observing 


the  usual  contra-indicatmns  we  must  choose  the 
patient  in  whom  nature  by  resistance  has  already 
done  a good  job  but  an  incomplete  one.  The 
favorable  patient  is  the  one  where  adhesions  and 
fibrosis  have  already  contracted  the  interspaces, 
pulled  up  the  diaphragm,  dislocated  the  heart, 
mediastinum  and  tiachea,  and  partially  com- 
pressed the  cavity  by  scar  tissue.  In  other  words 
choose  the  “good  old  chronic.”  Beware  of  the 
patient  with  a symmetrical  chest,  normal  clear 
diaphragms,  mediastinum  and  trachea  in  the  mid- 
line, no  calcium  in  the  hilum,  and  little  or  no  scar 
tissue  in  the  lungs.  Hence  the  infrequent  choice 
c i the  colored  patient  for  such  an  operation. 

Case  finding  is  the  twin  to  early  diagnosis  in 
our  fig*ht  against  the  disease.  Find  the  disease 
early  and  then  at  once  seek  for  the  source  of  in- 
fection. In  making  this  search,  the  chances  are 
good  that  you  will  discover  several  more  cases. 
In  looking  for  the  source  of  infection  in  a home 
do  not  restrict  the  search  to  certain  ages.  Do  not 
overlook  Grandpa  with  his  own  chronic  bron- 
chitis, who  may  be  a fountain  of  tubercle  bacilli 
from  an  old  cavity.  At  the  Clark  Street  Health 
Center  in  Cincinnati,  which  is  a part  of  our  city 
health  department,  we  have  offered  to  the  medical 
profession  the  service  of  X-ray  chest  films  free 
to  indigent  patients.  A chest  clinic,  well  con- 
ducted, is  operated  to  make  complete  survey  of 
contact  cases.  A survey  of  an  entire  high  school 
of  colored  children  is  now  being  carefully  made. 
The  increasing  number  of  complete  school  sur- 
veys in  elementary  schools,  high  schools,  and  col- 
leges, emphasizes  the  need  and  effectiveness  of 
such  a measure  in  our  combat  with  this  disease. 


malaria  treatment  in  congenital  syphilis 

By  ROBERT  A.  KIDD,  JR.,  M.D.,  Columbus,  Ohio 


IT  was  not  until  1880  that  the  true  malaria 
parasite  was  discovered.  A sexual  develop- 
ment takes  place  only  in  the  human.  The  para- 
site in  its  earliest  stage  appears  to  be  attached  to 
the  red  corpuscle.  This  parasite  burrows  into  the 
red  blood  cells,  whence  it  becomes  mature,  then 
goes  into  a process  of  segmentation,  giving  the 
appearance  of  a mulberry-like  body,  thence  the 
by  disintegration  of  the  corpuscle,  which,  being 
set  free,  begin  once  more  their  cycle  of  develop- 
ment. 

There  are  three  distinct  types  of  malaria  which 
can  be  distinguished:  tertian,  quartan  and  estivo- 
autumnal.  The  tertian  type  is  the  type  we  use  in 
the  treatment  of  syphilis.  We  have  found  with 
the  first  inoculation,  white  patients  with  tertian 
malaria  that  about  85  per  cent  have  taken,  while 
reinoculations  all  patients  have  been  successfully 
infected.  Negro  congenital,  as  well  as  negro 
adults  with  syphilis  show  a high  degree  of  re- 
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sistance  to  infection  by  malaria.  The  period  of 
incubation  varies  from  three  to  twenty-one  days, 
depending  upon  the  way  the  patient  is  infected 
with  malaria. 

The  action  of  therapeutic  malaria  has  been 
studied  a great  deal  in  the  past  few  years  by  the 
new  supra-vital  technic,  that  acute  malaria 
stimulates  the  endothelial  cells  of  certain  capil- 
laries and  capillary  venules.  This  also  holds 
true  for  the  endothelial  cells  of  the  capillaries 
of  the  brain  cortex.  Due  to  the  stimulating  effect 
of  the  plasmodium,  the  already  increased  perme- 
ability of  the  cortical  capillaries  and  capillary 
venules  become  more  pronounced  after  malaria 
treatment  and  increased  permeability  is  grad- 
ually reduced  and  becomes  normal  in  those  pa- 
tients who  respond  to  treatment. 

Schreiner  and  Wendleberger  of  Germany  in  the 
last  few  years  have  shown  that  the  recticulo- 
endothelial  system  responds  to  pathological 
changes  in  the  body.  Their  method  was  to  study 
cell  count  in  the  fluid  from  the  cantharides  vesi- 
cles. They  counted  the  leucocytes,  the  esosino- 
hiles  and  monocytes,  the  last  of  which  are 
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lymphohistocytic  cells.  When  the  condition  im- 
proved there  was  always  an  increase  in  the  num- 
ber of  monocytes;  when  it  grew  worse  the  num- 
ber decreased.  They  have  now  studied  the  re- 
action of  the  recticulo-endothelial  system  to 
treatment. 

Using  the  same  method  of  examination  they 
found  that  there  was  very  little  response  to  sal- 
varsan  treatment.  There  was  a moderate  increase 
in  monocytes  in  some  cases,  but  it  was  not  con- 
stant. After  malaria  treatment,  however,  they 
found  that  there  was  a constant  response  on  the 
part  of  the  recticulo-endothelial  system.  The 
average  monocyte  count  in  the  beginning  was  7.2 
per  cent.  The  esinophile  was  0.25  to  1 per  cent. 
The  highest  value  was  2 per  cent.  During  the 
fever  there  was  no  change  in  the  value  in  most  of 
the  cases.  When  there  was  a change  the  mon- 
ocyte count  fell  during  the  attack  of  high  fever 
and  rose  in  the  intervals.  The  changes  in  the  cell 
count  preceded  the  clinical  changes  somewhat, 
which  makes  this  method  of  value  in  prognosis. 
In  all  of  the  cases  the  monocyte  count  rose  to  a 
high  value  on  defervescence.  They  rose  to  values 
as  high  as  26  per  cent.  They  remained  at  this 
level  about  ten  days,  then  returned  to  their 
original  values.  The  esinophile  curves  ran  paral- 
lel to  the  monocyte  curves.  These  experiments 
definitely  show  a relationship  between  the  general 
condition  of  the  body  and  that  of  the  recticulo- 
endothelial  system.  Fever  injures  the  function  of 
the  recticulo-endothelial  system  and  the  histocytic 
cells  decrease.  After  defervescence,  function  im- 
proves and  the  cell  count  rises. 

Contra-indications  to  malaria  therapy:  marked 
myocarditis  vascular  nephrosis,  liver  diseases, 
diabetes,  tuberculosis,  general  debility.  Preg- 
nancy is  no  contra-indication. 

CONGENITAL  SYPHILIS 

The  infection  has  been  spread  to  the  fetus  in 
utero  and  therefore  must  be  approached,  from  a 
different  angle  than  acquired  syphilis.  Approxi- 
mately 8 per  cent  of  the  total  population  has 
syphilis,  either  congenital  or  acquired.  Syphilis 
from  the  spermatozoa  to  the  mother  is  a rare  in- 
cidence. A frequent  course  in  the  family  with 
syphilitic  parents  is  for  the  first  few  pregnancies 
to  result  in  miscarriages  and  still  born,  the  next 
few  in  syphilitic  offspring,  then  later  normal  off- 
spring. The  adult  syphilitic  resists  his  disease 
with  his  body  cells  which  have  been  compara- 
tively uninjured  during  the  growing  and  embry- 
onic stage.  First  the  syphilitic  placenta  is  larger 
than  normal.  It  shows  numerous  areas  of  infarc- 
tion. Therefore,  we  start  with  a handicap  in  the 
treatment  of  a congenital  syphilitic,  low  resist- 
ance to  the  specific  disease,  cells  altered  while  in 
utero  and  these  same  cells  reacting  rather  badly 
to  the  ordinary  methods  of  treatment  during  in- 
fancy and  childhood. 


First,  let  me  give  a typical  case  of  juvenile 
paresis : 

F.  W.,  age  12;  grade  7.  Admitted  to  the  hos- 
pital with  twitching  of  right  arm  and  leg  and  re- 
mained in  a semi-ccmatose  state  for  about  a week 
at  which  time  she  had  cleared  up  mentally. 
Neurological  examination  revealed  triceps,  biceps, 
supinators  exaggerated  with  some  spasticity  of 
right  arm,  bilateral  positive  Babinsk\  Oppenheim 
and  Chaddock  apparently  negative.  Patellars 
exaggerated  more  on  the  right  than  left  with 
some  slight  spasticity  of  right  leg.  Romberg 
positive,  ataxia  of  lower  and  upper  extremities. 
Pupils  were  sluggish  to  light,  slurring  of  speech, 
loss  of  control  of  sphincters. 

This  child  was  placed  on  potassum  iodide,  large 
doses,  and  in  two  weeks  was  up  and  around 
showing  very  little  evidence  of  her  cerebral  ac- 
cident, but  disturbance  of  coordination  and 
slurring  of  speech.  Child  had  been  doing  very 
well  in  her  school  work.  Mother  says  she  had  not 
noticed  any  great  change  in  the  child  during  the 
past  year. 

Serological  examination  revealed  four  plus 
blood  Wassermann  and  Kahn.  Spinal  fluid,  four 
plus  with  a paretic  gold  curve.  Malaria  was  given 
to  this  child  and  she  was  allowed  eight  paroxysms 
at  which  time  she  was  given  the  usual  quinine 
therapy  for  a child  her  age. 

Three  weeks  later  she  returned  to  the  clinic 
with  all  mental  symptoms  apparently  negative. 
Six  months  later  still  apparently  negative  as  to 
marked  mental  symptoms  but  a negative  blood 
Wassermann  and  spinal  fluid.  Of  course,  in  the 
intervening  six  months  she  had  been  taking  her 
usual  weekly  injections  of  bismuth. 

She  then  discontinued  her  treatment  because 
her  mother  thought  it  not  necessary.  Mother 
gives  the  history  of  two  miscarriages  previous  to 
the  birth  of  this  child;  never  had  taken  any  treat- 
ment and  says  she  feels  fine,  her  blood  Wasser- 
manns  have  all  been  positive.  Father  died  of 
paresis.  Then  we  did  not  see  the  child  until 
January,  1934,  at  which  time  she  did  not  present 
any  marked  mental  symptoms.  Again  her  blood 
Wassermann  was  positive,  spinal  fluid  positive 
with  a paretic  gold  curve.  She  was  again  placed 
in  the  hospital  and  we  were  unable  to  get  the 
malaria  to  take  to  our  satisfaction,  so  she  was 
given  eight  injections  of  typhoid.  Again  she 
showed  a great  deal  of  improvement.  Child  came 
to  clinic  for  three  months  again  for  her  bismuth. 
Then  we  did  not  see  her  until  May,  1935,  at  which 
time  she  was  brought  in  with  convulsions  and 
coma.  She  remained  in  a delirious  state  for  three 
weeks  in  the  hospital,  at  the  end  of  which  time 
she  was  taken  home  and  died  three  weeks  later. 

E.  D.,  age  9;  grade  4.  Child  came  to  the  clinic 
June  21,  1930,  complaining  of  nervousness.  Blood 
Wassermann  positive.  Started  on  anti-syphilitic 
treatment  the  following  week  and  continued  up 
until  November  15,  1932.  Blood  Wassermann  re- 
mained positive,  also  the  spinal  fluid,  gold  curve 
was  apparently  negative. 

Neurological  examination  again  remained  ap- 
parently negative  but  child  complained  a great 
deal  of  pains  in  the  lower  exeremities.  Psycholog- 
ical examination  at  this  time  revea'ed  a child  of 
normal  intelligence  and  average  mental  level. 
Malaria  treatment  given  and  child  was  al'owed 
eight  chills. 

July,  1933,  spinal  fluid  and  blood  Wassermann 
were  both  negative.  This  child  had  no  anti- 
syphilitic therapy  following  malaria  and  serology 
has  remained  negative  and  the  child  has  had  very 
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few  symptoms  of  any  kind  up  to  the  present  time. 

M.  P.,  age  9;  grade  4.  Good  health  according 
to  mother  until  1933  when  she  came  in  the  clinic 
complaining  of  pains  all  over  her  body  and  unable 
to  sleep  at  night. 

Neurological  and  mental  examinations  ap- 
parently negative.  Blood  Wassermann  and  spinal 
fluid  was  positive.  She  was  started  on  bismuth 
therapy  and  continued  for  eight  months  at  which 
time  was  given  a rest  period  of  two  months,  then 
again  placed  on  bismuth  therapy  and  continued 
for  six  months  at  which  time  she  developed  a 
severe  keratitis  and  a marked  squint. 

Her  blood  Wassermann  was  still  positive.  We 
were  unable  to  get  patient  to  submit  for  another 
spinal.  Given  malaria  January,  1935,  and  after 
four  chills  keratitis  cleared  up  and  at  the  end  of 
her  eight  chills  felt  fine.  April,  blood  WTasser- 
mann  was  negative  and  feeling  fine,  placed  on 
mercury  rubs.  July,  1935,  blood  Wassermann 
taken  and  negative.  Although  she  missed  a lot  of 
school  she  passed  with  very  good  grades. 

A.  D.,  age  15;  grade  9B.  Came  to  the  clinic 
February,  1932,  complaining  of  nervousness. 
Father  died  of  syphilis,  and  mother  is  taking 
treatments  at  present  time. 

Blood  Wassermann  was  positive,  spinal  fluid 
positive,  gold  curve  atypical.  Anti-syphilitic 
treatment  started  and  continued  until  December, 
1934,  at  which  time  blood  Wassermann  and  spinal 
fluid  were  still  positive. 

Malaria  given  and  the  child  was  allowed  eight 
chills.  Blood  Wassermann  was  negative  in 
March,  1935.  Then  the  child  was  started  on 
bismuth  therapy  and  continued  for  three  months 
at  which  time  her  spinal  fluid  and  blood  Wasser- 
mann were  negative.  At  this  time  she  has  no 
complaints  and  has  passed  all  of  her  school  work, 
even  though  she  had  missed  a great  deal  of  school 
taking  the  malaria  and  her  anti-syphilitic  treat- 
ments. Spinal  fluid  and  blood  Wassermann  nega- 
tive, September,  1935. 

L.  S.,  age  14;  grade  8B.  The  family  history  is 
very  interesting  in  this  case,  in  that  this  child  is 
a twin.  Father  denies  lues  and  his  blood  Wasser- 
mann is  negative.  Mother  gives  a history  of  two 
miscarriages  and  a premature  previous  to  the 
birth  of  this  girl.  Her  blood  Wassermann  is 
negative  and  denies  syphilis.  She  has  had  several 
other  children  since  and  the  blood  Wassermanns 
are  negative  on  these  children.  Mother  says  that 
she  did  not  take  any  shots  of  any  kind  but  did 
take  some  medicine  from  her  family  doctor  at  the 
time  of  her  miscarriages. 

Menses  started  with  this  child  at  the  age  of 
13  and  from  the  history  from  the  child  and  the 
mother  we  were  unable  to  gain  any  information 
relative  to  a possible  acquired  specific  infection. 
This  child  came  to  the  clinic  complaining  of  pains 
and  nervousness  and  mother  says  that  she  does 
not  do  as  well  as  her  twin  sister  in  school  and 
has  been  nervous  and  irritable  all  of  her  life, 
that  she  had  enuresis  up  until  12  years  of  age. 
She  never  has  been  as  strong  as  her  sister  and 
that  all  of  her  life  has  been  sickly. 

The  blood  Wassermann  was  positive  and  she 
was  started  on  treatments.  Her  twin  sister  has 
had  several  blood  Wassermanns  and  spinal  fluids 
and  all  have  been  negative,  also  several  provoca- 
tives. The  treatment  was  continued  for  about  one 
year,  then  after  each  treatment  in  the  clinic  she 
had  a marked  hysterical  attack  which  would  re- 
quire her  to  be  in  the  hospital  for  several  days. 
Therefore,  in  January  of  this  year  the  child  still 
having  positive  blood  and  spinal,  she  was  given 


malaria.  The  clinical  and  serological  results 
were  brilliant  in  this  case.  This  child  was  not 
started  on  injections  again  but  was  given  mer- 
cury rubs.  May  of  this  year  her  spinal  fluid  and 
blood  Wassermann  were  negative.  At  the  present 
time  she  is  still  continuing  her  rubs  but  has  very 
few  nervous  symptoms. 

Our  general  impressions  are  the  following  as  a 
result  of  tests  and  treatment  given  to  a series  of 
about  100  children:  the  number  of  females  and 
males  treated  were  about  equal  in  number  and 
their  ages  were  from  6 to  15  years  of  age.  We 
tried  only  a limited  number  of  colored  children  as 
they  are  very  prone  to  being  infected  by  malaria. 

In  the  group  treated  were  juvenile  paresis, 
tabes,  cerebrospinal  syphilis,  that  is,  syphilitics 
without  any  marked  neurological  or  mental 
symptoms,  interstitial  keratitis,  perosititis  and 
children  with  positive  Wassermanns  and  negative 
spinals  which  failed  to  become  positive  after  two 
or  three  years  of  intensive  antisyphilitic  treat- 
ment. 

We  gave  colored  children  a series  of  typhoid  in- 
jections to  ascertain  the  approximate  value  of 
typhoid  to  malaria.  We  will  not  discuss  this 
series  in  the  paper  only  to  say  that  clinically  they 
made  very  good  improvement,  but  serologically 
we  found  little  change. 

All  of  the  children  had  about  the  same  re- 
actions as  the  adult  with  acquired  syphilis  except 
that  we  do  not  believe  their  disability  lasted  as 
long  after  the  malaria  therapy  as  in  the  adults. 
On  the  days  when  they  would  have  their  chill 
they  would  be  very  irritable  and  refuse  or  vomit 
most  of  the  food  but  the  next  day  the  nurses 
found  it  difficult  to  keep  them  in  bed  as  they 
wanted  to  be  up  playing  with  the  other  children. 

The  group  with  interstitial  keratitis  was  prob- 
ably one  of  the  most  interesting  in  that  the 
symptoms  made  such  a rapid  disappearance.  On 
a typical  case  which  we  have  just  given,  Doctor 
Dennie  of  Kansas  City  gives  the  following  ex- 
planation : The  administration  of  the  heavy 

metals  and  iodides  have  some  good  effect  on  in- 
terstitial keratitis  but  the  slowness  is  based  on 
the  effect  that  these  substances  can  not  oxygenate 
the  debris  or  carry  away  the  dead  cells.  While 
the  malaria  parasite  on  the  other  hand  stimulat- 
ing, as  it  does,  the  macrophage  is  responsible  for 
carrying  off  these  harmful  materials  and  prob- 
ably does  it  in  this  manner:  the  macrophage 

having  ameboid  characteristics  can  insinuate 
itself  in  the  lymph  channels  between  the  in- 
dividual cells  composing  the  cornea  of  the  eye. 
Thus,  it  actually  devours  the  dead  cells;  in  other 
words,  clears  out  the  irrigation  ditches  and  the 
inflammation  soon  subsides  and  the  lymph  chan- 
nels are  once  more  cleared  and  the  heavy  metals 
can  do  their  work. 

We  had  one  case  of  skin  syphilis  which  had 
failed  to  respond  to  ordinary  treatment  but 
cleared  up  with  malaria.  The  action  of  the 
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malaria  parasite  on  perositis  and  bone  syphilis  is 
also  very  remarkable. 

The  cases  of  cerebrospinal  syphilis  and  the  re- 
sistive Wassermann  cases  respond  equally  as 
brilliantly  as  do  the  bone  syphilis  and  the  inter- 
stitial keratitis.  Serological  reactions  become 
negative  in  about  70  per  cent  of  our  cases  with 
the  malaria  treatment  and  the  other  15  per  cent 
after  a short  series  of  anti-syphilitic  treatment. 
Clinically  they  gain  weight,  as  most  mothers  ex- 
press it,  the  child  seems  brighter. 

The  above  group  of  patients  we  feel  are  the 
ones  that  malaria  is  the  greatest  adjunct  to  the 
treatment  of  congenital  syphilis. 

In  our  group  of  juvenile  paresis  we  had  three 
cases,  one  of  which  I have  given  you  in  brief. 
Of  these  cases — the  one  juvenile  paretic  is  dead, 
one  in  the  Boys  Industrial  School  because  he  con- 
tinued to  steal  automobiles  and  keys  out  of  stand- 
ing cars.  The  other,  a little  girl,  is  home  with  her 
mother  and  has  grandiose  delusions. 

One  case  of  tabo-paresis  was  taken  home  with 
her  stepmother  for  a few  months  and  became  so 
noisy  and  irritable  that  the  mother  placed  the 
child  in  the  feeble  minded  institution  and  the 
child  has  since  died. 

The  two  cases  of  tabes,  one  of  which  has  had 
two  courses  of  malaria  and  intermittent  courses 
of  anti-syphilitic  treatments  is  up  and  around 
and  comes  to  the  clinic  but  has  lost  considerable 
ground  in  the  past  two  years ; each  time  after  the 
malaria  treatment  for  a period  of  about  three 
months  he  is  able  to  control  sphincters. 

The  other  case  has  made  rather  a good  re- 
covery and  at  this  time  has  control  of  sphincters 
and  very  few  pains.  The  mother  of  the  child  also 
has  tabes  and  she  was  placed  in  the  hospital  and 
given  malaria.  She  has  been  very  faithful  with 
her  anti-syphilitic  treatments  and  is  getting 
around  very  well. 

All  of  the  above  cases  made  some  recovery 
after  malaria  but  we  feel  the  results  are  only 
temporary  in  congenital  paresis  and  tabes  and 
that  the  end  of  these  patients  is  early  in  life. 

This  is  not  true  with  congential  asymptomatic 
syphilitic  or  the  adult  acquired  syphilitic  as  the 
results  in  some  of  these  cases  are  most  brilliant. 
We  feel  that  malaria  is  the  greatest  adjunct  to 
the  treatment  of  asymptomatic  syphilis  in  the 
congenital  and  adult  that  we  have  had  since  the 
discovery  of  arsphemine. 

SUMMARY 

Malaria  has  a definite  place  in  the  therapy  of 
syphilis.  First,  there  exists  a definite  relation- 
ship between  the  condition  of  the  body  and  that 
of  the  recticulo-endothelial  system.  Second:  that 
anti-syphilitic  treatment  has  an  increased  effi- 
ciency after  malaria.  Third:  that  the  resistance 
of  the  individual  will  be  increased  and  that 
malaria  alone  will  produce  a negative  serology  in 


about  70  per  cent  of  early  syphilis  which  has 
failed  to  respond  to  ordinary  anti-syphilitic  treat- 
ment. Fourth:  the  patients  gain  weight,  ap- 
petite increases  and  energy  seems  to  be  stimu- 
lated. Fifth:  deaths  from  therapeutic  malaria 
in  early  syphilis  are  practically  nil. 

683  E.  Broad  Street. 

discussion 

D.  A.  Johnston,  M.D.,  Cincinnati,  Ohio:  In 

the  treatment  of  congenital  syphilis  it  is  recog- 
nized that  the  earlier  the  neurosyphilitic  child  is 
treated  the  better  is  the  outlook  and  the  quicker 
are  results  secured.  Intraspinal  treatment  of 
children  is  seldom  necessary  because  of  the 
larger  amounts  of  arsenic  found  in  the  spinal 
fluid  of  children  as  compared  with  that  of  adults 
(Stokes).  Prognosis  is  good  if  treatment  is 
begun  before  end  of  first  year.  Arsenicals  are 
tolerated  better  and  larger  doses  can  be  used  in 
infants  than  in  adults.  Frequently  the  early 
treatment  of  congenital  syphilis  will  prevent  the 
development  of  lesions  and  stigmata  (Smith). 
Clinical  arrest  can  often  be  secured  in  late  con- 
genital syphilis  with  as  little  as  six  months  treat- 
ment if  the  nervous  system  is  not  involved.  Moore 
feels  that  sulpharsphenamine  is  the  best  arsenical 
to  use. 

Negative  Wassermann  may  appear  for  months 
after  birth,  but  will  subsequently  become  positive 
(Chargin  and  Umansky).  Usually  the  Wasser- 
mann remains  positive  long  after  there  is  clinical 
improvement.  Older  the  infection  or  the  older 
the  patient  the  more  difficult  it  is  to  secure  a re- 
versal in  the  Wassermann. 

It  is  felt  that  a diseased  placenta  causes  more 
premature  births  than  the  presence  of  syphilis 
in  the  child.  It  follows  that  the  child  naturally  is 
possessed  of  a low  resistance  and  altered  body 
cells  which  predispose  to  a poor  reaction  to  treat- 
ment. The  earlier  treatment  is  instituted  in 
pregnancy  the  better  the  chance  for  a healthy 
baby.  Treat  all  syphilitic  women  through  their 
pregnancy  regardless  of  previous  treatment  and 
no  matter  how  late  in  the  pregnancy.  It  might 
also  be  considered  advisable  to  treat  a wife  in 
pregnancy  if  her  husband’s  infection  is  less  than 
five  years  even  though  her  Wassermann  was 
negative  (Rutledge). 

In  the  diagnosis  of  congenital  syphilis,  clinical, 
serological  and  roentgenologic  evidences  should 
be  compared.  In  the  new  born  showing  no  evi- 
dences (50-60  per  cent)  the  X-ray  is  probably 
the  more  reliable  in  the  diagnoses  of  congenital 
syphilis.  In  pre-natal  syphilis  the  bones  are  more 
involved  than  in  acquired  type.  A thickened 
epiphyseal  line  with  a narrow  zone  of  rarefaction 
immediately  shaftward  in  the  metaphysis  is  the 
early  manifestation.  X-ray  and  serology  should 
coincide.  By  four  months  infant  should  have 
positive  Wassermann  (Parma’ee). 

Soria  speaks  of  dystrophy  of  the  bones  of  the 
skull  and  changes  in  the  aorta  being  frequently 
associated.  The  bone  lesions  of  the  skull  occur 
in  two  stages;  first,  softening  at  two  to  twelve 
months  of  age  and  secondly  a regenerative  pro- 
cess producing  osteophytes.  When  these  changes 
are  found,  examine  the  aorta.  In  iuvenile  paren- 
chymatous syphilis  the  neurological  syndromes 
are  more  frequent,  advanced  and  diverse  than  in 
acquired  adult  type.  They  represent  various 
combinations  of  focal  brain  syphilis,  involvement 
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of  the  cord  with  diffuse  syphilitic  encephalitis 
and  meningo-vascular  syphilis  (Menninger). 

The  various  lesions  of  syphilis,  except  when 
composed  of  scar  tissue  have  been  reported  as 
responding  very  favorably  to  malaria  treatment. 
It  seems  to  increase  the  patient’s  resistance  and 
natural  immunity,  promote  physical  improvement 
and  increase  the  value  and  response  of  arseni- 
cals  and  other  specific  drugs.  The  recticulo- 
endothelial  system  is  stimulated  by  both  malaria 
and  syphilis  with  the  production  of  macrophages 
and  other  cells  that  destroy  both  the  syphilitic 
and  malaria  parasite.  The  fever  can  be  looked 
upon  as  an  activating  factor.  Bone  and  joint 
syphilis,  interstitial  keratitis  and  skin  syphilis, 
have  all  responded  with  excellent  results  to 
malaria  therapy.  In  the  chronic  types  of  inter- 
stitial keratitis  no  results  are  obtained  and  in 
the  more  resistant  types  of  skin  syphilis,  re- 
occurrences appear.  Malaria  also  frequently  will 
not  change  a persistent  positive  Wassermann  to 
negative  in  either  congenital  or  acquired  syphilis. 

Reports  in  general  on  the  treatment  of  juvenile 
paresis  have  not  been  encouraging  although  some 
Americans  and  Europeans  claim  good  results 
with  malaria  fever  therapy  in  as  high  as  60  per 
cent.  Potter  in  38  cases  reports  fair  results  with 
malaria  and  tryparsamide,  but  feels  that  the 
prognosis  is  better  when  the  patient  was  normal 
before  the  onset  of  dementia,  when  patient  was 
past  adolescence  at  the  onset,  in  those  who  had 
expansive  confused  reactions  or  in  paresis  of  not 
longer  than  two  years’  duration.  Dennie  reports 
no  results  in  juvenile  paresis  and  the  patients 
usually  died.  In  juvenile  tabes,  however,  the 
cerebrospinal  fluid  changed  from  positive  to 
negative  in  60  per  cent  and  in  cerebrospinal  lues 
in  90  per  cent  the  spinal  fluid  became  negative 
when  treated  with  malaria  and  arsenicals. 
Arsphenamines  were  continued  six  to  eight  weeks 
after  malaria. 

Moore  feels  that  malaria  should  be  used  at  the 
start  of  every  obvious  juvenile  paresis  and  at 
some  stage  in  every  juvenile  neurosyphilis  when 
the  spinal  fluid  resists  ordinary  methods. 

Treatment  of  juvenile  paretic  neurosyphilis 
has  been  extremely  disappointing  and  many  au- 
thorities feel  that  the  advent  of  malaria  has  not 
changed  the  prognosis.  It  is  true  that  the  de- 
mentia may  be  retarded  and  life  prolonged  but 
all  of  this  only  adds  to  the  burden  of  society  and 
the  family.  The  most  promising  results  have 
been  secured  with  diathermy,  arsenicals  and 
heavy  metals.  The  treatment  most  recommended 
is  a combination  of  fever,  tryparsamide,  bismuth 
and  a short  series  of  neoarsphenamine  over  a 
long  period  of  time  and  vcithout  therapeutic  va- 
cation. 

Menninger  reports  malaria  and  tryparsamide 
as  giving  about  equal  results  and  arsphenamine 
and  neoarsphenamine  as  very  poor.  He  feels 
juvenile  paresis  either  gives  no  response  or  the 
damage  is  beyond  repair.  In  144  cases  13.8  per 
cent  were  improved,  25.1  per  cent  slightly  im- 
proved, 61.1  per  cent  no  effect.  In  this  series  67 
were  treated  with  malaria,  35  with  arsphena- 
mine and  22  with  tryparsamide,  12  with  malaria 
and  tryparsamide  and  8 with  diathermy. 

While  reports  in  a summary  of  16  cases  treated 
with  malaria  14.2  per  cent  died,  28  per  cent  un- 
changed, 42.6  per  cent  worse  and  14.2  per  cent 
improved.  Without  malaria  treatment  30  per 
cent  unchanged,  20  per  cent  worse,  50  per  cent 
died.  The  average  age  for  mental  symptoms  was 
six  to  nine  years,  being  uncommon  before  five  or 
after  20  years  of  age. 


Juvenile  paresis  represents  less  than  2 per 
cent  of  all  paresis.  Less  than  10  per  cent  of  con- 
genital syphilis  develops  late  neurosyphilis;  5 per 
cent  to  15  per  cent  of  late  congenital  neurosy- 
philis is  manifested  as  juvenile  paresis.  Less  than 
1 per  cent  of  congenital  syphilis  develop  general 
paralysis  (this  is  smaller  than  the  acquired 
type).  In  juvenile  paresis  the  ratio  of  male  to 
female  is  1.36  to  1 and  in  the  acquired  (adult) 
3.43  male  to  1 female.  68  per  cent  begin  between 
9 and  18  years  of  age  and  before  the  sixth  year 
9.4  per  cent.  After  20  years  of  age  is  3.6  per 
cent. 

Juvenile  paresis  is  decidedly  resistant  to  treat- 
ment, results  have  been  very  discouraging  and 
even  after  intensive  treatment  the  blood  Wasser- 
mann may  be  disregarded. 

— OSMJ  — 

FUNCTION  OF  THE  HOSPITAL  IN  THE  TRAINING 
OF  INTERNS  AND  RESIDENTS 

J.  A.  Curran,  New  York  (Journal  A.M.A.,  March  7,  1936), 
points  out  that  modern  medical  education  requires  a com- 
prehensive program  covering  the  entire  professional  life  of 
the  physician.  To  be  effective,  each  step  must  be  planned 
for  the  years  as-  medical  student,  as  resident  staff  member, 
and  in  practice.  Viewed  in  this  light,  the  internship  and 
residency  seem  pivotal  in  the  whole  scheme  of  things.  Cer- 
tainly to  an  extent  equal  to  the  four  years  in  medical  school, 
the  hospital  service  plays  a vital  part  in  conditioning  the 
young  physician  in  methods  of  approach  to  his  patient’s 
problem,  in  modes  of  treatment  and  in  general  ideals  of 
practice.  The  training  furnished  house  staffs  is  often  not  as 
effective  as  it  might  be.  The  Council  on  Medical  Education 
and  Hospitals  has  presented  the  problem  squarely,  has  made 
hospitals  realize  that  minimal  standards  exist,  and  has  been 
a far-reaching  stimulus  for  improvement.  For  some  years 
the  Committee  on  Medical  Education  of  the  New  York 
Academy  of  Medicine  and'  the  deans  of  Columbia,  Cornell, 
Long  Island,  New  York  Homeopathic  and  New  York  Uni- 
versity medical  colleges  have  been  carrying  on  independent 
studies  of  internships  and  residencies  in  local  hospitals.  The 
results  of  the  survey  are  made  available  to  each  hospital  for 
its  information  and  guidance.  These  informal  follow-up 
reports  have  resulted  in  frequent  beneficial  changes  in  the 
house  staff  situation.  The  plans  of  the  committee  are 
summed  up.  The  progress  of  the  intern  is  charted  from  the 
beginning  of  his  service.  If  future  needs  in  practice  are 
considered,  it  is  necessary  to  visualize  what  conditions 
graduates  will  be  asked  to  face.  Since  all  may  presumably 
enter  general  practice,  such  needs  must  be  considered  first. 
According  to  the  Final  Report  of  the  Commission  on  Medical 
Education,  the  ten  most  frequent  demands  on  the  general 
practitioner  are : infections  of  the  upper  respiratory  tract, 
general  medical  diseases,  minor  surgery,  gastro-intestinal 
disorders,  obstetrics,  venereal  diseases,  throat  infections,  pneu- 
monia, contagious  diseases  and  ear,  nose  and  sinus  in- 
fections. Even  brief  consideration  reveals  why  so  many 
interns  are  ill  fitted  to  enter  their  careers.  Few  have  any 
experience  in  dealing  with  contagious  diseases  or  venereal 
problems.  Too  often  hospitals  move  and  have  their  being  in 
a small  cosmos  of  their  own.  Objectives  for  the  house  staff 
do  not  reach  beyond  the  limits  of  the  hospital  walls.  The 
cloistered  existence  of  the  intern  gives  him  little  opportunity 
to  select  for  himself  the  training  that  will  best  fit  him  to 
serve  the  community.  Practical  suggestions  for  meeting  hos- 
pital deficiencies  must  be  guided  by  the  abilities  and  capa- 
cities of  each  institution  to  carry  them  out.  Both  city  and 
voluntary  hospitals  are  struggling  with  serious  financial 
limitations.  Changes  involving  additional  expenditure  can 
be  undertaken  only  after  consideration  of  ways  and  means. 
In  private  hospitals  it  is  desirable  to  have  at  least  50  per 
cent  of  the  patients  in  the  general  service,  if  teaching 
standards  are  to  be  upheld.  A voluntary  attending  staff 
cannot  be  expected  to  spend  additional  hours  in  teaching  if 
its  members  already  are  barely  making  a living.  The 
solution,  therefore,  appears  to  be  in  organization  and 
systematization  of  present  resources  and  facilities,  a few 
illustrations  of  which  are  given.  The  lack  of  adequate 
libraries  in  some  hospitals  in  the  past  has  been  the  chief 
reason  for  provincialism,  unscholarly  habits  and  unprogres- 
siveness.  Hospitals  must  face  the  need  of  a more  adequate 
basic  internship.  To  give  the  house  staff  experience  is 
proper  place  in  medical  education,  a larger  number  of 
attending  staff  members  with  a teaching  interest  must  _ be 
provided.  If  each  attending  staff  member  will  set  for  him- 
self the  goal  of  thorough  supervision  of  his  interns  in  the 
carrying  out  of  essential  ease  studies,  he  will  reap  the  re- 
ward of  a profound  understanding  of  medicine.  Perhaps  the 
best  way  to  understand  a subject  is  to  teach  it.  In  the  last 
analysis,  by  the  profession  setting  high  standards  for  in- 
terns and  living  up  to  them  itself,  the  fundamentals  of  an 
adequate  teaching  program  are  achieved. 


ESSENTIAL  OPERATIONS  FOR  CHRONIC  ULCERATIVE  COLITIS 

By  J.  ARNOLD  BARGEN,  M.D.,  and  CLAUDE  F.  DIXON,  M.D.,  Rochester,  Minnesota 


CHRONIC  ulcerative  colitis  is  an  infectious 
disease  of  the  large  intestine.  It  is  a de- 
structive inflammation  which  resembles 
tuberculosis  in  many  respects,  and,  like  tuber- 
culosis, its  management  is  primarily  a medical 
problem.  The  air  of  despair  which  was  so  preva- 
lent in  regard  to  this  condition,  ten  to  fifteen 
years  ago,  has  been  replaced  by  one  of  hopeful 
accomplishment.  The  management  of  this  disease 
requires  patience  and  attention  to  many  details. 
The  more  important  therapeutic  measures  include 
the  administration  of  a serum  which  is  prepared 
from  the  diplostreptococcus  of  chronic  ulcerative 
colitis.  This  should  be  followed  by  the  adminis- 
tration of  an  autogenous  vaccine,  which  is  pre- 
pared with  organisms  that  have  been  isolated 
from  the  lesions  of  the  patient,  by  means  of  the 
proctoscope.  Rest  and  relaxation,  attention  to  de- 
tails of  diet,  careful  nursing,  and  supportive 
measures,  including  physiotherapy  and  hydro- 
therapy, all  play  a role  in  the  treatment  of  this 
disease.  Repeated  transfusions  of  small  quanti- 
ties of  blood  frequently  are  of  great  help.  These 
measures  have  been  instrumental  in  restoring 
approximately  80  per  cent  of  these  patients  to 
useful  citizens. 

The  condition  is  an  infectious  disease,  and  un- 
complicated cases,  as  well  as  many  of  the  com- 
plications, are  medical  problems.  Certain  com- 
plications, however,  present  definite  indications 
for  operation.  One  might  well  expect  serious 
complications  and  sequelae  in  the  wake  of  an  in- 
fectious disease  that  is  so  severe  and  destructive 
as  is  chronic  ulcerative  colitis.  The  complications 
and  sequelae  of  this  disease  are  among  the  most 
distressing  which  are  encountered  in  the  practice 
of  medicine.  (The  types  of  complications  that  are 
encountered  are  given  in  Table  1.) 

By  adding  the  list  of  these  complications,  one 
might  be  led  to  the  erroneous  and  alarming  con- 
clusion that  558  patients,  or  37.2  per  cent,  had 
complications.  However,  this  is  not  true,  for  in- 
dividual patients  frequently  are  afflicted  with 
multiple  complications.  An  individual  patient 
has  been  encountered  with  colitis,  endocarditis, 
arthritis,  infectious  peripheral  neuritis,  erythema 
nodosum,  and  nutritional  edema.  Others  have 
had  stricture,  perirectal  abscesses,  polyposis,  and 
carcinoma.  It  seems  the  rule  rather  than  the  ex- 
ception that  individuals  who  have  these  serious 
complications  have  more  than  one  of  them.  The 
presence  of  these  complications  usually  is  an  in- 
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dication  of  the  severity  of  the  infection.  The 
multiplicity  is  such  that  only  about  15  per  cent 
of  patients  are  afflicted  with  complications  or 
sequelae  of  the  disease. 

The  essential  operations  for  this  disease  can 
readily  be  divided  into  three  groups:  (1)  removal 
of  distant  foci  of  infection;  (2)  drainage  of 
perirectal  and  extra-colonic  abscesses;  (3)  radi- 
cal operations  for  such  complications  as  neo- 
plasms, polyposis,  strictures,  perirectal  sinuses, 
perforation,  or  massive  hemorrhage. 

Infections  of  teeth  and  tonsils  appear  to  be  the 
most  frequent  cause  of  relapses  in  this  disease 
which  can  be  attacked  surgically.  It  is  well  to 
eradicate  all  periapical  dental  infection  and  to 
remove  all  tonsils  which  are  definitely  infected. 
This  should  be  done  during  the  stage  of  remission 
or  at  least  when  the  disease  is  not  very  active. 
Frequently,  the  organism  of  colitis  has  been 
isolated  from  these  abscesses.  Not  only  has  re- 
markable improvement  followed  the  occasional 
removal  of  such  a focus,  but  a relapse  of  the 
disease  is  definitely  less  liable  in  cases  in  which 
there  are  not  any  demonstrable  foci  of  infection. 
There  has  been  an  occasional  instance  of  sinu- 
sitis, and  in  a few  cases,  eradication  of  infections 
in  sinuses  seems  to  help  recovery.  Anal  infec- 
tions, such  as  cryptitis  and  papillitis,  should  also 
be  removed. 

Perirectal  abscesses  constitute  a very  uncom- 
fortable and  distressing  complication.  Surgical 
treatment  of  these  abscesses  should  be  limited. 
Incision  and  drainage  of  such  abscesses  is  all  that 
is  indicated.  Fistulectomy  should  never  be  under- 
taken until  the  lining  of  the  intestine  has  healed. 

For  such  complications  as  neoplasms,  polyposis, 
strictures,  perirectal  sinuses,  perforation,  or 
massive  hemorrhage,  surgical  procedures  of  a 
radical  nature  frequently  are  indicated.  During 
the  period  when  the  treatment  of  chronic  ulcera- 
tive colitis  was  more  or  less  empirical.  Brown,  of 
St.  Louis,  suggested  the  establishment  of  ileos- 
tomy in  those  cases  which  did  not  respond  satis- 
factorily to  medical  management.  The  establish- 
ment of  such  a fistula  brought  about  marked  im- 
provement in  many  instances.  This  surgical 
procedure,  however,  was  not  devoid  of  high  risk. 
Sistrunk  emphasized  that,  when  ileostomy  was 
to  be  employed  in  such  cases,  the  operative  risk 
could  be  greatly  reduced  if  abdominal  exploration 
was  omitted.  The  sagacity  of  his  opinion  can  be 
appreciated  when  one  considers  that,  in  this  dis- 
ease, the  colon  contains  many  ulcers  which  pene- 
trate deeply,  and  that  exploration  permits  an 
escape  of  bacteria  from  these  areas  into  the  peri- 


650 


July,  1936 


Chronic  Ulcerative  Colitis 


651 


TABLE  1. 

DISTRIBUTION  OF  558  COMPLICATIONS  OCCURRING 
IN  1500  CASES  OF  CHRONIC  ULCERATIVE  COLITIS 


Complication 

Incidence 

Polyposis 

130 

Stricture  of  the  large  intestine 

110 

Arthritis 

60 

Perirectal  abscess 

50 

Cutaneous  lesions 

42 

Malignant  disease 

31 

Perforation  of  the  large  intestine 

30 

Renal  insufficiency 

15 

Endocarditis 

15 

Massive  rectal  hemorrhage 
(exsanguinating) 

15 

Phlebitis 

15 

Splenomegaly 

14 

Ocular  disease 

10 

Nutritional  edema 

10 

Peripheral  neuritis 

5 

Progressive  arterial  occlusion 

3 

Multiple  abscesses  of  the  liver 

2 

Tetany 

1 

toneal  cavity,  which  results  in  a fatal  peritonitis 
in  many  instances. 

Since  establishment  of  the  fact  by  one  of  us 
(Bargen)  that  certain  organisms  are  constantly 
present  in  the  ulcers  of  chronic  ulcerative  colitis, 
the  employment  of  a serum  and  an  autogenous 
vaccine  against  such  bacteria  has  greatly  re- 
duced the  necessity  of  ileostomy  in  these  cases. 
Two  or  3 per  cent  of  cases  in  which  the  condition 
is  intractable  to  the  present  type  of  treatment 
are  encountered  each  year  at  the  Mayo  Clinic  as 
compared  to  25  to  50  per  cent  of  cases  in  which 
the  condition  failed  to  respond  to  treatment, 
previously.  In  this  small  group  of  cases,  the 
ileostomy  is  performed  with  considerable  risk 
because  of  the  advanced  nature  of  the  disease  and 
the  general  debility  of  the  patient.  When  ileos- 
tomy is  deemed  necessary,  whether  it  is  intended 
as  a first  stage  preparatory  to  partial  or  com- 
plete colectomy,  we  are  of  the  opinion  that 
the  ileum  should  be  divided  in  its  terminal  por- 
tion, the  end  of  the  distal  segment  inverted,  and 
the  terminal  end  brought  to  the  outside  of  the 
abdomen  as  a single  barrel  fistula.  In  this  pro- 
cedure, the  clamp,  which  completely  occludes  the 
proximal  portion  of  the  intestine,  is  left  in  place 
for  four  or  five  days,  after  which  it  automatically 
becomes  detached  by  pressure  necrosis  of  the  end 
of  the  intestine.  Twenty-four  hours  following  the 
procedure,  the  intestine  is  punctured  by  cautery, 
immediately  below  the  clamp.  The  opening  thus 
made  is  sufficient  for  the  escape  of  gases  and 
liquids,  and  by  this  time  the  abdominal  incision, 
which  has  been  protected  by  means  of  vaseline 
gauze,  has  become  sufficiently  sealed  to  prevent 
infection  of  the  wound.  Polyposis,  neoplasms,  and 


strictures  may  occur  during  the  course  of  the 
disease,  or  in  the  intestine  of  an  individual  who 
has  been  symptomatically  relieved  of  all  evidence 
of  pre-existing  chronic  ulcerative  colitis. 

Polyps  of  the  colon,  which  occur  in  such  cases, 
occasionally  may  be  true  polyps,  but  in  most  in- 
stances they  are  merely  areas  of  hypertrophied 
mucous  membrane,  which  surround  ulcerated 
areas  or  scarred  areas  which  were  sites  of  prev- 
ious ulcers.  The  majority  of  the  malignant 
changes  which  occur  in  true  intestinal  polyps  are 
of  a low  grade.  In  a previous  publication,  we 
emphasized  that  those  malignant  changes  which 
are  superimposed  on  ulcerative  colitis  are  of  high 
grade.  Therefore,  do  such  malignant  conditions 
originate  in  the  hypertrophied  “polypoid-like” 
mucosa?  Broders  has  expressed  the  opinion  that 
they  do  not,  but  that,  on  the  contrary,  they  origi- 
nate in  the  ulcerated  areas.  Furthermore,  he  is 
of  the  opinion  that  if  a malignant  polyp  is  found 
in  the  colon  of  a patient  who  is  suffering  from 
chronic  ulcerative  colitis,  it  is  a true  polyp  and 
not  an  area  of  hypertrophied  mucous  membrane. 

Regardless  of  the  origin  of  carcinoma  as  a 
superimposed  condition  in  ulcerative  colitis,  it 
may  occur  simultaneously  in  multiple  areas.  De- 
pending on  the  extent  of  involvement,  partial  or 
complete  colectomy  is  necessary.  If  colectomy  is 
necessary,  the  procedure  should  be  carried  out  in 
three  stages:  (1)  ileostomy;  (2)  subtotal  colec- 

tomy; (3)  removal  of  rectum  and  lower  part  of 
the  sigmoid  flexure  by  posterior  or  perineal  re- 
section. 

Occasionally,  polyps  or  malignant  conditions 
occur  in  only  one  segment  of  the  colon,  as  do  stric- 
tures, and  require  segmental  resection,  which 
usually  is  carried  out  as  an  exteriorization  pro- 
cedure, or  as  a modified  Mikulicz  operation  if  the 
colitis  is  regional  in  extent.  If  it  involves  or  has 
involved  the  entire  colon,  ileostomy  and  subse- 
quent colectomy  may  be  necessary. 

The  following  case  histories  serve  to  illustrate 
some  of  the  more  serious  complications  of  chronic 
ulcerative  colitis: 

Case  1. — A woman,  age  31;  was  brought  to  the 
hospital  on  April  23,  1934,  because  of  acute 
hemorrhagic  dysentery.  She  had  had  a severe  at- 
tack of  scarlet  fever  at  the  age  of  two  years,  and 
had  had  diarrhea  since  this  time.  She  could  never 
recall  having  had  less  than  six  or  eight  daily 
bowel  movements.  These  had  been  watery  and 
nearly  always  had  contained  variable  quantities 
of  blood.  In  spite  of  this,  she  had  led  an  active 
life;  she  had  gone  through  high  school  and  had 
played  with  other  children  like  a normal  indi- 
vidual. She  had  been  married  at  the  age  of  25 
years,  but  never  had  had  any  children.  Numerous 
treatments  had  been  tried,  but  they  had  not  given 
much  relief.  In  October,  1933,  she  had  noticed 
that  the  diarrhea  was  somewhat  more  severe 
periodically  than  it  had  been,  and  that  she  was 
losing  strength  and  weight,  and  was  becoming 
paler  than  she  had  been.  Occasionally,  she  had 
severe  colicky  pains  in  the  left  part  of  the  ab- 
domen. There  had  been  a gradual  development  of 
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edema  of  the  ankles,  and  dyspnea  on  slight  exer- 
tion. In  January,  1934,  she  had  consulted  a phy- 
sician who  had  prescribed  ventriculin  and  had 
advised  a diet  which  had  a high  caloric  value. 
Two  weeks  before  her  admission  to  the  hospital, 
the  first  proctoscopic  examination,  which  she  had 
ever  had,  had  been  made. 

On  her  admission  to  the  hospital,  she  was 
acutely  ill.  Her  temperature  was  101°F.  The 
value  for  the  hemoglobin  was  5 gm.  per  100  c.c. 
of  blood.  There  were  3,140,000  erythrocytes  and 
5,200  leukocytes  per  cubic  millimeter  of  blood. 
Her  condition  became  steadily  worse  during  the 
week  she  spent  in  the  hospital.  On  the  third  day 
a massive  phlebitis  developed  in  the  large  vessels 
of  the  lower  part  of  the  left  extremity.  On  the 
fifth  day,  there  were  symptoms  of  a colonic  per- 
foration, and  on  the  eighth  day  she  died.  Necropsy 
revealed  chronic  ulcerative  colitis  of  the  entire 
colon.  This  had  obliterated  the  ileocecal  valve  so 
that  there  seemed  to  be  a straight  tube  leading 
from  the  ileum  into  the  colon.  There  was  a scir- 
rhous obstructive  carcinoma  of  the  splenic  flexure 
and  a large  polypoid  carcinoma  of  the  sigmoid 
flexure. 

This  case  is  illustrative  of  carcinoma  which  de- 
velops in  the  colon  during  the  active  stage  of 
ulcerative  colitis. 

Case  2. — A man,  age  24;  was  first  seen  in  Jan- 
uary, 1920,  at  which  time  a diagnosis  of  chronic 
ulcerative  colitis  was  made.  As  far  as  could  be 
determined  at  that  time,  the  disease  involved  the 
left  half  of  the  large  intestine.  The  value  for  the 
hemoglobin  was  60  per  cent,  and  the  average 
number  of  bowel  movements  had  been  about  eight 
daily  for  a year.  Hot  colonic  irrigations  and  in- 
stillations of  argyrol  were  advised.  No  change  in 
the  condition  of  the  patient  occurred  during  the 
nine  days  that  he  remained  in  the  hospital. 
Ileostomy  was  advised  but  was  refused  by  the 
patient. 

During  the  thirteen  years  which  followed,  the 
symptoms  had  continued  with  almost  impercepti- 
ble progress,  so  that  when  he  next  returned  to 
the  clinic  on  February  1,  1933,  he  was  averaging 
about  15  stools  daily  and  had  a rectal  discharge. 
His  general  condition  was  rather  good.  His 
weight  had  remained  at  140  pounds,  which  was 
only  a few  pounds  under  his  maximal  weight. 
The  proctoscopic  picture  was  that  which  usually 
is  seen  in  a moderately  active  case  of  chronic 
ulcerative  colitis.  There  was  a draining  sinus  2 
cm.  (4/5  inch)  to  the  left  of  the  anus,  which  was 
the  external  opening  of  a fistula-in-ano.  The 
mucosa  appeared  to  be  polypoid.  Anticolitis 
serum  was  administered  and  improvement  fol- 
lowed immediately.  The  tonsils  were  removed  in 
an  effort  to  eradicate  all  possible  foci  of  infection. 
The  diplostreptococcus  of  colitis  was  isolated 
from  the  abscess  of  the  tonsils  and  from  the 
lesions  in  the  rectum.  He  made  definite  improve- 
ment and  when  he  returned  for  re-examination  on 
June  26,  1934,  his  bowel  movements  were  averag- 
ing about  eight  every  twenty-four  hours.  In  1933 
and  again  in  1934.  roentgenologic  examination 
showed  involvement  of  the  entire  colon,  and  dur- 
ing the  latter  visit  a defect  was  seen  in  the 
cecum,  which  was  suggestive  of  a polyp.  Since 
he  had  made  some  improvement,  he  was  allowed 
to  go  home. 

He  returned  on  October  22.  1934.  There  had 
been  btFe  change  in  his  condition  except  that  be- 
tween the  visit  in  June  and  this  visit,  there  had 
been  numerous  attacks  of  pain  in  the  right  part 
of  the  lower  abdomen.  These  attacks  had  been 


followed  by  distention,  .-’hich  had  been  relieved 
by  warm  colonic  irrigations.  The  defect  in  the 
cecum  appeared  to  be  a little  larger  than  it  had 
been.  A diagnosis  of  a neoplasm  in  conjunction 
with  chronic  ulcerative  colitis  wes  made,  and  on 
October  29,  1934,  ileostomy  was  performed  with 
the  thought  that  colectomy  would  be  performed 
later.  He  died  on  the  tenth  day  after  operation. 
The  peritoneal  exudate  in  his  abdomen  was  that 
of  a generalized  peritonitis.  There  was  a large 
polypoid  carcinoma  of  the  cecum,  which  sur- 
rounded the  ileocecal  valve  and  undoubtedly  ob- 
structed it  at  intervals. 

This  evidently  is  an  example  of  subsequent 
malignant  degeneration  of  a polypus  which  has 
occurred  after  the  chronic  ulcerative  colitis  had 
abated. 

Case  3. — A man,  age  30;  gave  a history  of 
ulcerative  disease  of  the  intestine  which  had  been 
present  for  three  years  prior  to  his  registration 
at  the  clinic  in  April,  1931.  Diagnosis  had  been 
made  elsewhere  of  tuberculosis  of  the  intestine, 
and  he  had  spent  more  than  two  years  in  a tuber- 
culosis sanitarium.  During  this  time,  the  con- 
dition had  slowly  progressed. 

He  made  a rather  remarkable  recovery  follow- 
ing the  injection  of  anticolitis  serum  and  the 
employment  of  supportive  measures,  but  the  fol- 
lowing year  he  had  a relapse  and  returned  several 
months  later  with  a large  perirectal  abscess.  This 
was  followed  by  a fistula,  by  the  development  of 
several  other  abscesses,  and  finally,  by  a large 
sloughing  wound.  As  a result  of  this,  the  patient 
was  totally  incompetent  and  very  miserable.  An 
attempt  was  made  to  divert  the  fecal  contents 
away  from  the  rectum  by  bringing  out  the  de- 
scending colon  on  to  the  left  side  of  the  abdominal 
wall.  Sloughing  of  the  tissues  occurred  here, 
just  as  it  had  occurred  about  the  rectum,  and 
during  this  process  of  sloughing  the  active  stages 
of  chronic  ulcerative  colitis  were  plainly  visible. 
It  was  finally  necessary  to  perform  an  ileostomy. 

This  case  illustrates  how  utterly  futile  it  is  to 
attempt  surgical  procedures  in  cases  of  chronic 
ulcerative  colitis,  except  in  cases  in  which  it  be- 
comes necessary  to  divert  the  intestinal  content 
above  the  site  of  the  disease.  The  portion  of  the 
intestine,  which  should  be  so  diverted,  is  the 
terminal  portion  of  the  ileum. 

Case  4. — The  patient,  a man  age  32;  came  to 
the  clinic  with  a history  of  chronic  ulcerative 
colitis,  which  had  been  present  for  two  years. 
He  was  having  a frequent  bloody  purulent  dis- 
charge from  the  rectum,  and  had  had  attacks  of 
severe  pain  in  the  middle  of  the  epigastrium. 
From  the  prostoscopic  standpoint  the  disease  was 
very  active.  There  was  sloughing,  extensive 
secondary  ulceration,  and  a moderate  secondary 
anemia.  Roentgenologic  investigation  revealed 
an  extensive  chronic  ulcerative  colitis  with  com- 
plete, or  nearly  complete,  blockage  of  the  mid- 
transverse  colon  by  a tumorous  lesion  that  was 
suggestive  of  a neoplasm.  Ileostomy  was  per- 
formed and  at  the  time  the  abdomen  was  opened 
a large  spindle-shaped  tumor,  which  was  sug- 
gestive of  carcinoma,  and  much  secondary  in- 
flammat'on  was  noted  in  the  transverse  colon. 
Serum  was  administered  following  his  recovery 
from  the  operation.  He  went  home  but  was  ad- 
vised to  use  the  vaccine. 

He  returned  two  years  later;  at  this  tune,  the 
defect,  which  previously  had  been  disclosed  during 
roentgenologic  examination,  had  disappeared  and 
the  active  colitis  had  subsided.  The  ileostomy  was 
closed,  and  he  reported  in  1934  that  he  has  felt 
entirely  well  since  he  returned  home.  The 
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roentgenogram  disclosed  very  clearly  that  there 
had  been  much  destruction  of  the  intestine. 
Proctoscopic  observation,  however,  revealed  a 
healed  lining,  and  the  remarkable  thing  is  that  a 
deformed  colon  of  this  type  can  function  nor- 
mally if  it  is  supplied  with  mucous  membrane. 

SUMMARY 

The  medical  treatment  of  chronic  ulcerative 
colitis  has  been  revolutionized  to  a great  extent. 
The  establishment  of  a permanent  ileostomy, 
which  previously  was  necessary  in  a great  many 
of  these  cases,  is  now  necessary  only  in  an  oc- 
casional case.  The  complications,  which  occur  in 
about  15  per  cent  of  these  cases,  are  enumerated. 
The  most  serious  complication  is  the  development 


of  malignancy,  which  we  believe  to  originate  fre- 
quently in  polypi;  the  latter  apparently  originate 
from  hypertrophic  areas  of  mucous  membrane. 
Essential  operations  for  ulcerative  colitis  or  for 
complications  of  the  disease  entail  considerable 
risk  because  of  the  debility  in  some  cases  and  the 
infectious  process  which  is  present  throughout 
the  colon.  When  partial  colectomy  is  necessary, 
the  involved  segment  may  be  removed  with  ex- 
teriorization operation,  similar  to  the  Mikulicz 
procedure.  If  subtotal  or  total  colectomy  is  neces- 
sary, we  have  found  it  advantageous  to  carry  out 
such  procedures  in  stages. 

The  Mayo  Clinic. 


THE  REMOVAL  OF  A PLASTER  CAST  FROM  WITHIN  OUT:  A NEW 

METHOD 

By  WILLIAM  M.  HAYES,  M.D.,  Hamilton,  Ohio 


ALL  methods  for  the  removal  of  a plaster 
cast  at  the  present  are  very  cumbersome, 
tedious,  and  trying  on  the  patient.  The 
standard  method  for  the  removal  is  from  without 
in  and  all  kinds  and  sorts  of  cutters  have  been 
developed  but  needless  to  say  without  any  prog- 
ress. 

The  method  that  is  herein  described  is  the  re- 
verse of  the  standard  one  and  the  cast  is  removed 
from  within  out.  This  method  is  simple  and 
practically  without  any  added  armamentarium 
which  cannot  be  found  in  any  hospital  with  the 
exception  of  one  of  the  items  used,  (conduit 
tubing) . 

In  applying  this  method  from  within  out  mat- 
ters not  whether  the  plaster  is  applied  over  cot- 
ton batting,  stockinet,  silk  stocking  or  directly 
over  the  skin. 

The  following  items  are  needed : First,  Gigli 
saw;  second,  conduit  tubing  (shellac  coated)  7/32 
inch  internal  diameter;  third,  lead  wire,  4/32 
inch  in  diameter;  and  fourth,  strong  light  cord. 

Lead  wire  is  used  as  it  is  flexible  and  will  mold 
itself  readily  and  will  not  rust  as  steel  would. 
The  tubing  and  lead  wire  are  cut  to  lengths  as 
desired  for  the  portion  of  the  body  they  are  to  be 
used  upon. 

The  lead  wire  has  an  eye  put  into  one  end  of 
it  about  Vi  inch  from  the  tip.  This  eye  can  be 
placed  into  the  wire  with  a small  nail  or  drill. 
A piece  of  strong  light  cord  is  passed  through 
the  eye  and  pulled  through,  the  cord  resting  on 
each  side  of  the  wire  and  the  ends  of  the  cord 
extending  about  ten  inches  beyond  the  end  of  the 
wire  without  the  eye.  The  lead  wire  with  the 

For  information  relative  to  the  author,  see  Who’s  Who 
in  This  Issue. 


cord  is  now  passed  into  the  conduit  tubing,  the 
eye  end  first.  The  lead  wire  is  in  two  sections, 
each  section  of  equal  length.  The  one  with  the 
eye  portion  and  cord  is  passed  first  into  the 
tubing  and  is  shoved  all  the  way  through  with  the 
second  portion,  the  two  portions  remaining 
within  the  tube. 

The  drawing  shows  the  plaster  cast  over  cot- 
ton batting,  (Fig.  1,  A&B).  The  conduit  tubing 
with  its  contents  is  placed  over  the  cotton  bat- 
ting extending  over  the  anterior  surface  of  the 
leg  and  the  dorsum  of  the  foot.  The  tubing  is 
flush  with  the  batting  or  extending  slightly  be- 
yond it.  The  lead  wire  with  the  cord  at  the 
upper  end  should  extend  about  five  inches  beyond 
the  tubing  and  about  five  inches  beyond  at  the 
lower  end  corresponding  to  the  foot.  The  lead 
wire  is  in  two  sections  in  the  tube.  Be  sure  that 
the  ends  of  the  lead  wire  abut  within  the  tube. 
The  plaster  is  now  applied  in  the  regular  way 
directly  over  the  tubing  and  allowed  to  set.  The 
lead  wire  in  the  tubing  prevents  the  tubing  from 
collapsing  when  the  plaster  is  applied  over  it  or 
when  setting.  The  tubing  becomes  incorporated 
in  the  plaster  and  is  now  part  of  the  cast.  The 
lead  wires  should  be  withdrawn  from  the  tube 
about  15  minutes  following  the  application  of  the 
cast. 

Before  withdrawing  the  lead  wires  divide  the 
cord  that  is  in  the  eye.  This  now  leaves  two  loose 
ends  of  cord  beyond  the  ends  of  the  tubing.  Take 
a button  with  two  eyes  in  it  and  pass  each  cord 
through  the  eyes  of  the  button  and  tie  them  over 
the  button.  Do  this  at  each  end  of  the  tube.  This 
will  prevent  the  cords  from  coming  out  of  the 
tube.  Now  that  the  ends  of  the  cord  are  secured, 
pull  the  lead  wires  out  of  the  tubing.  The  ends 
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of  the  lead  wir.e  should  extend  about  four  to  five 
inches  beyond  the  tubing  at  each  end  so  as  to 
grasp  them  when  pulling  them  out.  The  im- 
portant point  is  when  withdrawing  the  wires  do 
not  pull  the  cords  out  with  them. 

When  removing  the  cast,  (Fig.  2 A & B),  take 
one  end  of  the  cord  and  cut  it  from  the  button 
and  attach  it  to  the  eye  of  the  Gigli  saw  and  pull 
the  saw  through  the  tubing  with  the  cord  at  the 
opposite  end.  The  saw  is  now  within  the  tubing 
and  should  extend  about  four  inches  beyond  the 
ends  of  the  tubing.  Gigli  saw  handles  are  now 
attached  to  the  eyes  of  the  saw.  The  saw  is 
drawn  to  and  fro,  cutting  through  the  tube  and 
cast.  It  is  surprising  how  fast  the  saw  cuts 
through. 

Yl/A/nf  JV//A  Core/  /7//ercAee/ 
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This  method  can  be  used  to  bivalve  a cast  if  so  . 
desired.  If  used  on  a skin  cast  the  tubing  pre- 
vents the  saw  from  cutting  the  skin.  Works  very 
well  on  a body  cast. 

If  applied  on  a spica  for  intracapsular  fracture 
of  the  hip  the  cast  is  sawed  through  in  sections 
as  it  would  require  a saw  of  unusual  length  to 
reach  from  the  waist  line  down  to  the  foot.  The 
plaster  which  has  been  applied  over  the  tubing 
leaves  a ridge  as  shown  on  cross  section  (Fig. 
3),  which  extends  from  the  waist  line  to  the  dor- 
sum of  foot.  Take  a bit  or  drill  one  inch  in 
diameter  and  drill  directly  over  the  ridge  which 
goes  down  to  the  underlying  tube  and  clears  out 
a space  one  inch  in  diameter  exposing  the  tube  to 
full  view.  Drill  four  holes  equal  distance  run- 
ning lengthwise  about  twelve  inches  apart.  This 


will  divide  the  cast  into  five  sections.  Take  a 
knife  or  scissors  and  slit  the  tubing  lengthwise; 
with  a hemostat  or  small  hook  the  underlying 
cord  is  brought  out  of  the  holes.  The  upper  end 
of  the  cord  is  attached  to  the  eye  of  the  Gigli 
and  drawn  through  going  from  hole  to  hole.  This 
procedure  is  similar  to  a craniotomy. 

To  drill  the  holes  and  cut  the  spica  through 
does  not  take  over  ten  to  fifteen  minutes. 

Only  one  change  has  to  be  made  in  the  bit  or 
drill;  that  is,  file  down  the  center  pin  or  fixing 
point  so  it  will  be  about  Vs  inch  in  length.  The 
bit  or  drill  that  has  been  used  is  an  ordinary 
carpenter’s  drill. 


The  Gigli  saw  has  many  advantages  wherever 
placed  and  when  being  drawn  to  and  fro  will  cut 
in  any  direction;  north,  south,  east  or  west. 

A saw  patterned  after  the  Gigli,  one  that  is 
made  of  heavier  material  and  the  curls  further 
distanced,  will  give  the  saw  more  cutting  surface 
and  when  cutting  will  cleanse  itself  more  readily 
when  being  drawn  to  and  fro.  This  type  of  saw 
will  rip  right  through  in  about  one  to  two  minutes 
notwithstanding  how  heavy  the  cast  might  be. 
The  life  of  the  saw  is  an  extended  one. 

The  only  loss  when  removing  the  cast  is  the 
tubing  that  is  used  at  the  time  of  application  and 
the  cost  here  is  about  two  to  three  cents. 

207  Ross  Avenue. 
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FRANKLIN’S  ADVICE 

“I  apprehend  I am  too  busy  in  prescribing  and 
meddling  in  the  doctor’s  sphere,  when  any  of  you 
complain  of  ails  in  your  letters.  But  as  I always 
employ  a physician  myself,  when  any  disorder 
arises  in  my  family,  and  submit  implicitly  to  his 
orders  in  everything,  so  I hope  you  consider  my 
advice,  when  I give  any,  only  as  a mark  of  my 
good  will,  and  put  no  more  of  it  in  practice  than 
happens  to  agree  with  what  your  doctor  directs.” 
— Franklin’s  Letter  to  His  Parents,  1774. 

— oSMJ  — 

Once  the  diagnosis  of  gallstones  is  made,  bear 
in  mind  that  the  patient  does  not  belong  in  the 
group  so  often  described  as  symptomless  gall- 
bladder or  silent  gallstones.  If  this  were  the  case, 
he  would  not  be  visiting  a physician. — Damon  B. 
Pfeiffer,  Penn.  Med.  J.,  39:489,  April,  1936. 


CASE  RECORD  PRESENTING  CLINICAL  PROBLEMS 

A HYPERTENSIVE  MAN  DEVELOPS  SUDDEN  ABDOMINAL  PAIN,  NOT  WELL  LOCALIZED, 
WITH  VOMITING;  NOT  FOLLOWED  BY  A DROP  IN  BLOOD  PRESSURE; 

DEATH  IN  TEN  DAYS;  AUTOPSY. 

Presented  by 

G.  I.  NELSON,  M.D.,  and  H.  L.  REINHART,  M.D. 


CASE  HISTORY 

A FIFTY-FIVE  year  old  colored  male  was 
brought  to  the  hospital  as  an  emergency 
- case.  While  working  as  a laborer,  he  was 
stricken  with  a sudden  severe  cramping  pain  in 
his  stomach,  radiating  to  the  back.  He  was  well 
developed  and  nourished,  (171  pounds),  mentally 
clear,  but  suffering  intense  pain.  Vomiting  and 
involuntary  stools  occurred  during  his  trans- 
portation to  the  hospital,  and  he  complained  of 
inability  to  move  his  legs.  On  admission  his  B.P. 
was  225/150,  T.  96,  P.  68  and  respirations  25, 
with  labored  breathing.  A presumptive  diagnosis 
of  “coronary  thrombosis”  was  made  and  nitro- 
glycerine administered  without  relief.  Morphine 
was  then  given  and  frequent  repetition  was  neces- 
sary during  his  course  in  the  hospital  (ten  days). 

Further  examination  revealed  marked  sweat- 
ing, equal  pupils,  reacting  to  light  and  accommo- 
dation, marked  arcus  senilis,  loud  systolic  mur- 
mur at  apex  of  heart  and  in  the  aortic  area,  en- 
larged heart,  flat  soft  abdomen,  with  some  ten- 
derness on  deep  pressure  throughout  the  ab- 
domen. No  masses  were  palpable.  There  was  ten- 
derness and  pain  in  the  region  of,  and  parallel 
to  the  lumbar  spine,  tenderness  without  swelling 
of  the  left  testicle,  and  tenderness  of  the  left 
lateral  lobe  of  the  prostate  which  was  moderately 
enlarged.  There  was  a left  indirect  inguinal 
hernia,  readily  reducible,  and  numerous  scars  in 
the  right  inguinal  region. 

Blood  Count:  Hemoglobin  85  per  cent  Dare: 
R.B.C.  4,190,000:  W.B.C.  16,350:  neutrophiles  96 
per  cent  and  lymphocytes  4 per  cent.  Wasser- 
mann  and  Kahn  Test  negative. 

Extensive  laboratory  investigations  revealed  no 
other  significant  information. 

The  afternoon  and  evening  following  his  ad- 
mission to  the  hospital,  he  vomited  at  irregular 
intervals  until  midnight  when  he  became  quiet 
under  the  influence  of  morphine.  The  following 
morning  he  ate  his  breakfast,  and  retained  it. 
During  his  hospital  course  the  temperature  was 
between  99°  and  100.5°,  pulse  90  to  110  and 
respiratory  rate  essentially  normal.  The  systolic 
blood  pressure  varied  between  210  and  258;  the 
diastolic  pressure  ranged  from  120  to  148  mm. 
Hg. 

The  pain  in  the  back  and  abdomen  persisted, 
varying  in  severity  with  the  amount  of  morphine 
administered.  On  the  tenth  day  he  suddenly  be- 
came short  of  breath,  trembled  violently,  sweated 
profusely  and  died  fifteen  minutes  later. 

Dr.  Nelson: 

The  suddenness  and  severity  of  onset  of  this 
patient’s  illness  without  prodromal  symptoms 
would  point  toward  a mechanical  lesion  rather 

This  is  the  seventh  of  a series  of  cases  to  be  published 
under  the  heading,  “Case  Record  Presenting  Clinical  Prob- 
lems.” The  cases  presented  are  selected  by  Dr.  Harry  L. 
Reinhart  as  the  most  instructive  among  those  discussed  at 
the  weekly  pathologic  conferences  at  Starling-Loving  Hos- 
pital, Ohio  State  University,  Columbus,  Ohio. 


than  one  of  infectious  etiology.  The  fact  that  he 
had  severe  hypertension  with  a marked  arterio- 
sclerosis would  make  a vascular  accident  the  most 
probable  though,  of  course,  it  does  not  preclude 
any  other  type  of  lesion.  Severe,  persistent  ab- 
dominal pain,  not  well  localized,  and  vomiting 
were  apparently  the  outstanding  symptoms  which 
this  patient  presented  when  first  seen.  Intra- 
abdominal pathology  must  be  considered  and 
much  of  it,  I feel,  can  be  ruled  out  by  his  subse- 
quent course. 

Cholelithiasis  is  not  probable  because  at  no 
time  during  his  ten  days’  illness  did  the  pain  and 
tenderness  localize  over  the  gall  bladder.  Further, 
we  do  not  find  signs  of  infection  or  peritoneal 
irritation  as  we  would  expect  if  gall  bladder  dis- 
ease progressed  to  the  point  of  empyema  or  rup- 
ture and  one  of  these  would  probably  have  to 
occur  in  order  to  cause  death  in  this  length  of 
time.  He  did  not  give  a story  of  the  characteristic 
pain  of  a renal  calculus;  his  urinary  findings  were 
at  all  times  negative  and  we  have  no  evidence 
that  he  developed  uremia  or  the  severe  infection 
of  obstructive  pyelonephritis  that  would  be  neces- 
sary for  such  a short  course. 

Acute  pancreatitis  is  a possibility.  Its  onset 
may  be  sudden  and  dramatic,  its  course  may  be 
of  ten  days’  duration  with  sudden  death.  Most  of 
these  cases,  however,  are  diagnosed  intestinal  ob- 
struction and  we  see  nothing  in  this  history  in 
regard  to  his  bowel  movements  during  his  hos- 
pital stay.  We  can  probably  infer  that  he  did  not 
have  obstipation  over  this  length  of  time  or  some 
mention  would  have  been  made  of  it.  Further- 
more, he  did  not  develop  the  upper  abdominal 
tenderness,  rigidity  or  distension  that  should  have 
occurred  had  an  acute  or  subacute  pancreatitis 
been  present.  Mesenteric  thrombosis  is  a likely 
lesion  in  an  individual  with  evidence  of  advanced 
arteriosclerosis,  but  again  his  subsequent  course 
does  not  show  the  evidence  of  peritoneal  irrita- 
tion, the  abdominal  distension  with  obstipation  or 
thin,  bloody  stools  that  are  usually  seen  in  cases 
of  mesenteric  thrombosis. 

Though  the  pain  of  coronary  occlusion  is  usu- 
ally substernal,  it  is  not  at  all  infrequent  for  it 
to  be  localized  in  the  abdomen.  The  usual  place 
is  in  the  epigastrium  just  beneath  the  ensiform, 
though  radiation  is  not  at  all  characteristic, 
nausea  and  vomiting  frequently  accompany  it. 
There  is  nearly  always  a slight  to  moderate  rise 
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in  temperature  with  a leucocytosis  of  15  to  20,000 
and  it  is  very  likely  to  occur  in  a hypertensive 
and  arteriosclerotic  individual.  However,  this 
patient  did  not  have  any  drop  in  blood  pressure 
during  his  entire  illness.  This  would  be  extremely 
unusual  for  a coronary  occlusion.  The  difficulty 
in  moving  his  legs  at  the  onset  of  his  present 
illness  may  or  may  not  be  significant,  but  it  cer- 
tainly would  not  be  a part  of  cardiac  pathology. 
The  radiation  of  the  pain  to  the  back  is  unusual 
in  cases  of  coronary  occlusion. 

A dissecting  aneurysm  usually  has  a sudden 
onset,  the  pain  usually  begins  in  the  chest,  goes 
down  into  the  abdomen,  or  the  back,  and  fre- 
quently they  have  pain  radiating  down  both  legs. 
There  is  nothing  in  this  patient’s  story  by  which 
one  could  rule  out  the  occurrence  of  dissecting 
aneurysm.  In  my  experience,  however,  they  have 
always  complained  of  some  chest  pain.  The  diffi- 
culty in  moving  his  legs  would  be  very  suggestive 
of  dissecting  aneurysm  having  extended  down  to 
the  bifurcation  of  the  aorta  but  in  this  case  it 
was  apparently  an  early  symptom  which  dis- 
appeared and  that  fact  makes  me  disregard  it  as 
a significant  symptom. 

I am  unable  to  arrive  at  a diagnosis  which 
satisfies  all  of  this  patient’s  history  and  clinical 
course.  However,  I think  that  the  most  probable 
diagnosis  is  that  of  coronary  occlusion  and  the 
only  two  things  against  this  diagnosis  are — the 
fact  that  his  blood  pressure  did  not  drop  and  that 
he  had  pain  in  the  back  which  I cannot  account 
for.  The  alternate  diagnosis  is  that  of  a dissect- 
ing aneurysm. 

Dr.  Reinhart:  Anatomic  Diagnosis: 

1.  Dissecting  aneurism  of  thoracic  and  ab- 
dominal aorta. 

2.  Arteriosclerosis  of  coronary  and  renal 
arteries. 

3.  Chronic  nephritis  (arteriolar  sclerosis). 

4.  Cardiac  hypertrophy. 

5.  Hemothorax,  right  side. 

6.  Chronic  adhesive  pleuritis,  right  side. 

7.  Mediastinal  and  sub-peritoneal  gastric 
hematoma. 

8.  Hematoma  of  left  femoral  canal. 

The  pathological  background  in  this  case  is  an 
extensive  degenerative  vascular  disease  accom- 
panied by  hypertension.  It  is  upon  this  back- 
ground that  vascular  accidents  such  as  cerebral 
hemorrhage,  coronary  thrombosis  and  spontan- 
eous dissecting  aneurisms  of  the  aorta  usually 
occur,  the  most  frequent  age  incidence  being  45 
to  60  years.  Syphilis  is  rarely,  if  ever,  an  eti- 
ological factor  in  this  group  of  cases,  and  its 
elimination  in  the  differential  diagnosis  is  im- 
portant. While  syphilis  is  usually  the  cause  of 
true  aortic  aneurisms,  it  is  rarely,  if  ever,  as- 
sociated with  spontaneous  dissecting  aneurisms 
of  the  aorta.  The  term,  “dissecting  aneurism”  is 


a misnomer;  this  is  not  a true  aneurism,  either 
clinically  or  anatomically.  It  is  really  a hemor- 
rhage in  the  wall  of  the  aorta,  which  often  but 
not  always  ruptures  into  the  aortic  lumen.  De- 
generative changes  in  the  middle  layer  of  the 
wall  of  the  aorta  are  attended  by  softening,  some- 
times cystic  in  character,  and  the  small  arterioles, 
deprived  of  their  support,  may  rupture.  These 
small  arteries  in  the  wall  of  the  aorta,  are  com- 
parable in  size  to  the  cerebral  arterioles  which 
frequently  rupture  in  cerebral  hemorrhage  and 
the  pathological  background  is  identical. 

The  course  of  events  following  the  development 
•of  an  aortic  hematoma  are  varied.  The  hematoma 
may  rupture  into  the  lumen  of  the  aorta  at  two 
or  more  places,  resulting  in  a canalized  by-path 
through  which  the  blood  may  flow.  Healing  or 
organization  of  the  hematoma  may  occur.  Over 
80  cases  of  this  type  have  been  reported.  In  one 
case  of  healed  dissecting  aneurism  of  the  aorta, 
the  individual  lived  for  fifteen  years  following  the 
aortic  hematoma  and  indulged  in  very  strenous 
exercise.  A rapid  and  remarkable  hypertrophy  of 
the  heart,  apparently  associated  with  loss  of 
elasticity  of  the  aorta,  supervenes  in  individuals 
recovering  from  the  accident.  The  usual  course 
of  events  is  temporary  improvement  following 
the  primary  accident.  A week  or  ten  days  later, 
hemorrhage  into  the  thorax,  pericardium,  or  re- 
troperitoneal space  brings  about  a rapid  exodus. 

The  pain  in  this  case  was  characteristic  in 
location,  (usually  occurring  in  the  epigastrium  or 
behind  the  lower  portion  of  the  sternum),  and  in 
severity,  (large  amounts  of  morphine  having  lit- 
tle effect).  In  spite  of  the  severity  of  the  pain, 
which  was  associated  with  profuse  sweating,  and 
lowered  temperature,  the  arterial  pressure  re- 
mained elevated,  the  heart  rate  regular  and  not 
increased  in  frequency.  The  tenderness  elicited 
on  deep  pressure  was  undoubtedly  of  the  abdomi- 
nal aorta. 

The  variety  of  somewhat  bizarre  symptoms  as- 
sociated with  the  fundamental  picture  depend 
largely  upon  loss  of  elasticity  of  the  aorta  and 
partial  or  complete  closure  of  the  branches  of  the 
aorta  by  the  aortic  hematoma  (dissecting  aneur- 
ism). This  results  in  varying  degrees  of  ischemia 
of  the  organs  supplied  by  these  branches,  i.e. 
brachial,  carotid,  intercostal,  mesenteric,  renal, 
and  iliac  arteries.  The  suggestion  of  mesenteric 
thrombosis,  acute  pancreatitis,  renal  calculus,  and 
temporary  paraplegia  were  clinical  manifesta- 
tions of  varying  degrees  of  ischemia.  With  com- 
plete occlusion  of  any  of  these  vessels  the  clinical 
picture  of  mesenteric  thrombosis,  renal  infarction, 
ischemia  of  the  spinal'  cord,  or  even  hemiplegia 
with  absence  of  carotid  pulsation  will  be  present. 

The  terminal  manifestations  were  those  of 
acute  mediastinal  compression  and  hemorrhage 
due  to  rupture  of  the  aorta. 


BY  HOWARD  DITTRICK,  M.D.. 

CLEVELAND,  OHIO 

Conditions  under  which  our  pioneer  physicians 
carried  on  their  work  may  be  appreciated  to  some 
extent  by  a study  of  their  account  books,  fee  bills 

and  other  personal 

From  the  Doctor  S manuscripts.  Many 

specimens  of  such 
Day  Book  objects  have  been 

presented  for  safe 
keeping  to  the  museum  of  the  Cleveland  Medical 
Library  and  have  been  consulted  in  the  prepara- 
tion of  this  sketch. 

Among  the  effects  of  Dr.  Abner  Webb  of 
Girard,  there  was  found  a receipt  for  books 
shipped  from  Philadelphia,  which  came  the 
greater  part  of  the  distance  by  canal  boat.  A re- 
ceipt for  a seat  in  a stage  coach  and  a letter  of 
recommendation  from  Governor  Todd  were  two 
interesting  items. 

The  account  book  of  Dr.  A.  H.  Wheeler  of 
Austinburg,  dated  1829,  has  many  interesting 
debits  and  credits,  Among  the  latter,  it  is  noted 
that  patients  were  given  credit  for  potatoes  at 
25  cents  a bushel;  butter  at  10  cents  a pound; 
pork  4 cents  a pound  (there  was  evidently  no 
processing  tax);  and  for  shooting  turkeys,  pre- 
sumably wild,  38  cents  (3  York  Shillings).  His 
fees  are  in  keeping  with  the  prices  of  commodi- 
ties; dental  extractions — 25  cents;  bitters  for  a 
husband,  25  cents;  bleeding,  50  cents;  opening 
an  abscess,  $1.00;  setting  compound  fractures, 
$6.00;  obstetrical  operations,  $4.00;  obstetrical 
operations  (twins)  $6.00. 

A recent  acquisition  is  a fee  bill  used  by  the 
physicians  of  Medina  County  in  1855,  the  gift  of 
Dr.  Harry  Streett,  of  Litchfield.  It  reads  “When 
convenient  the  physician  should  present  his  ac- 
count for  settlement,  within  three  months  from 
time  of  attendance,  and  in  every  instance  should 
settle  his  claims  by  cash  or  note  once  a year.” 
While  the  cost  of  delivery  is  the  same  as  Dr. 
Wheeler  charged  in  Ashtabula  County,  the 
charge  for  reducing  a dislocated  hip  was  $15.00 
to  $20.00.  Each  visit  in  town  was  50  cents,  each 
subsequent  mile  ranging  from  25  cents  to  50 
cents.  For  night  visits  there  was  an  increase  of 
50  per  cent  to  100  per  cent.  Night  visits  in  the 
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country  were  considered  as  beginning  at  dark  and 
in  town  at  10  o’clock,  and  ending  at  daybreak. 

These  details  give  us  a clear  picture  of  a phase 
of  Ohio  practice  in  the  middle  of  the  Nineteenth 
Century.  It  is  advisable,  therefore,  that  all 
books,  manuscripts  or  documents  of  this  nature 
should  be  carefully  preserved. 


BY  ROBERT  G.  PATERSON,  PH.D., 
COLUMBUS,  OHIO 


April  14,  1936,  marked  the  fiftieth  anniversary 
of  the  passage  of  the  law  establishing  the  first 


State  Board  of  Health 

Politics  Fifty 
Years  Ago 


in  Ohio.  Ohio  was  the 
thirty-second  state 
in  the  Union  to 
create  such  a 
board,  the  first  be- 


ing in  Massachusetts  in  1869. 

An  all  but  forgotten  incident  in  connection  with 
the  appointment  of  the  first  Ohio  State  Board  of 
Health  by  Governor  Joseph  Benson  Foraker  in 
1886  is  interesting.  The  Sinnett  Bill  creating  the 
Ohio  Board  became  law  on  April  14,  1886.  On 
April  23,  1886,  Governor  Foraker  sent  to  the 
Ohio  Senate  the  names  of  seven  nominees  for 
membership  on  the  board.  They  were  all  phy- 
sicians. The  list  was  as  follows : 

H.  J.  Sharp,  M.D.,  Republican,  Madison  County, 
for  term  ending  Dec.  13,  1892;  T.  C.  Hoover, 
M.D.,  Democrat,  Franklin  County,  for  term  end- 
ing Dec.  13,  1891;  D.  H.  Beckwith,  M.D.,  Re- 
publican, Cuyahoga  County,  for  term  ending  Dec. 


657 


658 


The  Ohio  State  Medical  Journal 


Vol.  32— No.  7 


13,  1890;  S.  P.  Wise,  M.D.,  Republican,  Holmes 
County,  for  term  ending  Dec.  13,  1889;  J.  D. 
Jones,  M.D.,  Democrat,  Hamilton  County,  for 
term  ending  Dec.  13,  1888;  T.  C.  Miller,  M.D., 
Republican,  Stark  County,  for  term  ending  Dec. 
13,  1887;  W.  H.  Cretcher,  M.D.,  Republican, 
Logan  County,  for  term  ending  Dec.  13,  1886. 

As  soon  as  the  appointments  reached  the  Sen- 
ate, Allen  0.  Myers  (who  had  been  defeated  in 
November  for  a seat  in  the  House  of  Representa- 
tives from  Franklin  County) , private  secretary 
of  Representative  George  W.  Hull  of  Allen 
County,  and  Carlos  E.  Trevitt,  message  clerk  of 
the  Senate,  rushed  around  among  the  Democratic 
senators  begging  them  not  to  vote  to  confirm  Dr. 
Hoover  of  Columbus,  Ohio,  on  the  ground  that  he 
voted  against  Allen  0.  Myers  in  the  previous 
Fall  elections  and  Carlos  E.  Trevitt  in  the  Spring 
elections.  Ten  Democratic  senators  voted  against 
confirmation.  The  other  Democratic  senators 
present  could  not  be  controlled  by  Myers  and 
Trevitt.  They  voted  with  the  Republican  sena- 
tors for  confirmation.  As  there  were  but  fifteen 
votes  for  confirmation,  the  confirmation  of  Dr. 
Hoover  was  lost.  A motion  to  reconsider  the  vote 
was  lost.  The  nomination  was  then  laid  on  the 
table. 

All  of  the  other  nominations  for  appointment 
to  the  State  Board  of  Health  were  confirmed. 
Myers  boasted  afterward  that  all  the  Democrats 
who  voted  against  him  were  being  served  the 
same  way  as  Dr.  Hoover  and  cited  the  case  of 
Constable  Dresback  as  an  illustration. 

On  April  29  a motion  to  take  from  the  Senate 
table  the  question  of  confirming  Dr.  T.  C.  Hoover 
as  a member  of  the  State  Board  of  Health  was 
lost  11  yeas  to  16  nays.  The  board  held  its  pre- 
liminary meeting  in  Governor  Foraker’s  office  on 
April  30,  1886,  with  Dr.  Hoover  present. 

It  was  not  until  May  4,  1886,  that  enough  sena- 
torial votes  were  secured  to  confirm  the  appoint- 
ment of  Dr.  Hoover. 

— oSMJ  — 

Dr.  C.  W.  Waggoner,  Toledo,  Appointed 
Member  of  State  Medical  Board 

Dr.  Chester  W.  Waggoner,  Toledo,  has  been 
appointed  to  the  State  Medical  Board  for  a seven- 
year  term  ending  March  18,  1943.  He  succeeds 
Dr.  J.  G.  Blower,  Akron. 

Graduating  from  Toledo  Medical  College  in 
1906,  Dr.  Waggoner  has  held  various  offices  in 
the  Academy  of  Medicine  of  Toledo  and  Lucas 
County,  and  has  been  active  in  the  Ohio  State 
Medical  Association,  of  which  he  was  president  in 
1930-31.  He  served  four  years  as  Councilor  for 
the  Fourth  District,  and  has  been  a member  of  the 
House  of  Delegates  of  the  State  Association.  He 
has  been  a delegate  from  Ohio  to  the  American 
Medical  Association  since  1927. 


PRACTICAL  PREVENTIVE 
MEDICINE 

Editor’s  Note:  The  Committee  on  Preventive  Medicine 

and  Periodic  Health  Examinations  of  the  Ohio  State  Medical 
Association  has  propounded  certain  questions  to  a number 
of  authoritative  physicians  throughout  the  state.  Each  ques- 
tion deals  with  some. problem  in  preventive  medicine.  The 
answers  will  be  published  in  The  Journal  to  assist  all 
physicians  in  determining  how  these  problems  might  be  met. 
The  fourth  of  this  series  follows : 

Q. — In  the  course  of  a periodic  health  examina- 
tion on  the  father  of  three  children  it  develops 
that  none  of  them  has  been  immunized  against 
diphtheria.  One  is  a girl,  aged  11,  one  a girl,  aged 
seven,  and  one  a boy  aged  five.  The  father  ex- 
presses fear  because  he  has  read  some  place  or 
heard  that  in  older  children  severe  reaction  and 
even  death  may  occur.  What  will  be  your  advice 
to  him? 

A. — One  of  the  most  valuable  services  a phy- 
sician can  render  your  children  is  to  protect  them 
against  contagious  diseases.  The  "protection 
against  diphtheria  is  probably  as  successful  as 
that  against  typhoid  or  smallpox. 

Experience  has  given  us  a rather  high  per- 
centage of  negative  Schicks  as  we  say.  The 
Schick  test  you  see  is  a measure  or  test  of  one’s 
susceptibility  to  the  disease.  I prefer  to  test  all 
my  patients  before  giving  the  protecting  inocu- 
lation or  “shot”. 

It  is  noticed  that  older  children  do  have  more 
local  redness  or  soreness  following  the  treat- 
ment, than  the  younger  children,  but  several 
years  of  experience  has  proved  to  me  that  the 
very  slow  absorption  of  the  material  used  is  the 
greatest  protection  against  unpleasant  reactions. 
I have  seen  no  bad  results  from  the  use  of  toxoid. 

You  mention  rumors  of  dangerous  results. 
Those  results  came  from  the  use  of  toxin-anti- 
toxin. That  method  fell  into  disrepute  and  is 
practically  discarded  at  the  present  time.  That 
material  contained  serum  and  did  of  course  sen- 
sitize children  to  serum.  This  in  itself  is  not 
harmful,  but  when  once  a child  has  been  given 
serum,  any  subsequent  use  of  serum  for  any 
cause  calls  for  very  important  precautions  being 
taken  to  prevent  serious  reactions. 

The  material  most  widely  used  at  present  is 
called  toxoid.  With  it  I have  had  perhaps  97  per 
cent  success  as  shown  by  a second  Schick  test 
performed  after  four  to  six  months.  Some  chil- 
dren require  six  months  to  complete  the  protection. 
It  is  very  important  to  re-test  after  the  treat- 
ment, lest  parents  labor  under  a false  sense  of 
security.  If  a child  is  still  positive — that  is,  sus- 
ceptible— it  may  be  given  more  toxoid. 

I see  no  need  at  the  present  time  to  return  to  a 
serum-containing  substance  until  one  has  given 
more  toxoid,  bearing  in  mind  that  probably  a 
small  per  cent  of  people  may  never  become  im- 
mune. I am  also  advising  the  re-testing  of  chil- 
dren every  few  years,  lest  the  occasional  failure 
might  be  overlooked. — Sterling  H.  Ashmun,  M.D., 
Dayton. 


PROCEEDINGS  OF  THE  COUNCIL 


Important  Matters  Acted  Upon  at  June  14  Meeting.  Including  Annual 
Meeting  Details,  Legislative  Problems,  Publication  Questions,  Etc. 


THE  Council  of  the  Ohio  State  Medical  As- 
sociat'on  met  in  regular  session  at  the 
State  Headquarters  Office,  Columbus,  Sun- 
day, June  14,  1936. 

The  following  were  present:  President  Hender- 
shott,  President-Elect  Huston,  Treasurer  Beer; 
Councilors  Smith,  Hogue,  Klotz,  Hein,  Jenkins, 
Skipp,  Kirkland,  Brush,  Seiler  and  Sherburne; 
Dr.  Upham,  chairman,  Drs.  Alcorn  and  Platter, 
members,  Committee  on  Public  Policy;  Dr.  For- 
man, Editor,  The  Journal;  Executive  Secretary 
Nelson  and  Assistant  Executive  Secretary  Sa- 
ville. 

On  motion  by  Dr.  Seiler,  seconded  by  Dr.  Jen- 
kins and  carried,  the  minutes  of  the  Council  meet- 
ing held  on  April  5,  1936  and  published  on  pages 
446  to  450  of  The  Journal,  were  approved. 

REPORTS  OF  COUNCILORS 

First  District — A report  on  the  annual  meeting 
of  the  First  District  Society  at  Wilmington  on 
May  5 was  made  by  Dr.  Smith,  Councilor  of  the 
district.  He  stated  that  the  meeting  was  well  at- 
tended and  a very  instructive  program  presented. 
Dr.  Smith  said  that  it  was  the  first  time  in  recent 
years  that  the  meeting  had  been  held  in  one  of 
the  smaller  counties  of  the  district  and  that  the 
idea  met  with  general  approval  of  those  attend- 
ing. 

Second  District — Dr.  Hogue,  Councilor  of  this 
district,  presented  a report  on  the  annual  meet- 
ing of  the  Second  District  Society  held  at  Spring- 
field  on  April  15,  which  was  attended  by  approxi- 
mately 200  physicians.  Dr.  Hogue  stated  that  he 
had  personally  contacted  a number  of  candidates 
for  the  Legislature  from  counties  in  his  district 
and  emphasized  the  importance  of  this  activity  by 
all  members  of  the  Council.  He  recommended 
that  the  State  Headquarters  Office  prepare  lists 
of  legislative  committeemen  and  of  candidates  for 
the  Legislature  for  the  respective  Councilor  Dis- 
tricts and  send  such  lists  to  Councilors  so  that 
they  can  take  an  active  part  in  stimulating  in- 
terest among  physicians  in  the  various  Councilor 
Districts. 

Third  District — A report  on  the  meeting  of  the 
Northwestern  Ohio  Medical  Association,  repre- 
senting the  Third  and  Fourth  Councilor  Districts, 
held  at  Findlay  on  June  2,  was  made  by  Dr.  Klotz, 
Councilor  of  the  Third  District.  Dr.  Klotz  also 
reported  that  he  had  attended  a meeting  of  the 
Logan  County  Medical  Society  recently,  and  that 
plans  are  being  made  to  hold  a “rally”  meeting 
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of  the  Wyandot  County  Medical  Society  in  the 
early  Fall. 

Fourth  District — Dr.  Hein,  Councilor  of  this 
district,  reported  that  he  had  not  visited  any  of 
the  societies  in  the  district  since  the  last  Council 
meeting. 

Fifth  District — A visit  to  Trumbull  County  for 
a dinner  meeting  of  the  Trumbull  County  Medi- 
cal Society  was  reported  by  Dr.  Jenkins,  Coun- 
cilor of  the  Fifth  District.  He  said  that  about 
55  members  and  guests  attended  and  that  a good 
program  was  presented. 

Sixth  District — Dr.  Skipp,  Councilor  of  this 
district,  reported  that  he  had  attended  the  fol- 
lowing meetings  of  county  and  district  societies 
since  the  last  Council  meeting:  Portage  County 
Medical  Society,  at  which  economic  problems, 
especially  medical  relief  questions,  were  discussed 
and  a program  formulated  which  subsequently 
was  approved  by  the  county  commissioners  and 
township  trustees;  annual  postgraduate  assembly 
of  the  Mahoning  County  Medical  Society  held  at 
Youngstown  and  attended  by  approximately  400 
physicians  from  that  part  of  the  state;  Summit 
County  Medical  Society,  at  which  economic  and 
social  problems  were  discussed  and  plans  com- 
pleted for  the  formation  of  an  allied  professional 
organization  to  carry  on  public  relations  work  in 
the  county;  Sixth  Councilor  District  at  Ashland, 
attended  by  about  75  at  which  a splendid  program 
of  particular  interest  to  physicians  in  general 
practice  was  presented;  Stark  County  Medical 
Society,  attended  by  about  125  members  and  at 
which  social  and  economic  problems  were  dis- 
cussed; Wayne  County  Medical  Society. 

Seventh  District — Dr.  Kirkland,  -Councilor  of 
the  Seventh  District,  announced  that  the  annual 


659 


660 


The  Ohio  State  Medical  Journal 


Vol.  32— No.  7 


meeting  of  the  Seventh  Councilor  District  would 
be  held  at  Cadiz  on  June  24  beginning  about  4:00 
P.  M.  with  a scientific  program  to  be  followed  by 
dinner  and  an  after-dinner  address.  Dr.  Kirk- 
land also  reported  on  the  annual  meeting  and  din- 
ner of  the  Jefferson  County  Medical  Society  held 
in  Steubenville  which  he  had  attended.  He  ex- 
pressed gratification  at  the  reorganization  of  the 
Carroll  County  Medical  Society  which  had  been 
inactive  for  a number  of  years. 

Eighth  District — It  was  announced  by  Dr. 
Brush,  Councilor  of  the  Eighth  District,  that  the 
Mid- Summer  meeting  of  the  Eighth  District 
would  be  held  at  McConnelsville  on  June  25  be- 
ginning at  noon  with  a luncheon  and  followed  by 
a scientific  program.  Dr.  Brush  also  reported 
that  he  had  attended  meetings  of  the  Morgan 
County  Medical  Society  and  the  Guernsey  County 
Medical  Society  since  the  last  Council  meeting. 

Ninth  District — Dr.  Seiler,  Councilor  of  the 
Ninth  District,  announced  that  plans  are  under 
way  for  a meeting  of  the  Ninth  District  Society 
next  Fall,  it  having  been  postponed  because  of 
the  floods.  He  reported  that  he  had  been  in  con- 
tact with  the  societies  of  Scioto,  Lawrence,  Gallia, 
Meigs  and  Jackson  counties  within  the  last  sev- 
eral months. 

Tenth  District — Dr.  Sherburne  reported  that  he 
had  made  no  visits  to  county  societies  since  the 
last  Council  meeting. 

annual  meeting 

Program  About  Completed — Dr.  Smith,  chair- 
man of  the  Program  Committee  for  the  1936 
Annual  Meeting  in  Cleveland,  October  7,  8 and  9, 
reported  on  a meeting  of  the  Program  Committee 
on  the  morning  of  this  day.  He  stated  that  the 
program  is  approximately  90  per  cent  completed 
and  that  it  would  be  ready  for  publication  in  the 
September  issue  of  The  Ohio  State  Medical  Jour- 
nal. He  reviewed  for  the  Council  the  general  set- 
up of  the  meeting  and  upon  motion  by  Dr.  Smith, 
seconded  by  Dr.  Hogue  and  carried,  the  Council 
approved  the  program  and  set-up  as  outlined. 

Local  Arrangements — It  was  reported  by  Dr. 
Jenkins  that  committees  of  the  Cleveland  Acad- 
emy are  rapidly  completing  local  arrangements 
for  the  Cleveland  meeting  and  that  all  details  in 
connection  with  the  meeting  had  been  worked 
out  with  the  officials  of  the  Cleveland  Public 
Auditorium  where  all  sessions  of  the  meeting  will 
be  held  with  the  exception  of  business  meetings 
of  the  House  of  Delegates  and  social  events. 

Annual  Banquet — A letter  from  Dr.  Harry  D. 
Piercy,  Cleveland,  chairman  of  the  Banquet  Com- 
mittee, addressed  to  the  Council,  was  read  and 
discussed.  On  motion  by  Dr.  Klotz,  seconded  by 
Dr.  Smith  and  carried,  the  Council  authorized  an 
appropriation  from  State  Association  funds  of  an 


additional  $150,  making  a total  of  $300  which 
would  be  available  to  the  Cleveland  banquet  com- 
mittee to  meet  any  deficit  in  connection  with  the 
banquet. 

Check-Up  on  Facilities  Authorized — The  fol- 
lowing motion  presented  by  Dr.  Smith  and  sec- 
onded by  Dr.  Huston  was  adopted. 

That  the  Council  request  the  Council  Commit- 
tee on  Arrangements  for  the  1936  Annual  Meet- 
ing to  make  a thorough  check-up  on  the  conven- 
tion facilities  of  cities  seeking  the  1937  Annual 
Meeting  of  the  State  Association,  previous  to  the 
1936  meeting  in  Cleveland,  so  that  such  data  will 
be  available  to  the  House  of  Delegates  in  select- 
ing the  place  for  next  year’s  Annual  Meeting. 

RECENT  A.M.A.  MEETING 

Proceedings  Reviewed — Brief  reports  were  sub- 
mitted on  the  recent  session  of  the  American 
Medical  Association  at  Kansas  City,  supplement- 
ing the  article  published  on  pages  576  and  577  of 
the  June  issue  of  The  Journal.  Members  of  the 
Ohio  delegation  were  complimented  on  the  un- 
usually active  part  which  they  had  taken  in  the 
A.M.A.  meeting. 

Dr.  Upham  Congratulated — Following  congrat- 
ulatory remarks  by  President  Hendershott  with 
respect  to  the  election  of  Dr.  Upham  as  President- 
Elect  of  the  American  Medical  Association,  Dr. 
Huston  presented  the  following  resolution : 

Whereas,  The  Medical  profession  of  Ohio  has 
been  highly  honored  through  the  election  of  Dr. 
J.  H.  J.  Upham,  Columbus,  as  President-Elect  of 
the  American  Medical  Association,  and, 

Whereas,  This  well-deserved  tribute  paid  Dr. 
Upham  reflects  the  high  esteem  in  which  he  is 
held  by  his  colleagues  throughout  the  nation  and 
the  important  position  attained  by  medical  or- 
ganization in  Ohio,  in  which  he  has  for  many 
years  been  a leader;  therefore, 

Be  It  Resolved,  That  the  Council  of  the  Ohio 
State  Medical  Association  in  session,  June  14, 
1936,  officially  congratulate  Dr.  Upham  on  the 
new  honor  accorded  him;  express  its  appreciation 
for  the  indispensable  services  performed  by  him 
in  the  interests  of  the  medical  profession  and 
medical  organization;  and  pledge  to  him  its  con- 
fidence and  support  during  his  administration. 

On  motion  by  Dr.  Klotz,  seconded  by  Dr.  Sher- 
burne and  carried,  the  foregoing  resolution  was 
unanimously  adopted. 

Remarks  by  President-Elect  Upham — Upon 
presentation  by  President  Hendershott,  Dr.  Up- 
ham expressed  his  sincere  appreciation  of  the 
foregoing  action  by  the  Council  and  highly  com- 
plimented the  Ohio  delegation  on  its  part  in  all 
transactions  at  the  Kansas  City  meeting,  stating 
that,  in  his  opinion,  his  election  was  primarily 
recognition  on  the  part  of  the  House  of  Delegates 
of  the  A.M.A.  of  the  great  advancement  which 
has  been  made  and  splendid  work  carried  on  by 
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the  Ohio  State  Medical  Association  in  recent 
years. 

RESOLUTION  ON  DR.  TEACHNOR’S  DEATH 

The  following  resolution  relative  to  the  un- 
timely death  of  Dr.  Wells  Teachnor,  Sr.,  Colum- 
bus, former  President  of  the  Ohio  State  Medical 
Association  and  member  of  the  House  of  Dele- 
gates of  the  American  Medical  Association,  pre- 
sented by  Dr.  Upham,  was,  on  motion  by  Dr. 
Skipp,  seconded  by  Dr.  Brush  and  carried, 
adopted  by  the  Council  by  a standing  vote: 

The  Officers  and  members  of  the  Council  of  the 
Ohio  State  Medical  Association  learn  with  deep 
sorrow  and  a sense  of  personal  loss  of  the  recent 
untimely  death  of  our  former  member  and  as- 
sociate, Dr.  Wells  Teachnor. 

Shortly  after  his  graduation  from  the  Medical 
College  of  Ohio,  Cincinnati,  and  his  permanent 
location  in  Columbus,  he  manifested  his  interest 
in  the  advancement  of  his  profession  by  joining 
the  Columbus  Academy  of  Medicine  and  by  virtue 
of  that  membership  became  a member  of  the  Ohio 
State  Medical  Association  and  the  American 
Medical  Association. 

He  early  manifested  qualities  of  leadership  and 
steadily  progressed  through  the  various  steps  of 
delegate,  membership  on  the  State  Council,  presi- 
dent of  the  Columbus  Academy  of  Medicine,  and 
finally  won  the  well-deserved  recognition  and  ac- 
claim of  the  entire  profession  of  the  state  by 
being  elected  President  of  the  Ohio  State  Medical 
Association. 

In  all  of  these  many  official  positions  he  showed 
himself  activated  by  the  highest  motives,  and 
worked  unceasingly  for  the  best  interests  of  or- 
ganized medicine.  Enthusiastic  always,  he  had 
keen  and  well-balanced  judgment;  genial  and 
diplomatic,  he  never  compromised  when  principles 
were  involved;  he  gave  of  himself  untiringly  and 
freely  for  the  profession  to  which  he  had  devoted 
his  life’s  efforts. 

After  retiring  from  the  presidency,  he  still  re- 
mained a loyal  worker  and  as  a member  for  many 
years  of  the  Columbus  Board  of  Health,  continued 
to  devote  time  and  effort  for  the  better  safe- 
guarding of  the  health  of  the  public. 

As  a leader  in  that  branch  of  surgery  to  which 
he  had  devoted  his  special  interest,  he  gave  ever 
his  best  services  and  won  a high  place  in  the 
esteem  of  his  colleagues  and  his  wide  circle  of 
patients. 

As  a citizen  and  a friend  he  will  long  be  re- 
membered for  his  sterling  uprightness,  his  ever 
responsive  and  human  kindliness. 

We,  who  knew  him  long  and  intimately,  re- 
spected him  for  his  long  service,  his  ability,  his 
judgment;  loved  him  for  his  personal  character; 
will  miss  him  greatly,  and,  with  many,  many 
others  in  all  walks  of  life  and  in  the  various 
fields  of  his  activities,  deeply  mourn  his  de- 
parture. 

Be  It  Therefore  Resolved,  That  the  Officers  and 
Council  of  the  Ohio  State  Medical  Association 
inscribe  these  sentiments  of  appreciation  and  sor- 
row at  the  death  of  Dr.  Wells  Teachnor,  former 
member  of  the  Council  and  former  President  of 
the  Ohio  State  Medical  Association,  and  ever  our 
beloved  colleague,  upon  the  official  records  of  our 
organization,  and 

Further,  That  we  extend  to  his  family  our  deep 
and  heartfelt  sympathy  through  a copy  of  this 
resolution. 


LEGISLATIVE  AND  POLITICAL  DEVELOPMENTS 

Legislative  Questionnaire — The  Executive  Sec- 
retary reported  that  in  compliance  with  instruc- 
tions of  the  Committee  on  Public  Policy  a ques- 
tionnaire has  been  sent  to  all  legislative  commit- 
teemen and  secretaries  of  the  county  medical  so- 
cieties, seeking  information  on  candidates  to  the 
State  Legislature.  President  Hendershott,  Dr. 
Upham  and  others  emphasized  the  importance  of 
follow-up  work  on  the  part  of  members  of  the 
Council  in  order  that  the  Policy  Committee  might 
have  accurate  and  full  information  regarding 
candidates. 

Anticipated  Legislation — It  was  reported  that 
certain  cult  and  anti-medical  groups  are  plan- 
ning to  present  their  usual  destructive  proposals 
and  are  making  strenuous  efforts  to  have  such 
measures  introduced  in  the  present  special  session 
of  the  Legislature.  Members  of  the  Council  were 
urged  to  emphasize  to  the  legislative  committee- 
men in  their  respective  districts  the  importance 
of  constant  contact  with  members  of  the  present 
General  Assembly  as  well  as  candidates  for  the 
next  General  Assembly. 

Poor  Relief  Program — The  Policy  Committee 
reported  that  it  is  carefully  watching  develop- 
ments on  poor  relief  and  will  do  everything  pos- 
sible to  have  adequate  provision  for  medical  care 
of  the  poor  retained  in  legislation  for  carrying  on 
poor  relief  in  the  state  during  the  last  six  months 
of  the  year.  The  sentiment  of  the  Council  was 
that  poor  relief,  including  medical  relief,  can  be 
carried  on  more  efficiently  and  more  satisfactorily 
through  a decentralized  plan  similar  to  that  now 
in  operation. 

County  Welfare  Departments — Information  re- 
garding plans  to  establish  county  welfare  de- 
partments was  submitted.  The  Council  unoffi- 
cially reiterated  the  previous  policy  of  the  State 
Association  which  expresses  the  belief  that  public 
health  activities  should  not  be  administered  by 
welfare  agencies  but  by  official  public  health  de- 
partments. 

REPORT  OF  JUDICIAL  COMMITTEE 

Carroll  County  Constitution  and  By-Laws — Dr. 
Huston,  chairman  of  the  Judicial  Committee,  re- 
ported that  the  committee  had  reviewed  carefully 
the  proposed  Constitution  and  By-Laws  submitted 
by  the  recently  reorganized  Carroll  County  Medi- 
cal Society.  On  motion  by  Dr.  Huston,  seconded 
by  Dr.  Sherburne  and  carried,  the  Council  ap- 
proved the  Constitution  and  By-Laws  of  the  Car- 
roll  County  Medical  Society  with  one  minor 
amendment,  namely,  that  the  words  “except  by 
unanimous  consent  of  those  in  attendance  ’ be 
added  to  the  second  paragraph  of  Article  IV  of 
the  Constitution. 

Appeal  of  Dr.  Matthews — Dr.  Huston  reported 
that  the  Judicial  Committee  is  making  a study 
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and  investigation  of  an  appeal  filed  by  Dr.  R.  A. 
Matthews,  Barberton,  from  the  action  of  the 
Summit  County  Medical  Society  in  1927  in  sus- 
pending him  from  membership  for  a period  of 
three  years,  and  that  the  committee  would  en- 
deavor to  have  a report  ready  for  the  Council  by 
the  t’me  of  the  next  meeting. 

CONFERENCE  WITH  INSURANCE  OFFICIALS 

President  Hendershott  and  Dr.  Upham  sub- 
mitted reports  on  a conference  held  on  Sunday, 
June  7,  with  officials  of  the  State  Division  of  In- 
surance, representatives  of  the  State  Bar  Asso- 
ciation and  representatives  of  a number  of  in- 
surance companies,  at  which  the  investigation  of 
alleged  insurance  frauds  in  several  parts  of  Ohio 
was  discussed.  The  Council,  without  a record 
vote,  approved  the  action  of  the  Policy  Committee 
in  offering  to  the  State  Division  of  Insurance  the 
active  cooperation  of  the  Ohio  State  Medical 
Association  in  efforts  to  eliminate  racketeering  in 
the  insurance  field. 

ADVERTISING  AND  PUBLICITY  QUESTIONS 

Instructions  to  Managing  Editor  of  The  Jour- 
nal— Correspondence  between  the  Cooperative 
Medical  Advertising  Bureau  of  the  American 
Medical  Association  and  the  Managing  Editor  of 
The  Ohio  State  Medical  Journal,  was  discussed, 
following  which,  on  motion  by  Dr.  Sherburne, 
seconded  by  Dr.  Seiler  and  carried,  the  Managing 
Editor  of  The  Journal  was  instructed  not  to  ac- 
cept advertising  from  insurance  companies  which 
have  not  qualified  in  Ohio  and  do  not  have  a 
license  to  write  insurance  in  Ohio,  and  not  to 
accept  advertising  from  collection  agencies. 

Publicity  Proposal — Correspondence  and  a pro- 
posal received  from  the  publicity  director  of  a 
neighboring  state  medical  association  were  dis- 
cussed. On  motion  by  Dr.  Jenkins,  seconded  by 
Dr.  Kirkland  and  carried,  the  matter  was  referred 
to  the  Committee  on  Public  Policy. 

MID-YEAR  ORGANIZATION  CONFERENCE 

Reactions  Favorable — Members  of  the  Council 
expressed  themselves  as  highly  pleased  with  the 
Mid-Year  Organization  Conference  held  in  Co- 
lumbus, April  26,  and  reported  that  many  physi- 
cians in  their  respective  districts  who  had  at- 
tended felt  that  the  conference  was  one  of  the 
most  beneficial  meetings  ever  held  by  the  State 
Association  and  had  voiced  the  hope  that  it  would 
be  made  an  annual  affair. 

MISCELLANEOUS  BUSINESS 

Compliments  in  Toledo  Bulletin — Comment  in 
the  Bulletin  of  the  Toledo  Academy  of  Medicine 
complimenting  the  Officers  and  Council  of  the 
State  Association  for  their  meritorius  work  in 
convincing  the  State  Industrial  Commission  that 
the  20  per  cent  reduction  in  medical  and  surgical 


fees  should  be  eliminated,  were  read  and  acknowl- 
edged with  appreciation. 

Dr.  Waggoner’s  Appointment — The  Council  ex- 
pressed gratification  at  the  appointment  of  Dr. 
C.  W.  Waggoner,  Toledo,  former  President  of  the 
State  Association  and  former  member  of  the 
Council,  as  a member  of  the  State  Medical  Board. 

Membership  Figures — A membership  report 
was  submitted  showing  that  on  June  13  a total  of 
5,314  physicians  had  paid  their  1936  State  Asso- 
ciation dues,  compared  with  5,156  on  the  same 
date  a year  ago  and  with  a total  of  5,488  for  the 
year  1935. 

Pro-rata  Dues — On  motion  by  Dr.  Smith,  sec- 
onded by  Dr.  Hein  and  carried,  the  Council  in- 
structed the  Executive  Secretary  to  accept  dues 
for  new  members  in  the  State  Association  from 
July  1 to  October  1 on  a pro-rata  basis  of  $3.00, 
and  from  October  1 to  December  31  on  a pro-rata 
basis  of  $2.00. 

There  being  no  further  business,  the  Council 
adjourned  to  meet  at  the  call  of  the  President. 

Signed:  C.  C.  Sherburne,  M.D., 

Secretary  of  Council. 

— oSMJ  — 

COMING  MEETINGS 

Ohio  State  Medical  Association,  Cleveland,  Oc- 
tober 7,  8,  9. 

American  Academy  of  Ophthalmology  and  Oto- 
Laryngology,  New  York,  Sept.  26-Oct.  3. 

American  Association  of  Obstetricians,  Gynec- 
ologist and  Abdominal  Surgeons,  Breton  Woods, 
N.  H.,  Sept.  14-16. 

American  College  of  Surgeons,  Philadelphia, 
Oct.  19-23. 

American  Hospital  Association,  Cleveland,  Sept. 

28- Oct.  2. 

American  Public  Health  Association,  New  Or- 
leans, Oct.  20-23. 

Association  of  Military  Surgeons,  Detroit,  Oct. 

29- 31. 

First  International  Conference  on  Fever  Ther- 
apy, New  York,  Sept.  29-Oct.  3. 

Southern  Medical  Association,  Baltimore,  Md., 
Nov.  17-20. 

— oSMJ  — 

The  Ninth  Annual  Graduate  Fortnight  of  the 
New  York  Academy  of  Medicine  will  be  held 
October  19  to  31,  1936,  and  will  be  devoted  to  a 
consideration  of  trauma,  occupational  diseases 
and  hazards.  A complete  program  and  registra- 
tion blank  may  be  secured  by  addressing  Dr. 
Frederick  P.  Reynolds,  The  New  York  Academy 
of  Medicine,  2 East  103d  Street,  New  York  City. 


AN  OPEN  LETTER  TO  MEMBERS  OF  THE  OHIO  STATE  MEDICAL 
ASSOCIATION  ON  A QUESTION  OF  VITAL  IMPORTANCE 

Dear  Doctor: 

The  Editor  has  allotted  me  this  space  for  a few  comments  on  a question  of  vital 
importance  to  every  physician  in  Ohio. 

It  is  my  intention  to  talk  politics.  Not  partisan  politics,  but  politics  in  its  broadest 
sense,  which,  to  paraphrase,  has  been  defined  as  the  science  dealing  with  the  organiza- 
tion, regulation  and  administration  of  government. 

The  medical  profession  as  an  organized  group  should  be  non-partisan  in  its  re- 
lationship with  and  attitude  toward  government,  up  to  a certain  point. 

However,  it  cannot  be  neutral  on  issues  involving  government’s  attitude  toward 
scientific  medicine,  medical  education,  public  health  and  medical  service. 

There  is  a point  at  which  the  medical  profession  must  step  outside  the  zone  of 
neutrality  and  support  those  individuals  and  groups  who  believe  public  health,  medical 
standards  and  medical  progress  transcend  political  expediency. 

This  is  the  challenge  which  will  confront  the  medical  profession  of  Ohio  and  the 
nation  between  now  and  the  General  Election  on  November  3. 

Doctor,  what  are  you  doing  to  prepare  yourself  to  meet  this  challenge  ? The  answer 
of  the  medical  profession  as  a whole  will  be  found  in  the  aggregate  of  the  replies  of 
individual  physicians.  The  decision  must  be  made  by  you  and  your  colleagues. 

Will  your  vote  next  Fall  be  cast  for  local,  state  and  national  candidates  for  public 
office  in  whom  you  have  implicit  faith,  whom  you  believe  to  be  well-qualified,  and  whom 
you  know  to  be  in  sympathy  with  sound  public  health  administration  and  scientific 
medicine  ? 

What  have  you  done,  or  are  planning  to  do,  to  acquaint  yourself  with  the  qualifica- 
tions and  attitude  of  candidates  for  state  and  national  administrative  positions,  the 
U.  S.  Congress  and  the  State  Legislature? 

Have  you  discussed  questions  of  direct  concern  to  the  medical  profession  with  your 
local  candidates? 

Have  you  volunteered  to  assist  the  legislative  committee  of  your  county  medical 
society  in  securing  information  on  candidates  and  in  interviewing  them? 

Are  you  prepared  to  discuss  issues  and  candidates  with  your  friends  and  ac- 
quaintances ? 

Are  you  going  to  take  an  active  interest  in  the  campaign  preceding  the  November 
3 election,  as  a voter  and  citizen  vitally  interested  in  public  health,  the  preservation  of 
scientific  medicine,  maintenance  of  high  medical  standards,  and  clean  government? 

Doctor,  these  are  some  of  the  questions  which  you  alone  can  answer. 

It  may  be  presumptuous  for  me  to  ask  them.  However,  that  is  aside  from  the 
point.  They  must  be  answered — and  by  you. 

Fraternally  yours, 

R.  R.  Hendershott,  M.D., 

President. 
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ECONOMICS-PROFESSIONAL  RELATIONS-  - 
ORGANIZATION  PROBLEMS 


Three  Problems  In  Connection  with  Group  Hospitalization  Which  Should  Receive 
Careful  Study  by  Medical  Organization  and  the  Medical  Profession 


EFFORTS  to  establish  programs  of  group 
hospitalization,  in  other  words  hospital  in- 
surance, in  various  parts  of  Ohio,  with  the 
exception  of  Cleveland  where  such  a plan  has 
been  in  operation  for  approximately  two  years, 
have  been  launched  during  recent  months. 

This  movement  should  have  the  serious  con- 
sideration of  every  medical  society  and  the  in- 
dividual members  of  the  medical  profession. 

There  are  certain  aspects  of  group  hospitaliza- 
tion plans  which  are  of  vital  concern  to  the  medi- 
cal profession  and  concerning  which  the  medical 
profession  must  be  fully  informed. 

For  the  information  and  benefit  of  county 
medical  societies  which  may  now,  or  later,  be  con- 
fronted with  the  responsibility  of  passing  judg- 
ment on  group  hospitalization  proposals,  and 
physicians  who  may  be  somewhat  confused  as  to 
the  objectives  and  provisions  of  group  hospital- 
ization plans,  The  Journal  has  assembled  factual 
material  and  authoritative  opinions  relative  to 
this  question. 

There  are  three  questions  of  particular  interest 
and  concern  to  the  medical  profession: 

1.  Separation  of  medical  services  and  hospital 
services. 

2.  Potential  danger  of  the  creation  of  a subse- 
quent demand  for  extension  of  the  plan  to 
professional  services. 

3.  Inherent  weaknesses  in  the  plan. 

The  first  point  mentioned  above  is  of  vital  im- 
portance. The  great  majority  of  members  of  the 
medical  profession  are  opposed  to  the  inclusion 
in  group  hospitalization  plans  of  any  provision 
for  the  furnishing  of  medical  services  to  par- 
ticipating individuals.  There  should  be  no  com- 
promise so  far  as  the  medical  profession  is  con- 
cerned on  this  question. 

The  second  point  is  of  less  importance. 

True,  there  is  a danger  that  group  hospitaliza- 
tion may  encourage  movements  for  sickness  in- 
surance. It  may  create  the  erroneous  impression 
that  medical  services  can  be  satisfactorily 
financed  through  group  insurance.  It  may  cause 
some  to  believe  that  professional  services  can  be 
properly  provided  on  an  institutionalized  basis 
which  is  not  the  case. 

At  the  same  time,  if  there  is  merit  to  group 


hospitalization,  as  its  proponents  claim,  the  medi- 
cal profession  must  act  in  a practical  w’ay.  It 
should  give  such  plans  earnest  and  thorough 
study.  It  should  make  sure  that  such  plans  do 
not  include  medical  services.  It  should  exercise 
control  where  necessary  and  demand  the  estab- 
lishment of  certain  safeguards.  It  should  be  pre- 
pared to  prove  that  a similar  plan  for  the  dis- 
tribution of  medical  services  would  be  impracti- 
cal and  harmful.  It  should  not  protest  simply  be- 
cause it  “views  with  alarm”. 

The  third  point  is  one  about  which  the  medical 
profession  as  a group  should  seek  information 
but,  as  the  Judicial  Council  of  the  American  Med- 
ical Association  has  stated,  “whether  the  scheme 
is  or  is  not  financially  sound  is  not  the  problem 
of  our  organization”.  Sponsors  of  group  hos- 
pitalization must  take  the  responsibility  for  the 
actuarial  soundness  and  mechanics  of  the  plan. 
Whether  any  particular  plan  is  in  accord  with 
sound  public  policy  is  one  for  the  public  to  de- 
termine, not  the  medical  profession. 

Doubtless,  many  county  medical  societies  will 
find  it  advisable  to  give  serious  thought  to  this 
question  during  ensuing  months.  In  doing  so  and 
before  taking  action,  it  is  suggested  that  they 
think  over  the  advice  offered  by  the  Council  of 
the  State  Association  in  December,  1933: 

“The  Council  recommends  that  any  component 
society  of  the  Ohio  State  Medical  Association  re- 
fuse sanction  to  any  hospital  insurance  project 
until  complete  study  has  been  made  by  the  county 
medical  society,  and  until  pertinent  data  have 
been  submitted  to,  and  acted  upon  by,  the  Council 
of  the  Ohio  State  Medical  Association.” 

Moreover,  it  is  recommended  that  thoughtful 
consideration  be  given  to  the  following  pro- 
nouncements made  by  the  Judicial  Council  of  the 
A.M.A.  in  its  last  annual  report  to  the  House  of 
Delegates  of  the  A.M.A. : 

ADVICE  OF  JUDICIAL  COUNCIL,  A.M.A. 

“Group  hospitalization  and  individual  hospital 
insurance  plans  have  been  rapidly  spreading  dur- 
ing the  last  few  years  as  an  effort  on  the  part  of 
hospitals  to  collect  full  payment  for  the  hos- 
pitalization of  people  of  low-income  groups  who 
in  the  past  have  been  and  in  the  future  will  be 
unable  to  pay  their  hospital  costs.  This  effort 
has  been  accentuated  by  the  recent  increase  in 
the  number  of  such  cases  combined  with  a great 
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reduction  in  hospital  income  from  endowment 
funds  and  public  contributions.  It  is  an  effort  at 
self-preservation  and  secondarily  to  fix  responsi- 
bility on  a group  that  during  the  depression  has 
been  rapidly  growing  among  those  who  have  little 
sense  of  personal  responsibility  and  rather  ex- 
pect government  or  charity  to  care  for  their 
needs.  Hospital  insurance  as  an  economic  device 
now  exists  almost  nationally  and  is  spreading. 
The  American  Hospital  Association  and  various 
state  hospital  associations  are  actively  promul- 
gating it. 

“Whether  the  scheme  is  or  is  not  financially  or 
economically  sound  is  not  the  problem  of  our 
organization,  but  it  is  our  business  to  see  that 
the  furnishing  of  medical  service  is  not  included 
in  the  sale  of  insured  hospital  accommodations. 
This  can  be  done  if  a strong  stand  is  taken  and 
maintained  by  the  organized  medical  profession, 
which  must  keep  a watchful  eye  to  see  that  medi- 
cal care  is  not  initially  or  later  included  when 
the  usual  sales  efforts  demand  increased  benefits 
to  purchasers.  It  is  well-known  that  at  the 
present  time  independently  of  the  hospital  in- 
surance movement  various  hospitals  are  invading 
the  field  of  the  practice  of  medicine,  sometimes  at 
and  sometimes  against  the  desire  of  the  members 
of  our  profession  involved  in  such  instances.  It 
would  seem  that  in  this  time  of  extensive  changes 
in  hospital  economics  the  point  had  arrived  at 
which  further  marriage  between  hospitals  and 
staff  physicians  that  make  the  doctor  of  medicine 
the  servant  of  the  hospital  should  be  stopped  and 
a series  of  attempts  at  divorce  among  marriages 
that  have  already  taken  place  should  be  instituted. 
Our  accepted  ethical  principles  are  adequate  at 
the  present  time  and  the  cooperation  of  the  Coun- 
cil on  Medical  Education  and  Hospitals  would  be 
of  invaluable  assistance.  It  is  not  an  impossible 
task  but  will  need  a militant  local  and  national 
spirit  behind  it  and  a frowning  on  those  individ- 
uals in  the  profession  who  on  personal  grounds 
do  not  object  to  the  gradual  subjugation  of  the 
medical  profession  in  the  growth  of  hospital 
domination.” 

To  those  who  desire  more  detailed  information 
concerning  group  hospitalization  we  suggest  that 
they  read  carefully  the  last  annual  report  of  the 
Bureau  of  Medical  Economics  of  the  American 
Medical  Association,  which  has  made  a nation- 
wide study  of  the  question,  reading  in  part  as 
follows: 

ANALYSIS  BY  MEDICAL  ECONOMICS  BUREAU 

“The  subject  of  group  hospitalization  has  been 
commanding  attention  since  late  in  1930.  While 
commonly  thought  of  as  any  plan  under  which  a 
number  or  group  of  individuals  make  periodic 
payments  to  a fund  to  enable  each  individual  to 
receive  hospital  care  when  needed,  it  is  evident 
that  this  concept  must  be  more  narrowly  defined 
because  under  it  can  be  included  industrial  health 
services,  mutual  benefit  associations,  trade  union 
plans,  university  health  services,  fraternal  or 
lodge  plans  and  any  type  of  plan  under  which 
patients  are  hospitalized  other  than  in  the  tra- 
ditional fee  per  patient  manner.  A clarified  defi- 
nition is  not  a basis  for  conclusions,  but  it  does 
point  out  a course  of  investigation. 

“Group  hospitalization  by  its  very  name  con- 
notes that  the  relationship  is  one  of  direct  ar- 
rangements between  hospitals  and  groups  and 
that  hospital  care  alone  is  the  service  bargained 
for.  Group  hospitalization,  then,  is  a plan 


whereby  a hospital  or  an  association  of  hospitals 
contracts  with  classified  groups  of  people  to  fur- 
nish hospital  care  when  needed  in  return  for 
the  periodic  payment  or  prepayment  of  a stipu- 
lated sum  by  each  member  of  the  group.  A bona 
fide  group  hospitalization  plan,  as  defined,  should 
exclude  all  professional  or  medical  services  of 
physicians  or  surgeons,  pathologists,  roentgen- 
ologists, anesthetists  and  special  nurses.  The 
control  of  the  service  provisions  and  membership 
fund  should  be  in  the  hands  of  those  who  can 
render  the  service;  namely,  the  hospitals  or  an 
association  properly  representative  of  the  hos- 
pitals and  the  medical  profession. 

“The  nature  of  the  contract  and  the  type  of 
administrative  organization  for  hospitalization 
plans  are  of  vital  concern  to  the  medical  pro- 
fession. The  medical  profession  is  opposed  to 
any  plan  that  will  destroy  the  basic  features  of 
medical  service  or  will  permit  hospitals  to  enter 
the  practice  of  medicine.  If  hospitals  are  per- 
mitted to  include  medical  care  in  their  contracts 
for  hospital  service,  the  precedent  is  set  for  in- 
stitutionalized contract  medical  practice  with  all 
its  destructive  effects  on  the  art  and  science  of 
medicine.  In  at  least  twenty  communities,  county 
or  state  medical  societies  are  active  in  the  or- 
ganization and  control,  or  have  given  approval 
after  close  observation,  of  the  administration  of 
the  hospitalization  plans.  In  many  localities  the 
plans  have  at  least  been  studied  and  some  action 
taken  by  county  or  state  medical  societies. 

“The  protagonists  of  group  hospitalization  have 
created  the  erroneous  impression  that  the  medical 
profession  opposes  all  group  hospitalization 
plans.  Those  plans  offered  by  community-wide, 
noncommercial  associations  of  hospitals,  designed 
to  offer  hospital  facilities  to  low-income  groups 
in  a manner  and  at  a cost  commensurate  with 
knowledge  gained  from  experience  and  sound  ad- 
vice, which  have  a representation  of  the  local 
medical  profession  in  the  administration  to  as- 
sure the  exclusion  of  features  objectionable  to  the 
practice  of  medicine,  have  encountered  no  serious 
obstruction  on  the  part  of  medical  societies.  The 
most  encouraging  progress  in  group  hospitaliza- 
tion has  been  made  by  these  plans. 

“The  theory  of  the  insurance  principle  in  the 
provision  of  hospital  service  appears  to  be  rea- 
sonable, but  the  application  of  this  principle  in- 
troduced many  inherent  dangers  that  should  not 
be  overlooked.  The  determination  of  actuarially 
sound  bases  for  premium  rates,  the  careful  se- 
lection of  risks  and  the  wise  handling  of  funds 
are  insurance  duties  that  cannot  be  lightly  under- 
taken by  the  inexperienced.  The  fixation  of 
charges  for  all  hospitalization  at  a level  too  low 
to  be  compatible  with  good  hospital  service,  the 
solicitation  of  patients  and  the  competition  be- 
tween hospitals  with  different  plans,  the  diversion 
of  funds  to  sales  agencies  or  to  profit-taking  cor- 
porations, the  placing  of  undue  emphasis  on  hos- 
pitalization, and  the  possibility  of  keeping  active 
some  undesirable  institutions  are  but  a few  of  the 
objectionable  features,  in  addition  to  the  more 
important  dangerous  tendencies  that  have  been 
mentioned. 

“Unfortunately,  there  are  no  reliable  indexes 
available  by  which  to  judge  the  value  of  group 
hospitalization.  There  seem  to  be  no  accurate  and 
dependable  data  available  concerning  the  cum- 
ulative experience  of  this  new  method  of  provid- 
ing hospital  facilities  for  the  sick. 

“The  Bureau  of  Medical  Economics,  through 
the  Council  on  Medical  Education  and  Hospitals, 
has  instituted  a survey  in  an  attempt  to  analyze 
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the  experiences  of  group  hospitalization  plans  and 
to  prepare  a report  that  may  be  useful  to  the 
administrators  of  present  plans  and  to  those  who 
desire  to  organize  new  plans. 

“At  the  present  time  66  schedules,  approxi- 
mately 46  per  cent  of  the  total  sent,  have  been 
returned.  The  66  schedules  returned  indicate  that 
23  plans  are  in  operation,  five  have  been  con- 
solidated with  existing  plans,  four  are  still  pro- 
posed or  under  consideration,  four  were  once  in 
operation  but  are  now  discontinued,  and  30  are 
not  now  in  existence,  either  having  never  existed 
or  the  schedule  was  returned  marked  “not  in 
directory”  or  “moved,  left  no  address”. 

“Information  secured  from  various  sources 
seems  to  indicate  that  there  were  144  plans,  with 
512  associated  hospitals,  located  in  107  com- 
munities throughout  32  states  and  the  District  of 
Columbia.  Definite  information  has  been  re- 
ceived from  66  plans;  of  the  remaining  78  plans 
that  have  not  returned  their  questionnaire  the 
Bureau  has  reasonably  definite  information  con- 
cerning only  31.  It  is  believed  that  the  remainder 
will  prove  to  be  either  non-existent  or  inactive. 

“Recent  information  has  brought  19  additional 
plans  to  our  attention;  17  are  proposed  and  two 
are  in  operation.  These  plans  have  had  no  ex- 
perience and  were  not  included  in  the  survey. 

“The  returns  to  date  suggest  that  the  import- 
ance of  group  hospitalization  plans  has  been 
overstated  when  measured  by  the  actual  number 
of  plans  in  operation  and  the  number  of  members 
enrolled.  The  returned  reports  also  suggest  that 
there  has  been  only  a semblance  of  an  effort  to 
keep  records  of  experience  or  to  prepare  accurate 
financial  statements,  and  it  has  been  difficult  to 
find  sufficient  actuarial  data  on  which  to  base 
sound  premium  rates.  Although  group  hospitali- 
zation properly  organized  and  operated  may  in 
some  communities  serve  to  supplement  existing 
medical  facilities,  the  plan  must  not  be  considered 
a panacea  for  the  medical  economic  ills  of  a com- 
munity, and  extreme  caution  must  be  exercised  if 
many  of  the  evils  and  destructive  elements  that 
have  attended  other  new  forms  of  medical  prac- 
tice are  to  be  avoided  in  these  undertakings. 
When  all  plans  that  have  had  any  experience  re- 
turn their  schedules,  a report  of  the  results  will 
be  completed.” 


Pasteur  and  Koch  would  have  lived  in  vain  but 
for  the  everyday  practitioners  through  whose  ac- 
tivities their  teachings  are  made  effective. — 
Henry  E.  Sigerist,  M.D.,  in  “The  Great  Doctors”. 


It  should  hardly  be  necessary  to  call  to  the  at- 
tention of  physicians  the  dangers  of  slip-shod 
physical  examination  of  applicants  for  licenses 

to  drive  school 

Careless  Examinations  buses. 

, c i i Never theless, 

of  School  Bus  there  has  been 

Drivers  Dangerous  some  complaint  in 

different  parts  of 
Ohio  to  the  effect  that  some  physicians  have  been 
woefully  careless  in  making  such  examinations. 

Instances  have  been  cited  where  school  bus 
drivers  soon  after  starting  their  job  have  proven 
physically  unfit — some  have  shown  defective 


sight  and  hearing  and  others  suffering  from 
tuberculosis  or  other  chronic  ailments. 

All  school  bus  drivers  are  required  to  obtain  a 
chauffeur’s  license  annually.  They  must  pass  a 
physical  examination  to  obtain  the  license.  Is- 
suance of  the  license  depends  on  the  information 
supplied  by  the  physician  making  the  examina- 
tion. 

No  physician  should  approve  an  applicant  for 
a chauffeur’s  license,  especially  one  permitting 
the  applicant  to  drive  a school  bus  and  who  will 
subsequently  be  responsible  for  the  safe  trans- 
portation of  children,  unless  he  is  certain  the  ap- 
plicant is  a good  physical  risk  for  this  important 
job. 

True,  enough,  Boards  of  Education  must  exer- 
cise good  judgment  in  making  appointments.  At 
the  same  time,  the  board  is  at  the  mercy  of  the 
medical  profession  in  the  matter  of  determining 
whether  the  applicants  are  physically  fit.  The 
reputation  of  the  entire  medical  profession,  as 
well  as  that  of  individual  physicians,  is  at  stake 
in  this  matter. 


The  man  who  expends  his  energies  wholly  on 
private  affairs,  is  blind  to  the  fact  that  his  own 
business  is  made  possible  only  by  maintenance  of 
a healthy  social  state  and  that  he  loses  all  around 
by  defective  governmental  arrangements. — Her- 
bert Spencer. 


There  is  a whale  of  a lot  of  truth  to  the  fol- 
lowing excerpts  from  an  address  made  not  long 
ago  by  Dr.  Edward  S.  Godfrey,  Jr.,  commissioner 

of  health  of  New 

Social  Security  Act  York  state: 

~ ~ . . . “Public  health 

Creates  Crisis  m work  in  this  country 

Public  Health  Work  is  at  a critical  point. 

The  passage  of  the 
Social  Security  Act  has  authorized  the  Congress 
to  appropriate  considerable  sums  of  money  for 
grants-in-aid  to  our  states  and  territories.  Upon 
the  wisdom  and  the  integrity  with  which  these 
funds  are  spent  will  depend  not  merely  their 
continuance  but  perhaps  the  continuance  of  exist- 
ing appropriations  from  state  and  local  govern- 
ments. 


“I  am  not  thinking  of  the  possible  ‘drying  up’ 
of  local  appropriations  through  a shift  of  the 
burden  to  the  national  government.  I am  think- 
ing of  an  actual  revulsion  against  health  work  if 
the  money  be  diverted  to  serve  personal  or  par- 
tisan purposes;  if  it  be  spent  foolishly  or  ex- 
travagantly by  the  well-intentioned.  The  former 
can  happen  despite  the  qualifications  that  may  be 
required  for  professional  personnel;  the  latter 
can  happen  through  grants  that  are  not  pro- 
portioned to  the  need  or  that  exceed  the  capacity 
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of  the  state  or  local  health  organization  to  ad- 
minister.” 

Dr.  Godfrey’s  comments  do  not  need  amplifica- 
tion. He  has  stated  the  problem  which  confronts 
those  administering  funds  granted  by  the  Social 
Security  Act.  Public  health  work  may  be  perman- 
ently crippled  unless  these  funds  are  judiciously 
handled  and  ulterior  motives  shunned. 


Social  security  will  be  achieved  only  when  the 
economic  security  of  the  individual  is  ensured  in 
ways  that  commend  themselves  to  the  masses  of 
the  community  as  being  just  and  fair  and  which 
disturb  the  smooth  running  of  the  economic 
order  as  little  as  possible. — Eveline  M.  Burns  in 
“Toward  Social  Security”. 


The  medical  profession  would  do  well  to  watch 
carefully  the  growth  of  the  consumer’s  coopera- 
tive movement  throughout  the  country. 

According  to 

Filene  Project  Has 
Added  Momentum  To 


Consumer  s Co-op  Plans 


the  press,  in- 
terest in  this  en- 
terprise has  been 
stimulated  by  the 
organization  o f 
the  Consumer  Distribution  Corporation,  to  pro- 
mote the  organization  of  cooperative  department 
stores,  by  Edward  A.  Filene,  Boston,  Mass.  Mr. 
Filene’s  activities  as  a proponent  of  mechanized 
medical  service  are  too  well-known  to  require 
repetition. 

The  Farmer  Labor  party  of  Minnesota  at  its 
recent  convention  included  the  following  plank  in 
its  platform: 

“We  advocate  the  formation  of  consumers’  co- 
operatives, credjit  unions,  cooperative  banking 
and  service  organizations,  including  cooperative 
enterprises  for  health,  housing  and  rural  electri- 
fication”. 

Commenting  on  this,  Minnesota  Medicine  had 
the  following  to  say: 


“Several  county  organizations  adopted  more 
specific  resolutions  in  favor  of  health  insurance 
in  advance  of  the  state  convention. 

“Many  planks  that  appear  in  party  platforms 
are  quietly  put  up  and  taken  down  each  year  for 
many  years  before  anyone  makes  a serious  effort 
toward  using  them  to  erect  anything  permanent. 

“Such  is  likely  to  be  the  fate  of  this  Farmer 
Labor  gesture  toward  cooperative  medicine. 

“It  is  a sign,  however,  and  one  which  medical 
men  should  heed  carefully.  The  trend  is  un- 
doubtedly toward  mass  protection  against  all  of 
the  ills  and  hazards  of  life. 

“Sickness  insurance  will  inevitably  take  it9 
place  with  unemployment  insurance  and  old  age 
insurance  as  part  of  this  protection  unless  medi- 
cal organization  shows  a strength  and  resolute- 
ness in  opposition  that  will  not  be  gainsaid. 

“The  tide  is  carrying  us  toward  medicine  by 
bureaus  and  hirelings.  Are  American  physicians 
content  to  drift  with  the  tide?” 


During  the  past  month,  Ohio’s  three  medical 
schools  and  those  of  other  states  have  held  com- 
mencement exercises.  Scores  of  young  men  and 

women  have  en- 

Every  Member  Should  tered  the  medical 

n , rm  TT  profession.  What 

Remember  That  He  will  be  their  £ate? 

JVas  Once  a Neophyte  None  can  tell. 

These  youngsters 
in  medicine  need  and  deserve  the  counsel  of  their 
elders.  They  will  need  encouragement  and  con- 
structive criticism.  They  will  need  the  right  kind 
of  example  from  those  who  have  preceded  them. 


Thought-provoking  are  the  sentiments  ex- 
pressed by  Dr.  Joseph  T.  Smith,  editor  of  The 
Cleveland  Academy  of  Medicine  Bulletin,  in  the 
following  editorial  published  in  that  publication 
shortly  before  the  newest  crop  of  medical  neo- 
phytes received  their  diplomas: 


“In  the  medical  schools  of  our  land,  thousands 
of  young  men  are  now  straining  to  cross  the 
Jordan  of  final  examinations  to  reach  the  gleam- 
ing Promised  Land  of  an  M.D.  degree.  Sometimes 
we  fear  that  they  will  find  upon  arrival,  the  tem- 
ples less  noble,  the  grass  less  green,  than  they 
had  appeared  from  the  hither  side  of  the  flood. 
Why  have  they  trodden  the  long  and  weary  way? 
Some  may  look  forward  to  a life  of  comparative 
ease  and  financial  security.  Alas!  We  fear  bitter 
disappointment  for  them.  Some  desire  an  imagi- 
nary social  prestige  supposed  to  go  with  a pro- 
fessional degree.  Even  if  this  idea  be  true,  we 
expect  these  men  to  find  their  new  life  so  absorb- 
ing and  demanding  that  they  will  have  little  time 
for  enjoyment  of  the  social  amenities.  Some  have 
merely  drifted  before  the  winds  of  influence  in 
their  families.  For  such,  we  have  doubts  and 
fears.  Some  early  become  interested  in  the 
human  body  as  a wonderful  machine.  They  have 
wandered  on  and  on  in  their  studies,  striving  to 
learn  what  makes  that  machine  tick.  From  such, 
we  may  hope  for  additions  to  our  knowledge.  A 
few, — the  very  elect, — have  a sincere  desire  to 
make  the  world  a better  place  by  relieving  the 
sufferings  of  their  fellow  men.  However,  prob- 
ably the  greatest  number  of  doctors  are  in  the 
work  simply  because  they  like  it.  They  could 
hardly  tell  why;  and  they  prefer  that  work  to 
any  other  occupation.  Our  own  ‘King’  Carl 
Hamann  illustrated  this  love  of  the  daily  task 
when  at  Atlantic  City  attending  a medical  con- 
vention. For  a day,  he  seemed  fairly  contented. 
The  second  day,  however,  he  was  very  restless. 
Strolling  with  a friend  on  the  thronged  Board 
Walk,  he  suddenly  burst  out,  ‘I  wash  just  one  of 
all  these  people  would  let  me  take  out  his  ap- 
pendix!’ Such  men  are  the  backbone  of  the  pro- 
fession. 

“This  heterogeneous  group  is  suddenly  thrown 
into  the  living  organism  of  a great  profession. 
How  will  these  men  react  upon  each  other;  upon 
the  older  men  they  now  meet  as  equals?  Even  in 
a great  country  like  ours,  it  is  necessary  to  re- 
strict immigration.  Too  great  a flood  of  alien 
ideas  proved  bad  for  our  national  concepts.  How 
much  more  damage  will  an  influx  of  discordant 
personalities  do  to  the  smaller  group  which  com- 
poses our  profession!  It  might  be  well  if,  as  in 
some  barbaric  fraternities,  these  new  M.D.’s  wrere 
required  to  go  through  a ceremony  of  blood- 
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brotherhood  with  the  other  members  of  the  medi- 
cal world.  For  these  young  graduates,  taking  up 
their  new  life,  should  remember  that  we  really 
are  all  brothers.  In  these  realistic  days,  the  temp- 
tation is  to  say  ‘Piffle!’  to  such  a mid-Victorian 
platitude.  The  young  doctor  will  meet  some  other 
physicians  whom  he  cannot  admire.  Competition 
will  seem  acute.  He  may  suspect  another  man  of 
violating  all  the  commandments  in  the  medical 
decalogue.  May  he  have  a sense  of  charity.  May 
he  realize  that,  in  some  cryptic  manner  he  does 
not  understand,  even  that  other  man  is  trying  to 
do  his  feeble  best.  After  all; 

“ ‘The  Colonel’s  Lady  and  Judy  O’Grady  are 
sisters,  under  their  skins.’ 

“If  our  profession  is  to  remain  a noble  one, 
doctors  must  be  brothers, — at  least,  under  their 
skins.” 


Laziness  and  poor  undergraduate  training  in 
prescription  writing  and  pharmacology  in  gen- 
eral result  in  the  doctor’s  unwittingly  aiding  the 
proprietary  racket. — Minnesota  Medicine. 


Council  and  the  council  shall  have  the  power  to 
acquit,  admonish,  suspend  or  expel  the  accused. 

This  action  adds  teeth  to  the  disciplinary  pro- 
cedure of  medical  organization.  It  gives  to  the 
American  Medical  Association  the  power  to  take 
the  initiative  in  the  investigation  and  prosecution 
of  cases  of  unethical  and  unprofessional  conduct 
which  manifestly  may  be  too  great  for  the  county 
medical  society,  or  even  the  state  association  to 
handle,  or  where  necessary  action  has  not  been 
taken. 

Doubtless,  such  instances  will  be  rare.  Ac- 
tually, there  are  few  cases  of  such  magnitude 
that  they  cannot  be  satisfactorily  handled  by  the 
county  society.  Nevertheless,  a valuable  weapon 
has  been  placed  in  the  hands  of  the  officials  of 
the  A.M.A.  It  should  have  a tendency  to  routinely 
eliminate  some  of  the  abuses  and  violations  which 
have  been  perpetrated  by  defiant  members. 


The  demand  and  necessity  for  greater  use  by 
local  medical  societies  of  the  disciplinary  powers 
invested  in  them  have  increased  during  recent 

years  because 

Power  to  Initiate  some  physicians 

t\-  • i'  a whose  conduct  in 

Disciplinary  Action  the  past  hac]  been 

Given  A.M.A.  Council  above  reproach 

have  bowed  to  ex- 
pediency and  openly  violated  the  ethical  prin- 
ciples on  which  the  honor  and  dignity  of  the  pro- 
fession are  based. 


Some  societies  have  been  quick  to  act;  others 
have  been  dilatory.  The  situation  in  some  com- 
munities is  everything  but  what  it  should  be. 
Courageous  action  is  needed. 


At  the  recent  session  of  the  American  Medical 
Association  in  Kansas  City,  the  House  of  Dele- 
gates officially  approved  a procedure  which  should 
prove  effective  in  cleaning  up  abuses  and  viola- 
tions in  localities  where  the  local  medical  society 
has  neglected  to  act  or  the  problem  is  of  such 
magnitude  that  it  has  been  unable  to  solve  it. 


At  the  recommendation  of  the  Judicial  Council, 
the  House  of  Delegates  of  the  A.M.A.  approved 
amendments  to  the  By-Laws  of  the  American 
Medical  Association  which  in  effect  provide: 
Upon  the  request  of  the  Judicial  Council,  the 
President  of  the  A.M.A.  may  appoint  investigat- 
ing juries  to  which  the  Judicial  Council  may  refer 
complaints  or  evidence  of  unethical  conduct  which 
in  the  judgment  of  the  council  are  of  greater 
than  local  concern.  Such  investigating  juries,  if 
probable  cause  for  action  is  shown,  shall  report 
with  formal  charges  to  the  President,  who  in  turn 
shall  appoint  a prosecutor  who  on  behalf  of  the 
American  Medical  Association  shall  prosecute  the 
charges  against  the  accused  before  the  Judicial 


Now  that  poor  relief  has  been  turned  back  to 
the  local  communities  to  administer,  experiences 
are  accumulating  which  conclusively  show  that 
medical  programs  operate  more  satisfactorily  if 
under  local  control  and  if  they  are  applicable  to 
local  needs  and  situations.  To  try  to  fit  a com- 
munity to  an  impractical  plan  is  folly. 


It  will  be  recalled  that  in  the  May  issue,  The 
Journal  commented  on  the  investigation  being 
made  by  the  State  Division  of  Insurance  of  al- 

1 e g e d insurance 

Medical  Organization  frauds,  i n which 

r\n  rn  n some  physicians  are 

Offers  I o (cooperate  involved> 

In  Insurance  Probe  At  that  time  it 

was  stated  that  the 
medical  profession  would  welcome  “an  impartial, 
efficient”  investigation,  “free  from  influences  and 
ulterior  motives”.  Moreover,  it  was  pointed  out 
that  honest  physicians  need  have  no  fear  of  such 
an  investigation  and  that  the  medical  profession 
generally  would  look  with  favor  on  legal  action 
which  will  put  out  of  business  unethical,  dis- 
honest and  unprofessional  practitioners. 


Within  the  past  month,  members  of  the  Com- 
mittee on  Public  Policy  of  the  State  Medical  As- 
sociation attended  a conference,  participated  in 
also  by  representatives  of  the  State  Bar  Associa- 
tion, Division  of  Insurance,  and  insurance  com- 
panies. 


Specific  cases  of  alleged  fraud  were  reviewed 
by  representatives  of  the  Division  of  Insurance. 
Frank  discussion  took  place.  Plans  for  continu- 
ing and  extending  the  scope  of  the  present  in- 
vestigation were  outlined. 

Representatives  of  the  State  Medical  Associa- 
tion, State  Bar  Association  and  insurance  car- 
riers agreed  to  cooperate  with  the  Insurance 
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Division  officials  in  the  effort  to  put  an  end  to 
insurance  racketeering. 

At  the  same  time  it  was  made  clear  to  the  state 
officials  that  it  is  their  responsibility  and  obliga- 
tion to  secure  evidence  and  initiate  legal  pro- 
ceedings, and  that  the  voluntary  organizations 
representing  the  medical  and  legal  professions 
would  of  necessity  be  restricted  to  disciplinary 
action  in  cases  where  members  of  the  respective 
organizations  are  found  guilty. 

As  members  of  the  State  Medical  Association 
know,  disciplinary  action  on  the  part  of  medical 
organization  should  originate  locally.  For  that 
reason,  whatever  support  is  given  by  medical 
organization  in  this  matter  will  depend  largely 
on  the  attitude  and  action  of  the  respective 
county  medical  societies. 

It  is  recommended  that  local  medical  societies 
cooperate  with  investigators  of  the  Division  of 
Insurance  and  take  disciplinary  action  at  the 
appropriate  time  and  when  the  evidence  justifies. 

Further,  it  is  recommended  that  local  societies 
keep  officials  of  the  State  Association  promptly 
informed  on  local  developments,  so  that  they  can 
confer  with  the  State  Medical  Board  on  flagrant 
cases  and  assist  local  societies  in  any  disciplinary 
action  contemplated. 


“Whereas,  At  the  1934  session  of  the 
American  Medical  Association,  a resolution 
emanating  from  this  section  was  approved 
by  the  House  of  Delegates,  whereby  we 
registered  our  disapproval  of  the  employ- 
ment of  optometrists  by  hospitals,  and 
“Whereas,  At  the  Atlantic  City  session  of 
this  section  we  presented  resolutions  to  the 
House  of  Delegates  of  the  American  Medi- 
cal Association,  which  in  substance  stated 
that  we  were  opposed  to  the  association  of 
our  members  and  those  of  the  optical  trade, 
and 

“Whereas,  These  resolutions  were  adopted 
by  the  House  of  Delegates,  and 

“Whereas,  There  are  attempts  to  force 
some  ophthalmologists  to  instruct  students 
of  optometry,  and 

“Whereas,  We  believe  this  unwise,  un- 
ethical and  inadvisable,  therefore  be  it 
“Resolved,  That  we,  the  Section  on  Oph- 
thalmology, instruct  our  delegates  to  the 
House  of  Delegates  to  present  this  resolu- 
tion as  an  expression  of  our  views  with  the 
hope  that  this  action  will  be  officially  ap- 
proved and  given  wide  publicity  through  the 
pages  of  The  Journal .” — Officially  approved 
and  adopted  by  the  House  of  Delegates  of 
the  A.M.A.,  May  14,  1936,  Kansas  City, 
Missouri. 


Full  Fee  Schedule  for  Medical  Services  in 
Workmen’s  Compensation  Cases 
Effective  Again  July  1 

Attention  of  members  is  again  called  to  the 
announcement  made  by  the  State  Industrial  Com- 
mission, April  26,  rescinding  as  of  July  1,  1936, 
the  20  per  cent  reduction  on  medical  and  surgical 
bills  for  workmen’s  compensation  cases. 

Fee  bills  for  services  rendered  prior  to  July  1 
will  be  subject  to  the  20  per  cent  reduction. 

All  bills  for  services  rendered  on  and  after  that 
date  will  be  paid  according  to  the  General  and 
Special  Fee  Schedules,  which  have  been  in  effect 
since  February  1,  1926,  except  that  bills  for  ser- 
vices commenced  before  July  1 for  which  the 
schedules  provide  a flat  fee,  will  be  cut  20  per 
cent. 

Rules  and  regulations  issued  by  the  Industrial 
Commission  for  the  guidance  of  physicians  hand- 
ling workmen’s  compensation  cases,  together  with 
the  complete  fee  schedule,  were  published  in  the 
May,  1936,  issue  of  The  Ohio  State  Medical 
Journal,  pages  452-456. 

— OSMJ  — 

Dr.  Upham  is  Honored  at  Banquet  Given 
By  Columbus  Academy 

Dr.  J.  H.  J.  Upham,  Coiumbus,  President-Elect 
of  the  American  Medical  Association,  was  hon- 
ored by  more  than  200  fellow  members  of  the 
Columbus  Academy  of  Medicine  and  physicians 
from  other  parts  of  Ohio,  at  a testimonial  din- 
ner, June  5,  at  the  Deshler-Wallick  Hotel,  Co- 
lumbus. 

Dr.  J.  M.  Dunn,  president  of  the  Columbus 
Academy  of  Medicine,  presided  at  the  dinner,  and 
introduced  the  toastmaster,  Dr.  Leslie  L.  Bige- 
low, former  President  of  the  Ohio  State  Medi- 
cal Association,  and  colleague  of  Dr.  Upham 
on  the  faculty  of  the  Ohio  State  University  Col- 
lege of  Medicine. 

The  following  spoke,  reviewing  Dr.  Upham’s 
services  on  the  State  Medical  Board,  in  the 
Ohio  State  University  College  of  Medicine,  the 
Ohio  State  Medical  Association  and  the  Amer- 
ican Medical  Association:  Dr.  H.  M.  Platter, 

secretary  of  the  State  Medical  Board;  Dr.  Edwin 
A.  Hamilton;  Dr.  Ben  R.  McClellan,  Xenia;  Dr. 
R.  R.  Hendershott,  Tiffin,  President,  George  V. 
Sheridan  and  Don  K.  Martin,  former  Executive 
Secretaries,  and  Charles  S.  Nelson,  present  Execu- 
tive Secretary  of  the  State  Association. 

In  responding  to  the  various  toasts,  Dr.  Up- 
ham expressed  his  appreciation  for  the  many 
fine  tributes  which  were  paid  him. 

The  committee  of  the  Columbus  Academy  of 
Medicine  which  arranged  the  testimonial  dinner 
consisted  of  Dr.  Bigelow,  chairman;  Dr.  Platter, 
Dr.  Dunn,  Dr.  Louis  N.  Jentgen,  Dr.  John  B. 
Alcorn  and  Dr.  Wells  Teachnor,  Sr. 


HOW  DOES  YOUR  SOCIETY  STAND  IN  MEMBERSHIP  RACE? 


Figures  as  of  June  15  Show  Nice  Increase  Over  Year  Ago  But  Total  Number  Less 
Than  That  for  Year  1935;  New  Record  in  Sight  If  Delinquents  Will 

Pay  Now  to  Local  Secretary 


AS  of  June  15,  1936,  the  total  paid-up  mem- 
bership of  the  Ohio  State  Medical  Associa- 
tion was  5,314,  compared  to  5,156  on  the 
corresponding  date  in  1935 — a gain  of  158. 

A combination  of  three  things  is  in  all  proba- 
bility responsible  for  this  gratifying  increase  in 
the  membership  rolls  of  the  State  Association: 

1.  Increased  interest  in  the  activities  of  medi- 
cal organization  by  individual  physicians,  who 
more  and  more  are  realizing  the  need  for  organ- 
ized effort. 

2.  More  efficient  work  on  the  part  of  local  sec- 
retary-treasurers. 

3.  Extension  of  the  benefits  and  services  of 
the  State  Association,  making  it  more  essential 
than  ever  before  that  a physician  be  affiliated 
with  medical  organization. 

Nevertheless,  there  still  is  room  for  improve- 
ment in  the  membership  figures,  despite  the  fact 
24  societies  are  ahead  of  their  total  for  1935  and 
17  others  are  even  with  the  December  31  figure. 

The  total  paid-up  membership  of  the  State  As- 
sociation at  the  end  of  1935  was  5,488  or  174  in 
excess  of  the  membership  figure  on  June  15,  1936. 

There  is  a reason  to  believe  that  a new  mem- 
bership record  can  be  established  this  year  by  the 
State  Association  if  physicians  who  have  ne- 
glected to  pay  their  dues  to  their  local  secretary- 
treasurer  will  do  so  promptly  and  local  secretary- 
treasurers  will  speed  up  their  activities  slightly. 

In  order  to  promote  a b:t  of  friendly  rivalry 
between  the  respective  county  medical  societies, 
The  Journal  herewith  publishes  the  membership 
statistics  as  of  June  15. 

Check  up  on  the  status  of  your  society.  Is  it  in 
the  plus  column  or  the  minus  column ; or  is  it  hold- 
ing its  own  with  last  year’s  figures?  Get  busy 
today;  see  the  physician  who  should  be  a member 
in  good  standing,  but  isn’t;  impress  upon  him  the 
importance  of  paying  his  dues  now  or  applying 
for  membership. 


Society 

Total 

Membership 
for  year  1935 

Members 
Certified 
As  of  June 
15,  1936 

Adams  

16 

16 

Allen  

73 

75 

Ashland  

21 

22 

Ashtabula  

39 

39 

Athens  

39 

37 

Auglaize  . 

30 

29 

Belmont  

55 

52 

Brown  

7 

6 

Butler  

77 

70 

Society 

Total 

Membership 
for  year  1935 

Members 
Certified 
As  of  June 
15,  1936 

Champaign  

17 

18 

Clark  

68 

70 

Clermont  . 

20 

18 

Clinton  

27 

23 

Columbiana  

51 

49 

Coshocton  

23 

21 

Crawford  ..  

29 

29 

Cuyahoga  

988 

933 

Darke  

32 

33 

Defiance  

14 

19 

Delaware  

24 

23 

Erie  ..  

36 

35 

Fairfield  

38 

32 

Fayette  

15 

16 

Franklin  

408 

375 

Pulton  

18 

17 

Gallia  

23 

24 

Geauga  

10 

10 

Greens  

38 

38 

Guernsey  

32 

29 

Hamilton  

642 

650 

Hancock  

44 

45 

Hardin  

24 

23 

Harrison  

11 

13 

Henry  

13 

12 

Highland  

22 

23 

Hocking  

17 

17 

Holmes  

8 

6 

Huron  

18 

19 

Jackson  

13 

13 

Jefferson  

53 

53 

Knox  

24 

26 

Lake  

28 

14 

Lawrence  

23 

19 

Licking  

48 

47 

Logan  

27 

27 

Lorain  

101 

96 

Lucas  

245 

216 

Madison  

14 

14 

Mahoning  

194 

193 

Marion  

40 

41 

Medina  

22 

22 

Meigs  

12 

14 

Mercer  

19 

15 

Miami  

49 

49 

Monroe  

7 

5 

Montgomery  

286 

284 

Morgan  

11 

12 

Morrow  

9 

10 

Muskingum  

54 

51 

Noble  

1 

1 

Ottawa  

16 

14 

Paulding  

11 

11 

Perry  

19 

18 

Pickaway  

12 

10 

Pike  

9 

10 

Portage  

27 

25 

Preble  ....  

18 

18 

Putnam  

26 

25 

Richland  

56 

62 

Ross  

32 

36 

Sandusky  

36 

35 

Scioto  

70 

71 

Seneca  

34 

32 

Sh-lby  

20 

18 

Stark  

185 

171 

Summit  

274 

278 

Trumbull  

49 

47 

Tuscarawas  

49 

43 

Union  

16 

15 

Van  Wert  

20 

23 

Vinton  

6 

3 

Warren  

21 

19 

Washington  

?9 

37 

Wayne  . 

41 

46 

Williams  

15 

15 

Wood  ... 

36 

36 

Wyandot  

9 

3 

Totals  

5,488 

5,314 
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We  Sometimes  Forget-- 

1.  Pelvimetry  is  most  important  in  every  ob- 
stetric case  but  may  be  of  relative  value 
only.  A small  pelvis  will  admit  the  passage 
of  a small  baby  while  a very  large  pelvis 
may  not  allow  the  delivery  of  an  enormous 
child.  The  test  of  labor  is  the  absolute  test. 

2.  The  fact  that  a woman  has  borne  one  or 
more  children  normally  is  not  justification 
for  the  absolute  conclusion  that  she  is  able 
to  deliver  another  in  a normal  manner. 

3.  Blood  pressure  readings  are  absolutely 
necessary  in  every  pregnant  patient  but 
must  be  considered  of  relative  value  only. 
The  reading  is  of  value  only  when  evaluated 
by  its  changes  from  former  readings  and  in 
conjunction  with  clinical  symptoms  and 
changes. 

4.  Examination  of  the  urine  is  an  essential 
part  of  prenatal  care  but  it  also  is  of  rela- 
tive value  only.  Many  times  what  is  not 
shown  by  the  various  tests  is  of  more  value 
than  what  is  seen.  When  the  urine  tests  do 
not  explain  the  clinical  symptoms  a blood- 
urea  or  N.  P.  N.  will  be  of  value.  Albumin 
in  the  urine  means  nothing  in  an  un- 
catheterized  specimen.  Abortion  should 
never  be  considered  on  account  of  the  find- 
ing of  albumin  unless  the  internist  finds 
enough  clinical  evidence  to  justify  the 
albuminuria  as  a symptom  of  serious  path- 
ologic conditions. 

5.  Heart  disease  is  always  a cause  for  anxiety 
but  must  not  be  considered  as  justification 
for  abortion  unless  the  history  of  the  dis- 
ease, careful  examination,  progressive  loss 
of  compensation  and  length  of  time  of  ges- 
tation are  conscientiously  studied. 

6.  A-ray  examinations  of  the  parturient  are 
safe  when  necessary  but  any  prolonged  or 
frequent  treatments  are  dangerous  to  the 
fetus. 

7.  No  matter  what  diet  is  prescribed  for  the 
pregnant  woman  it  will  make  no  difference 
in  the  size  of  the  baby  unless  the  woman  is 
starved  or  excessively  fed.  In  either  case 
the  health  of  mother  and  babe  will  be  im- 
paired. 

8.  The  way  to  make  an  examination  for  diag- 
nosis of  pregnancy  is  by  means  of  educated 
fingers  and  the  Zondek  test.  Specula  and 
intra-cervical  manipulation  are  dangerous 
adjuncts.  Uterine  or  cervical  treatments 
are  contra-indicated  in  the  pregnant 
woman. 

9.  Pain  in  the  region  of  the  appendix  is  sel- 
dom appendicitis  in  the  pregnant  woman. 


It  is  generally  pyelitis  and  can  be  relieved, 
as  a rule,  by  appropriate  treatment.  If 
appendicitis  is  really  present  one  must 
operate  at  any  stage  of  gestation. 

10.  Proper  care  of  the  teeth  is  no  more  dan- 
gerous at  this  time  than  any  other.  Dis- 
eased tonsils  should  be  removed  and  such 
operation  will  not  “mark  the  baby”.  The 
same  dictum  applies  to  any  abdominal 
tumor  which  may  obstruct  the  birth  of  the 
baby. 

11.  Every  woman  has  a right  to  careful  ex- 
amination after  delivery.  Her  very  life  and 
happiness  may  depend  upon  the  care  and 
conscience  you  give  to  this  matter. 

12.  Tuberculosis  and  syphilis  are  not  definitely 
accepted  causes  for  abortion.  It  is  im- 
portant to  carefully  evaluate  any  psych- 
ologic peculiarities  in  the  pregnant  woman. 
There  is  no  such  entity  as  insanity  of  preg- 
nancy.— S.  J.  Goodman,  M.D.,  Columbus. 


“Your  committee  submits  the  following 
recommendations : 

“1.  It  reiterates  the  principle  enunciated 
by  the  House  of  Delegates  at  Cleveland  in 
1934  ‘That  the  practice  of  radiology, 
whether  for  diagnostic  or  therapeutic  pur- 
poses, constitutes  in  fact  the  practice  of 
medicine.’  The  action  of  the  House  of  Dele- 
gates in  1925  establishing  a section  on 
radiology  confirms  this  principle. 

“2.  It  further  recommends  that  all  ser- 
vices connected  with  the  practice  of  radi- 
ology be  under  the  direct  control  and  super- 
vision of  the  medical  profession,  and  this 
same  principle  pertains  to  other  technical 
and  professional  services.” — Officially  en- 
dorsed and  adopted  by  the  House  of  Dele- 
gates, A.M.A.,  May  12,  1936,  Kansas  City, 
Missouri. 


Lorain  Medical  Relief  Plan 

Medical  and  surgical  care  of  the  needy  and  in- 
digent sick  in  Lorain  County  is  now  being  pro- 
vided under  a contract  agreed  upon  by  the  county 
commissioners  and  the  Lorain  County  Medical 
Society.  Free  choice  of  a physician  is  preserved 
in  the  plan,  which  also  contains  a fee  schedule 
approximating  two-thirds  of  prevailing  fees. 
Fees  for  surgery  are  two-thirds  of  the  Industrial 
Commission  schedule.  The  committee  which  rep- 
resented the  society  in  negotiating  this  agreement 
consisted  of  Dr.  Chas.  R.  Meek,  Lorain;  Dr.  P.  C. 
Colegrove,  Oberlin,  and  Dr.  A.  S.  McKitrick, 
Elyria. 


AVERAGE  ANNUAL  DEATH  RATE  FROM  DIPHTHERIA  IN  OHIO 


THE  accompanying  map,  prepared  from  sta- 
tistical data  furnished  by  the  State  Depart- 
ment of  Health,  presents  graphically  an 
analysis  of  diphtheria  mortality  in  Ohio  over  a 
ten-year  period  (1925-1934). 

It  will  be  noted  that  the  highest  rates  prevail 
in  some  of  the  rural  counties  of  the  state,  while 
the  cities  in  general  show  lower  mortality  rates. 

In  a special  report  recently  published  in  The 
Journal  of  the  A.M.A.,  (Vol.  106:  2060-2063,  June 
13,  1936),  diphtheria  mortality  rates  for  seven 
of  Ohio’s  eight  larger  cities  compare  favorably 
with  rates  for  other  cities  in  states  in  the  North 


central  district.  However,  even  these  rates  are 
still  excessive  when  compared  with  some  eastern 
cities. 

It  at  once  becomes  apparent  that  Ohio’s  record 
is  not  an  enviable  one.  Greater  efforts  must  be 
expended  by  practicing  physicians  and  public 
health  officials  if  diphtheria  is  to  be  eradicated. 
Boards  of  health  and  county  medical  societies 
should  cooperate  in  formulating  plans  for  edu- 
cating the  public  of  the  necessity  of  a continuous 
program  of  diphtheria  immunization,  carried  on 
by  family  physicians. 

How  does  your  county  stand  in  comparison  to 
adjoining  counties  and  the  state  as  a whole? 
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Do  You  Know--- 

THAT  the  Bureau  of  Investigation  of  the 
American  Medical  Association  has  pub- 
lished several  interesting  illustrated  book- 
lets exposing  patent  medicines,  quacks,  “cures”, 
“treatments”,  etc.,  and  that  the  Headquarters 
Office  of  the  Ohio  State  Medical  Association  has 
accumulated  an  extensive  file  of  informative 
literature  on  the  same  subjects? 

Requests  from  several  physicians  recently  for 
material  on  these  topics  indicate  a growing  in- 
terest in  the  exposure  of  fraudulent  claims  and 
quack  remedies. 

County  medical  societies,  through  their  public 
relations  committees,  might  arrange  to  have 
these  subjects  discussed  by  physicians  before  lay 
groups. 

The  State  Headquarters  Office  will  loan  mem- 
bers material  to  be  used  in  preparing  addresses 
of  this  type  or  cite  references  to  authoritative 
material. 

However,  believing  that  many  physicians  may 
wish  to  obtain  copies  of  the  A.M.A.  booklets  for 
their  private  libraries,  the  titles  of  these  book- 
lets are  listed  below,  together  with  the  price, 
which  includes  postage. 

Cancer  “Cures”  and  “Treatments”,  15  cents 
Consumption  “Cures”,  Cough  Remedies,  etc,  15 
cents 

Cosmetics  and  Allied  Preparations,  15  cents 
Deafness  “Cures”,  15  cents 
Epilepsy  “Cures”  and  “Treatments”,  15  cents 
Female-Weakness  “Cures”,  15  cents 
The  Great  American  Fraud,  25  cents 
Mechanical  Nostrums,  15  cents 
Medical  Mail-Order  Concerns,  25  cents 
Mineral  Waters,  10  cents 
Miscellaneous  Nostrums,  30  cents 
Miscellaneous  Specialists,  20  cents 

Nostrums  for  Kidney  Diseases  and  Diabetes,  20 
cents 

Obesity  “Cures”,  15  cents 
Patent  Medicines,  15  cents 
Testimonials,  10  cents. 

Copies  of  the  above  pamphlets  may  be  obtained 
by  addressing  the  American  Medical  Association, 
535  North  Dearborn  St.,  Chicago,  111.  Remittance 
in  full  should  accompany  each  order. 

— OSMJ  — 

The  13th  annual  meeting  of  the  Association  of 
Surgeons  of  the  New  York  Central  System  will 
be  held  at  the  Hotel  Statler,  Detroit,  October  13, 
14  and  15,  1936.  Dr.  Sterling  B.  Taylor,  Colum- 
bus, is  chief  surgeon  for  the  N.Y.C.R.R. 


Chief  Provisions  of  “Use”  Tax  Law  are 
Re-analyzed  to  Clarify  Procedure 

Despite  the  fact  that  the  “Ohio  Use  Tax  Law” 
was  explained  in  detail  in  the  May,  1936,  issue  of 
The  Ohio  State  Medical  Journal,  page  463,  a few 
physicians  seem  to  be  confused  as  to  the  pro- 
visions of  the  act. 

In  an  effort  to  prevent  discrimination  against 
Ohio  firms,  the  “Use  Tax  Law”  in  effect  extends 
the  Ohio  Retail  Sales  Tax  to  include  purchases 
by  Ohio  consumers  from  out-of-state  firms. 

Since  the  State  of  Ohio  has  no  constitutional 
power  to  tax  purchases  in  interstate  commerce, 
the  tax  is  placed  on  the  consumer  for  his  “use” 
in  Ohio  of  the  tangible  property  purchased  by 
him  from  firms  outside  the  state. 

Just  as  a physician  who  is  a “consumer”,  must 
pay  a sales  tax  on  supplies  purchased  from  Ohio 
firms,  he  must  also  pay  a “use”  tax  on  purchases 
from  non-Ohio  firms. 

In  order  to  facilitate  collection  of  the  “use 
tax”,  the  law  provides  that  out-of-state  firms 
doing  business  in  Ohio  may  register  with  the 
State  Tax  Commission,  and  having  done  so,  add 
the  amount  of  the  tax  as  a separate  charge  on 
each  invoice  of  sale  to  Ohio  consumers  and  pay 
the  tax  for  them  direct  to  the  Tax  Commission. 

Physicians  who  deal  with  firms  who  have  com- 
plied with  that  provision  of  the  law,  will  there- 
fore pay  the  “use  tax”  to  the  manufacturer  as  in- 
dicated on  his  invoice. 

However,  if  a physician  purchases  supplies 
from  an  out-of-state  firm,  which  does  not  add  the 
amount  of  the  “use  tax”  to  the  invoice  for  the 
supplies  sold,  the  law  requires  that  the  physician 
shall  file  with  the  Tax  Commission  a return  of 
such  purchases,  and  pay  the  amount  of  the  tax 
to  the  Treasurer  of  State. 

Such  a return  (Form  1014-2)  must  be  filed  with 
the  Tax  Commission  on  or  before  the  15th  day  of 
the  month  next  succeeding  each  quarterly  period. 
A return  for  the  period  of  April  1 to  June  30  is 
due  on  or  before  July  15.  Copies  of  the  proper 
forms  may  be  obtained  by  addressing  the  State 
Tax  Commission,  Use  Tax  Section,  68  E.  Gay 
St.,  Columbus,  Ohio. 

Knowing  that  Ohio  physicians  do  not  want  to 
bother  with  paying  the  “Use  Tax”  direct  to  the 
State  Treasurer,  and  also  sending  in  quarterly  re- 
ports to  the  State  Tax  Commission,  most  out-of- 
state  firms  doing  business  with  physicians  are 
following  the  advice  of  the  American  Pharma- 
ceutical Manufacturers’  Association,  and  register- 
ing under  the  law.  As  explained  heretofore,  such 
registration  by  the  seller,  enables  him  to  collect 
the  tax  directly  from  the  physician,  and  avoids  a 
lot  of  red-tape  and  trouble  for  the  physician  con- 
sumer. 


MID-SUMMER  MEDICAL  BOARD  EXAMINATIONS  TAKEN  BY  363 
APPLICANTS,  JUNE  16-19;  LIST  OF  QUESTIONS  ASKED 


THREE  hundred  and  sixty-three  applicants 
for  licenses  to  practice  medicine,  surgery 
and  the  limited  branches  of  medicine  took 
the  examinations  given  by  the  State  Medical 
Board  at  Columbus,  June  16  to  19. 

Medical  college  graduates  totaling  284  took  the 
examinations  in  medicine  and  surgery.  Of  this 
number  88  were  graduates  of  the  College  of 
Medicine,  Ohio  State  University;  65  of  the  Col- 
lege of  Medicine,  University  of  Cincinnati;  55  of 
the  School  of  Medicine,  Western  Reserve  Univer- 
sity; 31  of  the  Eclectic  Medical  College,  Cincin- 
nati, and  45  from  medical  schools  of  other  states. 

Others  examined  included:  17  osteopaths,  20 
mechano-therapists,  11  chiropractors,  one  mid- 
wife, four  cosmetic-therapists,  five  masseurs  and 
21  chiropodists. 

Written  examinations  were  conducted  at  the 
New  Gymnasium,  Ohio  State  University,  and  the 
practical  examinations  at  St.  Francis  Hospital. 

The  following  questions  were  asked  in  the 
medical  and  surgical  written  examinations: 
ANATOMY 

1.  Describe  the  gall  bladder  including  its  position  and 
relations. 

2.  Name  all  muscles,  principal  and  accessory,  concerned 
with  respiration. 

3.  Describe  in  detail  the  lymph  drainage  of  the  mam- 
mary gland. 

4.  Tell  how  the  structure,  or  anatomy  of  the  cranium 
tends  to  minimize  or  increase  injuries  to  the  brain. 

5.  Name  a flexor,  extensor,  supinator  and  pronator  of 
the  forearm. 

PHYSIOLOGY 

1.  Diagram  and  label  a living  cell  and  list  the  physi- 
ological properties  of  its  parts  and  of  the  cell  as  a 
whole. 

2.  Discuss  cardiac,  nephrotic  and  nephritic  edema  with 
reference  to  the  forces  which  normally  control  the 
flow  of  fluid  through  the  body  membranes. 

3.  Discuss  cardiac  irregularities  due  to  premature  con- 
tractions and  auricular  fibrillation  from  the  electro- 
dynamic point  of  view. 

4.  How  is  failure  of  the  left  ventricle  without  failure  of 
the  right  ventricle  recognized  clinically? 

5.  Discuss  the  autonomic  nervous  system  as  to  divisions, 
distribution  and  functional  control  of  the  heart,  lungs 
and  gastro-intestinal  tract. 

6.  Describe  the  normal  movements  of  the  stomach  during 
digestion.  What  is  the  mechanism  controlling  the 
pyloric  sphincter? 

7.  Give  in  detail  the  various  constituents  of  a well 
balanced  diet  and  the  source  of  each. 

8.  Discuss  protein  metabolism. 

9.  Explain  the  physiological  significance  of  blood  calcium 
and  the  mechanisms  which  keep  the  quantity  constant. 

10.  Explain  the  metabolism  of  muscle  contraction. 

DIAGNOSIS 

1.  Summarize  the  findings  as  to  the  bacteriology,  cyt- 
ology and  chemistry  in  the  following:  (a)  epidemic 

meningitis ; (b)  tubercular  meningitis. 

2.  State  the  immediate  dangers  in  bilateral  fracture  of 
the  mandible  with  loose  central  fragment. 

3.  Six  weeks  following  her  last  menstruation  a young 
married  woman  is  seized  with  acute  excruciating  pain 
in  the  left  side  of  pelvis  accompanied  with  fainting 
and  shock ; give  a tentative  diagnosis.  What  other 
clinical  manifestations  should  present  themselves? 

4.  Discuss  the  etiology,  symptoms  and  prognosis  of  Bell’s 
palsy. 

5.  What  are  the  clinical  manifestations  of  acute  rheu- 
matic fever  in  a child? 

6.  Name  blood  dyscrasias  caused  by  constant  use  of 
large  doses  of  coal  tar  products  such  as  aspirin, 
phenacetin  and  acetanilid.  Name  also  the  changes  oc- 
curring in  the  central  nervous  system  as  a result  of 
similar  use  of  the  barbiturates. 

7.  Give  the  differential  diagnosis  of  splenic  enlargement 


caused  by  the  following:  (a)  chronic  malarial  infec- 

tion ; (b)  Banti’s  disease. 

8.  What  are  the  clinical  manifestations  of  myelitis  of 
the  spinal  cord  in  the  lower  dorsal  segment.  Give 
prognosis. 

9.  Differentiate  between  acute  pancreatitis  and  embolism 
of  the  mesenteric  artery. 

10.  What  etiological  factors  are  responsible  for  the  oc- 
currence of  non-union  of  fractures  in  the  bones  of 
children  ? 

CHEMISTRY 

1.  (a)  Name  inorganic  salts  essential  to  nutrition ; (b) 

Mention  several  uses  of  inorganic  salts  in  the  body. 

2.  What  is  the  proper  amount  of  carbohydrate  in  the 
diet?  Upon  what  is  this  based? 

3.  (a)  Name  ten  functions  of  blood ; (b)  Give  test  for 
the  presence  of  blood. 

4.  To  what  does  carbon  monoxide  owe  its  poisonous 
properties  ? 

5.  Name  ten  hormones.  Discuss  the  function  and  chemi- 
cal nature  of  any  one  of  them. 

MATERIA  MEDICA 

1.  List  remedies  with  dose  you  would  use  in  the  treat- 
ment of  bronchial  asthma. 

2.  Name  the  official  preparations  of  mercury  and  give 
dose  of  hydrargyrum  chloridum  mite  and  indications 
for  its  use. 

3.  Give  action,  uses  and  dose  of  hyoscyamus. 

4.  Discuss  the  physiological  action  and  manner  of  ad- 
ministration of  epinephrin.  What  is  its  dose? 

5.  Phenolphthalein — give  its  action  use  and  dose. 

6.  Describe  the  administration  of  typhoid  va-ccine. 
When  is  immunity  conferred  and  for  what  period  of 
time? 

7.  Give  the  indication  and  contra  medication  for  the  use 
of  digitalis.  Discuss  the  dosage  and  symptoms  of  an 
over  dose. 

8.  Name  the  official  preparations  of  arsenic  with  dose 
and  uses.  How  treat  a case  of  acute  arsenical 
poisoning  ? 

9.  In  the  treatment  of  epilepsy,  what  remedies  would 
you  employ?  Outline  procedure. 

10.  Give  dose  and  therapeutic  uses  of  calcium  chloride. 

MATERIA  MEDICA 
(Eclectic) 

1.  Name  five  drugs  used  to  control  fever  (antipyretic). 
Give  indication  and  contra-indication  of  two. 

2.  Name  five  drugs  used  to  control  pain.  Give  indication 
and  contra-indication  of  two. 

3.  Nux  Vomica ; give  synonym,  part  employed,  location. 
Name  principal  alkaloid  and  give  indication  for  use. 

4.  Belladonna ; synonym,  part  employed,  location,  prin- 
cipal alkaloids  and  indication  for  use. 

5.  Digitalis ; synonym,  part  employed,  location.  Name 
alkaloids.  Give  indication  and  contra-indication. 

6.  Give  indication  and  contra-indication  for  thyroid. 

7.  Ipecac ; part  employed,  location.  Name  alkaloids. 
Give  indication  for  its  use. 

8.  Name  five  bromides  and  give  dose  of  each.  Give  in- 
dication for  use.  What  are  the  dangers  of  prolonged 
use? 

9.  Apocynum ; give  synonym,  part  employed,  locality, 
prescription  and  dose.  Give  indication. 

10.  Give  indication  for  use  of  the  following  drugs : (a) 
rhus  tox,  (b)  sticta,  (c)  cimicifuga,  (d)  dilute  hydro- 
chloric acid,  (e)  berberis. 

PATHOLOGY 

1.  Discuss  the  manner  of  obtaining  material  for  the  fol- 
lowing tests,  with  amounts  necessary:  (a)  Widal, 

(b)  blood  sugar,  (c)  Wassermann,  (d)  spinal  fluid 
for  cell  count. 

2.  Give  the  distinctive  blood  findings  in — (a)  pernicious 
anemia,  (b)  chlorosis  and  what  findings  would  in- 
dicate improvement  under  proper  treatment? 

3.  A man  with  a history  of  an  attack  of  coronary  oc- 
clusion, improves  for  a week  and  then  develops  sud- 
denly a hemiplegia  ; what  is  the  probable  explanation 
and  prognosis  ? 

4.  Discuss  the  significance  of  the  following  blood  pres- 
sure readings : 

(a)  systolic  108,  diastolic  72 

(b)  systolic  190,  diastolic  85 

(c)  systolic  140,  diastolic  110 

(d)  in  an  acute  illness  with  former  readings  normal, 
systolic  90,  diastolic  76 

What  are  the  general  indications  of  treatment  in  each  ? 

5.  Discuss  the  condition  diagnosed  as  thickened  pleura ; 
give  cause  and  some  possible  results. 

6.  Discuss  the  etiology  of  renal  calculus  and  the  path- 
ologic results  if  not  relieved. 

7.  Discuss  the  pathologic  possibilities  of  obliterative 
endarteritis  in  the  leg. 


674 


July,  1936 


Medical  Board  Examinations 


675 


8.  What  measures  would  you  advise  as  health  officer  in 
respect  to  the  water  supply  in  a rural  community  in 
which  there  has  been  a flood? 

9.  What  is  the  chief  danger  to  the  consumer  of  canned 
foods — (a)  vegetables,  (b)  meat  or  fish.  How  guard 
against  such  danger  ? 

10.  What  pathologic  changes  follow  the  persistent  in- 
halation of — (a)  coal-dust,  (b)  sand  dust.  What 
secondary  condition  may  occur? 

PRACTICE 

1.  (a)  Describe  the  etiology  of  acute  pleurisy,  (b)  On 
what  evidence  would  you  make  a diagnosis  of  pleurisy 
with  effusion?  (c)  Indicate  conditions  under  which 
you  would  aspirate.  (d)  On  what  evidence,  before 
aspiration,  would  you  make  a diagnosis  of  empyema  ? 

2.  Pernicious  anemia:  discuss  (a)  pathology,  (b) 

symptoms  and  course,  (c)  treatment. 

3.  Pyelitis : (a)  give  the  more  important  etiological 

factors ; (b)  describe  the  symptoms  of  simple,  un- 
complicated (unilateral)  ; (c)  treatment. 

4.  Describe  the  clinical  course  of  tuberculous  menin- 
gitis in  (a)  infants,  (b)  adults,  (c)  how  would  you 
prove  the  diagnosis  during  life? 

5.  A man  of  forty-five  years  is  found  in  coma ; (a)  name 
five  possible  causes ; (b)  what  are  the  steps  to  be 
taken  in  establishing  a diagnosis? 

6.  In  a typical  case  of  exophthalmic  goiter,  give  the 
change  from  the  normal  to  be  expected,  with  the 
reason  therefor,  in : (a)  appetite,  (b)  weight,  (c) 
ability  to  sustain  effort,  (d)  pulse  pressure,  (e)  ten- 
dency to  sweat. 

7.  In  a diabetic  patient  receiving  insulin — (a)  what  con- 
ditions favor  the  development  of  hypoglycemic  shock? 
(b)  name  the  symptoms  of  hypoglycemic  shock ; (c) 
name  the  most  important  measure  in  the  treatment  of 
such  condition. 

8.  Discuss  the  symptoms  of  locomotor  ataxia  (a)  early, 
(b)  well  advanced.  Outline  the  treatment. 

9.  Discuss  a case  of  acute  non-surgical  jaundice,  with 
etiology,  symptoms  and  treatment. 

10.  Give  the  symptoms  of  neurasthenia  in  a woman  of 
forty,  with  possible  causative  conditions ; discuss  some 
other  possibilities  that  should  be  eliminated  diag- 
nostically. 

SURGERY 

1.  Discuss  the  several  coats  of  the  intestines  as  they 
affect  the  problem  of  intestinal  suture. 

2.  An  elderly  man  spends  the  evening  at  a beer  parlor ; 
on  the  way  home  he  falls  and  is  struck  on  the  ab- 
domen. There  is  pain  in  the  lower  abdomen,  with 
inability  to  void  and  increasing  prostration.  What 
condition  should  one  suspect  and  what  should  be  done 
to  establish  a diagnosis  ? 

3.  What  may  be  the  clinical  pathology  and  neurological 
findings  in  brain  concussion  ? 

4.  A man,  aged  fifty,  with  chronic  bilateral  hernia  while 
lifting  a barrel  weighing  150  lbs.  is  seized  with  sud- 
den pain  in  the  lower  abdomen ; examination  at  the 
hospital  in  two  hours  reveals  marked  rigidity,  temp. 
100,  pulse  95,  leukocyte  count  18,000 — what  would  be 
your  tentative  diagnosis  ? 

5.  What  is  a reversed  Colles  fracture?  How  would  you 
proceed  to  treat  such  a case? 

6.  In  what  manner  does  the  symptomatology  and  labora- 
tory findings  of  acute  appendicitis  differ  in  the  young 
and  the  aged ; give  reasons  for  your  opinion. 

7.  Give  etiology,  diagnosis  and  treatment  of  woody 
phlegmon  of  the  neck.  Outline  the  treatment. 

8.  A man  enters  the  hospital  with  endarteritis  and  be- 
ginning gangrene  of  the  left  foot ; two  weeks  later 
the  foot  is  amputated  ten  inches  above  the  ankle 
and  within  24  hours  the  following  symptoms  present 
themselves : temp.  104,  pulse  130,  skin  crepitus  present 
below  the  knee,  delirium.  Give  a tentative  diagnosis 
and  outline  treatment  of  same. 

9.  What  signs  and  symptoms  would  lead  you  to  make  a 
diagnosis  of  empyema  of  the  pericardial  sac  ? How 
would  you  treat  it? 

10.  Describe  post  operative  phagedenic  ulceration  of  the 
skin  following  drainage  of  the  abdomen. 

OBSTETRICS 

1.  What  are  the  factors  that  make  up  the  expulsive 
forces  of  labor  and  how  can  they  be  modified  ? 

2.  Give  procedure  in  threatened  and  inevitable  abortion. 
What  legal  complications  may  ensue  and  how  may 
they  be  guarded  against? 

3.  Outline  your  treatment  for  persistent  and  pernicious 
vomiting  of  pregnancy. 

4.  Give  the  different  positions  of  a vertex  presentation, 
the  most  common  and  the  reason  why. 

5.  Give  the  causes,  symptoms  and  treatment  of  sub- 
involution of  the  uterus. 

SPECIALTIES 

1.  Differentiate  between  headaches  having  their  origin  in 
the  sinuses  and  in  the  eyes. 

2.  Explain  the  mechanism  of  accommodation. 


3.  State  three  functions  of  the  sinuses. 

4.  Name  six  diseases  that  are  characterized  by  dis- 
charge in  the  external  auditory  meatus. 

5.  Name  ten  drugs  useful  in  treating  eye  conditions. 
Give  the  use  and  dosage  of  each. 

— OSM  J — 

Corporation  Cannot  Practice  Optometry 
in  Ohio,  Supreme  Court  Holds 

The  Ohio  Supreme  Court  once  again  has  placed 
itself  on  record  against  the  right  of  a corporation 
under  Ohio  statutes  to  practice  a profession. 

Its  most  recent  decision  was  on  June  3 when  it 
rendered  an  opinion  in  the  case  of  the  State, 
ex  rel.  Bricker,  Attorney  General,  v.,  Buhl  Optical 
Company.  (No.  25215). 

The  Buhl  Optical  Company,  a Delaware  cor- 
poration, was  authorized  by  the  Secretary  of 
State,  May  14,  1932,  to  engage  in  the  manufacture 
and  sale  of  optical  goods  and  photographic  sup- 
plies in  Ohio,  and  subsequently  opened  offices  in 
several  Ohio  cities. 

It  was  alleged  by  Attorney  General  Bricker 
that  the  Buhl  Optical  Company,  contrary  to  the 
provisions  of  Section  8623-3  of  the  General  Code 
of  Ohio,  was  carrying  on  the  practice  of  the  pro- 
fession of  optometry  through  its  officers,  agents 
and  employes  in  that  it  advertised  in  various 
newspapers  and  in  other  ways  that  it,  through 
registered  and  licensed  optometrists,  examined 
eyes. 

A syllabus  of  the  court’s  opinion  follows: 

1.  A foreign  corporation  lawfully  authorized 
to  do  an  optical  business  in  Ohio  may  not  engage 
in  the  practice  of  optometry  in  this  state. 

2.  A corporation,  foreign  or  domestic,  engaged 
in  the  business  of  grinding,  polishing,  mounting 
and  selling  eye-glasses  fitted  to  the  eyes  in  ac- 
cordance with  prescription  may  (a)  employ  an 
optometrist  in  its  optical  business,  (b)  rent  equip- 
ment or  a part  of  its  quarters  for  an  office  to  an 
optometrist  not  so  employed  and  receive  pre- 
scriptions from  him,  (c)  advertise  an  optometrist, 
as  such,  who  has  an  office  in  its  quarters  but  has 
no  connection  with  it,  by  employment,  by  contract 
or  otherwise  except  as  indicated  herein,  (d)  fit 
eye-glasses  to  the  face  by  frame  bending  after 
they  are  ground  according  to  prescription, 
mounted  and  otherwise  ready  for  use,  and  (e)  do 
all  kinds  of  work  in  preparing  and  furnishing 
eye-glasses  except  those  enumerated  in  Section 
1295-21,  General  Code. 

3.  Such  corporation  may  not  (a)  employ  an 
optometrist  to  do  optometrical  work  in  connec- 
tion with  its  business,  (b)  fill  a prescription 
issued  by  an  optometrist  who  is  employed  in  its 
business  to  do  optical  or  other  legitimate  work, 
(c)  exercise  any  control  over  such  an  optometrist, 
as  such,  in  regard  to  his  prices  or  charges  or 
over  the  records  of  his  office  or  any  part  of  his 
optometrical  work,  (d)  advertise  so  as  to  lead  the 
public  to  believe  it  is  practicing  optometry,  nor 
(e)  practice  optometry  directly  or  indirectly. 


OCCUPATIONAL  DISEASES  IN  OHIO;  AN  ANALYSIS  OF  REPORTS 
FILED  WITH  STATE  DEPARTMENT  DURING  THE  YEAR  1935 


By  EMERY  R.  HAYHURST,  M.D.,  Columbus,  Ohio 
Consultant  in  Occupational  Diseases,  Ohio  State  Department  of  Health 


BROADLY  conceived,  an  occupational  disease 
is  an  affliction  which  has  resulted  from  ex- 
posure to  an  industrial  health  hazard,  while 
an  industrial  health  hazard  is  any  condition  or 
manner  of  work  that  surpasses  the  capacity  or 
tolerance  of  the  individual  as  employed. 

Commonly,  through  experience  and  training 
one  can  enlarge  one’s  capacity  to  maintain  one’s 
normal  state  of  being  in  the  face  of  physical 
stresses  of  reasonable  proportions.  This  requires 
sufficient  time.  Infectious  hazards  in  industry  may 
or  may  not  bring  about  immunity — the  same  as 
under  non-industrial  circumstances.  Some  of  the 
poisons  occurring  in  industrial  pursuits  may 
establish  a certain  degree  of  apparent  tolerance 
(e.g.,  carbon  tetrachloride  vapors,  zinc  fumes), 
but  the  reverse  is  almost  the  universal  rule. 

SURVEY  IN  1913-15  CITED 
The  Ohio  Occupational  Disease  Survey,  which 
was  made  by  the  State  Board  of  Health,  1913-151, 
proceeded  along  a simple  formula  which  was 
easy  to  remember — dust,  dirt,  dampness,  dark- 
ness, devitalized  air,  temperature  (heat,  cold), 
fatigue,  inactivity,  infections,  poisons,  and  mis- 
cellaneous. Accurate  methods  of  determining  haz- 
ards were  not  attempted  because  of  the  limitation 
of  time  and  funds  so  that  the  opinions  of  non- 
prejudiced  investigators,  chiefly  physicians  and 
chemists,  were  utilized. 

By  this  means,  1,040  establishments  were  in- 
vestigated in  81  cities  and  villages,  covering  the 
workplaces  of  225,984  wage-earners,  of  whom 
35,048  were  females,  and  each  particular  process 
was  analyzed  by  the  above  formula.  The  in- 
vestigators carried  cards  upon  which  the  hazards 
were  further  subdivided  so  that,  for  example, 
dust  was  opinionated  in  respect  to  type,  amount, 
whether  breathed  or  affecting  the  skin  or  eyes, 
its  method  of  confinement  and  removal  (if  any), 
the  use  of  respirators,  carelessness,  dry  sweeping, 
etc.  Dirt  called  attention  to  unsanitary  con- 
ditions, disorders,  etc.  Dampness  included  humid- 
ity, water,  steam,  vapors,  and  unusual  dryness. 
Darkness  was  the  key  word  for  checking  an  array 
of  illuminated  hazards;  and  so  on,  through  the 
list  of  hazards. 

For  a preliminary  survey,  this  method  ap- 
peared to  work  out  very  satisfactorily.  It  was  at 
least  conservative  and  the  final  report  drew  no 
criticisms  as  to  unjust  statements.  Even  at  this 
date,  one  cannot  fail  to  be  impressed  with  the  ex- 
tensive amount  and  kind  of  hazards  to  health 


which  were  discovered,  and  of  the  health  com- 
plaints and  occupational  diseases  which  were  re- 
ported. Unfortunately,  this  report  is  out  of  print, 
but  copies  of  the  forms  of  analysis  used  can  be 
found  elsewhere2.  Nominally  the  same  hazards 
are  still  to  be  looked  for  in  any  industrial  health 
inquiry  today. 

CAUSES  ARE  ANALYZED 

Since  occupational  diseases  have  come  to  be 
compensated  in  Ohio,  it  is  interesting  to  view 
their  causes  and  to  note  how  such  causes  have 
been  considered  in  the  compensation  scheme. 
Dust  is  not  covered  except  as  it  may  affect  the 
skin  as  an  irritant.  Illumination,  e.g.,  glass- 
workers’  cataract,  electrica  ophthalmia,  nystag- 
mus, is  also  not  included.  No  dampness  or  de- 
vitalized air,  or*  other  ventilation  afflictions  have 
appeared  with  enough  perspicousness  to  be 
named  in  a compensation  schedule,  although  gen- 
erally faulty  air  conditions  are  still  of  constant 
complaint.  No  afflictions,  other  than  accidents, 
due  to  extreme  of  heat  or  cold  are  yet  compen- 
sable, while  thermic  fever  and  athermic  con- 
ditions still  remain  more  or  less  curiosities  for 
the  physiologist  and  bacteriologist.  Under 
fatigue,  however,  tenosynovitis  when  involving 
the  muscles  of  the  hand  or  wrist  is  scheduled; 
also  prepatellar  bursitis,  which,  in  a sense,  may 
be  considered  a matter  of  repeated  friction  or 
pressure  against  the  knee.  Both  of  these  afflic- 
tions register  a considerable  number  of  cases 
each  year. 

No  inactivity  disease  states  are  compensable  as 
such,  but,  as  a matter  of  fact,  such  workers  are 
usually  involved  with  the  over-use  of  certain 
parts  of  the  body  (eyes,  hands,  etc.) 

Certain  infections  have  been  recognized  as  com- 
pensable, e.g.,  anthrax,  glanders,  and  the  large 
group  coming  under  Schedule  11,  “Infection  or 
inflammation  of  the  skin  on  contact  surfaces  due 
to  oils,  cutting  compounds  or  lubricants,  dust, 
liquids,  fumes,  gases  or  vapors”.  “Dermatitis”  is 
the  convenient  short  term  used  for  this  whole 
expression.  “Machinist’s  boils”  made  up  the  chief 
infections  reported.  These  are  chiefly  from  oils, 
greases  and  cutting  compounds. 

Poisons  have  been  recognized  as  compensable 
for  certain  of  them,  viz.,  lead,  mercury,  phos- 
phorus, arsenic,  benzol  (and  its  nitro-  or  amido- 
derivatives),  volatile  petroleum  products,  carbon 
bisulphide,  wood  alcohol,  carbon  dioxide,  brass  or 
zinc,  manganese  dioxide,  radium,  chrome  ulcera- 
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TABLE  I. 

SUMMARY  OF  COMPENSABLE  OCCUPATIONAL  DISEASES  REPORTED  1928-1935,  INCLUSIVE 
Schedule  Number  1928  1929  1930  1931  1932  1933  1934  1935  Total 


1,  Anthrax 

2.  Glanders 


3. 

4. 

Lead  Poisoning  . 

Mercury  poisoning  

180 

183 

134 

114 

148 

134 

162 

102 

1,157 

5. 

Phosphorus  poisoning  

1 

1 

6. 

Arsenic  poisoning  

2 

1 

2 

3 

1 

3 

3 

15 

7. 

Benzol  poisoning  (and  nitro-  or 
amido-derivatives)  

11 

11 

3 

6 

9 

3 

10 

7 

60 

8. 

Volatile  petroleum  products  poison- 
ing (gasoline,  benzine,  naphtha,  etc.) 

3 

4 

2 

6 

5 

9 

10 

7 

46 

9. 

Carbon  bisulphide  poisoning 

1 

1 

18 

2 

1 

1 

24 

10. 

Wood  alcohol  poisoning 

1 

1 

1 

3 

11. 

Dermatitis*  

894 

985 

884 

833 

621 

726 

913 

875 

6,730 

12. 

Epithelioma  (skin  or  eyes)  due  to 
carbon,  pitch,  tar  or  tarry  com- 
pounds   

3 

2 

1 

' 5 

1 

1 

13 

13. 

Compressed  air  illness 

16 

62 

59 

5 

20 

3 

2 

1 

168 

14. 

Carbon  dioxide  poisoning 

1 

1 

1 

3 

15. 

Brass  or  zinc  poisoning 

7 

5 

2 

10 

2 

12 

8 

3 

49 

16. 

Manganese  dioxide  poisoning  (1)-... 

17. 

Radium  poisoning  (1) 

18. 

(a)  Tenosynovitis  (hand)  (1) 

**  37 

130 

166 

149 

191 

228 

218 

1,119 

(b)  Prepatellar  bursitis  (1)  

* 

* 13 

23 

29 

23 

19 

27 

25 

159 

19. 

Chrome  ulceration  (nasal  and  skin) 
(2)  

6 

10 

20 

16 

79 

20 

43 

49 

243 

20. 

Potassium  cyanide  poisoning  (2) 

3 

2 

1 

3 

5 

1 

15 

21. 

Sulphur  dioxide  poisoning  (2) 

2 

5 

4 

2 

7 

1 

21 

Total 

1,127 

1,317 

1,259 

1,217 

1,069 

1,129 

1,415 

1,294 

9,826 

*Specified  as  “Infection  or  inflammation  of  the  skin  on  contact  surfaces  due  to  oils,  cutting  compounds  or  lubricants, 
dust,  liquids,  fumes,  gases  or  vapors’’. 

**Statistics  not  kept  on  Tenosynovitis  and  Bursitis  in  1928.  Both  of  these  afflictions  had  been  compensated  as  “acci- 
dental” injuries  previous  to  July  1,  1929. 

(1)  Added  to  compensable  list  July  31,  1929,  by  Legislative  Act,  89th  General  Assembly. 

(2)  Added  to  compensable  list  July  9,  1931,  by  Legislative  Act,  90th  General  Assembly. 


tion  (nasal  and  skin),  potassium  cyanide,  and 
sulphur  dioxide.  Even  Schedule  12,  epithelioma 
would  be  included  here.  Among  the  miscellaneous, 
compressed  air  illness  (which  is  really  an  acci- 
dental occurrence)  is  compensable. 

In  time,  noise,  with  its  production  of  deafness 
(boiler-makers’  deafness)  may  come  to  be  recog- 
nizable as  a compensable  affliction,  but  such  is  not 
yet  the  case. 

Thus,  it  can  be  seen  that  true,  characteristic 
or  specific  occupational  diseases  are  readily  asso- 
ciated with  certain  industrial  health  hazards. 

CLASSIFICATION  OF  AFFLICTIONS 

Many  common  afflictions  have  an  occupational 
ear-mark,  however.  A comprehensive  classifica- 
tion of  occupational  afflictions  of  all  kinds  might 
well  be  given  as  follows: 

(1)  True  occupational  diseases,  i.e.,  those 
which  seldom  occur  outside  of  the  place  of  em- 
ployment and  can  be  shown  to  be  due  to  some 
health  hazard (s)  encountered  therein. 

(2)  Diseases  partly  occupational  in  nature  as 
when  tuberculosis,  or  pneumonia,  show  notably 
high  rates  in  connection  with  certain  occupations. 
This  is  a large  group,  and  involves  cases  of  ag- 


gravation or  acceleration,  and  is  difficult  to  separ- 
ate from  like  afflictions  in  the  general  populace. 

(3)  Occupational  health  complaints,  such  as 
stiffness,  headache,  insomnia,  etc.  These  com- 
plaints are  not  true  diseases,  but  are  simply 
symptoms  which  indicate  that  one’s  “threshold” 
or  limit  of  tolerance  is  being  strained.  These  com- 
plaints indicate  that,  unless  working  conditions 
or  the  manner  of  work  are  bettered,  disease  may 
follow. 

(4)  Bodily  non-conformities  which  are  neither 

actual  diseases  or  complaints,  such  as  round- 
shoulders,  habit  spasms,  etc. 

OHIO’S  COMPENSATION  SCHEDULE 

The  Ohio  Compensation  Schedule  became  ef- 
fective in  August,  1921,  and  included  the  first  15 
named  in  the  accompanying  Table  I.  The  list 
was  chiefly  patterned  after  the  English  schedule 
of  that  time.  Of  the  remaining  six  diseases  on 
the  present  schedule,  three  were  added  by  Legis- 
lative Act  in  1929,  and  three  in  1931.  Under  the 
Ohio  law,  additional  occupational  diseases  can  be 
added  to  the  compensation  schedule  only  by  an 
Act  of  the  Legislature. 

The  Fund  for  covering  all  disbursements  for 
occupational  diseases  in  Ohio  is  derived  from  a 
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TABLE  II. 

SUMMARY  OF  OCCUPATIONAL  DISEASES  REPORTED  IN  OHIO,  1928-1935,  INCLUSIVE, 

BY  COMPENSABILITY 


1928  1929  1930  1931  1932  1933  1934  1935  Total 

Compensable  1,127  1,317  1,259  1,217  1,069  1,128  1,415  1,2945  9,826 

Non-Compensabie : 

Agents  23  32  29  53  57  104  104  892  491 

Afflictions  25  33  30  24  33  25  37  17s  224 

Total 1,175  1,382  1,318  1,294  1,159  1,257  1,556  1,400  10,541 


1.  75  incomplete  reports  (semi-officials)  not  included,  composed  of  dermatitis  47,  lead  11,  tenosy- 
novitis 9,  chromium  5,  benzol  2,  prepatellar  bursitis  1. 

2.  7 incomplete  reports  (semi-officials)  not  included,  composed  of  silicosis  2,  brass  or  zinc  1,  com- 
pressed air  1,  trichophytosis  1,  dye  1,  bursitis  1. 

3.  6 incomplete  reports  (semi-officials)  not  included,  composed  of  tuberculosis  3,  nasal  ulceration 
*1,  neuritis  1,  indefinite  1. 


1 cent  charge  per  $100.00  pay  roll  of  all  em- 
ployers in  the  State  who  come  under  the  Com- 
pensation Act.  In  the  nearly  10  years  in  which 
this  method  of  raising  the  Fund  has  been  used,  it 
has  always  proved  adequate. 

i 

The  cost  of  occupational  disease  compensation 
in  Ohio  is  approximately  one  cent  as  compared  to 
each  dollar  spent  for  accident  compensation.  The 
figures  for  1928-1934  have  been  furnished  by  Mr. 
E.  I.  Evans,  Actuary,  Industrial  Commission  of 
Ohio,  as  follows: 

TABLE  III. 


OHIO  DISBURSEMENTS,  ALL  CLASSES  OF  BENEFITS 
(Compensation,  Medical,  Funeral,  Etc.) 


Year 

Accidents 

Occupational 

Diseases 

1928 

$13,414,428 

$159,971 

1929 

15,530,753 

140,802 

1930 

15,457,520 

177,041 

1931 

15,349,007 

185,346 

1932 

13,674,387 

176,297 

1933 

12,188,032 

145,451 

1934 

11,732,668 

143,958 

A recent  statistical  analysis  by  states,  based  on 
the  1930  U.  S.  Census  showed  that  Ohio  is  the 
second  largest  industrial  state  in  regard  to  the 
number  of  employes  in  health  hazardous  in- 
dustries— Pennsylvania  being  first.  According  to 
these  figures,  Ohio’s  employes  in  manufacturing 
and  mechanical  industries  numbered  1,048,169 
and,  in  the  extraction  of  minerals,  46,481.  Since 
Ohio’s  employment  codes  covering  safety  and 
health  are  quite  abreast  of  any  in  the  country, 
however,  it  should  not  be  assumed  that  real 
hazards  actually  exist  in  the  so-called  hazardous 
occupations  as  classified. 

OCCUPATIONAL  DISEASE  REPORT  FOR  1935 
The  summary  shows  that  1400  cases  were  re- 
ported to  the  State  Department  of  Health  in  1935 


(omitting  88  “incompletes”) , a decrease  of  156 
from  the  preceding  year  (1556),  but  the  second 
highest  for  any  year  since  the  reporting  law  be- 
came effective  in  1913.  Two  hundred  and  eighty- 
four  cases  or  20.3  per  cent  were  females.  The 
year  before,  290  or  18.6  per  cent  were  females. 

This  total  of  1400  cases  was  reported  by  671 
physicians,  or  7.5  per  cent  of  the  9000  practicing 
physicians  in  Ohio  in  1935,  and  was  employed  by 
approximately  785  different  employers. 

The  accompanying  table  tells  the  story  for 
those  which  were  compensable — 1294  cases,  and 
9827  in  the  eight-year  period. 

In  1935,  Dermatitis,  with  875  cases,  constituted 
61.2  per  cent  of  the  total  reported.  The  leading 
causes  of  dermatitis  were:  Oils,  greases  and 

cutting  compounds,  142;  cleaning  compounds 
(including  six  dry  cleaners),  68;  paints,  lacquers, 
varnishes,  enamels,  thinners  and  turpentine,  58; 
petroleum  products,  49;  stains,  dyes  and  dyed 
goods  (chiefly  the  last-named),  46;  plating  and 
cyanide  solutions,  45;  chemicals  variously  speci- 
fied, 44,  and  mixed  and  unspecified,  29,  to  which 
may  be  added  acids,  18,  and  soldering  solutions, 
7 ; rubber,  40 ; dusts,  variously  specified,  40 ; bake- 
lite  and  synthetic  rosins,  including  formica,  39; 
plants,  such  as  flowers,  vines,  woods,  vegetables 
and  grains,  34;  chromium  compounds,  25;  inks, 
blue  prints,  etc.,  22;  soap,  chiefly  manufacturing, 
21;  bakery  and  confectionery  goods,  18;  leather, 
hidesi  and  shoes,  17;  glue,  hair  and  wool,  16; 
meats  and  carcasses,  14;  infestations  from  hand- 
ling money,  rags,  etc.,  13;  lime  and  cement,  12; 
etc. 

Lead  Poisoning  comprised  102  cases  (60  less 
than  in  1934).  The  chief  causes  of  lead  poisoning 
were:  Storage  batteries,  23;  painting,  16;  auto- 
mobile manufacturing  and  repairs,  9;  brass  and 
soft  metals,  9 ; lead  manufacturing  and  lead  melt- 
ing, 7 ; caskets,  6 ; printing  and  publishing,  _ 5 ; 
potteries,  5;  sanitary  ware,  chiefly  the  enameling 
process,  13.  Of  the  lead  cases,  four  were  females 
— three  engaged  in  decorating  glassware  and  one 
a glazer  in  pottery  ware.  In  the  seven  years 
(1928-1934,  inclusive),  61  deaths  were  associated 
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with  lead  poisoning  (figures  for  1935  not  yet  at 
hand) . 

There  were  also  reported  49  cases  of  chrome 
ulcers — 26  of  the  skin,  21  of  the  nasal  septum 
(including  three  females),  and  two  unspecified. 
Other  compensable  poisonings  totaled  24 — arsenic, 
3;  benzol  and  derivatives,  7 (one  female);  brass 
and  zinc,  3;  petroleum  and  its  derivatives,  7 
(including  carbon  tetrachloride,  3),  and  the  bal- 
ance scattered.  Tenosynovitis  of  the  hand  (wrist) 
registered  218  cases,  of  which  60  were  females; 
and  prepatellar  bursitis  or  “house-maid’s  knee”, 
25  cases,  of  which  five  were  females.  Compressed 
Air  involved  only  one  case,  the  effects  being  upon 
the  ear. 

The  following  compensable  diseases  reported 
no  cases:  Anthrax,  glanders,  mercury,  phos- 

phorus, carbon  bisulphide,  epithelioma  or  cancer, 
manganese  dioxide,  and  radium  poisoning. 

Interest  centers  chiefly  around  the  non-co  nv- 
pensable  cases,  106,  (including  13  females  seven 
of  whom  suffered  constituitional  poisoning).  In 
89  of  the  106  cases,  a harmful  agent  was  speci- 
fied: Dust  (pneumoconiosis),  52;  tenosynovitis 

(other  than  the  hand),  6;  chronic  or  repeated 
carbon  monoxide  poisoning,  4;  cyanide  poisoning 
(other  than  potassium  cyanide  which  is  com- 
pensable), 4;  and  the  balance  scattered.  The  re- 
maining non-compensable  cases,  17,  were  classed 
as  afflictions  since  the  causative  agents  were  not 
specified.  There  is  a tendency  not  to  report  these 
cases,  as  they  are  not  compensable,  although  the 
law  requires  all  occupational  diseases  to  be  re- 
ported. 

Analyses  of  the  52  dust  cases  showed  diagnoses 
as  follows  (only  a few  checked  by  this  Depart- 
ment*) : Silicosis,  24;  silicatosis,  1;  asbestosis, 

1;  combined  silica,  14  (anthracosis,  etc.),  and 
other  and  unspecified,  12.  The  dust  cases  came 
from  various  industries  and  operations  such  as 
foundries,  grinding,  polishing,  buffing,  sand- 
blasting, sand-papering,  coal  mining,  etc.  Only  5 
of  the  19  tuberculosis  institutions  in  the  State 
reported  upon  pneumoconiosis.  Hamilton  County, 
the  largest  (635  beds),  reported  no  case  of  any 
form  of  pneumoconiosis.  Four  others  reported  a 
total  of  25  cases,  but  of  these,  18  had  entered  the 
institutions  in  previous  years  (two  of  which  al- 
ready were  of  record).  Of  these  25  institutional 
cases,  15  were  reported  as  complicated  with  tuber- 
culosis. 

Only  one  case  of  tularemia  and  one  of  undulant 
fever  were  reported  as  industrial  in  origin. 

During  the  eight-year  period,  715  non-com- 
pensable cases  were  reported,  of  which  491  were 
“agent”  cases  and  224  were  “afflictions”.  Of  the 
715  cases,  234  were  due  to  inhaling  dust,  11  were 
asthma,  47  bronchitis,  67  tuberculosis  (allegedly 
industrial),  8 upper  respiratory  irritations,  and 
the  balance  scattered. 

Summarizing,  of  the  1400  cases  reported  in 
1935,  223  occurred  chiefly  through  inhaling  the 
substances,  915  by  way  of  the  skin  (including  8 
eye  cases),  224  through  strain,  27  through  fric- 
tion or  pressure,  and  11  through  other  non-speci- 
fied  means. 


*In  the  diagnosis  of  silicosis  and  other  pneumoconioses, 
this  Department  has  followed  the  recommendations  of  tha 
Committee  on  Pneumoconiosis  of  the  American  Public 
Health  Association  as  rendered  in  1932  and  1935. 


Acute  mishaps,  even  though  due  to  poisons,  cor- 
rosives, asphyxiating  agents,  etc.,  are  not  in- 
cluded in  any  of  the  figures. 

In  1935,  one  plant  physician  reported  80  cases, 
one  industrial  physician,  62  cases,  another  plant 
physician,  28  cases,  and  so  on.  But  it  can  be  seen 
at  a glance  that  private  physicians  reporting  one 
or  two  cases  for  the  year  made  up  the  vast  ma- 
jority. 

From  the  date  of  the  first  report,  received  May 
15,  1913,  to  the  end  of  1935,  a total  of  18,843 
cases  was  reported.  Of  these,  2575  were  reported 
in  the  eight  years  prior  to  the  time  compensation 
for  occupational  diseases  began  (August  4,  1921), 
or  an  average  of  322  cases  a year,  but  since  com- 
pensation began,  16,171  cases  have  been  reported, 
or  a yearly  average  of  1121  cases. 
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“The  Judicial  Council  is  of  the  opinion 
that  most,  if  not  all,  of  the  directories,  de- 
scribed in  the  resolutions  condemning  as 
unethical  the  listing  of  physicians  by  spe- 
cialty in  directories  published  by  commer- 
cial concerns  which  were  introduced  by  Dr. 
William  R.  Brooksher,  Arkansas,  are  but 
subtle  ways  of  avoiding  the  pronouncement 
of  the  Principles  of  Medical  Ethics  concern- 
ing solicitation  of  patients,  under  a guise 
of  buying  a directory  when  the  real  intent 
is  the  purchase  of  the  publication  of  the 
buyer’s  name  in  the  directory  for  the  pur- 
pose of  obtaining  patients.  The  Judicial 
Council  approves  the  resolutions  and  recom- 
mends their  adoption.” — Officially  approved 
and  adopted  by  the  House  of  Delegates  of 
the  A.M.A.,  May  14,  1936,  Kansas  City, 
Missouri. 


Conference  on  Fever  Therapy 

The  First  International  Conference  on  Fever 
Therapy  will  be  held  at  Columbia  University, 
New  York  City,  September  29  to  October  3,  1936. 
The  subjects  to  be  discussed  will  include  physi- 
ologic and  pathologic  changes,  as  well  as  the 
treatment  of  gonorrhea;  gonorrheal  and  non- 
specific arthritis;  syphilis  in  various  stages; 
neurologic  conditions  such  as  multiple  sclerosis, 
chorea,  paresis,  tabes;  skin  diseases,  etc.  Dr. 
Walter  M.  Simpson,  Dayton,  is  a member  of  the 
American  Committee.  Information  regarding  this 
conference  may  be  secured  from  the  secretary, 
Dr.  William  Bierman,  471  Park  Avenue,  New 
York. 


THE  MEDICAL  BOOKSHELF 


Medical  Papers  Dedicated  to  Henry  Asbury 
Christian.  A compilation  of  papers  by  the  past 
and  present  associates  and  house  officers  at  the 
Peter  Bent  Brigham  Hospital,  Boston,  Mass., 
under  the  editorship  of  Robert  T.  Monroe,  M.D. 
Cloth.  Frice  $10.00.  Pp.  1000.  Waverly  Press  In- 
corporated, 1936. 

This  book  is  far  more  than  a group  of  103 
papers  on  scattered  subjects  in  internal  medicine. 
Without  consideration  of  each  of  the  papers 
which  are  kaleidoscopic  in  subject,  this  book  ad- 
mirably serves  its  primary  purpose  as  a tribute 
on  the  part  of  former  and  present  associates  to 
the  man,  friend,  and  physician  who  was  their 
preceptor,  on  the  occasion  of  his  60th  birthday. 

The  entire  volume  is  done  in  a manner  credit- 
able to  the  thoroughness  of  a Brigham  house 
record.  Patricularly  notable,  aside  from  con- 
tributions by  men  outstanding  in  the  profession 
over  the  country,  is  an  Introduction,  and  an  Ap- 
preciation setting  forth  together  the  professional 
life  history  of  Dr.  Christian  and  the  evolution  and 
application  of  his  contributions  to  the  teaching 
of  medicine.  These  are  particularly  set  forth  as 
they  pertain  to  the  Harvard  Medical  School  and 
to  the  unique  medical  service  of  the  Peter  Bent 
Brigham  Hospital,  over  which  Dr.  Christian  has 
presided  since  its  opening  in  1913.  In  this  crucible 
Were  applied  in  an  amazingly  forethought  man- 
ner, methods,  ideals,  and  a mode  of  organization 
which  have  since  not  only  been  adequate  almost 
without  modification  to  the  needs  of  advancing 
medicine,  but  have  also  been  widely  emulated. 

For  possibly  the  first  time  there  is  expressed 
articulatory  the  reasons  behind  the  sometimes  ap- 
parently arbitrary  traditions  of  the  famous 
Precedent  Book,  revealing  each  rule  a considered 
point  in  training.  This  book  to  a former  Brigham 
house  officer  is  a reminder  of  fond,  if  sometimes 
stern,  memories,  and  to  others  an  interesting  and 
pleasurable  insight  into  the  growth  and  tradi- 
tions of  that  famous  institution  and  its  guiding 
hand  to  whom  it  is  dedicated. 

Though  printed  privately,  a limited  number  of 
copies  are  available. — Phillip  Kneis,  M.D. 

A Century  of  Progress,  Medical  Science  Ex- 
hibits. Eben  J.  Carey,  M.D.,  chief,  medical  sec- 
tion, Hall  of  Science,  A Century  of  Progress, 
Chicago,  Illinois,  1933-34.  Price  $2.00.  Patrick  J. 
Byrne,  624  S.  Michigan  Ave.,  Chicago,  111. 

All  who  saw  the  medical  exhibit  at  the  Century 
of  Progress  exposition  were  deeply  impressed 
with  the  value  of  visual  methods  in  medical  edu- 
cation. Here  is  a permanent,  well-illustrated 


record  of  what  we  saw  in  that  exhibit.  This 
volume  deserves  a place  in  the  library  of  every 
teacher  of  medicine  and  of  any  physician  who  saw 
the  original  exhibit. 

Your  Hay  Fever.  Oren  C.  Durham.  $2.00, 
Bobbs-Merrill,  Indianapolis.  1936.  In  250  pages 
this  pioneer  in  the  collection  of  pollen  on  a 
national  scale  gives  in  popular  form  the  story  of 
his  twenty  years  of  labor.  His  style  makes  the 
book  most  fascinating.  It  is  written  for  the  lay- 
man but  no  where  can  there  be  found  a better  dis- 
cussion of  the  non-medical  factors  in  the  hay 
fever  problem.  Dr.  Samuel  M.  Feinberg  has 
added  an  informative  chapter  on  the  medical 
treatment  of  the  disorder  for  the  layman.  The 
reviewer  is  one  who  attempts  to  educate  his 
patients  upon  the  subject  of  their  allergic  mani- 
festations and  this  volume  is  proving  helpful  in 
this.  He  recommends  it  to  you  and  to  your  pa- 
tients.— Jonathan  Forman,  M.D. 

An  Index  of  Dilferential  Diagnosis  of  Main 
Symptoms,  by  various  writers.  Edited  by  Herbert 
French,  C.V.O.,  B.E.,  M.A.,  M.D.  Oxon.,  F.R.C.P. 
Lond.,  consulting  physician  to  Guy’s  Hospital. 
Fifth  edition.  Pp.  1145.  Price  $16.00.  Wm.  Wood 
& Co.,  Baltimore.  1936. 

Written  by  a group  of  19  well-known 
English  clinicians,  this  book  represents  a con- 
densation of  the  diagnostic  features  of  every  dis- 
ease in  the  whole  field  of  medicine,  and  is  writ- 
ten in  a manner  that  makes  it  distinctly  usable. 
True  to  English  conservatism,  it  has  omitted  all 
questionable  diagnostic  and  laboratory  pro- 
cedures, retaining  only  that  which  is  well  proven. 

The  book  is  comprehensive  without  being  cum- 
bersome, practical  without  being  deficient,  and 
scientific  without  being  pedantic.  It  is  exception- 
ally well  indexed,  with  many  cross  references  and 
type  headings  easily  read. 

Not  written  for  the  tyro,  the  book  is  the  type 
designed  to  clarify  medical  diagnosis  rather  than 
to  educate  the  physician.  Most  certainly  the  book 
will  not  make  a good  diagnostician  out  of  a poor 
physician.  Its  use  is  chiefly  to  aid  in  the  diag- 
nosis of  conditions  in  which  one  or  more  symp- 
toms are  prominent  but  in  which  the  real  nature 
of  the  malady  is  not  clear. 

With  nearly  1,000  pages  of  condensed  symp- 
tomatology and  742  illustrations,  196  of  which 
are  colored,  the  book  recommends  itself  to  every 
physician  interested  in  the  diagnosis  of  obscure 
or  unusual  diseases. — Paul  S.  Ross,  M.D. 
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Northwestern  Ohio  Meeting  Attended  By 
125;  Fine  Program  Presented;  Next 
Year’s  Meeting  at  Lima 

The  92nd  annual  meeting  of  the  Northwestern 
Ohio  Medical  Association  held  at  Findlay,  June  2, 
was  attended  by  approximately  125  physicians. 

Dr.  E.  E.  Rakestraw,  Findlay,  president  of  the 
association,  presided  at  the  meeting,  which  was 
held  at  the  High  School  Auditorium. 

The  following  papers  were  presented  at  the 
morning  session:  “Puerperal  Infections”,  by  Dr. 

T.  K.  Brown,  associate  professor  of  obstetrics, 
Washington  University,  St.  Louis,  Missouri;  “The 
Use  of  X-Ray  in  the  Treatment  of  Cancer  of 
the  Breast”,  by  Dr.  John  T.  Murphy,  Toledo, 
president,  American  College  of  Radiology;  “A 
Critical  Evaluation  of  Recent  Advances  in  Con- 
tagious Diseases”,  by  Dr.  John  A.  Toomey,  asso- 
ciate professor  of  pediatrics  and  contagious  dis- 
eases, Western  Reserve  University  College  of 
Medicine. 

At  the  afternoon  session,  Dr.  R.  W.  Scott, 
Cleveland,  professor  of  clinical  medicine,  Western 
Reserve  University  College  of  Medicine,  discussed 
“The  Diagnosis  and  Management  of  Patients 
with  Cardio- Vascular  Disease”;  Dr.  S.  R.  Wood- 
ruff, Jersey  City,  N.  J.,  associate  professor  of 
urology,  Columbia  University  and  New  York 
Post-Graduate  Medical  School  and  Hospital,  read 
a paper  on  “The  Modern  Methods  of  Combating 
Urinary  Infections”;  Dr.  A.  D.  Ruedemann,  Cleve- 
land, spoke  on  “Exophthalmus  in  General  Dis- 
ease”, and  “The  Modern  Treatment  of  Cancer  of 
the  Lower  Gastro-Intestinal  Tract”,  was  discussed 
by  Dr.  Fred  W.  Rankin,  Lexington,  Ky. 

The  Ohio  State  Medical  Association  was  repre- 
sented at  the  meeting  by  Dr.  R.  R.  Hendershott, 
Tiffin,  President;  Dr.  0.  P.  Klotz,  Findlay,  Coun- 
cilor for  the  Third  District;  Charles  S.  Nelson, 
Executive  Secretary  and  George  H.  Saville,  As- 
sistant Executive  Secretary. 

Officers  of  the  Northwestern  Ohio  Medical  As- 
sociation for  the  ensuing  year  are:  Dr.  Harry 
L.  Basinger,  Lima,  president;  Dr.  W.  D.  Hickey, 
Leipsic,  first  vice-president;  Dr.  C.  C.  Berlin, 
Wapakoneta,  second  vice-president;  Dr.  A.  S. 
Avery,  Toledo,  secretary,  and  Dr.  Dan  B.  Spitler, 
Hoytsville,  treasurer.  It  was  voted  to  hold  the 
1937  meeting  in  Lima. 

The  following  physicians  registered  at  the 
meeting: 

I.  0.  Mattox,  Arcadia;  F.  B.  Kaylor,  Belief on- 
taine;  J.  H.  Varnum,  Benton  Ridge;  R.  R.  Kerch- 
ner,  Bettsville;  Ralph  Rasor,  Bloomdale;  M.  R. 
Bixel,  M.  D.  Soash,  Bluffton;  F.  V.  Boyle,  D.  A. 
Brumley,  F.  L.  Sterling,  Bowling  Green;  M.  R. 
Kittredge,  Bryan;  M.  F.  Axthelm,  Caledonia;  Al- 
fred W.  Balsey,  S.  R.  Baume,  H.  K.  Van  Buren, 
Carey;  A.  D.  Ruedemann,  John  A.  Toomey,  Cleve- 
land; E.  T.  Kirkendall,  P.  J.  Woodworth,  Colum- 
bus; C.  M.  Bird,  B.  W.  Travis,  Continental;  J.  A. 

Shaffer,  Cridersville ; W.  W.  Mannhardt,  J.  F. 


Noble,  Custar;  D.  J.  Slosser,  Defiance;  G.  P. 
Bohlender,  Ed  J.  Ockuly,  ,J-  F.  Ockuly,  Delphos; 

D.  B.  Biggs,  H.  0.  Crosby,  W.  J.  Fishell,  J.  M. 
Firmin,  Lawrence  Goodman,  M.  Hanna,  John 

V.  Hartman,  B.  F.  Mowry,  D.  J.  King,  0.  P. 
Klotz,  A.  E.  Mann,  J.  H.  Marshall,  P.  C.  Penning- 
ton, E.  E.  Rakestraw,  R.  S.  Rilling,  E.  J.  Thomas, 
T.  A.  Spitler,  Frank  Wisley,  Findlay;  E.  M.  Ickes, 

F.  L.  Moore,  Fremont;  D.  R.  Barr,  Grand  Rapids; 
C.  J.  Wood,  Genoa;  L.  A.  Meeker,  Holgate;  Dan 
B.  Spitler,  Hoytville;  Rosella  L.  Biedermann, 
Jenera;  E.  Blackburn,  Kalida;  C.  L.  Baker,  Kirk- 
patrick; W.  D.  Hickey,  J.  B.  Recker,  Leipsic;  I.  D. 
Baxter,  Wm.  Roush,  0.  S.  Steiner,  Lima;  LeRoy 
L.  Belt,  Marblehead;  Bret  B.  Hurd,  Auguste  Rhu, 
Carl  W.  Sawyer,  Warren  C.  Sawyer,  C.  G.  Smith, 
Marion;  M.  A.  Darbyshire,  R.  E.  McBroom,  Mc- 
Comb;  R.  G.  Steele,  Melmore;  R.  N.  Lee,  Mt. 
Blanchard;  Edwin  Janey,  New  Riegel;  C.  S. 
Cavett,  E.  D.  Foltz,  E.  A.  Powell,  North  Balti- 
more; Alexander  S.  Mack,  Oak  Harbor;  C.  I. 
Anders,  Old  Fort;  L.  R.  Fast,  Paulding;  M.  S. 
Huber,  H.  E.  Ward,  Pemberville;  Geo.  McGuffin, 
Pettisville;  Cyrus  R.  Wood,  Port  Clinton;  R.  R. 
Hendershott,  J.  M.  Leahy,  E.  H.  Porter,  Tiffin; 
A.  S.  Avery,  A.  L.  Bershon,  Walter  Brand,  Burt 

G.  Chollett,  Frank  C.  Clifford,  T.  R.  Cunning- 
ham, Jos.  J.  Dobkin,  Fred  M.  Douglass,  Norris 

W.  Gillette,  C.  E.  Hufford,  Rollin  Kuebbeler, 
James  Magoun,  Edward  J.  McCormick,  T.  L. 
Ramsey,  Kinsley  Renshaw,  John  T.  Murphy,  To- 
ledo; B.  L.  Good,  J.  R.  Jarvis,  J.  B.  Sampsell,  Van 
Wert;  B.  D.  Osborn,  Waldo;  Chas.  C.  Berlin, 
E.  F.  Heffner,  Wapakoneta;  Wm.  H.  Maddox, 
Wauseon;  Geo.  J.  Roberts,  Westminster;  V.  E. 
Hutchens,  Wm.  L.  Regan,  Wilmington;  W.  V. 
Stephenson,  Woodville;  Harold  G.  Beeson,  J.  B. 
Beeson,  Wooster;  T.  K.  Brown,  St.  Louis,  Mo.; 
S.  R.  Woodruff,  New  York. 

— OSMJ  — 

Sixth  District  Meeting  Is  Held  at  Ashland; 
Next  To  Be  at  Mansfield 

An  excellent  program  was  presented  at  the 
234th  session  of  the  Sixth  Councilor  District  held 
at  the  Ashland  Country  Club,  Ashland,  May  20. 

Dr.  Robert  T.  Allison,  Akron,  spoke  on  “Injuries 
About  the  Elbow  Joint”.  “Complications  of  Mas- 
toiditis” was  the  subject  of  a paper  presented  by 
Dr.  Orville  J.  Walker,  Youngstown.  Dr.  C.  B. 
Menser,  Ashland,  discussed  “A  Practical  Method 
of  Routine  Podalic  Version”,  and  Dr.  C.  L.  Clem, 
Ashland,  spoke  on  “A  Report  of  150  Cases  of 
Podalic  Version”,  with  motion  picture  demonstra- 
tion. 

At  the  dinner  meeting,  Dr.  Wm.  J.  Engel, 
Cleveland,  discussed  “Problems  of  Urological 
Diagnosis  in  General  Practice”. 

The  Fall  meeting  of  the  society  will  be  held  at 
Mansfield  in  September.  Officers  of  the  Sixth 
District  Society  are  Dr.  Ray  S.  Friedley,  Akron, 
president;  Dr.  Kent  H.  Harrington,  Akron,  secre- 
tary-treasurer, and  Dr.  Wm.  M.  Skipp,  Youngs- 
town, councilor. 

— oSM  J — 

Cleveland — Dr.  Joseph  M.  Hayman,  Jr.,  Cleve- 
land, was  elected  secretary  of  the  American  So- 
ciety for  Clinical  Investigation  at  its  recent  an- 
nual meeting  in  Atlantic  City. 


IN  MEMORI AM 


Sarah  J.  Bebout,  M.D.,  Norwalk;  Pulte  Medical 
College,  Cincinnati,  1882;  aged  86;  died  May  25. 
Dr.  Bebout  practiced  in  Norwalk  until  her  retire- 
ment about  10  years  ago.  She  was  active  in  the 
W.C.T.U.,  and  the  Congregational  Church. 

Alfred  McKinnon  Curl,  M.  D.,  Quincy;  Jeffer- 
son Medical  College,  Philadelphia,  1891;  aged  70; 
member  of  the  Ohio  State  Medical  Association 
and  the  American  Medical  Association;  died  May 
10,  following  a heart  attack.  Dr.  Curl  had  prac- 
ticed in  Quincy  for  45  years  and  was  well  known 
throughout  Logan  County.  During  the  World 
War  he  served  in  the  medical  corps  of  the  U.  S. 
Army.  He  was  much  interested  in  music  and  had 
been  leader  of  the  Quincy  band  and  the  Methodist 
Sunday  School  orchestra  for  many  years.  Surviv- 
ing are  his  widow,  a son  and  a daughter. 

Francis  J.  Drake,  M.D.,  Leo;  Ohio  Medical  Uni- 
versity, Columbus,  1894;  aged  78;  died  June  1. 
Dr.  Drake  had  practiced  in  Jackson  county  for  40 
years.  He  is  survived  by  his  widow,  three  sons 
and  six  daughters. 

Frances  S.  Konrad  Filipiak,  M.D.,  Cleveland; 
Cleveland  College  of  Physicians  and  Surgeons, 
1898;  aged  60;  died  April  22,  of  heart  disease.  Dr. 
Filipiak  was  a member  of  the  staff  and  board  of 
trustees  of  Women’s  Hospital  and  a member  of 
the  Women’s  Medical  Society.  She  was  well 
known  for  her  interest  in  charitable  work  among 
the  Polish  people  of  Cleveland. 

Oscar  A.  Hubbs,  M.D.,  Butler;  Pulte  Medical 
College,  Cincinnati,  1879;  aged  84;  died  May  8. 
Dr.  Hubbs  retired  from  active  practice  five  years 
ago,  because  of  failing  health,  after  having 
practiced  in  Butler  for  50  years.  He  is  survived 
by  a daughter  and  two  sons,  one  of  whom  is  Dr. 
R.  S.  Hubbs,  Butler. 

Joseph  Brown  Jackson,  M.D.,  Zanesville;  How- 
ard University  College  of  Medicine,  Washington, 
D.  C.,  1925;  aged  42,  died  May  13.  Dr.  Jackson 
was  a native  of  Zanesville,  where  he  opened 
offices  in  1932  after  having  practiced  for  six 
years  at  War,  W.  Va.  He  was  a World  War 
veteran,  and  a member  of  the  A.M.E.  church. 
Surviving  are  his  widow,  his  parents  and  two 
sisters. 

Jacob  Kendell,  M.D.,  Covington;  Miami  Medical 
College,  Cincinnati,  1869;  aged  89;  died  June  8. 
Dr.  Kendell  was  engaged  in  active  practice  in 
Covington  for  nearly  50  years,  and  was  promi- 
nent in  the  civic  and  business  life  of  the  com- 
munity. He  was  a member  of  the  school  board 
and  the  city  council.  He  served  many  years  as 


treasurer  of  the  Congregational-Christian  Church, 
of  which  he  had  been  a life-long  member.  Dr. 
Kendell  was  also  a charter  member  of  the  Cov- 
ington K.  of  P.  Lodge.  He  is  survived  by  a son, 
Dr.  Herbert  E.  Kendell,  Covington. 

Mary  H.  Earle-Latham,  M.D.,  Dent;  Eclectic 
Medical  College,  Cincinnati,  1891;  aged  72;  died 
April  17.  Dr.  Latham  had  practiced  in  Campbell 
County,  Kentucky,  Cincinnati  and  Cheviot  before 
opening  offices  in  Dent  three  years  ago.  Her  hus- 
band, a son  and  a brother  survive. 

Matthew  E.  McManes,  M.D.,  Piqua,  University 
of  Illinois,  College  of  Medicine,  1898;  aged  60; 
died  June  6,  following  a stroke  of  apoplexy.  Dr. 
McManes  had  practiced  in  Piqua  for  37  years. 
His  hobby  was  rifle  match  shooting,  in  which  he 
had  won  national  and  international  recognition. 
He  was  a member  of  St.  Mary’s  Church  and  the 
Elks  Lodge.  Surviving  are  his  widow,  three  sis- 
ters and  a brother. 

Guiseppe  Romano,  M.D.,  Cleveland;  Regia  Uni- 
versity degli  Studi  di  Palermo.  Facolta  di  Medi- 
cina  e Chirurgia,  1904;  aged  58;  died  June  10. 
Dr.  Romano  was  found  murdered  in  the  back  seat 
of  his  automobile.  He  was  born  in  Sicily  and  had 
been  prominent  in  Italian  activities  in  Cleveland. 
He  was  chairman  of  a committee  which  recently 
raised  $15,000  for  the  Italian  Red  Cross.  Dr. 
Romano  was  a member  of  the  Order  of  the  Crown 
of  Italy.  Surviving  are  his  widow,  three  daugh- 
ters, a brother  and  a sister. 

George  W.  Snively,  M.D.,  West  Lebanon;  Medi- 
cal College  of  Ohio,  Cincinnati,  1900;  aged  71; 
member  of  the  Ohio  State  Medical  Association 
and  the  American  Medical  Association;  died  June 
4,  following  a heart  attack.  Dr.  Snively  had  prac- 
ticed in  West  Lebanon  for  36  years.  He  was  a 
member  of  the  West  Lebanon  Methodist  Church. 
He  is  survived  by  his  widow,  two  sons  and  a 
sister. 

Thomas  Richard  Stack,  M.D.,  Cleveland;  Cleve- 
land College  of  Physicians  and  Surgeons,  1888; 
aged  69;  died  May  8.  Dr.  Stack  practiced  in 
Cleveland  for  45  years.  He  was  a member  of  the 
staff  of  City  Hospital  and  a former  county  phy- 
sician. His  widow  survives. 

William  Stephan,  M.D.,  Cincinnati;  Medical  Col- 
lege of  Ohio,  Cincinnati,  1896;  aged  78;  died 
April  21,  following  a heart  attack.  Dr.  Stephan 
was  in  active  practice  for  45  years.  Surviving  are 
his  widow  and  a son. 

Charles  A.  Strasburg,  M.D.,  Cridersville;  Pulte 
Medical  College,  Cincinnati,  1903;  aged  74;  died 
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April  21.  Prior  to  the  loss  of  his  eyesight  seven 
years  ago,  Dr.  Strasburg  had  been  in  active  prac- 
tice in  Auglaize  County.  His  widow  and  a son 
survive. 

Wells  Teachnor,  Sr.,  M.D.,  Columbus;  Medical 
College  of  Ohio,  Cincinnati,  1892;  aged  67;  mem- 
ber of  the  Ohio  State  Medical  Association,  Fel- 
low of  the  American  Medical  Association  and  Fel- 
low of  the  American  College  of  Surgeons;  died 
June  12,  of  a pulmonary  embolism.  Dr.  Teachnor 
practiced  medicine  in  Sciotoville  for  five  years 
before  locating  in  Columbus,  where  he  was  promi- 
nent in  the  profession  for  36  years.  For  more 
than  30  years  he  was  a member  of  the  staff  of 
Mt.  Carmel  Hospital,  and  was  a member  and 
former  president  of  the  City  Board  of  Health. 
Dr.  Teachnor  was  president  of  the  Columbus 
Academy  of  Medicine  in  1908.  From  1913  to  1919 
he  was  Councilor  of  the  Tenth  District  and  Secre- 
tary of  the  Council  of  the  Ohio  State  Medical  As- 
sociation. In  1920  he  was  named  President-Elect 
of  the  State  Association  and  served  as  President 
in  1921-22.  Since  1924  he  had  been  one  of  the 
delegates  from  Ohio  to  the  American  Medical 
Association,  and  took  an  active  part  in  the  recent 
A.M.A.  meeting  at  Kansas  City.  Dr.  Teachnor 
was  a member  of  the  Masonic  Lodge.  Surviving 
are  his  widow,  two  sons,  one  of  whom  is  Dr. 
Wells  Teachnor,  Jr.,  Columbus,  two  daughters 
and  a brother. 

Sarah  Van  Gorden,  M.D.,  Cincinnati;  Pulte 
Medical  College,  Cincinnati,  1903;  died  May  19. 
Dr.  Van  Gorden  was  a native  of  Butler  County, 
and  had  practiced  in  Cincinnati  for  30  years. 

— OSM  J — 

Ohio  Physicians  Elected  Section  Officers 
at  A.  M.  A.  Meeting 

The  following  Ohioans  were  elected  section 
officers  at  the  recent  A.M.A.  meeting  at  Kansas 
City:  Dr.  Joseph  T.  Wearn,  Cleveland,  secretary 
of  the  Section  on  Practice  of  Medicine;  Dr.  Robert 
S.  Dinsmore,  Jr.,  Cleveland,  chairman  of  the  Sec- 
tion on  Surgery,  General  and  Abdominal;  Dr.  A. 
Graeme  Mitchell,  Cincinnati,  member  of  execu- 
tive committee,  and  alternate  delegate,  Section 
on  Pediatrics;  Dr.  Russell  L.  Haden,  Cleveland, 
vice-chairman,  Section  on  Pharmacology  and 
Therapeutics;  Dr.  Clyde  L.  Cummer,  Cleveland, 
delegate  and  Dr.  Harold  N.  Cole,  Cleveland,  alter- 
nate, Section  on  Dermatology  and  Syphilology; 
Dr.  John  T.  Murphy,  Toledo,  secretary  and  alter- 
nate delegate  to  the  International  Congress  of 
Radiology. 

— OSM  J — 

A $3,000,000  gift  from  the  Rockefeller  Founda- 
tion General  Education  Board  to  build  a new  hos- 
pital for  cancer  research  in  New  York  was  re- 
cently announced. 


Diabetes  Camapign  Launched  In  City  of 
Cincinnati  With  Help  of  Academy 

Believing  that  diabetes  is  a public  health  prob- 
lem, a Committee  on  Diabetes  has  been  formed 
by  the  Public  Health  Federation  of  Cincinnati, 
with  the  approval  of  the  Cincinnati  Academy  of 
Medicine. 

The  purposes  of  the  committee  are  as  follows : 

1.  A study  of  mortality  and  morbidity  as  to 
age  groups,  complications,  treatment,  etc. 

2.  Establishment  of  an  information  bureau 
where  physicians  and  the  public  can  get  correct 
information  concerning  diabetes. 

3.  Public  health  education  emphasizing  early 
discovery,  annual  physical  examination,  adherence 
to  diet  and  the  development  of  a more  receptive 
attitude  toward  the  use  of  insulin. 

Last  April,  under  the  joint  sponsorship  of  the 
committee  and  the  academy  of  medicine,  Dr. 
Elliott  P.  Joslin,  professor  of  medicine,  Harvard 
Medical  School,  addressed  a public  meeting  in 
Cincinnati  on  the  subject  of  “Diabetes”,  and  on 
the  same  evening  spoke  at  a meeting  of  the 
academy. 

For  two  weeks  previous  to  the  meeting  a series 
of  health  articles  was  published  in  local  news- 
papers on  various  aspects  of  diabetes. 

Dr.  Cecil  Striker  is  chairman  of  the  committee. 
The  academy  is  represented  by  Dr.  C.  A.  Neal, 
Dr.  Robert  J.  Johnson,  Dr.  Carl  Wilzbach. 

— oSM  J — - 

Allied  Professions  Organize  in  Akron 

Dr.  K.  H.  Harrington,  Dr.  P.  A.  Davis  and  Dr. 
C.  H.  Kent,  Akron,  represent  the  medical  profes- 
sion on  the  Public  Health  Committee  of  the 
Allied  Professions  of  Summit  County.  Other 
members  are  representatives  of  dentistry,  pharm- 
acy and  nursing.  Dr.  Harrington  is  president  and 
Dr.  Davis,  vice-president  of  the  committee. 

Its  aims  and  purposes  are:  To  serve  as  an 
advisory  board  for  all  lay  persons  on  questions 
affecting  public  health  and  welfare;  mutual  bene- 
fit for  all  professions  involved;  to  act  as  a board 
of  arbitration  and  co-ordination  concerning  all 
groups;  to  see  that  the  existing  codes  affecting 
public  health  and  welfare  are  vigorously  en- 
forced and  to  see  that  the  rights  and  privileges 
of  the  various  professions  are  protected  and  not 
infringed  upon. 

— OSMJ  — 

Approximately  35  persons  have  been  added  to 
the  staff  of  the  Industrial  Commission  for  the 
purpose  of  cleaning  up  more  than  3,500  rehearing 
cases  now  on  file,  and  to  audit  payrolls  of  all  em- 
ployers whose  payroll  records  have  not  been 
checked  in  the  last  six  months. 


BUCKEYE  NEWS  NOTES 


Toledo — Dr.  Frank  Ficklin  has  been  named 
president  of  the  Toledo  Medical  Study  Club. 
Other  officers  elected  were:  Dr.  H.  S.  Bechtel, 

vice-president;  Dr.  W.  A.  Ricard,  treasurer,  and 
Dr.  Paul  R.  Badger,  secretary. 

Salem — Dr.  Fred  R.  Crowgey  discussed  ad- 
vances made  in  the  practice  of  medicine  at  a re- 
cent meeting  of  the  Rotary  Club. 

Cleveland — Dr.  Anna  Mae  Young,  pathologist 
at  Mt.  Sinai  Hospital,  has  been  appointed  general 
chairman  of  the  research  committee  of  the  Amer- 
ican Society  of  Clinical  Pathology. 

Lima — The  new  president  of  the  Torch  Club  is 
Dr.  0.  E.  Harvey,  superintendent  of  the  Lima 
District  Tuberculosis  Hospital. 

Cincinnati — In  the  last  of  a series  of  public  lec- 
tures presented  under  the  auspices  of  the  Acad- 
emy of  Medicine  of  Cincinnati  and  the  Univer- 
sity of  Cincinnati  College  of  Medicine,  Dr.  Emer- 
son North,  professor  of  psychiatry  at  the  uni- 
versity, spoke  on  “Mental  Health”. 

New  Philadelphia — Dr.  C.  J.  Miller  addressed 
the  Chamber  of  Commerce  recently  on  “Medicine 
and  Humanity”. 

Cleveland — At  a recent  meeting  of  the  Women’s 
Medical  Society,  of  which  Dr.  Charlotte  Kusta  is 
president,  Dr.  Laura  Ba  Sef,  Chicago,  gave  an 
illustrated  lecture  on  “Abnormal  Obstetrics”. 

Middletown — New  officers  of  the  staff  of  Mid- 
dletown Hospital  are:  Dr.  W.  H.  Roehll,  presi- 

dent; Dr.  E.  McCall  Morris,  vice-president,  and 
Dr.  E.  T.  Storer,  secretary. 

Fostoria — Dr.  J.  H.  Norris  was  one  of  a special 
group  of  graduates  of  New  York  University  who 
received  diplomas  from  that  institution  more  than 
50  years  ago,  who  were  honored  at  the  104th  com- 
mencement of  the  school.  Dr.  Norris  recently 
celebrated  the  59th  anniversary  of  his  entrance 
into  the  practice  of  medicine. 

' Cincinnati — Dr.  Robert  S.  Alcorn,  graduate  of 
University  of  Cincinnati  College  of  Medicine, 
after  serving  his  internship  in  the  Cincinnati 
General  Hospital,  has  located  at  6073  Mont- 
gomery Road,  Pleasant  Ridge,  Cincinnati,  for  the 
general  practice  of  medicine. 

Troy — Dr.  Burton  E.  Hyde  discussed  recent  dis- 
coveries in  the  field  of  medical  research  at  a 
meeting  of  the  Forum  Club. 

Gallipolis — Dr.  G.  D.  C.  Thompson,  staff  physi- 
cian at  Holzer  Hospital,  has  been  appointed  di- 
rector of  the  child  welfare,  maternal  health  and 
crippled  children  program  of  the  State  of  Idaho. 


Dr.  C.  E.  Richards,  Cincinnati,  will  succeed  him 
here. 

Akron — A law  degree  was  added  to  his  M.D. 
degree  when  Dr.  Arthur  H.  Franks  recently  com- 
pleted a course  at  the  Akron  Law  School.  Dr. 
Franks  is  a member  of  the  legislative  committee 
of  the  Summit  County  Medical  Society. 

Cincinnati — Dr.  L.  M.  Denman  recently  cele- 
brated two  anniversaries  at  the  same  time,  his 
85th  birthday  and  the  completion  of  60  years  in 
the  medical  profession.  Dr.  Denman  is  still  in 
active  practice,  and  shares  an  office  with  his 
brother,  Dr.  D.  M.  Denman, 

Ashland — An  oxygen  tent  has  been  purchased 
for  Samaritan  Hospital  by  the  Federation  of 
Women’s  Clubs  and  the  Junior  Federation. 

Findlay — The  Rotary  Club,  of  which  Dr.  E.  E. 
Rakestraw  is  president,  was  recently  addressed 
by  Dr.  Frank  C.  Anderson,  superintendent  of  the 
State  Tuberculosis  Sanitarium,  on  the  subject  of 
“Tuberculosis”. 

Cincinnati — Dr.  Edward  King,  president  of  the 
Academy  of  Medicine  of  Cincinnati,  gave  the  ad- 
dress at  the  annual  commencement  of  Mercy  Hos- 
pital School  of  Nursing. 

Toledo — “Hay  Fever  and  Asthma”,  was  the 
subject  of  an  address  made  by  Dr.  Karl  D.  Figley 
at  a recent  meeting  of  the  East  Toledo  Exchange 
Club. 

Dover — At  a district  meeting  of  the  Ohio  As- 
sociation of  Technicians  held  at  Union  Hosiptal 
recently,  Dr.  Max  Shaweker  spoke  on  his  “Method 
of  Blood  Transfusion”. 

Hamilton — The  annual  picnic  of  the  Hamilton 
Doctor’s  Club  was  held  June  17  at  the  country 
home  of  Dr.  Lee  Good. 

Bettsville — Dr.  R.  R.  Kerchner  will  soon  leave 
to  reside  in  Southern  California.  His  practice 
here  will  be  taken  over  by  Dr.  M.  S.  Huber,  who 
had  been  located  in  Pemberville. 

Cleveland — The  complete  revamping  of  City 
Hospital  Y-ray  department,  a W.P.A.  project  has 
just  been  finished.  An  additional  $175,000  is 
being  spent  by  W.P.A.  in  renovating  other  build- 
ings in  the  City  Hospital  group. 

Akron — The  position  of  dean  of  the  Summit 
County  Medical  Society  is  held  by  the  physician 
who  is  the  senior  in  date  of  membership,  not  the 
oldest  member.  The  new  dean  is  Dr.  Albert 
Andrew  Kohler,  who  has  been  a member  of  the 
society  since  February  3,  1891. 
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INFANCY  PRE-SCHOOL  PERIOD  SECOND  DENTITION  CHILDHOOD 

CYCLES  OF  GROWTH  FROM  BIRTH  TO  MATURITY 


18  YRS. 


The  course  of  growth  from  birth  to  maturity  is  continuous  but 
rhythmic.  This  span  includes  three  cycles.  The  rapid  growth  in  infancy 
is  followed  by  the  slow  growth  during  the  pre-school  period;  the  rapid 
growth  during  the  period  of  second  dentition  is  followed  by  the  slower 
growth  during  childhood;  finally,  the  rapid  growth  during  pubescence  is 
followed  by  the  slower  growth  during  adolescence. 


From  ’Kugelmass'  “ Growing  Superior  Children  " , ( Appleton-Century ) 


TJ 

X.  JLow  much  should  a child 
grow  or  gain  from  time  to  timer  That 
is  more  significant  than  mere  weight  and 
height  measurements.  To  the  farent  the 
mark  on  the  wall  and  the  reading  on  the 
scale  reveal  the  child’s  growth.  But  to  the 
doctor  deviations  from  the  periodic  gains 
offer  a sensitive  index  of  dietary  or  disease 
disturbances. 

The  weight  curve  in  infancy  furnishes 
the  most  delicate  index  of  progress.  The 
birth  weight  doubles  at  five  months  and 
trebles  at  a year.  Thereafter  gains  are 
slower;  six  pounds  during  the  second 
year;  five  during  the  third;  four  during 
the  fourth  and  fifth  years.  The  trend  of 
the  first  growth  cycle  is  indicated  in  the 
chart. 

This  pattern  of  growth  repeats  itself 
during  childhood  and  adolescence.  Once 
the  growth  increments  have  been  deter- 
mined for  a child,  his  assessment  becomes 
individual  and  accurate. 

When  the  child  fails  to  gain  in  weight, 


high  caloric  feeding  is  simplified  by  re- 
inforcing food  with  Karo  Syrup.  If  the 
total  caloric  intake  exceeds  the  output, 
the  child  will  gain  weight,  provided  the 
diet  is  adequate  and  chronic  disturbances 
corrected.  Every  article  of  diet  can  be 
enriched  with  calories — Karo  provides  60 
calories  per  tablespoon.  It  is  relished  added 
to  milk,  fruit  and  fruit  juices,  vegetables, 
vegetable  waters,  cereals,  breads  and  des- 
serts. Karo  consists  of  dextrins,  maltose 
and  dextrose  (with  a small  percentage  of 
sucrose  added  for  flavor). 

Corn  Products  Consulting  Service  for 
Physicians  is  available  for  further  clinical 
information  regarding  Karo.  Please 
Address:  Corn  Products  Sales  Company, 
Dept.S.J.7,  1 7 Battery  PL,  New  York  City 


ACTIVITIES  OF  COUNTY  SOCIETIES 


First  District 

(COUNCILOR:  PARKE  G.  SMITH,  M.D.,  CINCINNATI) 

ADAMS 

The  following  papers  were  presented  at  a meet- 
ing of  the  Adams  County  Medical  Society  held  at 
West  Union,  June  17:  “Pneumonia”,  by  Dr.  G. 
W.  Chabot,  Peebles,  and  Dr.  R.  B.  Ellison,  Peebles, 
discussant;  “Fractures  in  Country  Practice — 
When  They  Should  be  Referred  to  the  Surgeon”, 
by  Dr.  R.  Y.  Littleton,  Stout,  and  Dr.  Sam  Clark, 
Cherry  Fork,  discussant;  “Caesarean  Section”,  by 
Dr.  J.  S.  Rardin,  Portsmouth,  and  Dr.  A.  R.  Car- 
rigan,  Manchester,  discussant. — 0.  T.  Sproull, 
M.D.,  secretary. 

BUTLER 

The  regular  monthly  meeting  of  the  Butler 
County  Medical  Society  was  held  June  10  at  Ft. 
Hamilton  Hospital,  Hamilton.  Dr.  A.  L.  Van 
Horn,  chief,  Bureau  of  Child  Hygiene,  State  De- 
partment of  Health,  addressed  the  society  on  “The 
Social  Security  Act  and  the  Practicing  Physi- 
cian”. After  the  procedure  had  been  outlined  by 
Dr.  Van  Horn  and  the  local  health  commissioner, 
a resolution  was  adopted  approving  acceptance  of 
the  maternal  nursing  program  offered  by  the 
State  Department  of  Health.  Dr.  V.  E.  Roden, 
president,  appointed  the  following  committee  to 
investigate  the  advisability  and  practicability  of 
establishing  clinics  in  Hamilton  for  the  care  of 
the  indigent  sick:  Dr.  J.  F.  Borelli,  chairman, 
Dr.  Harry  N.  Ward  and  Dr.  J.  A.  Mackie. — H.  F. 
Deubel,  M.D.,  secretary. 

FAYETTE 

The  regular  quarterly  meeting  of  the  Fayette 
County  Medical  Society  was  held  at  Washington 
C.  H.,  June  4.  Following  a motion  picture  on 
“Novocain  Anesthesia  in  Obstetrics”,  Dr.  Howard 
L.  Stitt,  Cincinnati,  gave  a very  interesting  talk 
on  “Effect  of  Diet  on  Disease  of  Nose,  Throat  and 
Respiratory  Tract”. — James  F.  Wilson,  M.D.,  sec- 
retary. 

WARREN 

Dr.  John  E.  Greiwe,  Cincinnati,  addressed  a 
meeting  of  the  Warren  County  Medical  Society 
at  Lebanon,  June  2,  on  “The  Electrocardiogram 
and  the  Coronary  Circulation”. — News  clipping. 

Second  District 

(COUNCILOR:  D.  W.  HOGUE,  M.D.,  SPRINGFIELD) 

CLARK 

At  a meeting  of  the  Clark  County  Medical  So- 
ciety May  14  at  the  Hotel  Bancroft,  Springfield, 


Dr.  W.  D.  Beasley  spoke  on  “My  Experience  as  a 
City  Physician”. 

Dr.  C.  L.  Jones  presented  a very  interesting 
paper  entitled  “The  Life  of  Sir  William  Osier”,  at 
a meeting  of  the  society,  May  28. — G.  M.  Lane, 
M.D.,  secretary. 

GREENE 

At  its  meeting  in  Xenia,  June  4,  the  Greene 
County  Medical  Society  adopted  the  following 
resolution: 

Resolved  that  the  members  of  the  Greene 
County  Medical  Society,  after  due  consideration, 
unanimously  advise  the  citizens  of  Green  County 
and  all  its  civil  officers,  to  take  every  necessary 
step  to  effect  an  adequate  health  service  for 
Greene  County. 

They  particularly  recommend  that  there  must 
be  but  one  health  commissioner  for  the  entire 
county;  that  he  must  be  especially  trained  for 
public  health  work;  and  that  he  shall  be  engaged 
for  his  full  time. 

It  is  further  urged  that  the  following  measures, 
none  of  which  are  adequately  attended  to  at 
present,  be  made  a part  of  the  public  health  ac- 
tivities of  Greene  County: 

1.  Complete  eradication  of  diphtheria  and 
smallpox. 

2.  Complete  safe-guarding  of  water  and  milk 
supplies. 

3.  Supervision  of  the  health  of  school  children. 

4.  Inspection  of  restaurants. 

5.  Examination  of  food-handlers  with  par- 
ticular reference  to  syphilis. 

6.  Attention  to  the  serious  tuberculosis  prob- 
lem in  this  county. 

7.  Regular  publication  of  the  facts  as  to  the 
state  of  public  health. 

W.  T.  Ungard,  M.D.,  secretary. 

SHELBY -MIAMI 

At  the  regular  semi-annual  meeting  of  the 
Miami  and  Shelby  County  Medical  Societies  held 
at  the  Sidney  Country  Club,  June  4,  Dr.  Louis 
Mark,  Columbus,  addressed  the  meeting  on  the 
subject  “The  Modern  Trends  in  the  Treatment  of 
Tuberculosis”.  Dr.  Mark  gave  a brief  history  of 
the  various  forms  of  treatment  that  were  prac- 
ticed during  the  last  2,000  years  and  then  pointed 
out  the  value  and  achievements  of  surgery  today. 
It  was  a very  interesting  address  enjoyed  by 
about  50  physicians. — A.  B.  Gudenkauf,  M.D., 
Secretary. 

Third  District 

(COUNCILOR:  O.  P.  KLOTZ,  M.D.,  FINDLAY) 

AUGLAIZE 

Auglaize  County  Medical  Society,  met  in  regu- 
lar session  at  the  Court  House  in  Wapakoneta, 
June  11,  with  a good  attendance,  including  sev- 
eral guests  from  the  Lima  Academy  of  Medicine. 
Dr.  George  I.  Nelson,  Ohio  State  University  Col- 
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VITAMINS  IN  CANNED  FOODS 

I . V I T A M I N C 


• The  history  of  scurvy  is  as  old  as  the  his- 
tory of  exploration  and  conquest.  Its  rav- 
ages among  early  explorers  and  invaders 
are  recorded  in  the  oldest  pages  of  history, 
due  principally  to  the  fact  that  during  ex- 
tended sea  voyages  or  treks  by  land,  depend- 
ence had  necessarily  been  placed  almost  en- 
tirely on  foods  preserved  by  the  crude  meth- 
ods of  the  day. 

Scurvy  was  the  first  vitamin  deficiency 
disease  to  be  controlled  by  dietary  manage- 
ment. In  1757,  Lind  recognized  the  fact  that 
some  substance  in  foods  exerted  a specific 
protective  action  against  scurvy  ( 1 ) . As 
early  as  1804,  the  daily  lime  juice  ration 
became  compulsory  in  the  British  N avy  ( 2 ) . 

However,  it  remained  for  modern  bio- 
chemical science  to  establish  the  chemical 
identity  of  this  antiscorbutic  factor.  Vitamin 
C is  now  known  to  be  identical  with  cevi- 
tamic acid  (levo-ascorbic  acid)  and  is  as 
yet  the  only  vitamin  to  be  synthesized  in 
the  laboratory  (3) . 

There  would  appear  to  be  no  valid  reason 
why  scurvy  should  ever  constitute  a serious 
threat  to  the  health  of  the  average  American 


infant  or  adult.  Development  of  refrigerated 
transportation  for  raw  foods  and  improve- 
ments in  modern  methods  of  food  preserva- 
tion, specifically  canning  methods,  make 
available  to  the  consumer  during  the  entire 
year  a large  variety  of  foods  possessed  of 
valuable  vitamin  C contents.  In  addition,  the 
modern  trend  towards  education  of  the  lav- 

J 

man,  in  regard  to  the  vitamin  C require- 
ments of  both  the  infant  and  the  adult, 
should  also  assist  in  complete  eradication 
of  infantile  and  adult  scurvy  from  America. 

Many  canned  foods  are  to  be  valued  as 
contributors  of  vitamin  C.  Nutritional  re- 
search has  indicated  that  canned  products 
such  as  the  citrus  fruits  or  citrus  fruit  juices 
(4) , the  more  common  fruits  (5) , and  vege- 
tables or  vegetable  juices,  are  important 
sources  of  the  antiscorbutic  factor  (6). 
Modern  canning  procedures  afford  a good 
degree  of  protection  to  this  labile  vitamin, 
with  the  result  that  the  canned  food  can  be 
relied  upon  to  supply  amounts  of  vitamin 
C to  the  diet  consistent  with  the  amounts  of 
the  vitamin  originally  contained  in  the  raw- 
food  from  which  it  was  prepared. 


AMERICAN  CAN  COMPANY 

230  Park  Avenue,  New  York  City 

(1)  Vitamins:  A Survey  of  Present  Knowledge.  Page  (2)  Vitamins  in  Theory  and  Practice.  Page  86,  (4)  1930  J.  Home  Econ.  22,  588. 

187  Medical  Research  Council,  Special  Report  167.  L.  J.  Harris,  1935.  Macmillan,  New  York.  (5)  1935  Amer.  Jour.  Pub.  Health,  25,  1340. 

1932.  His  Majesty’s  Stationery  Office,  London.  (3)  1933  J.  Chem.  Soc.  136,  1419.  (6)  1933  Ind.  Eng.  Chem.  25,  682. 


This  is  the  fourteenth  in  a series  of  monthly  articles,  which  will  summa- 
rize, for  your  convenience,  the  conclusions  about  canned  foods  which 
authorities  in  nutritional  research  have  reached.  We  want  to  make  this 
series  valuable  to  you,  and  so  we  ask  your  help.  Will  you  tell  us  on  a 
post  card  addressed  to  the  American  Can  Company,  New  York,  N.  Y., 
what  phases  of  canned  foods  knowledge  are  of  greatest  interest  to  you? 
Your  suggestions  will  determine  the  subject  matter  of  future  articles. 


The  Seal  of  Acceptance  denotes  thdt  the 
statements  in  this  advertisement  are 
acceptable  to  the  Committee  on  Foods 
of  the  American  Medical  Association . 


688 


The  Ohio  State  Medical  Journal 


Vol.  32— No.  7 


lege  of  Medicine,  spoke  on  “Treatment  of  Heart 
Failures”,  differentiating  heart  failure  into  con- 
gestive, anginal  and  coronary-occlusive.  He  made 
specific  recommendations  for  treatment  of  each 
type,  in  accordance  with  the  differing  pathological 
conditions  present. — Chas.  C.  Berlin,  M.D.,  secre- 
tary. 

HANCOCK 

Dr.  L.  H.  Newburg,  University  of  Michigan, 
addressed  a meeting  of  the  Hancock  County  Med- 
ical Society  at  Findlay,  May  21,  on  “Obesity”. — 
R.  S.  Rilling,  M.D.,  secretary. 

HARDIN 

Members  of  the  Hardin  County  Medical  Society 
were  guests  of  the  Hill  Drug  Company,  Kenton, 
at  a dinner  meeting,  May  21.  Dr.  S.  W.  Mattox, 
Marion,  presented  motion  pictures  showing  the 
itinerary  of  the  Pan-American  Medical  Associa- 
tion tour  to  South  America  last  year. — News 
clipping. 

MARION 

Medical  phases  of  the  Social  Security  Act  were 
explained  by  Dr.  A.  L.  Van  Horn,  chief  of  the 
Bureau  of  Child  Hygiene,  State  Department  of 
Health,  at  a meeting  of  the  Marion  Academy  of 
Medicine  held  at  the  Marion  City  Hospital,  June 
2. — News  clipping. 

Fourth  District 

(COUNCILOR:  B.  J.  HEIN,  M.D.,  TOLEDO) 

LUCAS 

At  a general  meeting  of  the  Academy  of  Medi- 
cine of  Toledo  and  Lucas  County,  June  5,  Dr. 
Bruce  H.  Douglas,  tuberculosis  controller,  De- 
troit Department  of  Health,  spoke  on  “Childhood 
Tuberculosis”,  and  Dr.  D.  S.  Brachman,  director 
of  the  case-finding  unit,  Detroit  Tuberculosis 
Sanatorium,  discussed  “Tuberculosis  in  the  High 
Schools  of  Detroit”. — Bulletin. 

OTTAWA 

Speakers  at  a meeting  of  the  Ottawa  County 
Medical  Society,  May  14,  at  Oak  Harbor,  were  Dr. 
C.  J.  Wolfe  and  Dr.  M.  M.  Riddell,  Fremont. — 
News  clipping. 

PUTNAM 

A very  able  presentation  of  “Z-ray  Therapy  in 
Cancer”  was  made  by  Dr.  B.  L.  Good,  Van  Wert, 
at  a meeting  of  the  Putnam  County  Medical  So- 
ciesty  held  at  Ottawa,  June  9.  Dr.  Good’s  dis- 
course was  the  best  we  have  had  the  pleasure  of 
hearing  on  this  subject,  and  not  only  dealt  with 
the  treatment  of  cancer  but  also  contained  a his- 
tory of  the  progress  of  Z-ray  and  radium  tech- 
nique in  the  past  20  years,  showing  up  many  fal- 
lacies and  also  statistical  data  to  substantiate  his 
conclusions. — J.  R.  Echelbarger,  M.D.,  corre- 
spondent. 


SANDUSKY 

Dr.  C.  E.  Hufford,  Toledo,  presented  a paper  on 
“Z-ray  Therapy  of  the  Larynx”,  and  Dr.  M.  M. 
Riddell,  Fremont,  spoke  on  “Hoarseness”,  at  a 
meeting  of  the  Sandusky  County  Medical  Society 
held  at  Fremont,  May  28. — News  clipping. 

WOOD 

Members  of  the  Wood  County  Medical  Society 
were  addressed  by  Dr.  Carl  Bayha,  Toledo,  on 
“Hypothyroidism”,  and  by  Dr.  Kinsley  Renshaw, 
Toledo,  on  “Hyperthyroidism”,  at  a meeting  of 
the  society  at  Bowling  Green,  May  21. — R.  N. 
Whitehead,  M.D.,  secretary. 

Fifth  District 

(COUNCILOR:  A.  A.  JENKINS,  M.D.,  CLEVELAND) 

ASHTABULA 

Dr.  W.  J.  Engel,  Cleveland  Clinic,  read  a paper 
on  “The  Interpretation  of  Symptoms  as  an  Aid 
in  Urological  Diagnosis”,  at  a meeting  of  the 
Ashtabula  County  Medical  Society  attended  by 
21  members,  May  19,  at  Maple  Manor,  Geneva-on- 
the-Lake. — M.  R.  Martin,  M.D.,  secretary. 

CUYAHOGA 

At  the  annual  meeting  of  the  board  of  direc- 
tors of  the  Academy  of  Medicine  of  Cleveland, 
May  22,  it  was  announced  that  the  following 
officers  had  been  elected  for  the  ensuing  year: 
Dr.  R.  S.  Dinsmore,  president;  Dr.  H.  C.  King, 
vice-president,  and  Dr.  J.  A.  Garvin,  secretary- 
treasurer.  New  directors  are:  Dr.  Harold  Feil, 
Dr.  S.  0.  Freedlander,  Dr.  R.  L.  Haden,  Dr.  Paul 
G.  Moore  and  Dr.  J.  L.  Reycraft. — Bulletin. 

LORAIN 

The  following  were  elected  to  the  board  of 
censors  of  the  Lorain  County  Medical  Society  at 
a meeting  held  at  St.  Joseph’s  Hospital,  Lorain, 
May  15:  Dr.  Geo.  D.  Nicholas,  one  year;  Dr. 
Waite  Adair,  two  years,  and  Dr.  L.  H.  Trufant, 
three  years.  Fifty-seven  members  attended  the 
meeting. 

Dr.  D.  F.  Quiring,  Western  Reserve  University 
School  of  Medicine,  gave  an  illustrated  lecture  on 
“Side  Lights  of  an  African  Trip”,  at  a meeting 
of  the  society,  June  9,  at  Elyria.  Dr.  Quiring  ac- 
companied Dr.  George  W.  Crile,  Cleveland,  on 
his  recent  trip  to  South  Africa  for  the  purpose 
of  research  on  the  endocrine  glands  of  mammals, 
— L.  H.  Trufant,  M.D.,  secretary. 

Sixth  District 

(COUNCILOR:  WM.  M.  SKIPP,  M.D.,  YOUNGSTOWN) 

MAHONING 

Dr.  Charles  C.  Wolferth,  associate  professor  of 
medicine,  University  of  Pennsylvania,  spoke  on 
“Cardio-Vascular  Disease”,  at  a meeting  of  the 
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Edward  Reinert 

Ph.G.,  M.D. 

247  East  State  Street  Columbus,  Ohio 

Radium  and  Deep  X-Ray  Therapy 
X-Ray  Diagnosis 
Electro  Coagulation 
Grenz  Ray 


Associates 

FRANK  GALLEN,  M.D.,  LEE  A.  HAYS,  M.D., 

Dermatology  Roentgenology 

Tel.  Main  1537  University  5842 


W.  H.  MILLER,  M.  D. 

328  East  State  St.  Columbus,  Ohio 

Office  Telephone,  MAin  3743  Residence,  EVergreen  5644 

(L^o) 

Specializes  in 

Superficial  Malignancy  Electro-Coagulation 

Deep  Malignancy  X-ray  Diagnosis 

High  Voltage  X-ray  Therapy  Portable  X-ray. 

(LTD 

Prompt  and  Full  Report 
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Mahoning  County  Medical  Society,  June  16. — 
Bulletin. 

STARK 

Mack  Sauer,  editor  of  the  Greenfield  Rejmbli- 
can,  was  the  principal  speaker  at  a dinner  meet- 
ing of  the  Stark  County  Medical  Society  held  at 
the  Alliance  Country  Club,  May  27.  Dr.  Wm.  M. 
Skipp,  Councilor  for  the  Sixth  District,  spoke 
briefly.  Forty-five  members  and  guests  par- 
ticipated in  a golf  tournament  held  in  the  after- 
noon. Dr.  J.  E.  King,  Canton,  won  first  honors 
with  a low  gross  score  of  83. — News  clipping. 

SUMMIT 

Dr.  A.  C.  Morgan,  emeritus  professor  of  clinical 
medicine,  Temple  University,  discussed  “Applied 
Therapeutics”  at  a meeting  of  the  Summit 
County  Medical  Society,  June  2. — Bulletin. 

Seventh  District 

(COUNCILOR:  C.  W.  KIRKLAND,  M.D.,  COUNCILOR) 

CARROLL 

Officers  of  the  recently  revived  Carroll  County 
Medical  Society  are:  Dr.  C.  R.  Ziegler,  president; 
Dr.  J.  H.  Murray,  vice-president,  and  Dr.  C.  A. 
Lincke,  secretary-treasurer.  The  society  is  now 
holding  regular  monthly  meetings  and  will  con- 
tinue to  do  so  throughout  the  summer.  On  May  7, 
at  Carrollton,  Dr.  E.  L.  Miller,  Bowerston,  spoke 
on  “Treatment  of  Varicose  Veins  and  Ulcers”. 
Dr.  Joseph  D.  Stires,  Malvern,  discussed  a clinical 
case  of  goitre  at  a meeting  on  June  4.  The  Con- 
stitution and  By-Laws  of  the  society  were  ap- 
proved by  the  Council  of  the  Ohio  State  Medical 
Association  at  its  meeting  on  June  14. — C.  A. 
Lincke,  M.D.,  secretary. 

COLUMBIANA 

The  regular  meeting  of  the  Columbiana  County 
Medical  Society  held  at  the  Lisbon  Legion  Hall, 
June  9,  was  attended  by  32  members  and  two 
visitors.  Dr.  E.  W.  Miskall,  East  Liverpool,  gave 
a short  but  splendid  address  on  “Blood  Transfus- 
ions”, analyzing  300  cases.  Dr.  John  A.  Frazer, 
East  Liverpool,  read  a paper  on  “Contraception 
Methods  and  Clinics”,  and  illustrated  his  talk 
with  motion  pictures.  The  society  is  considering 
the  organization  of  a group  of  the  allied  profes- 
sions, similar  to  that  in  Mahoning  and  Summit 
counties.  This  was  the  final  meeting  before  the 
summer  recess.  Regular  meetings  will  begin 

again  in  September. Paul  H.  Beaver,  M.D., 

secretary. 

JEFFERSON 

Charles  S.  Nelson,  Executive  Secretary  of  the 
Ohio  State  Medical  Association,  addressed  a din- 
ner meeting  attended  by  members  of  the  Jeffer- 
son County  Medical  Society  and  their  wives,  held 
at  the  Steubenville  Country  Club,  May  28.  Dr.  C. 
W.  Kirkland,  Councilor  for  the  Seventh  District, 


COOK  COUNTY  GRADUATE 
SCHOOL  OF  MEDICINE 


(In  affiliation  with  COOK  COUNTY  HOSPITAL) 

MEDICINE — Informal  Course  first  of  every  week ; 
Intensive  Personal  Courses  during  August ; 
Two  Weeks  Intensive  Course  starting  October 
5th. 

ELECTROCARDIOGRAPHY  & HEART  DISEASE— 

Dr.  Chauncey  C.  Maher’s  Annual  Two  Weeks 
Intensive  Course  starting  August  3rd. 
SURGERY — General  Course  One,  Two,  Three  and 
Six  Months ; Intensive  Course  Surgical  Tech- 
nique every  two  weeks ; Special  Courses. 


GYNECOLOGY — Three  Months  Course;  Two  Weeks 
Intensive  Course ; Four  Weeks  Intensive  Per- 
sonal Course  starting  August  17th. 

FRACTURES  AND  TRAUMATIC  SURGERY— In- 
formal Practical  Course ; Intensive  Ten  Day 
Course  starting  July  13th  and  October  12th. 


EAR,  NOSE  AND  THROAT— Informal  Course;  Per- 
sonal Courses ; Intensive  Two  Weeks  Course 
starting  October  5th. 

UROLOGY — General  Course  Two  Months ; Intensive 
Course  Two  Weeks ; Special  Courses. 
CYSTOSCOPY — Lntensive  Course  every  two  weeks 
attendance  limited). 

General,  Intensive  and  Special  Courses  in  Obstetrics, 
Pediatrics,  Tuberculosis,  Ophthalmology,  Roentgen- 
ology, Dermatology  and  Syphilology,  Pathology, 
Neurology,  Topographical  and  Surgical  Anatomy, 
Physical  Therapy,  Gastro-Enterology,  Allergy,  Rectal 
Diseases,  and  Varicose  Veins. 

TEACHING  FACULTY  — ATTENDING 
STAFF  OF  COOK  COUNTY  HOSPITAL 

Address : 


Registrar,  427  S.  Honore  Street, 
CHICAGO.  ILLINOIS 

- — — -D 


HYCLORITE 


Accepted  by  the  Council  on  Pharmacy  and 
Chemistry  of  the  American  Medical 
Association  ( N.N.R .) 


ANTISEPTIC 

An  aid  for  the  prevention  of  ringworm 
infection 

For  irrigating,  swabbing  and  dressing 
infected  cases  wherever  an  anti- 
septic is  needed. 

For  Hand  and  Skin  Sterilization. 

To  Make  a Dakin’s  Solution  of  Correct 
Hypochlorite  Strength  and  Alkalinity. 

NON-POISONOUS 

NON-IRRITATING 


, Write  for  Literature 

BETHELHEM  LABORATORIES 

INCORPORATED 

300  Century  Building 
PITTSBURGH,  PENNA. 
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THE  NEW  YORK 

POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL 

(ORGANIZED 

1881) 

THE  PIONEER  POST-GRADUATE  MEDICAL 
INSTITUTION  IN  AMERICA 

PLASTIC  REPARATIVE 
SURGERY 

This  course  includes  diagnosis  and  determination 
of  treatment;  pre-operative  preparation;  anes- 
thesia; operative  technique;  dressings;  post-oper- 
ative care;  with  special  reference  to  utilization  of 
the  skin  and  other  tissues  in  correction  of  dis- 
figurement and  replacement  of  loss,  congenital  or 
acquired.  Operations  on  the  cadavar.  Particular 
attention  is  given  to  lectures,  studies  and  demon- 
; strations  of  advances  in  surgical  anatomy,  path- 

! ology,  etc.,  with  special  reference  to  the  problem 

; actually  under  consideration. 

THORACIC  SURGERY 

An  intensive  course.  Surgical  treatment 
of  chronic  suppuration  of  the  lung  (pul- 
monary tuberculosis,  abscess  of  the  lung, 
bronchiectasis)  and  tumors  of  the  lung. 
Surgical  lesions  of  the  esophagus,  heart 
and  diaphragm.  Empyemas.  Witnessing 
of  operations,  cadaver  operations,  path- 
ologic physiology,  experimental  surgery 
and  bedside  rounds.  Indications  for  sur- 
gical treatment,  pre-operative  care  and 
post-operative  management. 

For  Information  Address 

MEDICAL  EXECUTIVE  OFFICER 

345  West  50th  Street 

NEW  YORK  CITY 

NEW  RADIUM  RENTAL  RATES 


Are  Substantially  Lower 


50  Milligrams 

75  Milligrams 

100  Milligrams 

For 

use 

36 

hours  or  less 

$10.00 

$14.50 

$19.00 

For 

use 

48 

hours 

13.00 

19.00 

25.00 

For 

use 

72 

hours 

19.00 

28.00 

37.00 

For 

use 

96 

hours 

25.00 

37.00 

49.00 

Rates  apply  to  actual  time  of  use. 

Radium  is  contained  in  needles  and  tubes  of  all  dosage  range,  with  new  platinum  filtration. 
Applicators  arranged  as  specified  under  competent  medical  and  technical  supervision. 
Equipment  loaned.  Special  delivery  mail  service. 


Details  of  equipment  upon  request. 

25  E.  Washington  St.  RADIUM  AND  RADON 

Marshall  Field  Annex 


CORPORATION 


Randolph  8855 

CHICAGO 
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also  attended  the  meeting.  A golf  tournament 
was  held  in  the  afternoon. 

Eighth  District 

(COUNCILOR:  E.  R.  BRUSH,  M.D.,  ZANESVILLE) 

ATHENS 

Dr.  J.  D.  Wilson,  Columbus,  spoke  on  “Frac- 
tures” at  a meeting  of  the  Athens  County  Medi- 
cal Society  held  at  Athens,  June  1,  and  attended 
by  26  members.  The  society  will  meet  at  the 
secretary’s  farm  for  a picnic  dinner,  August  3. 
“Dusty”  Miller  will  furnish  the  entertainment. — 
T.  A.  Copeland,  M.D.,  secretary. 

GUERNSEY 

“The  Differential  Diagnosis  of  Gall  Stones, 
Gastric  Ulcers  and  Duodenal  Ulcers”  was  the  sub- 
ject of  an  address  by  Dr.  George  F.  Swan  at  a 
meeting  of  the  Guernsey  County  Medical  Society 
held  at  Cambridge,  May  21. — News  clipping. 

Dr.  Henry  L.  Wells  reviewed  the  code  of  ethics 
at  a meeting  of  the  society  held  at  Cambridge 
June  5. — News  clipping. 

Members  of  the  society  were  addressed  June  18 
by  Charles  S.  Nelson,  Columbus,  Executive  Secre- 
tary, Ohio  State  Medical  Association. 

MUSKINGUM 

Dr.  C.  D.  Hoy,  Columbus,  presented  a paper  on 
“Treatment  of  Fractures”  at  a meeting  of  the 
Muskingum  County  Academy  of  Medicine  at 
Zanesville,  June  3. — Beatrice  T.  Hagen,  M.D., 
secretary. 

WASHINGTON 

“The  Diagnosis  and  Medical  Treatment  of 
Hypothyroidism”,  was  the  subject  discussed  by 
Dr.  Wm.  R.  Goff,  Parkersburg,  W.  Va.,  at  a meet- 
ing of  the  Washington  County  Medical  Society, 
May  13,  at  Memorial  Hospital,  Marietta. — R.  W. 
Riggs,  M.D.,  secretary. 

Ninth  District 

(COUNCILOR:  I.  P.  SEILER,  M.D.,  PIKETON) 

SCIOTO 

“Early  Diagnosis  of  Tuberculosis”  was  the  sub- 
ject of  an  address  by  Dr.  Harry  Rapp,  Ports- 
mouth, at  a meeting  of  the  Hempstead  Academy 
of  Medicine  held  at  Portsmouth,  June  8.  Motion 
pictures  were  shown  of  ergotrate  and  surgical 
treatment  of  tuberculosis”. — W.  M.  Singleton, 
M.  D.,  secretary. 

Tenth  District 

(COUNCILOR:  C.  C.  SHERBURNE,  M.D.,  COLUMBUS) 

FRANKLIN 

The  Columbus  Academy  of  Medicine  presented 
the  following  programs  during  June: 


URINE  DARK  FIELD— SPIROCHETA 

BLOOD  BASAL  METABOLISM 

BLOOD  CHEMISTRY  AUTOGENOUS  VACCINES 
SPUTUM  SURGICAL  PATHOLOGY 

FECES-VACCINES  MEDICO-LEGAL  AUTOPSIES 
EFFUSIONS  X-RAY  DIAGNOSIS 

STOMACH  CONTENTS  ALLERGY 
PREGNANCY  TEST  ELECTROCARDIOGRAPHY 
AGGLUTINATION  WASSERMANN  & KAHN 

TESTS  TESTS 

LABORATORY 

Clinical  and  Pathological 

Established  1904 

Approved  by  the  American  Medical  Association 

Columbus,  Ohio  370  E.  Town  Street 

J.  J.  COONS,  Director, 

B.  Sc.,  M.D.,  D.  Sc.,  F.A.C.P. 

H.  M.  Brundage,  M.D. 

H.  A.  Baughn,  A.B.,  M.D. 

M.  D.  Godfrey,  M.D. 

Frances  Coup,  A.B. 

Marian  Guild,  A.B. 

Alice  Gerlinger,  A.B. 

PPOMPT  SERVICE 

Immediate  Report  on  Frozen  Sections  of  all  Tumors 


CHAS.  F.  BOWEN,  M.D. 

SPECIALIZES 

in 

Superficial 

Malignancies 

Removal  of 

Foreign  Bodies 

Radium  and 

X-Ray 

Diagnosis  and 

Therapy 


332  E.  State  Street 
COLUMBUS,  OHIO 
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/^eadi^  ASSIMILABLE  FAT 
— an  essential  in 
FEEDING  THE  PREMATURE 

IN  a recent  study  of  fat  metabolism  in  infants,  Holt,  Tidwell  and  Kirk* 
report  that  olive  oil  showed  the  highest  percent  retention  (95.1%)  of 
all  fats  studied  but  one,  olein  (97.5%).  These  authors  found  the  fat 
of  SIMILAC  (which  is  20%  olive  oil)  showed  a better  percent  retention 
(92.6%)  than  butter  fat  (88.9%) — and  as  high  a retention  as  breast  milk 
fat  (92.4%). 

To  quote  these  authors — “the  differences  in  fat  retention  on  these  various 
fats  as  shown  on  normal  infants  are  not  great;  for  the  normal  infant  it  is 
probably  immaterial  whether  he  absorbs  85%  or  95%  of  his  fat  intake.  It 
seemed  possible,  however,  that  in  subjects  who  have  difficulty  in  fat  assimi- 
lation, such  as  premature  infants,  the  observed  small  differences  might 
become  large  differences.  A few  observations  made  on  premature  infants 
and  twins  have  borne  this  out — .” 

The  observations  referred  to  covered  only  three  prematures  fed  on  differ- 
ent fats,  but  showed  an  average  of  78.4%  retention  for  olive  oil  as  com- 
pared to  only  52.5%  retention  for  butter  fat. 

*Holt,  Tidwell  and  Kirk,  Studies  on  Fat  Metabol- 
ism in  Infants — Acta  Pediatrica.  Vol.  XVI,  1933. 

SIMILAC 

has  given  noticeably  good  results  in 
feeding  the  premature  infant.  One 
of  the  reasons  lies,  as  here  pointed 
out,  in  the  composition  of  its  fat. 

Another  reason  is  its  consistently 
zero  curd  tension.  The  finer  the 
curd  the  greater  the  surface  area. 

The  greater  the  surface  area  the 
more  exposed  are  the  fats,  carbohy- 
drates, proteins  and  salts  to  the  di- 
gestive enzymes.  Result  . . . the 
food  substances  are  more  quickly 
and  readily  utilized. 

SIMILAC  is  made  from  fresh  skim 
milk  (casein  modified)  with  added 
lactose,  salts,  milk  fat,  and  vege- 
table and  cod  liver  oils. 


The  fact  that  SIMILAC  is  well  assimilated  by  the  immature 
digestive  tract  of  the  premature  indicates  how  entirely  suit- 
able it  is  for  all  those  infants  who  are  deprived  of  breast  milk. 

M & R DIETETIC  LABORATORIES,  Inc.,  Columbus,  Ohio 
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June  1 — “Roentgenological  Considerations  as 
to  the  Anatomy  and  Physiology  of  the  Heart”, 
and  “Heart  Disease,  (a)  The  Diagnostic  Value  of 
Inspecting  and  Palpating  the  Chest  Wall;  (b) 
Some  Recent  Progress  in  Drug  Therapy”,  by  Dr. 
Hugo  Roesler,  Temple  University  School  of 
Medicine,  Philadelphia. 

June  8 — General  Practitioners’  Section.  “In- 
dividual Preventive  Medicine”,  by  Dr.  V.  C.  Row- 
land, Cleveland. 

June  15 — Annual  Meeting  at  Columbus  State 
Hospital.  “Prevention  and  Treatment  of  Neuro- 
Syphilis”,  by  Dr.  Nicholas  Michael;  “Body  Struc- 
ture as  Related  to  Personality  and  Mental  Dis- 
ease”, (Case  Demonstrations),  by  Dr.  Beatrice 
Postle;  “Some  Aspects  of  Forensic  Psychiatry”, 
by  Dr.  Hubert  Fockler. — Bulletin. 

MORROW 

Dr.  Charles  F.  Bowen,  Columbus,  gave  an  in- 
teresting talk  on  “The  Treatment  of  Cancer”  at 
a meeting  of  the  Morrow  County  Medical  Society 
held  at  Mt.  Gilead,  June  9.  Visitors  from  Marion 
and  Waldo  attended  the  meeting. — T.  Caris,  M.D., 
secretary. 

PICKAWAY 

At  a meeting  of  the  Pickaway  County  Medical 
Society  held  at  the  Armory,  Circleville,  May  15, 
motion  pictures  were  presented  showing  the 
treatment  of  a wounded  soldier  from  the  front 
lines  to  the  hospital. — News  clipping. 

— OSM  J — 

Ohioans  Win  Golf  Titles 

Ohio’s  representatives  fared  well  in  the  22nd 
annual  tournament  of  the  American  Medical  Golf- 
ing Association  held  at  Kansas  City,  May  11. 
The  Handicap  Championship  was  won  by  Dr.  W. 
C.  Scheidt,  Celina,  with  a net  score  of  128  for  36 
holes.  Dr.  F.  T.  Gallagher,  Cleveland,  won  the 
18-hole  championship  with  a low  gross  score  of 
80.  Dr.  S.  B.  Berkley,  Canton,  was  awarded  sec- 
ond prize  in  the  18-hole  handicap  class.  In  the 
Maturity  Event,  limited  to  Fellows  over  60  years 
of  age,  for  the  best  net  score  on  the  first  18  holes, 
Dr.  J.  P.  DeWitt,  Canton,  won  sixth  prize  and  Dr. 
J.  P.  Sampsell,  Van  Wert,  was  eighth.  Dr. 
Charles  Lukens,  Toledo,  was  awarded  third  prize 
in  competition  for  the  Old  Guard  Championship, 
awarded  to  past-presidents.  Other  prize  winners 
included  Dr.  J.  D.  Fouts,  Dayton,  and  Dr.  R.  P. 
Bell,  Cleveland,  in  the  Championship  Flight;  Dr. 
A.  C.  Smith,  Wooster,  in  the  First  Flight;  Dr.  L. 
M.  Otis,  Celina,  Second  Flight;  Dr.  J.  R.  Ripton, 
Cleveland,  Third  Flight. 

— OSM  J — 


The  W endt  - Bristol 
Company 

Two  complete  ethical  stores  in 
Columbus 

51  E.  State  St.  721  No.  High  St. 

for  the  convenience  of  the  Physicians  and 
Surgeons — and  the  many  people  they  serve 

Two  Prescription  Departments 

maintained  in  a high  class  manner  with 
eight  registered  Pharmacists 

Other  Complete  Departments 
OFFICE  EQUIPMENT 

PHYSIO  THERAPY  APPARATUS 
HOSPITAL  SUPPLIES 

HEALTH  FOODS 

E===] 

W-B  Pharmaceutical  Supplies 

JOBBING  STOCKS  ALL  LEADING 
MANUFACTURERS 

Antitoxins  and  Vaccines  in  Special 
Refrigeration  Plants 

Prompt  Service  on  Phone  Orders 


LABORATORY  APPARATUS 

Coors  Porcelain  Pyrex  Glassware 

R.  & B.  Calibrated  Ware 
Chemical  Thermometers 
Hydrometers  Sphygmomanometers 


J.  T.  Baker  & Co/*  C.  P.  Chemicals 

Stains  and  Reagents 
Standard  Solutions 


BIOLOGICALS 

Serums  Bacterins  Media 

Antitoxins  Vaccines  Pollens 


We  are  completely  equipped,  and  solicit 
your  inquiry  for  these  lines  as  well  as  for 
Pharmaceuticals,  Chemicals  and  Supplies, 
Surgical  Instruments  and  Dressings. 


Chillicothe — “Socialized  Medicine”  was  dis- 
cussed by  Dr.  J.  H.  J.  Upham,  dean  of  the  Col- 
lege of  Medicine,  Ohio  State  University,  at  a 
meeting  of  the  Rotary  Club. 


The  Rupp  & Bowman  Co. 

319  Superior  St.  Toledo.  Ohio 
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PARK 


IN  THE  TREATMENT  OF  SYPHILIS 


The  outstanding  feature  of  Mapharsen  is  its  rapidly 
beneficial  effect  upon  early  syphilis.  Disappearance  of 
spirochetes  occurs  promptly.  Healing  of  lesions  is  rapid 
and  complete.  Symptomatic  improvement  is  most  satis- 
factory. Positive  Wassermann  reactions  are  reversed  in  a 
large  percentage  of  cases. 

Over  half-a-million  injections  of  Mapharsen  have  been 
administered  without  any  serious  accident — no  death 
has  occurred  following  its  use ; serious  nitritoid  crisis  has 
not  been  reported.  Although  mild  cases  of  dermatitis 
may  occur,  the  incapacitating  exfoliative  type  is  very 
rarely  encountered.  Reactions  observed  are  usually  of 
a mild  nature ; a slight  reduction  in  the  dose  will  ordin- 
arily prevent  recurrence. 

Mapharsen  is  an  efficient  antisyphilitic  agent — a distinct 
refinement  in  arsenical  therapy. 


Mapharsen  ( m eta  - amino-para  - hydroxy  - phenyl- 
a r si  ne  oxide  hydrochloride)  has  been  accepted 
by  the  Council  on  Pharmacy  and  C h e m i s - 

I 

try  of  the  American  Medical  Association. 


DAVIS  & COMPANY  • DETROIT,  MICH. 
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Ohioans  Take  Part  in  Conference  on 
Silicosis  Safeguards  and  Control 

Under  the  auspices  of  the  U.  S.  Department 
of  Labor,  a conference  recently  was  held  m 
Washington  on  the  subject  of  silicosis  and  simi- 
lar dust  diseases.  Participants  included  repre- 
sentatives of  governmental  agencies,  the  engineer- 
ing and  medical  professions,  employers,  labor  and 
insurance  companies. 

Among  those  who  attended  the  meeting  were: 
Dr.  Wm.  C.  Woodward,  Chicago,  director  of  the 
Bureau  of  Legal  Medicine  and  Legislation,  Amer- 
ican Medical  Association;  Dr.  Emery  R.  Hay- 
hurst,  Columbus,  consultant  in  occupational  dis- 
eases, State  Department  of  Health,  and  Thos.  P. 
Kearns,  Columbus,  superintendent  of  the  Division 
of  Safety  and  Hygiene,  State  Industrial  Com- 
mission. 

With  the  hope  that*  some  definite  conclusions 
and  recommendations  can  be  made  for  the  control 
of  silicosis  through  medical  science  and  engi- 
neering technique,  Secretary  of  Labor  Frances 
Perkins  has  appointed  four  committees  for  a 
further  study  of  the  problem.  They  are:  Com- 
mittee on  the  Prevention  of  Silicosis  through 
Medical  Control;  Committee  on  the  Prevention  of 
Silicosis  through  Engineering  Control,  of  which 
Thomas  G.  Donnelly,  secretary  of  the  Ohio  Fed- 
eration of  Labor,  is  a member;  Committee  on 
Economic,  Legal  and  Insurance  Phases  of  the 
Silicosis  Problem,  of  which  Evan  I.  Evans,  Co- 
lumbus, supervisor  of  the  Actuarial  Division, 
State  Industrial  Commission,  is  a member;  and  a 
Committee  on  Regulatory  and  Administrative 
Phases.  Dr.  Woodward  is  a member  of  the  last- 
named  committee. 

— OSMJ  — 

Cleveland — Dr.  Myron  Metzbaum  of  Cleveland 
was  guest  surgeon  at  the  Ear,  Nose  and  Throat 
Section  of  the  Ontario  Medical  Association  meet- 
ing in  London,  Ontario,  Canada.  On  May  27  at  the 
Victoria  Hospital  he  gave  a diagnostic  and  opera- 
tive clinic  demonstrating  his  operation  for  the 
replacement  of  dislocations  of  the  lower  end  of 
the  septal  cartilage  in  children.  On  the  following 
day  before  the  general  meeting  he  presented  a 
paper  on  “Reduction  of  the  Dislocated  Lower  End 
of  the  Septal  Cartilage  in  the  New  Bom  and  in 
Young  Children”,  by  means  of  mechanical  models 
and  lantern  slides. 

— OSMJ  — 

The  Federal  Social  Security  Board  has  ap- 
pointed Benedict  Crowell,  Cleveland,  regional 
director  for  Ohio,  Kentucky  and  Michigan.  He  will 
represent  the  board  in  these  states  in  the  adminis- 
tration of  the  public-assistance,  unemployment 
compensation  and  Federal  old-age  benefits  pro- 
visions of  the  Social  Security  Act. 


Ashtabula — Physicians,  surgeons,  a dentist  and 
a veterinarian  participated  in  a symposium  on 
“New  Life  for  Man  and  Beast”  presented  at  a 
recent  meeting  of  the  Exchange  Club.  The  medi- 
cal profession  was  represented  by  Drs.  R.  B. 
Wynkoop,  P.  J.  Collander,  R.  S.  Grimmett  and  W. 
J.  McCarthy. 


CLASSIFIED  ADVERTISEMENTS 

Rates  for  advertisements  under  this  heading  are  60  cents 
per  line,  payable  in  advance.  Minimum  charge  of  $1.00 
for  each  insertion.  Price  covers  the  cost  of  remailing 
answers.  Forms  close  16th  of  the  month  preceding 
publication. 


For  Rent — Doctor’s  Office  in  Logan;  occupied  by  physi- 
cian for  33  years ; all  modern  conveniences ; desirable  loca- 
tion. For  further  information  communicate  with  Mrs.  D. 
A.  Rannells,  4 East  Hunter  Street,  Logan,  Ohio. 


For  Sale — Complete  set  of  Eye,  Ear,  Nose  and  Throat 
Instruments  and  Office  Equipment.  All  or  in  part.  650 
Greenwood  Ave.,  Akron,  Ohio. 


For  Sale  or  Rent — Forty-year,  established  practice,  with 
or  without  modern  living  quarters ; industrial  center ; 30,000 
population.  Will  be  vacant  July  1st.  George  Anderson, 
6607  Carnegie  Ave.,  Cleveland,  Ohio. 


For  Sale — Northwest  Ohio  town,  country  and  industrial 
practice,  near  city  and  hospitals.  Good  roads,  schools  and 
colleges.  No  opposition.  All  modern  home  and  three-room 
office.  All  city  conveniences — for  price  of  property.  Will 
introduce.  Write  T.  M.,  care  Ohio  State  Medical  Journal. 


Locum  Tenens — Resident  physician,  eastern  teaching 
hospital,  available  July  15  to  Sept.  1.  Licensed  Ohio.  Best 
of  references.  Write  B.  W.,  care  Ohio  State  Medical  Journal. 


Service 
Exclusively 
Etliical 

Constant  research,  and  over 
Fifty  Years  experience  in 
manufacturing  pharmaceuti- 
cals for  physicians  is  the  basis 
of  our  honored  reputation. 

We  are  proud  and  appreciative 
of  the  confidence  reposed 


in  us. 


Write  for  our  complete  catalog. 

The  Columbus  Pfiarmacal  Co. 

330  OAK  ST.  , COLUMBUS,  OHIO- 
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HAY  FEVER 


Hay  Fever,  it  is  estimated,  affects  at  least  two 
per  cent,  of  the  white  population  of  this  coun- 
try. This  means  that  five  of  each  2.50  patients 
seen  by  the  General  Practitioner  in  the  course 
of  a year  suffer  from  attacks  of  Hay  Fever  in 
the  early  summer  or  fall.  Four  out  of  five  of 
these  distressingly  afflicted  victims  can  be 
given  decided  relief  by  means  of  a standardized 
series  of  injections. 

Such  a series  of  injections  is  available  when 
Pollen  Antigen  Lederle  is  employed. 

Treatment  sets  comprise  fifteen  graduated 
doses  which  simplify  the  administration  of 
appropriate  amounts  of  the  specific  Pollen 
Antigen. 


LEDERLE  LABORATORIES  maintain 
a Department  of  Allergy  supervised  by 
experts  who  welcome  correspondence 
from  physicians  on  all  questions  pertain- 
ing to  Hay  Fever  in  any  locality.  A 
condensed  practical  Manual  on 
Hay  Fever  will  be  sent  physi- 
cians upon  request. 


Lederle  Laboratories,  ixc. 

30  ROCKEFELLER  PLAZA  NEW  YORK,  N.Y. 
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Monoxide  Gas  Deaths  Increase 

Records  of  the  State  Department  of  Health  re- 
veal that  a record  number  of  carbon-monoxide 
fatalities  occurred  in  Ohio  during’  the  six  Winter 
months,  October,  1935  to  March,  1936.  A total  of 
416  persons  were  victims,  103  fatally,  double  the 
number  for  the  previous  Winter,  when  there  were 
206  cases  with  59  deaths,  the  record  at  that  time. 

Domestic  appliances  were  responsible  for  288 
of  these  cases,  involving  156  males,  and  132 
females,  and  resulting  in  62  deaths. 

There  were  128  automobile  cases,  115  men  and 
13  women  with  41  deaths,  and  80  cases  occurred 
in  residences  or  public  garages,  and  43  en  route 
or  “parked  outside”.  According  to  available  data, 
17  of  the  416  cases  reported  were  suicidal.  The 
State  Department  of  Health  urges  the  public 
during  the  Summer  months  to  check  the  safety  of 
household  heating  appliances. 

— OSMJ  — 

First  Aid-  Stations  Planned 
By  Red  Cross  Chapters 

According  to  an  announcement  of  Red  Cross 
officials,  locations  have  been  selected  in  Ohio  for 
208  highway  first  aid  stations.  It  is  anticipated 
that  the  number  of  stations  in  the  state  will  reach 
400  before  the  Red  Cross  accident  prevention  pro- 
gram is  complete. 

The  report  stated  that  40  stations  are  planned 
for  Cleveland;  30  for  Toledo  and  20  for  Akron. 

Other  Red  Cross  chapters  which  plan  one  or 
more  stations  include  those  in  Allen,  Stark,  Ash- 
tabula, Clark,  Delaware,  Erie,  Fayette,  Hancock, 
Jefferson,  Licking,  Lorain,  Marion,  Muskingum, 
Richland,  Ross,  Sandusky,  and  Trumbull  counties. 

All  stations  will  be  located  in  filling  stations, 
wayside  stores,  suburban  police  and  fire  stations, 
etc.  The  sponsoring  chapters  will  furnish  equip- 
ment and  train  the  personnel. 

— OSM  J — 

Ashland — Miss  Melissa  M.  Dailey,  superin- 
tendent of  nurses  at  Lutheran  Hospital,  Cleve- 
land, has  been  appointed  superintendent  of 
Samaritan  Hospital  here. 

Kent — Dr.  E.  J.  Widdecombe,  secretary  of  the 
Portage  County  Medical  Society,  has  been  con- 
fined to  the  hospital  since  April  with  a fractured 
spine. 

Port  Clinton — Dr.  H.  J.  Pool  has  recovered 
from  the  amputation  of  his  left  arm  above  the 
elbow,  and  recently  resumed  practice. 

St.  Clairsville — Dr.  A.  J.  Martin,  Wheeling,  W. 
Va.,  has  been  named  health  commissioner  of  Bel- 
mont County  effective  August  1.  He  will  be  the 
first  regularly  employed  health  commissioner  the 
county  has  had  since  the  resignation  of  Dr.  F.  R. 
Dew,  Barnesville,  several  years  ago. 


PROOF  — NOT  CLAIMS 
DISTINGUISH  PHILIP  MORRIS 

TESTS  were  made  on  men  and 
women  with  irritation  of  the  nose 
and  throat  due  to  cigarette  smoking. 

On  changing  to  cigarettes  in  which 
diethylene  glycol  was  used  as  the 
hygroscopic  agent  (Philip  Morris),  the 
majority  of  cases  cleared  completely. 
All  of  the  others  definitely  improved.* 

No  claim  is  made  that  Philip  Morris 
cigarettes  cure  irritation.  Glycerine, 
shown  to  be  a source  of  irritation 
generally  present  in  cigarettes,  is  not 
present  in  Philip  Morris.** 

★ Laryngoscope,  Feb.  1935,  Vol.  XLV,  No.  2,  149-154 
★ ★Proc.  Soc.  Exp.  Biol,  and  Med.,  1934,32,  241-245 
N.Y.  State  Jour.  Med.,  Vol.  35,  No.  11,590 
Arch.  Otolaryngology,  March  1936,  Vol.  23,  No.  3, 
306-309 

Philip  Morris  & Co.  Ltd.  Inc.  Filth  Ave..  X.Y. 


PHILIP  MORRIS  & CO.  LTD.  INC. 

119  FIFTH  AVENUE  NEW  YORK 

Absolutely  without  charge  or  obligation  of  any 
kind,  please  mail  to  me 
★ Reprint  of  papers  from 

N.  Y.  State  Jour.  Med.  1935,  35 — I I 
No.  11,590;  Laryngoscope  1935  XLV,  — 
149-154.  Proc.  Soc.  Exp.  Biol,  and 
Med.,  1934,  32,  241-245. 

★★  For  my  personal  use,  2 packages  of  f~ 
Philip  Morris  Cigarettes,  English  Blend. 


SIGNED: 

ADDRESS— 
CITY 


.STATE. 


O HI 
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DIARRHEA 

“ the  commonest  ailment  of  infants 
in  the  summer  months” 

(HOLT  AND  McINTOSH:  HOLT’S  DISEASES  OF  INFANCY  AND  CHILDHOOD,  1933) 


One  of  the  outstanding  features  of  DEXTRI-MALTOSE  is 
that  it  is  almost  unanimously  preferred  as  the  carbohydrate 
in  the  management  of  infantile  diarrhea. 
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SERIOUSNESS 
OF  DIARRHEA 

There  is  a widespread  opinion  that, 
thanks  to  improved  sanitation,  in- 
fantile diarrhea  is  no  longer  of  se- 
rious aspect.  But  Holt  and  McIn- 
tosh declare  that  diarrhea  “is  still 
a problem  of  the  foremost  impor- 
tance, producing  a number  of 
deaths  each  year.  ...”  Because  de- 
hydration is  so  often  an  insidious 
development  even  in  mild  cases, 
prompt  and  effective  treatment  is 
vital.  Little  states  (Canad.  Med.  A. 
J.  13:  803,  1 923) , “There  are  cases 
on  record  where  death  has  taken 
place  within  24  hours  of  the  time 
of  onset  of  the  first  symptoms.” 
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CARDIAC  ASTHMA 

By  A.  CARLTON  ERNSTENE,  M.D.,  & R.  S.  KNOWLTON,  M.D.,  Cleveland,  Ohio 


CARDIAC  ASTHMA  is  a form  of  paro- 
xysmal dyspnea  which  occurs  in  patients 
with  serious  organic  heart  disease.  Oc- 
casionally its  onset  gives  the  first  warning  of 
the  presence  of  a damaged  heart,  although  more 
often  the  patient  has  experienced  dyspnea  or 
anginal  pain  on  effort  for  some  time  before  the 
first  seizure.  The  attacks  develop  rapidly  and 
are  characterized  by  asthmatic  breathing  with 
both  inspiratory  and  expiratory  difficulty,  or- 
thopnea and  a sense  of  suffocation.  The  thorax 
becomes  more  or  • less  fixed  in  the  inspiratory 
position  and  respiration  is  largely  diaphrag- 
matic1. 

Examination  during  the  attack  reveals  accent- 
uation of  the  pulmonary  second  sound  and  fre- 
quently, over  the  cardiac  apex,  a gallop  rhythm. 
Moist  rales  usually  are  heard  over  the  lung  bases, 
and  coarse  rhonchi  are  present  throughout  all 
lung  fields.  The  arterial  blood  pressure  is  al- 
most always  elevated,  and  the  pulse  rate  acceler- 
ated. The  attacks  vary  in  duration  from  several 
minutes  to  a few  hours  and  may  progress  to 
acute  pulmonary  edema  with  frothy,  blood-tinged 
sputum. 

In  the  great  majority  of  cases,  cardiac  asthma  is 
due  to  failure  of  the  left  ventricle  which  has 
been  damaged  previously  as  the  result  of  hyper- 
tension, coronary  artery  sclerosis  or  aortic  valve 
disease.  In  these  cases,  .the  paroxyms  usually 
occur  at  night  although  occasionally  they  are 

Read  before  the  Medical  Section,  Ohio  State  Medical 
Association,  at  the  89th  Annual  Meeting,  Cincinnati, 
October  2-4,  1935. 

For  information  relative  to  the  author,  see  Who’s  Who 
in  This  Issue. 


induced  by  exertion.  Because  of  the  relative 
weakness  of  the  left  ventricle,  an  increased 
amount  of  blood  accumulates  gradually  in  the 
pulmonary  vessels  during  sleep  in  the  recumbent 
position.  The  vital  capacity,  which  is  already 
diminished,  is  still  further  reduced  as  the  degree 
of  pulmonary  congestion  increases,  and  all  that 
is  now  necessary  to  initiate  the  attack  of  cardiac 
asthma  is  some  factor  which  acts  as  the  trigger 
mechanism.  Cough,  Cheyne-Stokes  respiration, 
noise,  distressing  dreams  and  the  urinary  reflex 
most  commonly  supply  this  factor1,2.  The  patient 
wakens  with  respiratory  distress,  and  as  the  res- 
piratory center  in  the  medulla  is  further  stimu- 
lated by  reflex  impulses  from  the  congested 
lungs,  intense  dyspnea  develops.  The  degree  of 
pulmonary  congestion  rapidly  increases,  and 
whether  acute  pulmonary  edema  supervenes  de- 
pends entirely  upon  the  duration  and  severity 
of  the  attack. 

In  a relatively  small  group  of  cases,  cardiac 
asthma  results  from  the  presence  of  well-marked 
mitral  stenosis  without  myocardial  failure.  A 
series  of  such  cases  has  been  studied  by  McGinn 
and  White3  who  point  out  that,  in  contrast  to  at- 
tacks resulting  from  failure  of  the  left  ventricle, 
cardiac  asthma  in  patients  with  uncomplicated 
mitral  stenosis  usually  is  precipitated  by  exer- 
tion, emotional  upsets  or  paroxysmal  tachycar- 
dia. When  the  heart  rate  is  accelerated  by  any 
of  these  factors,  the  hypertrophied  right  ven- 
tricle expels  blood  into  the  pulmonary  circulation 
more  rapidly  than  it  can  pass  through  the  nar- 
rowed mitral  orifice.  The  resulting  acute  pul- 
monary hypertension  and  congestion  produces 
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TABLE  I 


CARDIAC  ASTHMA 


Age  at  1st 
Attack 

Died 

Died 

Died 

Later 

Average  Duration 
of  Life  After 
1st  Attack 

Type  of  Heart  Disease 

Number 

of 

Patients 

Males 

Females 

Over 

50 

years 

Under 

50 

years 

Within 
1 year 
of  1st 
Attack 

During 
2nd  year 
After  lsl 
Attack 

than 
2 years 
After  1st 
Attack 

Fatal 

Cases 

Living 

Patients 

(Months) 

Hypertensive  Heart  Disease 

11 

4 

7 

5 

6 

4 

2 

1 

16 

31 

Arteriosclerotic  Heart 
Disease 

11 

7 

4 

10 

1 

4 

1 

1 

15 

27 

Arteriosclerotic  Heart  Dis- 
ease with  Hypertension 

10 

7 

3 

9 

1 

4 

1 

0 

10 

13 

Syphilitic  Aortitis 

2 

1 

1 

1 

1 

2 

0 

0 

2 

.... 

Rheumatic  Heart  Disease 
with  Aortic  Insufficiency 
and  Hypertension 

1 

1 

0 

0 

1 

0 

0 

0 

.... 

72 

Rheumatic  Heart  Disease 
with  Uncomplicated 
Mitral  Stenosis 

3 

2 

1 

1 

2 

0 

0 

0 

— 

28 

Rheumatic  Heart  Disease 
with  Mitral  Stenosis  and 
Aortic  Insufficiency  or 
Arteriosclerosis 

2 

2 

0 

2 

0 

0 

1 

0 

21 

28 

cardiac  asthma  in  the  same  manner  as  in  the 
more  common  type  of  attacks. 

In  patients  who  have  aortic  valve  disease,  hy- 
pertension or  coronary  artery  sclerosis  in  addi- 
tion to  mitral  stenosis,  either  of  the  above  mech- 
anisms may  be  responsible  for  cardiac  asthma, 
or  the  attacks  may  result  from  a combination  of 
the  two  mechanisms. 

This  report  is  based  upon  a series  of  40  con- 
secutive cases  of  typical  cardiac  asthma  (Table 
1).  In  35  of  the  patients,  the  attacks  resulted 
from  sudden  failure  of  the  left  ventricle,  while 
in  three  they  were  due  to  the  presence  of  mitral 
stenosis  without  hypertension,  coronary  sclerosis 
or  aortic  valve  disease.  In  two  patients,  mitral 
stenosis  was  complicated  by  the  presence  of  aortic 
insufficiency  and  arteriosclerosis  respectively,  and 
the  exact  mechanism  of  the  attacks  could  not  be 
determined. 

The  ages  of  the  35  patients  in  whom  cardiac 
asthma  was  due  to  sudden  failure  of  the  left 
ventricle  ranged  from  36  to  73  years  at  the  time 
of  the  initial  attack.  Twenty-five  patients  were 
more  than  50  years  of  age,  while  only  three,  all 
of  whom  had  hypertension,  were  less  than  40. 
Twenty  of  the  35  subjects  were  males  and  15 
were  females.  Fifteen  are  living  from  one  month 
to  six  years  after  the  first  attack,  and  in  this 
group  the  average  time  that  has  elapsed  since  the 
onset  is  27  months.  Twenty  of  the  patients  died 
from  one  week  to  a little  more  than  three  years 
after  the  first  paroxysm,  and  in  this  group,  the 
average  duration  of  life  after  the  onset  was 
twelve  months.  Of  the  35  patients,  11  had  arterio- 


sclerotic heart  disease  with  no  significant  eleva- 
tion in  blood  pressure  and  no  evidence  of  valvular 
heart  disease,  11  had  hypertension  without  evi- 
dence of  coronary  sclerosis,  10  had  hyperten- 
sion and  arteriosclerosis,  one  had  rheumatic 
heart  disease  with  aortic  insufficiency  and  hyper- 
tension, and  two  had  luetic  aortitis  with  aortic 
insufficiency.  In  nine  of  the  35  patients,  there 
had  been  no  noticeable  cardiovascular  symp- 
toms before  the  onset  of  cardiac  asthma,  while 
26  had  experienced  dyspnea  on  exertion  for  from 
three  months  to  eight  years  and  four  of  these 
had  had  attacks  of  anginal  pain.  The  frequency 
of  the  attacks  of  cardiac  asthma  varied  from 
almost  nightly  occurrence  to  an  interval  of  ten 
months  between  paroxysms,  and  the  duration  of 
the  seizures  ranged  from  fifteen  minutes  to  four 
hours  with  an  average  of  approximately  one 
hour.  Three  of  the  35  patients  experienced  at- 
tacks on  exertion  in  addition  to  typical  nocturnal 
paroxysms,  and  in  one  patient,  the  attacks  were 
precipitated  only  by  exertion  and  were  never 
nocturnal.  In  six  patients,  the  attacks  of  cardiac 
asthma  were  accompanied  by  substernal  pain. 

Enlargement  of  the  heart  was  demonstrated  by 
physical  examination  or  in  roentgenograms  in 
•29  of  the  35  patients.  Increased  hilus  shown 
in  the  roentgenograms  of  the  lungs  were  almost 
invariably  recorded  even  in  the  absence  of  other 
evidence  of  pulmonary  congestion1,4.  In  19  pa- 
tients, rales  were  present  over  the  bases  of  the 
lungs  at  the  time  of  the  first  examination.  Thir- 
teen of  these  have  died,  and  four  of  those  living 
are  doing  poorly.  Emphysema  of  the  lungs  was 
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present  in  14  patients.  Gallop  rhythm  was  re- 
corded in  eight  individuals  and  five  of  these  have 
died.  Pulsus  alternans  was  noted  in  four  patients, 
all  of  whom  are  dead.  Accentuation  of  the  pul- 
monary second  sound  was  present  in  eight  pa- 
tients. 

Electrocardiograms  were  taken  in  31  of  the  35 
patients.  Left  axis  deviation  was  a very  common 
finding.  The  T-waves  were  inverted  in  Lead  I 
or  in  Leads  I and  II  in  16  patients.  Bundle 
branch  block  or  intraventricular  block  was  re- 
corded in  four  instances  and  auriculoventricular 
conduction  was  prolonged  in  three.  Auricular 
fibrillation  was  not  observed  in  any  patient. 

Of  the  15  living  patients,  three  are  doing  well 
and  have  had  no  recurrence  of  attacks  three, 
four  and  twenty  months  respectively  after  the 
beginning  of  treatment.  The  rest  are  doing 
poorly;  four  are  confined  to  bed  or  chair,  and 
eight  are  limited  to  minimum  activity.  In  two 
patients  with  chronic  congestive  failure,  the  at- 
tacks of  cardiac  asthma  disappeared  as  the  de- 
gree of  failure  advanced.  Two  other  patients 
without  peripheral  congestive  failure  have  been 
relieved  of  their  attacks  although  even  slight 
activity  still  causes  dyspnea. 

In  the  20  patients  who  have  died,  death  was 
due  to  congestive  heart  failure  in  12,  coronary 
occlusion  in  five,  uremia  in  two,  and  cerebral 
hemorrhage  in  one.  The  clinical  features  of 
cardiac  asthma  due  to  failure  of  the  left  ven- 
tricle are  illustrated  in  the  following  case 
report : 

CASE  REPORT 

Case  1. — A white  man,  72  years  of  age,  a ten- 
der of  automatic  stokers,  had  experienced  grad- 
ually increasing  dyspnea  on  exertion  for  18 
months.  During  the  same  period,  he  had  suffered 
occasional  attacks  of  pain  in  the  lower  retro- 
sternal region  and  epigastrium  which  lasted  for 
about  one-half  hour  and  was  accompanied  by 
quite  severe  dyspnea.  The  attacks  usually  devel- 
oped while  the  patient  was  walking  but  on  a few 
occasions,  they  had  occurred  while  he  was  resting 
after  his  evening  meal.  For  eight  months,  it  had 
been  necessary  for  him  to  use  two  pillows  at 
night  because  a lower  position  caused  dyspnea 
and  a paroxysm  of  coughing  soon  after  lying 
down.  On  a few  occasions  also,  he  had  awakened 
at  night  with  a cough  and  a sensation  of  smother- 
ing, but  these  symptoms  were  relieved  by  sitting 
up  for  a few  minutes.  One  week  before  coming 
to  the  Clinic,  however,  he  awakened  about  4 
a.  m.  with  extreme  dyspnea  and  orthopnea, 
wheezing  and  cough  with  a small  amount  of 
thick  sputum  not  tinged  with  blood.  He  had  been 
forced  to  sit  up  in  a chair  for  one-half  hour  and 
had  not  been  able  to  go  to  sleep  again  that  night. 

Physical  examination  revealed  a well-devel- 
oped, elderly  individual  with  slight  dyspnea 
while  at  rest.  Faint  cyanosis  of  the  lips  was 
present.  The  thorax  was  increased  in  the  antero- 
posterior diameter,  and  the  bases  of  the  lungs 
were  low  and  descended  poorly.  Persistent 
medium  moist  rales  were  present  over  the  lower 
portion  of  both  lungs  posteriorly.  The  heart 
was  moderately  enlarged;  its  rhythm  was  reg- 


ular and  the  rate  72  per  minute.  No  murmurs 
were  heard.  The  pulmonary  second  sound  was 
louder  than  the  aortic  second.  No  gallop  was 
heard.  There  was  moderately  advanced  sclerosis 
of  the  peripheral  arteries,  and  the  arterial  blood 
pressure  was  130  mm.  systolic  and  9J  mm.  dias- 
tolic. The  peripheral  veins  were  not  engorged. 
The  liver  extended  two  finger  breadths  below 
the  costal  margin  and  was  slightly  tender.  There 
was  moderate  edema  of  both  lower  legs. 

Roentgen  ray  examination  of  the  chest  re- 
vealed enlargement  of  the  heart  together  with 
rather  marked  accentuation  of  the  hilar  lung 
shadows  extending  into  the  middle  zone  and  lung 
bases.  (Fig.  1).  Electrocardiograms  showed  left 
bundle  branch  block  and  prolongation  of  the 
P-R  interval  to  0.24  seconds. 


Figure  1 : Case  1 : Roentgenogram  of  the  chest  showing 
accentuation  of  the  hilar  lung  shadows. 


The  patient  was  digitalized  and  kept  at  abso- 
lute rest  in  bed  for  six  weeks.  All  signs  of  con- 
gestive failure  disappeared,  but  after  getting  up 
once  more,  the  patient  continued  to  experience 
dyspnea  and  attacks  of  anginal  pain  on  walking 
for  even  short  distances.  No  further  attacks  of 
cardiac  asthma  were  experienced  until  nearly 
three  months  after  the  original  examination,  but 
from  that  time  on,  moderately  severe  nocturnal 
paroxysms  occured  at  intervals  of  approximately 
three  weeks.  In  addition,  shorter  but  typical  at- 
tacks were  precipitated  on  a few  occasions  by 
walking.  Seven  months  after  the  first  examina- 
tion, the  patient  experienced  sudden  severe  lower 
retrosternal  pain  which  radiated  to  the  neck  and 
both  arms  and  was  accompanied  by  dyspnea, 
nausea  and  vomiting.  A state  of  profound  shock 
rapidly  followed,  and  death  occurred  one  and  one- 
half  hours  after  the  onset  of  symptoms.  A clin- 
ical diagnosis  of  coronary  thrombosis  was  made. 

The  three  patients  in  whom  cardiac  asthma 
resulted  from  mitral  stenosis  without  aortic 
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valve  disease,  hypertension  or  evidence  of  coro- 
nary artery  disease  were  34,  42  and  54  years  of 
age  respectively  at  the  time  of  the  first  attack. 
All  are  living  from  seven  months  to  five  years 
after  the  first  attack,  and  in  no  instance  has 
congestive  failure  developed.  Enlargement  of 
the  heart  was  present  in  all  three  patients, 
and  in  two,  the  electrocardiogram  revealed 
right  axis  deviation.  Auricular  fibrillation 
was  present  in  one  subject.  The  attacks  were 
precipitated  either  by  exertion  or  by  excite- 
ment in  all  three  patients.  In  the  patient 
with  auricular  fibrillation,  there  have  been  no 
recurrences  of  cardiac  asthma  since  the  ventric- 
ular rate  has  been  satisfactorily  controlled  with 
digitalis,  while  in  the  other  two  who  have  normal 
rhythm,  digitalis  has  had  no  discernible  effect 
upon  the  incidence  of  the  attacks.  The  clinical 
features  of  this  type  of  cardiac  asthma  are  illus- 
trated in  the  following  case  report. 

Case  2. — A white  married  woman,  38  years  of 
age,  was  first  seen  on  August  9,  1934,  because  of 
attacks  of  intense  dyspnea  accompanied  by  or- 
thopnea, wheezing,  retrosternal  oppression, 
coarse  tracheal  rales  and  cough  with  frothy  blood- 
tinged  sputum.  The  first  attack  had  been  ex- 
periencd  four  years  earlier  and  had  developed 
while  dancing.  It  had  lasted  for  several  hours 
and  was  relieved  only  gradually  by  the  hypo- 
dermic administration  of  morphine.  Following 
this,  the  patient  for  the  first  time  became  aware 
of  slight  dyspnea  on  climbing  stairs,  and  this 
symptom  had  persisted  but  had  not  become 
worse.  Attacks  of  cardiac  asthma  recurred  at 
intervals  of  approximately  six  months  and  were 
always  directly  attributable  to  exertion  or  to  an 
emotional  upset.  Usually,  they  were  of  rather 
gradual  onset  and  occurred  during  the  late  after- 
noon or  evening,  at  a time  when  the  patient  was 
fatigued.  The  first  symptom  consisted  of  in- 
creasing dyspnea  and  a sensation  of  fullness  in 
the  retrosternal  region.  The  patient  would  then 
become  extremely  apprehensive  and  with  this, 
the  attack  would  progress  to  its  full  develop- 
ment. The  paroxysms  varied  in  duration  from 
one  to  five  hours. 

Physical  examination  revealed  nothing  of  sig- 
nificance except  with  reference  to  the  heart.  On 
percussion,  the  left  border  of  the  heart  was 
14  cm.  from  the  midsternum  in  the  sixth  inter- 
costal space,  and  the  right  border  was  4 cm.  from 
the  midsternum  in  the  fourth  intercostal  space. 
On  auscultation,  the  mitral  first  sound  and  the 
pulmonary  second  sound  were  accentuated.  Over 
the  area  of  the  apex  impulse,  a loud,  rumbling 
murmur  filling  all  of  distole  was  heard.  No 
other  murmurs  could  be  detected.  The  lungs  were 
clear  on  percussion  and  auscultation.  The  liver 
was  not  enlarged  or  tender,  and  there  was  no 
peripheral  edema.  The  arterial  blood  pressure 
was  120  mm.  systolic  and  66  mm.  diastolic.  The 
venous  pressure  was  not  increased.  Electro- 
cardiographic tracings  showed  normal  sinus 
rhythm  with  a rate  of  90  per  minute  and  right 
axis  deviation. 

The  patient  was  advised  to  follow  a schedule 
of  greatly  restricted  activity  and  avoid  as  far 
as  possible  the  situations  which  had  precipitated 
the  attacks.  Complete  digitalization  was  carried 
out  and  was  maintained  by  subsequent  daily 
doses  of  the  drug.  Sedatives  also  were  prescribed. 
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In  spite  of  these  measures,  the  patient  has  ex- 
perienced four  moderately  severe  attacks  during 
the  past  year. 

prognosis: 

The  occurence  of  cardiac  asthma  always  is  in- 
dicative of  the  presence  of  serious  organic  heart 
disease.  In  the  form  due  to  uncomplicated  mitral 
stenosis  however,  the  prognosis  as  to  duration 
of  life  is  better  than  in  the  type  due  to  left  ven- 
tricular failure.  McGinn  and  White3  reported 
that  death  had  occurred  in  four  of  their  ten  pa- 
tients with  acute  pulmonary  congestion  due  to 
mitral  stenosis  and  that  the  average  duration  of 
life  in  these  patients  after  the  first  attacks  was 
3.9  years.  In  contrast  to  this,  death  occurred  in 
232  of  their  260  patients  with  cardiac  asthma  due 
to  left  ventricular  failure,  and  the  average  dur- 
ation of  life  from  the  first  attack  until  death  was 
19  months. 

The  most  common  causes  of  death  in  patients 
with  cardiac  asthma  due  to  failure  of  the  left 
ventricle  are  congestive  failure,  coronary  artery 
occlusion,  uremia  and  cerebral  hemorrhage.  In 
patients  with  cardiac  asthma  resulting  from  un- 
complicated mitral  stenosis,  death  usually  is  due 
to  congestive  heart  failure.  The  presence  of 
pulsus  alternans  or  of  gallop  rhythm  is  of  seri- 
ous prognostic  significance  in  the  left  ventricular 
form  of  cardiac  asthma,  and  the  persistence  of 
signs  of  congestive  failure  between  attacks  adds 
to  the  gravity  of  the  outlook. 

TREATMENT 

The  two  most  effective  measures  in  the  treat- 
ment of  attacks  of  cardiac  asthma  are  morphine 
and  the  upright  position.  Morphine  exerts  its 
beneficial  effect  by  depressing  the  respiratory 
and  vasomotor  centers  in  the  medulla  and  by  re- 
ducing the  patient’s  apprehension  and  anxiety. 
It  should  be  administered  hypodermically  as 
early  in  the  attack  as  possible,  usually  in  doses 
of  one-fourth  grain,  and  should  be  repeated  if 
the  patient  does  not  appear  to  be  improved  within 
fifteen  or  twenty  minutes. 

Cardiac  asthma  is  attended  characteristically 
by  orthopnea.  At  the  onset  of  a paroxysm,  the 
patient  is  forced  to  assume  a sitting  or  standmg 
position  and  frequently  supports  himself  with 
his  arms  against  a chair,  table  or  window  sill. 
It  is  probable  that  the  increase  in  vital  capacity 
which  accompanies  the  change  from  the  recum- 
bent to  the  erect  posture  contributes  importantly 
to  the  relief  experienced  in  the  latter  position. 
There  is  evidence  also0,6  that  the  minute  volume 
output  of  the  heart  is  decreased  in  the  upright 
posture,  and,  of  course,  any  reduction  in  cardiac 
work  would  lead  to  an  improved  state  of  the  pul- 
monary circulation. 

In  patients  with  cardiac  asthma  due  to  failure 
of  the  left  ventricle,  morphine  and  the  upright 
position  may  at  times  fail  to  relieve  the  patient 
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sufficiently,  and  other  measures  must  be  em- 
ployed. In  the  absence  of  anemia,  venesection 
should  be  carried  out  with  the  removal  of  250  cc. 
to  500  cc.  of  blood.  This  may  result  in  prompt 
and  lasting  relief,  particularly  in  patients  who 
present  engorgement  of  the  peripheral  veins. 
Venesection  reduces  the  circulating  blood  volume, 
and  as  a result,  the  work  of  the  heart  is  dimin- 
ished and  pulmonary  congestion  is  lessened. 
Weiss  and  Robb7  have  observed  that  an  effect 
similar  to  that  of  venesection,  and  often  more 
prompt  and  lasting,  may  be  obtained  by  apply- 
ing blood  pressure  cuffs  to  the  four  extremities 
and  inflating  them  to  a pressure  just  above 
diastolic  blood  pressure. 

In  patients  in  whom  cardiac  asthma  progresses 
to  acute  pulmonary  edema  in  spite  of  the  ad- 
ministration of  morphine  and  venesection,  either 
strophanthin  or  digitalis  should  be  given  intra- 
venously. It  is,  of  course,  essential  to  ascertain 
that  these  patients  have  not  received  digitalis 
earlier. 

Occasionally,  cardiac  asthma  may  be  relieved 
by  the  administration  of  nitroglycerin,  partic- 
ularly in  patients  with  severe  hypertension.  In 
one  of  our  patients  with  hypertension  who  ex- 
periences frequent  attacks  both  at  night  and  on 
exertion,  the  drug  has  given  prompt  relief  over 
a period  of  nearly  one  year.  We  believe  nitro- 
glycerin should  be  given  a trial  in  all  patients 
who  experience  attacks  at  frequent  intervals. 

The  differentiation  between  cardiac  asthma 
and  bronchial  asthma  often  is  extremely  difficult. 
The  two  conditions  cannot  be  distinguished  on  the 
basis  of  their  response  to  the  subcutaneous  ad- 
ministration of  epinephrine.  Weiss  and  Robb1,7 
have  accumulated  evidence  which  indicates  the 
presence  of  definite  bronchial  spasm  during  at- 
tacks of  cardiac  asthma  and  have  observed  prompt 
relief  of  attacks  after  the  administration  of 
epinephrine.  The  routine  use  of  the  drug  is  not 
recommended,  however. 

A patient  who  has  experienced  an  attack  of 
cardiac  asthma  due  to  failure  of  the  left  ven- 
tricle should  be  treated  as  any  other  individual 
who  presents  evidence  of  impaired  myocardial 
reserve.  Complete  digitalization  and  the  subse- 
quent administration  of  daily  maintenance 
amounts  of  the  drug  are  indicated,  and  in  sub- 
jects who  have  had  but  mild  attacks,  this  measure 
alone  may  suffice  to  prevent  the  recurrence  of 
paroxysms. 

In  those  who  have  suffered  more  severe  attacks, 
a period  of  absolute  rest  is  advisable  and  should 
be  followed  by  strict  limitation  of  activity.  Re- 
striction of  fluids  and  the  administration  of  di- 
uretic drugs  also  are  valuable  measures.  At 
times,  the  intravenous  injection  of  hypertonic 
glucose  solution  (50  to  100  cc.  of  a 25  or  50  per 
cent  solution  daily  for  several  days)  may  be 
helpful  in  diminishing  the  frequency  of  attacks. 


Because  cardiac  asthma  due  to  left  ventricular 
failure  usually  occurs  at  night  and  the  onset  of 
the  seizure  is  favored  by  the  recumbent  posi- 
tion, the  patient  should  be  instructed  to  sleep 
well  propped  up  in  bed.  Sedatives  also  should 
be  given  to  insure  sound  sleep  since  the  attacks 
generally  are  precipitated  by  some  factor  which 
tends  to  waken  the  patient. 

In  patients  with  cardiac  asthma  due  to  uncom- 
plicated mitral  stenosis,  digitalis  is  seldom  ef- 
fective in  preventing  the  recurrence  of  attacks3. 
Diuretics  also  are  of  little  value,  and  it  is,  there- 
fore, of  great  importance  that  these  patients 
avoid  exertion  and  emotional  upsets,  the  factors 
which  are  liable  to  precipitate  an  attack.  Seda- 
tives should  be  given  in  daily  divided  doses  to 
those  patients  who  display  evidence  of  emotional 
instability. 

SUMMARY 

1.  Cardiac  asthma  usually  is  due  to  sudden 
failure  of  the  left  ventricle  which  has  been  dam- 
aged previously  as  the  result  of  hypertension, 
coronary  artery  sclerosis  or  aortic  valve  disease. 

2.  In  a small  group  of  patients  with  uncom- 
plicated mitral  stenosis,  similar  attacks  occur  as 
the  result  of  factors  which  increase  the  heart 
rate.  When  the  heart  rate  is  sufficiently  ac- 
celerated, the  right  ventricle  expels  blood  into 
the  pulmonary  vessels  more  rapidly  than  it  can 
pass  through  the  narrowed  mitral  orifice,  and 
acute  pulmonary  congestion  develops. 

3.  Cardiac  asthma  due  to  left  ventricular 
failure  usually  develops  after  the  age  of  50  years, 
while  the  form  due  to  uncomplicated  mitral  sten- 
osis generally  occurs  in  younger  individuals.  The 
prognosis  is  poorer  in  the  first  group  than  in  the 
second. 

4.  In  a series  of  40  consecutive  cases  of  car- 
diac asthma,  the  attacks  were  due  to  failure  of 
the  left  ventricle  in  35  and  to  the  presence  of  un- 
complicated mitral  stenosis  in  three.  Mitral 
stenosis  was  complicated  by  aortic  insufficiency 
and  hypertension  respectively  in  two  patients, 
and  the  exact  mechanism  of  the  attacks  could  not 
be  determined. 

5.  The  clinical  aspects  of  these  cases  are  re- 
viewed, and  the  treatment  of  cardiac  asthma  is 
discussed. 
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DISCUSSION 

H.  C.  King,  M.D.,  Lakewood:  Dr.  Ernstene  has 
given  us  an  excellent  presentation  of  the  subject 
of  cardiac  asthma  and  I shall  not  attempt  to  add 
anything  in  its  discussion. 

By  far  the  greatest  number  of  cases  are  seen  in 
those  patients  with  coronary  artery  disease  and 
hypertension.  It  is  also  common  in  cases  of 
luetic  aortic  insufficiency. 

The  mechanism  which  produces  cardiac  asthma 
in  cases  of  mitral  stenosis  has  been  described  by 
Dr.  Ernstene. 

In  explaining  why  cardiac  asthma  is  com- 
paratively infrequent  in  mitral  stenosis  we  must 
look  to  the  “back-pressure”  theory  of  its  produc- 
tion. 

This  theory  assumes  two  factors  to  be  present. 

1 — Diminished  reserve  power  of  the  left  ven- 
tricle. 


2 — Increased  venous  return  to  the  heart  due  to 
peripheral  vasodilatation. 

Cardiac  asthma  is  due  to  an  increase  in  the 
degree  of  pre-existing  pulmonary  edema.  This 
damming  up  of  the  blood  in  the  lungs  is  due  to 
left  ventricular  failure. 

In  coronary  artery  disease  and  the  heart  of 
hypertension  and  of  syphilitic  aortic  insufficiency 
the  load  falls  primarily  on  the  left  ventricle.  In 
mitral  stenosis  the  left  auricle  and  the  right  ven- 
tricle first  bear  the  burden  with  the  right  auricle 
affected  later.  The  left  ventricle  may  remain  un- 
affected almost  to  the  end.  This  then,  would  ex- 
plain the  relative  freedom  of  the  patient  with 
mitral  stenosis  from  cardiac  asthma. 

As  to  prognosis  I can  surely  share  the  pessi- 
mistic attitude.  Most  of  my  cases  have  died 
within  an  average  of  two  years  after  the  onset 
of  the  cardiac  asthma  and  some  in  a much  shorter 
time. 

I feel  the  electrocardiogram  has  been  of 
great  aid  in  determinng  the  cardac  origin  of 
obscure  or  doubtful  cases,  and  in  judging  the 
outlook. 


ACUTE  APPENDICITIS  WITH  PERFORATION:  AN  ANALYSIS  OF 
261  CASES  OF  RUPTURED  APPENDIX 

By  A.  TALBERT  BOWERS,  A.B.,  M.D.,  Dayton,  Ohio 


EVERY  effort  should  be  made  by  the  medical 
profession  of  this  country  to  lower  the 
mounting  death  rate  from  acute  appendi- 
citis. A study  of  the  mortality  tables  reveals 
that  over  20,000  persons  are  now  dying  each 
year  from  appendicitis  in  the  United  States.  In 
a majority  of  instances  the  patients  who  died 
were  in  the  first  or  second  decade  of  life,  with 
good  life  expectancy. 

The  mortality  rate  for  appendicitis  in  this 
country  has  increased  40  per  cent  since  the  be- 
ginning of  the  present  century.  Our  present 
death  rate  is  the  highest  of  any  civilized  country, 
as  shown  by  a survey  of  international  statistics. 
The  death  rate  in  the  United  States  is  fifteen  per 
100,000,  while  the  mortality  rate  in  the  British 
Isles,  Belgium  and  Germany  is  seven  per  100,000; 
the  appendicitis  mortality  rate  in  France,  Italy 
and  Spain  is  three  per  100,000.  It  has  been  cal- 
culated that  in  the  United  States  the  mortality 
rate  of  appendicitis  approximately  equals  the 
combined  mortality  rate  of  intestinal  obstruction, 
gastric  and  duodenal  ulcers  and  gall  bladder  dis- 
ease. These  startling  facts  should  provide  food 
for  thoughtful  consideration  of  this  major  sur- 
gical problem. 

McGrath  and  Eiss1  are  of  the  opinion  that 
present-day  practitioners  are  not  fully  awake  to 
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the  dangers  involved  in  delaying  appendectomy 
or  to  the  serious  nature  of  the  complications  re- 
sulting from  this  neglect.  Finley2  in  a recent  re- 
view of  3913  operative  cases  of  appendicitis  found 
that  even  as  recent  as  in  the  five-year  period 
from  1926  to  1930,  18.17  per  cent  of  cases  had 
appendicitis  with  perforation  before  being 
operated  upon.  In  other  words,  about  one  patient 
in  five  had  ruptured  appendicitis  before  reaching 
the  operating  room.  Dixon  believes  that  more 
patients  with  appendicitis  have  been  operated 
upon  by  the  “occasional  operator”  during  the 
past  ten  or  twelve  years;  he  also  suggests  that 
the  present  generation  of  younger  surgeons  has 
not  taken  seriously  the  wide  experience  of  the 
older  surgeon  in  this  field.  The  tendency  of  soiqe 
physicians  to  regard  appendectomy  as  a minor 
surgical  undertaking  should  be  universally  con- 
demned. 

It  is  important  to  impress  upon  the  public  and 
a minority  of  physicians  that  the  dangers  of  de- 
lay and  the  abuse  of  laxatives  is  largely  responsi- 
ble for  the  present  lamentable  situation.  A re- 
cent survey  of  the  occurrence  of  acute  appendi- 
citis in  Philadelphia  reveals  that  the  average 
general  surgeon  is  showing  improvement  in  the 
management  of  spreading  peritonitis.  Of  the 
patients  admitted  to  the  hospitals  of  Philadelphia 
in  1931  and  1932,  4598  gave  a definite  history  re- 
garding laxatives.  Of  the  3293  patients  who  re- 
ceived laxatives  one  in  16  died;  of  the  1305  who 
did  not  receive  laxatives,  one  in  109  died.  Of 
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those  who  received  one  laxative,  one  in  18  died; 
of  those  who  received  more  than  one,  one  in  10 
died. 

The  purpose  of  this  communication  is  not  to 
dwell  upon  the  diagnostic  features  of  acute  ap- 
pendicitis but  rather  to  discuss  those  cases  in 
which  the  clinical  observation  or  operative  find- 
ings indicate  that  the  wall  of  the  appendix  has 
ruptured.  Our  experience  reveals  that  two  im- 
portant factors  operate,  either  singly  or  in  com- 
bination, in  the  production  of  perforation  of  the 
wall  of  the  gangrenous  appendix.  The  first  of 
these  is  the  common  and  disastrous  custom  of 
administering  cathartics  following  the  advent  of 
acute  abdominal  pain.  The  second  observation  is 
that  the  perforation  of  the  wall  frequently  occurs 
at  the  site  of  a fecalith  in  the  lumen  of  the 
appendix. 

The  full  extent  of  the  peritonitis  is  generally 
not  determined  until  the  abdomen  has  been 
opened.  It  is  then  revealed  in  one  of  three  ways: 
(1)  localized  peritonitis  with  no  defensive  wall- 
ing-off of  the  process,  (2)  localized  peritonitis 
with  peri-appendiceal  abscess  formation,  and  (3) 
generalized  peritonitis.  It  is  apparent  that  it  will 
be  necessary  to  adapt  the  treatment  to  the  type 
of  complication  rather  than  to  conform  to  any 
routine  procedure. 

In  the  case  of  localized  peritonitis  without  ab- 
scess formation,  which  generally  occurs  soon 
after  the  rupture  of  the  wall,  favorable  results 
were  obtained  when  appendectomy  was  performed, 
with  adequate  drainage.  In  these  the  patient  was 
placed  in  bed  parallel  to  the  floor  and  turned  on 
the  right  side  for  forty-eight  hours  to  prevent 
spreading  of  the  peritonitis  and  promote  gravity 
drainage.  The  dressings  were  changed  frequently 
to  facilitate  ready  absorption  of  the  exudate. 

If  upon  opening  the  abdomen  a walled-off  ab- 
scess was  present,  this  was  incised  directly  with- 
out spreading  the  infection  into  the  abdominal 
cavity  and  drainage  was  instituted.  The  ap- 
pendix was  never  removed  if  there  was  an  in- 
dication that  the  wall  of  the  abscess  might  be 
ruptured.  We  have  found  that  the  exudate  in  the 
peri-appendiceal  abscess  usually  contains  strep- 
tococci in  addition  to  the  usual  colon  organisms. 
The  danger  of  disseminating  these  organisms  is 
very  great  if  Nature’s  defensive  wall  is  broken. 
In  this  group  of  cases,  secondary  appendectomy 
is  advised  in  six  to  eight  weeks,  when  the  inflam- 
matory process  has  entirely  subsided. 

It  is  in  the  cases  of  generalized  peritonitis  that 
the  surgeon’s  judgment  is  most  severely  taxed. 
He  is  faced  with  a situation  which  demands  that 
he  must  decide  promptly  whether  or  not  it  would 
be  to  the  patient’s  best  interest  to  do  a simple 
drainage  operation  or  to  remove  the  appendix  and 
to  close  the  abdomen  with  or  without  drainage. 
In  55  of  our  recent  cases  of  acute  generalized 
peritonitis,  following  perforation  of  a gangrenous 


appendix  and  spreading  peritonitis,  we"  have  per- 
formed appendectomy,  following  which  the  ab- 
dominal cavity  was  irrigated  with  three  or  four 
liters  of  physiologic  saline  solution.  The  irriga- 
tion of  the  abdominal  cavity  in  these  cases  was 
continued  until  the  aspirated  fluid  returned 
clear.  The  incision  was  then  closed  without 
drainage,  except  for  a small  subcutaneous  drain. 
In  35  of  these  cases  the  convalescence  was  en- 
tirely uneventful,  except  for  superficial  skin  in- 
fection. In  15  cases  a cul-de-sac  abscess  de- 
veloped; all  responded  promptly  to  cul-de-sac 
drainage. 

Five  deaths  occurred  in  this  group  of  55  cases 
with  generalized  peritonitis  in  which  the  ap- 
pendix was  removed  and  the  peritoneal  cavity 
closed  without  drainage.  Death  was  due  to  colon 
bacillus  peritonitis  with  multiple  abscesses  in  one 
case,  generalized  peritonitis  with  paralytic  ileus 
in  another,  streptococcus  septicemia  in  the  third 
patient,  postoperative  coronary  occlusion  in  the 
fourth,  and  acute  hyperthyroidism  in  the  fifth. 
The  mortality  rate  of  this  group  of  cases  was 
9.1  per  cent  which  compares  very  favorably  with 
the  reports  of  different  observers  for  diffuse 
peritonitis,  in  which  the  death  rate  varies  from 
15  per  cent  to  65  per  cent,  with  an  approximate 
average  of  28  per  cent. 

In  one  case  of  generalized  peritonitis  in  which 
irrigation  was  done  and  the  incision  closed  com- 
pletely, it  became  necessary  to  perform  a laparo- 
tomy for  cholecystitis  and  cholelithiasis  approxi- 
mately one  year  later.  Careful  exploration  of  the 
entire  peritoneal  cavity  revealed  no  adhesions. 
In  defense  of  this  method  of  treatment  it  might 
be  stated  that  the  irrigation  of  the  peritoneal 
cavity  with  saline  solution  does  not  spread  the  in- 
fection, since  it  is  already  generalized.  The  re- 
moval of  the  source  of  the  infection  by  appendec- 
tomy and  the  removal  of  the  greater  part  of  the 
exudate  by  lavage  assists  the  defensive  powers 
of  the  peritoneum  in  combating  the  infection.  It 
is  also  quite  probable  that  fewer  adhesions  de- 
velop. The  likelihood  of  intestinal  obstruction  is 
lessened  if  drainage  tubes  are  eliminated.  Ade- 
quate drainage  of  generalized  peritonitis  would 
call  for  at  least  10  to  15  drains.  Each  drain  is 
limited  in  its  total  drainage  area,  and  with  the 
addition  of  each  drain  adhesion  formation  is 
markedly  increased. 

This  communication  is  based  upon  a study  of 
261  consecutive  cases  of  acute  appendicitis  with 
perforation.  The  mortality  rate  for  the  entire 
group  was  7.7  per  cent.  In  80  per  cent  of  the 
cases  the  appendix  was  removed  at  the  first 
operation.  In  the  remaining  20  per  cent  of  cases 
drainage  was  instituted  without  any  attempt  to 
remove  the  appendix.  In  approximately  5 per 
cent  of  the  cases  in  which  appendectomy  was  not 
done  at  the  time  of  the  primary  operation  the 
appendix  was  removed  from  six  weeks  to  three 
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months  following  the  original  operation.  There 
were  no  deaths  in  this  group  of  cases.  The 
rather  low  mortality  rate  (7.7  per  cent)  for  acute 
appendicitis  with  perforation  is  partially  due  to 
the  fact  that  these  patients  were  drawn  from 
private  practice,  comparatively  few  cathartics 
were  taken  before  operation,  and  the  patients 
were  hospitalized  earlier  than  our  public  ward 
patients. 

Arbitrary  statements  to  the  effect  that  the 
appendix  should  always  be  removed,  that  drain- 
age should  be  used  in  every  case  of  acute  per- 
forated appendicitis,  and  that  the  abdominal  vis- 
cera should  always  be  explored  before  the  re- 
moval of  the  appendix  are  productive  of  more 
harm  than  good.  Most  physicians  agree  that  the 
establishment  of  an  early  diagnosis  of  acute 
appendicitis  calls  for  immediate  operation.  This 
rule  also  holds  for  most  cases  of  acute  appendi- 
citis with  perforation.  There  are,  however,  oc- 
casional cases  of  acute  appendicitis  with  perfora- 
tion in  which  the  patient  is  overwhelmed  by  the 
severity  of  the  infection.  In  these  rare  instances 
experience  dictates  that  these  patients  should 
first  receive  fluids,  preferably  saline  and  glucose 
intravenously  and  by  hypodermoclysis,  with  the 
application  of  hot  Crile  packs,  and  the  adminis- 
tration of  morphine  until  the  improved  condition 
of  the  patient  indicates  that  there  is  a probability 
that  he  can  withstand  the  added  burden  of  opera- 
tion. 

Postoperative  hernias  are  largely  avoidable  if 
a small  incision  is  employed  and  the  muscle 
separating  type  of  incision  is  used.  An  incision 
located  directly  over  McBurney’s  point  will  in 
most  cases  provide  an  adequate  exposure  and  will 
enable  the  surgeon  to  excise  the  appendix  if 
necessary,  inside  of  the  abdominal  cavity.  In  our 
209  cases  of  acute  appendicitis  with  perforation 
in  which  drainage  was  instituted,  postoperative 
hernia  is  known  to  have  occurred  in  two  in- 
stances. The  McBurney  incision  obviates  second- 
ary closure  of  the  wound,  since  the  muscle  and 
the  fascial  layers  naturally  approximate  and  heal 
readily  even  though  the  sutures  may  be  de- 
stroyed by  subsequent  infection. 

Inversion  of  the  appendiceal  stump  is  quite  un- 
necessary and  is  fraught  with  considerable  dan- 
ger. The  appendiceal  stump  should  be  doubly 
ligated  with  chromic  catgut  and  a silk  or  a linen 
ligature.  It  is  hard  to  understand  why  some  sur- 
geons insist  on  making  a complicated  task  out  of 
a perfectly  simple  procedure.  The  development 
of  postoperative  fecal  fistulas  has  been  a very 
rare  occurrence  in  our  experience. 

Postoperative  complications  must  necessarily 
result  in  many  cases  of  acute  appendicitis  with 
perforation.  The  early  recognition  and  the  ade- 
quate management  of  these  complications  will 
greatly  improve  the  prospects  of  a favorable  out- 
come. Postoperative  abscess  in  the  region  of  th^ 


cul-de-sac  occurs  more  frequently  than  is  gen- 
erally realized.  The  outstanding  symptom  of  this 
complication  is  the  uncontrollable  diarrhea,  which 
generally  occurs  from  the  fifth  to  the  eighth  day 
following  operation.  Adequate  drainage  of  the  cul- 
de-sac  abscess  through  the  rectum  or  the  vagina 
should  be  instituted.  Occasionally  peri-appendi- 
ceal abscess  will  not  drain  completely  before  the 
wall  closes  and  it  will  be  necessary  to  reopen  the 
incision  sufficiently  to  permit  adequate  drainage. 
Infected  wounds  usually  respond  to  the  early 
application  of  hot  wet  dressings  and  repeated 
irrigation. 

Paralytic  ileus  is  a dreaded  complication  of 
generalized  peritonitis.  It  should  be  anticipated 
by  the  early  application  of  hot  Crile  packs,  early 
institution  of  naso-duodenal  drainage,  adminis- 
tion  of  large  quantities  of  3 per  cent  saline  solu- 
tion intravenously  and  by  hypodermoclysis,  and 
the  giving  of  adequate  doses  of  morphine  to 
maintain  the  muscle  tone  of  the  intestines.  Blood 
transfusion  is  frequently  a life  saving  measure. 
Localized  peritonitis  with  partial  obstruction 
usually  responds  readily  to  high  jejunal  enteros- 
tomy. Paralytic  ileus  will  not  respond  to  enteros- 
tomy, since  only  a few  feet  of  the  paralyzed  in- 
testines are  drained  by  this  procedure. 

Postoperative  phlebitis  of  the  lower  extremity 
usually  responds  promptly  to  the  early  institution 
of  A-ray  therapy  over  the  affected  areas.  Post- 
operative parotitis  usually  resolves  promptly, 
without  suppuration,  if  radium  or  X-ray  therapy 
is  instituted  as  soon  as  this  complication  de- 
velops. Subphrenic  abscess  is  most  apt  to  occur 
in  high  retrocecal  appendicitis  with  perforation. 
Aspiration  with  syringe  or  closed  catheter  drain- 
age will  aid  in  emptying  the  abscess  cavity.  The 
mortality  rate  in  this  complication  is  necessarily 
high. 

CONCLUSIONS 

1.  The  type  of  treatment  to  be  employed  in 
acute  appendicitis  with  perforation  should  be  de- 
termined by  the  findings  at  the  time  of  operation. 

2.  In  our  experience,  acute  appendicitis  with 
generalized  peritonitis  has  been  best  treated  by 
appendectomy,  irrigation  of  the  abdominal  cavity 
with  saline  solution,  and  closing  the  peritoneum 
without  drainage. 

3.  Postoperative  hernias  are  rare  when  Mc- 
Burney’s muscle-separating  type  of  incision  is 
used. 

4.  Early  recognition  and  adequate  manage- 
ment of  the  complications  are  essential  to  the 
maintenance  of  low  mortality  rate. 

209  South  Main  Street. 
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DISCUSSION 

C.  D.  Hoy,  M.D.,  Columbus:  The  number  of 

cases  of  acute  appendicitis  with  perforation  re- 
ported by  the  doctor  is  indeed  unusual.  There 
are  several  reasons  for  perforation  in  acute  sup- 
purative appendicitis.  First,  procrastination  in 
diagnosis  and  action;  second,  the  administration 
of  cathartics;  third,  the  presence  of  a fecolith. 

It  has  been  over  25  years  ago  that  one  of  our 
surgeons  started  to  wash  out  and  to  close  up 
without  drainage  all  of  his  cases  of  acute  sup- 
purative appendicitis  with  perforation  and  the 
only  two  cases  that  I know  of  that  recovered, 
were  cases  in  which  the  abdominal  wall  spon- 
taneously opened  and  drainage  was  thereby  in- 
stituted by  nature.  Every  few  years  someone 
starts  advocating  the  pernicious  practice  of  ir- 
rigating and  not  draining.  Sooner  or  later  they 
return  to  the  well-known  and  established  prin- 
ciples of  avoiding  prolonged  operations,  trauma, 
flushing,  and  begin  to  drain  with  an  improve- 
ment in  their  mortality. 

Acute  suppurative  appendicitis  with  perfora- 
tion rarely  perforates  before  24  or  36  hours  has 
elapsed  unless  there  is  a fecal  concretion  in  the 
appendix.  While  the  infection  is  still  confined 
within  the  lumen  of  the  appendix  is  the  time  to 
operate  and  not  to  wait  until  one  sees  what 
nature  is  going  to  do.  After  the  acute  infection 
starts,  one  does  not  know  whether  the  appendix 
infection  is  going  to  empty  into  the  cecum  or  is 
going  to  become  gangrenous;  or  perforate  into  a 
localized  peritonitis  or  perforate  into  the  general 
peritoneal  cavity. 

If  one  has  a localized  peritonitis  and  a per- 
foration with  a circumscribed  abscess,  they 
should  feel  satisfied  by  getting  in  and  getting  out 
quicker  with  a simple  drainage  and  not  removing 
the  appendix  unless  it  presents  itself  and  is  freely 
accessible  for  removal.  During  the  past  year,  in 
seven  cases  in  children  under  eleven  years,  we 
have  drained  a localized  abscess  through  the  rec- 
tum, and  have  gone  in  in  two  or  three  weeks  at  a 
secondary  operation  removing  the  appendix  with- 
out the  loss  o£  a patient.  One  had  better  be 
satisfied  with  two  operations  and  a live  patient 
than  a complete  operation  and  a dead  patient. 

In  the  presence  of  a circumscribed  peritonitis 
and  a localized  abscess  due  to  perforation,  if  the 
appendix  is  removed  one  destroys  nature’s  bar- 
riers against  infection;  opening  a great  number 
of  raw  and  abraded  surfaces  increases  absorption 
of  the  bacteria  and  their  toxins.  Prolonging  the 
operation,  increasing  the  trauma,  will  cause  the 
patient  to  receive  a toxic  dose,  thereby  hazarding 
his  chance  for  recovery.  In  generalized  free  sup- 
purative peritonitis,  the  appendix  perforates  into 
the  general  free  peritoneal  cavity  and  practically 
all  of  these  patients  promptly  die  unless  re- 
lieved by  an  immediate  operation. 

It  is  my  firm  conviction  that  if  these  patients 
are  to  be  operated  upon,  the  focus  of  infection 
should  be  removed  if  possible  and  proper  drain- 
age instituted.  The  administration  intravenously 
of  4 per  cent  glucose  in  saline  before,  during  and 
after  operation,  is  a great  factor  in  recovery. 
The  nasal  tube  with  continuous  suction  in  the 
stomach  is  another  life  saving  measure.  Careful, 
short  and  speedy  operation  without  sponging  and 
certainly  no  flushing  or  irrigation  of  the  ab- 
dominal cavity,  should  be  done.  Multiple  drain- 
age and  the  Fowler’s  position  with  avoidance  of 
opiates  will  do  more  than  anything  I know  of  to 


save  life.  I have  seen  only  22  cases  of  general 
free  suppurative  peritonitis  in  a series  of  926 
operations  for  acute  suppurative  appendicitis 
and  the  mortality  rate  is  exceedingly  high.  All  of 
them  die  without  operation  and  if  one  can  save  50 
per  cent  of  his  cases  of  general  free  suppurative 
peritonitis,  I believe  that  he  is  entitled  to  a crown 
of  glory. 

The  mistake  that  some  make  is  in  diagnosing 
general  free  suppurative  peritonitis  when  it  is 
only  a protective  and  defensive  fluid  which  con- 
sists of  nature’s  protective  serum,  leukocytes  and 
lymphocytes  and  which  looks  like  a defensive  and 
offensive  pus  but  which  is  not,  and  does  not  con- 
tain any  bacteria.  It  takes  one  only  a second  to 
smell  a sponge  which  has  a definite  colon  odor  or 
a few  seconds  longer  to  make  a smear  to  see  that 
there  are  no  bacteria  present.  If  one  has  a local- 
ized peritonitis  with  perforation  and  an  abscess, 
certainly  this  should  not  be  irrigated.  If  one  has 
a defensive  and  protective  fluid,  certainly  this 
should  not  be  irrigated.  If  one  has  a streptococcic 
infection,  this  should  certainly  not  be  irrigated 
because  the  streptococci  deliver  into  the  peri- 
toneal and  subperitaneal  lymphatic  spaces  freely 
and  cannot  be  washed  out.  If  one  has  a general 
free  suppurative  peritonitis  and  an  offensive  fluid 
which  has  a colon  odor,  certainly  it  should  not  be 
washed  out  for  flushing  and  washing,  if  the  whole 
peritoneum  is  not  involved,  there  will  certainly 
be  a spreading  of  the  peritonitis  which  will  be 
extremely  rapid  and  the  phagocytes  are  but  little 
able  to  cope  with  this  form  of  infection  and  will 
be  washed  away,  thus  robbing  the  patients  of 
what,  in  other  infections  except  the  streptococcic, 
constitutes  their  chief  defense.  True  the  periton- 
eum has  great  resistance  against  bacterial  in- 
vasion, and  can  care  for  a large  quantity  .of 
mildly  virulent  infective  products,  without  drain- 
age, but  if  the  tension  on  these  products  is  re- 
stored and  they  are  virulent,  death  after  opera- 
tion will  occur  on  the  same  basis  as  preceding  it. 
Therefore  the  continuation  of  the  drainage  is 
vital  in  the  virulent  cases  and  will  save  many 
lives. 

My  last  prayer  before  taking  the  anesthetic 
would  be:  Get  in  and  get  out  as  soon  as  possible, 
do  not  traumatize,  a Fowler’s  position,  no  opiates, 
plenty  of  intravenous  fluids,  and  lots  of  drainage. 

DISCUSSION 

F.  F.  Lawrence,  M.  D.,  Columbus:  Ever  since 
Dr.  McBurney  coined  the  word  appendicitis,  the 
biggest  minds  of  American  Medicine  have  been 
in  constant  action  with  only  now  and  then  a let 
down.  Maurice  Richardson  of  Boston,  Joseph 
Price  of  Philadelphia,  J.  B.  Murphy  and  A.  J. 
Ochsner  of  Chicago,  and  many  others  gave  of 
their  time,  skill  and  energy  in  efforts  to  solve  this 
problem.  It  is,  apparently,  not  yet  solved.  The 
factors  controlling  morbidity  and  mortality  are 
many  outside  of  operative  technic.  The  author 
states  in  his  paper  that  the  mortality  has  been 
increasing  of  late  years.  That  is  too  true  and  it 
is  a reflection  which  should  not  be  permitted  to 
continue,  but  why  this  increase  in  mortality  and 
morbidity  ? 

The  cause  must  be  evaluated.  First,  the  time 
factor  between  diagnosis  and  operation.  Second, 
the  meddlesome  or  other  kind  of  treatment  dur- 
ing this  interval.  Delayed  operation  is,  un- 
doubtedly, the  chief  cause  and  delay  is  too  often 
due  to  a delayed  diagnosis,  and  this,  as  so 
strenuously  emphasized  by  Richardson,  Murphy, 
Price  and  Ochsner,  as  well  as  others,  is  in  many 
cases  due  to  the  masking  of  all  symptoms  or  signs 
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by  the  injudicious  and  ill-advised  use  of  morphine 
or  opium  in  some  form.  A general  peritonitis  in 
the  first  24  hours  of  an  appendicitis  is  extremely 
rare  if  ever,  except  the  patient  had  been  given  a 
cathartic  and  even  then,  it  is  rare.  General  sup- 
purative peritonitis  or  general  septic  peritonitis 
as  a direct  result  of  acute  appendicitis,  practi- 
cally never  occurs  if  the  diagnosis  be  made  when 
it  should  and  treatment  carried  out  along  correct 
lines.  Very  few  surgeons  of  the  widest  experience 
ever  see  more  than  1 or  2 per  cent  at  the  most,  of 
their  cases  develop  this  condition.  Many  of  the 
cases  called  general  suppurative  or  septic  peri- 
tonitis are  in  reality  localized,  and  the  lymph  in 
the  general  peritoneal  cavity  mistakenly  called 
pus. 

The  early  diagnosis  is  the  keystone  which  we 
must  seek  and  this  can  be  made  promptly  and 
accurately  in  practically  every  case  if  the  doctor 
but  keep  in  mind  the  positive  sequence  of  symp- 
toms: First,  diffuse  pain  with  slight  elevation  of 
temperature;  second,  localized  pain  in  the  region 
of  McBurney  point;  third,  rigidity  of  the  right 
rectus  muscle;  fourth,  nausea  and  vomiting  (one 
or  both).  This  sequence  positively  differentiates 
appendicitis  from  any  and  all  other  conditions. 
Ochsner’s  great  contribution  lay  in  his  emphasiz- 
ing the  value  and  importance  of  physiological 
rest  to  the  entire  intestinal  tract  by  locking  up 
the  mouth.  Not  even  a drop  of  water,  medicine 
or  food  should  pass  the  lips  of  a suspected  ap- 
pendicitis victim  until  the  appendix  is  removed. 
The  symptoms  should  not  be  masked  by  the  ad- 
ministration of  opiates.  Remember  that  opium  in 
any  form  paralyzes  the  sympathetic  and  results 
in  arrested  or  perverted  secretion,  in  arrested 
excretion  and  in  a paralyzed  peristalsis.  All  of 
which  favor  intestinal  distension,  increased  intra- 


abdominal pressure  and  the  dissemination  of  the 
infection  from  a local  focus. 

Other  factors  governing  the  control  and  mor- 
tality in  appendicitis  are: 

First,  the  position  of  the  appendix — that  is, 
down  from  the  end  of  the  cecum:  is  it  post-iliac? 
is  it  downward  and  inward?  is  it  downward  and 
upward  ? pointing  to  the  umbilicus  ? or  is  it  sub- 
hepatic  ? or  is  it  outward  from  the  cecum  ? 

The  fact  is,  the  appendix  may  be  found  in 
many  other  positions.  Very  frequently  it  is  com- 
pletely retroperitoneal.  Obviously,  the  subhepatic 
position  is  the  most  dangerous,  the  inward  and 
upward  toward  the  umbilicus  is  the  second  most 
dangerous;  and  the  least  dangerous  of  all,  ex- 
ternal to  the  cecum.  I even  have  found  it  ad- 
herent to  the  spleen. 

The  second  hazard  is  that  the  past  few  years, 
many  who  have  had  little  or  no  training  in  ab- 
dominal surgery  have  tried  to  start  a surgical 
reputation  on  the  abdomens  of  appendicitis  vic- 
tims. 

I really  believe  that  the  responsibility  for  an 
increased  mortality  may  be  laid  to  the  facts,  first, 
that  our  teachers  and  leaders  have  constantly 
kept  before  our  students  and  physicians  the  sane 
use  of  the  five  senses  in  diagnosis,  delay  being 
often  due  to  waiting  until  laboratory  confirma- 
tion can  be  secured. 

Dr.  Bowers,  closing:  I might  add  that  all  cases 
of  acute  appendicitis  with  perforation  were  veri- 
fied by  findings  at  time  of  operation  and  positive 
bacteriological  cultures,  taken  at  the  time  of  the 
operation. 

In  our  cases,  3 per  cent  saline  solution  intra- 
venously and  by  hypodermoclysis  has  been  effi- 
cient in  producing  peristalsis  of  the  intestines 
and  relieving  abdominal  distension. 


THE  WARWICK  IONIZATION  TREATMENT  FOR  HAY  FEVER  AND 
HYPERESTHETIC  RHINITIS  WITH  FURTHER  REPORT  ON  CASES 

By  BEN  L.  BRYANT  M.D.,  F.A.C.S.,  Cincinnati,  Ohio 


THE  picture  of  the  sufferer  from  hay  fever, 
especially  when  this  condition  is  accom- 
panied by  asthma,  is  such  a pathetic  one 
that  it  is  small  wonder  that,  baffled  in  their  at- 
tempts to  bring  the  situation  under  control, 
clinicians  have  for  many  years  successively  tried 
and  discarded,  sometimes  only  to  try  again,  a 
wide  variety  of  procedures  designed  to  bring  re- 
lief. In  many  cases  these  procedures  did  bring 
relief,  but  unfortunately  too  often  the  relief  was 
only  transitory;  seldom  was  there  any  hint  of 
permanency  in  the  results.  These  methods  in- 
cluded the  following:  Cauterization  of  the  four 
points  of  Killian,  injection  of  various  drugs  and 
chemicals  into  the  turbinates,  irradiation  of  the 
nasal  mucous  membranes,  the  use  of  astringent 

Read  before  the  Eye,  Ear,  Nose  and  Throat  Section,  Ohio 
State  Medical  Association,  at  the  89th  Annual  Meeting, 
Cincinnati,  October  2-4,  1935. 

For  information  relative  to  the  author,  see  Who’s  Who 
in  This  Issue. 


sprays  and  nose  drops,  surgical  procedures  such 
as  submucous  resection  of  the  septum  and  com- 
plete or  partial  turbinectomies,  and  changes  in 
diet. 

With  the  first  work  on  identifying  pollens  and 
preparing  extracts  therefrom  for  skin  testing 
with  the  subsequent  attempts  at  desensitization, 
there  opened  a new  and  more  hopeful  vista  for 
relief  for  hay  fever  patients.  This  method  of 
treatment  undoubtedly  has  been  more  universally 
accepted  and  used  than  any  other  to  date,  but 
nevertheless  the  first  enthusiasm  which  greeted 
its  announcement  has  gradually  given  way  to  a 
more  conservative  attitude  as  realization  has 
come  that  only  about  65  per  cent  of  the  patients 
thus  treated  have  obtained  relief  and  that  in 
most  cases  this  relief  has  been  for  one  season 
only  and  that  frequently  repetition  of  the  in- 
jections in  a subsequent  season  was  not  followed 
by  the  same  beneficial  result.  In  other  words,  the 
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desensitization  of  the  hay  fever  patients  has 
proved  to  be  and  may  as  well  be  admitted  to  be 
somewhat  erratic. 

Having  tried  all  of  these  methods,  and  having 
been  frequently  disappointed  in  them,  it  was  with 
a great  deal  of  interest  that  I read  about  two 
years  ago  of  the  work  of  Dr.  Harold  L.  Warwick, 
of  Ft.  Worth,  Texas,  in  ionization  of  the  nasal 
mucous  membranes.  Preceding  Warwick’s  work, 
of  course,  was  that  of  Demetriades  in  Vienna, 
Franklin  in  London,  and  certain  men  in  America, 
but  Warwick’s  independent  investigations  re- 
sulted in  marked  improvement  in  the  technique, 
a decrease  in  the  discomfort  during  and  following 
the  treatment,  and  an  increase  in  the  favorable 
results  obtained.  During  the  seven  years  in 
which  Warwick  used  this  form  of  treatment  to 
the  exclusion  of  all  others  for  his  cases  of  hay 
fever,  he  made  various  modifications  and  refine- 
ments in  the  technique;  e.g.,  he  determined  that 
the  10  per  cent  solution  of  zinc  sulphate  which 
Franklin  had  used,  and  which  caused  considerable 
irritation  of  the  nasal  mucosa,  was  better  re- 
placed as  the  electrolyte  by  a 2 per  cent  solution 
of  zinc,  cadmium  and  tin  salts,  in  the  proportions 
of  85  per  cent,  5 per  cent  and  10  per  cent  re- 
spectively, with  the  same  metals  in  the  electrode. 

After  this  seven-year  period,  Warwick’s  method 
was  made  available  for  general  use,  and  because 
of  the  favorable  impression  which  I had  received 
from  his  early  report,  I was  glad  to  use  one  of 
the  original  treatment  units  which  the  Burdick 
Corporation,  of  Milton,  Wisconsin,  placed  in 
various  parts  of  the  country  for  clinical  trial, 
these  units  having  been  manufactured  according 
to  Warwick’s  design,  including  his  refinements 
such  as  filters,  etc.,  to  assure  the  deliverance  of  a 
smooth  current.  My  first  report  covered  cases 
treated  with  this  original  trial  outfit  and  others 
treated  with  the  commercial  unit  which  the  Bur- 
dick Corporation  subsequently  placed  on  the 
market.  These  were  patients  treated  during  1934, 
and  this  present  paper  carries  a further  comment 
on  this  group  together  with  a report  of  those 
treated  in  1935. 

In  order  to  describe  the  technique,  I cannot,  of 
course,  improve  upon  Warwick’s  description  in 
his  original  article,  entitled  “Treatment  of  Hay 
Fever  and  Its  Allied  Conditions  by  Ionization — 
Preliminary  Report”,  published  in  the  March, 
1934,  issue  of  the  Laryngoscope,  and  I therefore 
quote  from  this  article  as  follows: 

“After  the  patient  is  admitted  a history  of  the 
case  in  detail  is  obtained  and  then  an  examination 
of  the  nose  is  made.  If  the  nasal  septum  is  found 
to  be  greatly  deviated,  I do  not  attempt  an  ioniza- 
tion treatment,  for  it  would  be  impossible  to  so 
pack  the  nose  as  to  completely  cover  the  entire 
mucous  membrane.  In  such  a case  a submucous 
resection  is  indicated  and  the  patient  is  advised 
that  an  ionization  treatment  may  be  given  in 


about  six  weeks  following  the  operation.  Even 
with  a straight  septum,  it  is  sometimes  difficult 
to  pack  the  nose  so  that  the  postnasal  space  and 
the  turbinates  are  entirely  covered. 

“As  a preliminary  to  the  ionization  treatment, 
each  side  of  the  nasal  space  is  packed  with  10  per 
cent  cocaine  in  1.5  per  cent  ephedrine  solution  for 
ten  minutes.  This  shrinks  and  anesthetizes  the 
nasal  membrane  and  greatly  minimizes  the  dis- 
comfort which  might  otherwise  be  experienced. 
Cotton  strips  one-half  inch  wide  and  about  three 
feet  long,  and  as  thin  as  can  be  handled,  are 
saturated  with  the  ionizing  solution  and  packed 
into  the  nose  as  far  back  as  the  postnasal  space. 
The  electrode,  already  wrapped  with  a spiral  of 
cotton  and  also  saturated  with  the  solution,  is 
then  introduced  into  the  nose  and  thoroughly 
packed  in  with  more  saturated  cotton.  The 
electrode  is  connected  with  the  positive  pole  and 
the  negative  pole  is  placed  on  the  right  arm  and 
kept  wet  with  saline  solution.  A special  resistance 
meter  is  connected  with  the  patient  to  measure 
his  electrical  resistance.  If,  after  the  nose  has 
been  packed,  the  resistance  between  the  arm  and 
the  nose  is  as  high  as  8,000  to  10,000  ohms,  it  is 
positive  evidence  that  the  nose  is  not  properly 
packed,  and  the  packing  must  be  withdrawn  and 
replaced  until  a suitable  reduction  of  resistance 
occurs.  I have  found  2,500  to  3,000  ohms  to  be 
quite  satisfactory.  This  measurement  and  adjust- 
ment of  resistance  is  an  important  procedure  and 
I feel  sure  that  a number  of  my  early  failures 
have  been  due  to  insufficient  or  improper  packing 
of  the  nose  in  preparation  for  the  ionization. 

“After  the  nose  is  properly  packed  and  the  pa- 
tient’s resistance  tested,  the  current  is  turned  on 
gradually  and  the  patient  is  watched  carefully 
until  the  proper  milliamperage  is  obtained,  as 
noted  on  the  milliammeter.  Immediately  after  the 
current  attains  its  maximum,  a metallic  taste  is 
noted,  there  is  an  increase  in  the  amount  of  saliva 
and  lacrimation,  and  a slight  flush  appears  on  the 
face.  The  strength  of  the  current  should  never 
reach  the  point  of  coagulation;  I have  found 
that  100  milliampere  minutes  is  a sufficient  treat- 
ment for  one  side  of  the  nose. 

“The  type  of  current  is  of  the  utmost  import- 
ance in  ionization  therapy,  as  has  been  shown  by 
Stevenson  in  his  exhaustive  analysis  of  the 
physics  and  chemistry  of  the  ionization  methods 
of  treatment.  It  should  be  a direct  current  ob- 
tained from  a small  motor  generator,  capable  of 
delivering  at  least  30  milliamperes  when  con- 
nected in  series  with  the  patient.  In  my  own 
machines  I have  installed  a filter  on  each  side  of 
the  current  to  smooth  out  any  ripples  that  may 
arise  between  the  brush  and  the  commutator. 
When  one  realizes  how  extremely  dangerous  it  is 
to  use  any  form  of  alternating  current  in  such 
intimate  relationship  with  the  brain,  as  with  im- 
provised apparatus,  such  as  a rectifier  or  rotary 
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converter,  where  there  is  a possibility  of  an 
alternating  current  getting  into  the  patient's 
circuit,  then  it  is  understood  why  it  is  necessary 
that  only  a ground-free  motor  generator,  with  a 
limit  stop,  be  used.  Furthermore,  it  is  highly  de- 
sirable that  this  machine  be  so  constructed  with 
interlocking  switches  and  resistance  meter  that 
the  patient’s  resistance  be  measured  and  correct 
reading  be  obtained  without  shock  or  any  elec- 
trical sensation  whatsoever  to  the  patient.  Sev- 
eral physicians  who  have  observed  this  work  and 
who  had  previously  constructed  electric  wall 
plates  or  other  machines  which  would  put  out  a 
suitable  amount  of  direct  current,  have  tried  this 
treatment,  using  these  machines  as  a substitute 
for  the  one  I have  described  above.  Invariably, 
the  report  has  been  that  the  patient  complained 
bitterly  of  the  discomfort  connected  with  the 
treatment  and  the  consciousness  all  through  the 
ionization  of  the  discharge  of  electricity  into  the 
nose  and  arm.  The  results  from  such  machines 
have  been  very  unsatisfactory,  so  that  I feel  that 


a proper  machine,  proper  electrodes  and  proper 
electrolyte  is  the  absolute  sine  qua  non  for  suc- 
cess in  this  method  of  treatment.  Chemical 
analysis  of  the  electrode,  both  before  ana  after 
treatment,  has  revealed  the  fact  that  the  ten- 
minute  ionic  displacement  which  takes  place  from 
the  electrode  into  the  tissues  during  treatment 
changes  the  chemical  makeup  of  the  electrode  so 
that  after  usage  it  should  be  discarded  instead  of 
being  used  the  second  time. 

“After  the  current  has  passed  for  a sufficient 
length  of  time,  it  is  gradually  turned  off  and  the 
electrode  and  packs  are  carefully  removed.  The 
tissues  are  now  seen  to  be  contracted  and  the 
turbinates  and  septum  are  covered  with  a gray 
or  white  coating.  Though,  before  the  treatment, 
the  patient  may  complain  of  watery,  itching  eyes, 
itching  ears  and  palate,  and  sneezing,  these  symp- 
toms disappear  almost  immediately  after  the 
ionization  treatment.” 

A summary  of  the  cases  treated  during  the 
1935  season  follows: 


TABLE  NO.  1 


Pt. 

Sex 

Age 

Duration 

of 

Disease 

Form 

of 

Disease 

Previous 

Treatment 

Reaction 

from 

Ionization  1 

Number  of 
Ionic 

Treatments 

Eyes 

RESULTS 

Nose 

Asthma 

W.B.C. 

F 

33 

15  yrs. 

Hay  fever 
& asthma 

Local  and 
Vaccine 

Moderate 

One 

90% 

90%  100% 

(later  50%) 

L.J.L. 

M 

30 

25  yrs. 

Hay  fever 

Vaccine 

Moderate 

One 

100% 

100% 

J.E.H. 

M 

55 

4 yrs. 

Hay  fever 
& asthma 

Local 

Mild 

One 

90% 

90% 

100% 

A.F. 

F 

25 

10  yrs. 

Hay  fever 
& asthma 

Vaccine 

Moderate 

One 

100% 

100% 

90% 

L.D.T. 

M 

36 

21  yrs. 

H£y  fever 
& asthma 

None 

Moderate 

One 

100% 

100% 

100% 

W.S. 

F 

57 

4 yrs. 

Hay  fever 

None 

Moderate 

One 

100% 

100% 

J.H. 

M 

66 

30  yrs. 

Hay  fever 

Vaccine 

Mild 

One 

100% 

100% 

M.S. 

F 

44 

8 yrs. 

Hay  fever 

Local  and 
Vaccine 

Severe 

One 

(patient  reported  no 
improvement) 

B.I.N. 

M 

48 

15  yrs. 

Hay  fever 
& asthma 

Local  and 
Vaccine 

Mild 

One 

100% 

100% 

80% 

R.F. 

M 

17 

12  yrs. 

Hay  fever 

Vaccine 

Mild 

One 

100% 

100% 

J.B. 

F 

15 

4 yrs. 

Hay  fever 
& asthma 

None 

Moderate 

One 

100% 

100% 

80% 

M.S.H. 

F ' 

28 

16  yrs. 

Hay  fever 
& asthma 

Vaccine  and 
Ionization 

Moderate 

One 

100% 

100% 

100% 

Patient  W.B.C.  on  this  table  shows  in  the 
column  of  results  under  asthma  “100  per  cent, 
later  50  per  cent”.  This  is  because  this  patient 
was  completely  relieved  of  her  asthma  following 
the  ionization  treatment  until  she  spent  a week 
in  North  Carolina  where  she  had  always  had 
asthma  before  regardless  of  the  season  or  other- 


circumstances,  and  this  year  likewise  the  asthma 
returned  but  less  severe  in  form. 

Patient  B.I.N.  had  had  a series  of  sinus  opera- 
tions including  ane  external  frontal  on  the  left 
side  and  two  on  the  right. 

Patient  M.S.  was  reported  by  individuals  who 
observed  her,  to  have  hay  fever  symptoms  much 
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less  severe  in  character  than  previously,  although 
she  herself  reported  no  improvement  from  the 
ionization  treatment. 

Patient  R.F.  is  a trumpet  player  and  the  com- 
plete relief  of  his  severe  hay  fever  symptoms 
which  the  ionization  treatment  afforded  him  made 
it  possible  for  him  to  resume  his  playing  in  an 
orchestra. 

Directly  at  this  point  and  with  particular 
emphasis,  I wish  to  point  out  that  the  results 
stated  relate  to  the  patient’s  condition  during 
his  hay  fever  season  and  up  to  the  present  time. 
I attempted  to  make  this  clear  in  my  first  report 
but  I fear  that  it  may  have  been  misunderstood 
in  some  quarters.  It  seems  obvious  that  no  state- 
ment as  to  the  permanency  can  be  made  until 
sufficient  time  has  elapsed  to  determine  whether 
the  results  are  permanent. 


Of  the  first  ten  cases  treated  in  1934  and 
previously  reported,  seven  resulted  in  a cure,  this 
term  being  interpreted  to  mean  a cessation  for 
that  season  of  all  hay  fever  symptoms  and  also 
of  the  asthma  when  present;  two  were  reported 
as  much  improved;  and  the  remaining  case  as 
having  very  slight  improvement.  This  particular 
patient  was  subsequently  found  to  have  a bi- 
lateral latent  chronic  maxillary  sinusitis  which 
had  been  overlooked  because  her  statements  and 
the  findings  of  a physician  who  had  treated  her 
previously  were  too  willingly  accepted.  In  other 
words,  she  was  not  an  indicated  case  for  this 
treatment  at  the  time  and  was  subsequently  re- 
lieved by  a bilateral  radical  maxillary  sinus 
operation  with  the  removal  of  considerable  path- 
ology from  both  antra.  A questionnaire  sent  to 
the  other  nine  patients  at  the  end  of  August  of 
this  year  resulted  in  the  following  report: 


TABLE  NO.  2 


Pt 

Sex 

Age 

Date  of 
Treatment 

Return  of 
Symptoms 
this  year  ? 

Severe  ? 

Moderate  ? 

Mild? 

Asthma 
this  year  ? 

M.K.B. 

F 

16 

8/22/34 

Yes 

Yes 

No 

M.S.H. 

F 

28 

8/28/34 

Yes 

Yes 

No 

G.M. 

F 

20 

9/1/34 

Yes 

No 

Yes 

No 

D.D. 

F . 

16 

8/17/34 

No 

No 

J.P. 

M 

30 

8/8/34 

Yes 

No 

No 

Yes 

No 

A.D. 

F 

29 

8/18/34 

No 

No 

I.R.S. 

F 

25 

9/1/34 
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The  acute  maxillary  sinusitis,  requiring  antrum 
lavage,  which  followed  the  treatment  in  four  of 
the  cases  in  1934  has  not  been  observed  in  this 
year’s  series.  Several  of  the  patients  did  have 
acute  nasopharyngitis  a few  days  after  the  ioni- 
zation, but  inasmuch  as  there  was  at  the  time  a 
mild  epidemic  of  this  condition  in  Cincinnati,  I 
did  not  consider  that  it  had  any  particular  con- 
nection with  the  treatment. 

The  postoperative  reaction  to  the  ionization 
procedure  has  been  noticeably  less  severe  in  this 
year’s  series  of  cases  as  compared  to  last  year’s, 
and  I believe  that  it  is  due  to  several  simple 
changes  in  the  preoperative  preparation  of  the 
patient  which  I have  carried  out  recently.  My 
present  routine  is  as  follows:  The  patient  is 
given  a three  grain  pulvule  of  sodium  amytal 
upon  retiring,  the  night  before  the  treatment, 
and  a second  similar  pulvule  is  given  the  follow- 


ing morning  about  an  hour  before  the  ionization 
is  to  be  carried  out.  The  patient  then  rests  for 
this  hour  preceding  the  treatment,  and  it  is  ad- 
visable that  the  previous  meal,  if  taken  at  all,  be 
light  in  character  so  as  to  avoid  any  increased 
discomfort  which  might  result  from  gagging  due 
to  the  postnasal  drainage  of  mucus  and  solution 
from  the  cotton. 

My  only  additional  remarks  concerning  the 
technique  of  the  treatment  itself  is  to  emphasize 
the  need  for  complete  and  very  careful  packing 
of  every  recess  in  the  nose  because  obviously  any 
portion  of  the  nasal  mucosa  which  is  not  firmly 
in  contact  with  the  electrolyte-soaked  cotton  will 
not  be  ionized  properly  and  will  retain  subse- 
quently its  sensitivity  to  the  irritating  substance. 
This  point,  together  with  the  fact  that  the  pack- 
ing in  the  upper  portion  of  the  nose  must  be 
brought  into  rather  firm  association  with  the 
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cribriform  area,  is  sufficient,  it  seems  to  me,  to 
justify  the  feeling  that  this  procedure  should  re- 
main in  the  hands  of  otolaryngologists  and  oto- 
larynologists  only,  because,  potentially,  it  has  all 
of  the  implications  attendant  upon  any  compli- 
cated intranasal  operation. 

Immediately  following  the  treatment  the  nose 
is  inspected  and  the  evenness  of  distribution  of 
the  grayish  film  covering  the  nasal  mucosa  to- 
gether with  the  previous  reading  of  the  resistance 
meter  mentioned  above,  indicating  that  the  pack- 
ing has  been  properly  placed,  is  a splendid  in- 
dication of  the  result  that  can  be  expected.  The 
patient  is  then  allowed  to  rest  again  for  about 
two  hours,  having  been  given  capsules  containing 
codein,  phenacetin  and  aspirin.  These  capsules 
are  repeated  during  the  rest  of  the  day  if  neces- 
sary for  pain — they  are  usually  not  necessary 
subsequently.  A mild  eye  wash  and  bland  nose 
drops  are  prescribed  and  the  patient  is  cautioned 
against  blowing  the  nose  forcibly  because  the 
thick,  jelly-like  membrane  which  forms  in  the 
nose  as  a result  of  the  treatment  ought  not  be 
disturbed  until  it  separates  spontaneously,  which 
occurs  within  from  three  to  five  days.  When  this 
separation  has  occurred,  the  membrane  ordinarily 
discharges  postnasally,  which  would  seem  to  in- 
dicate that  the  function  of  the  cilia  has  again  be- 
come active,  and,  as  a matter  of  fact,  Alden,  of 
St.  Louis,  who  examined  specimens  of  the  nasal 
mucous  membrane  before  and  some  weeks  follow- 
ing the  ionization  treatment,  reports  that  the 
membrane  returns  to  normal  as  far  as  can  be 
ascertained  by  histological  examination.  War- 
wick also  found  that  histological  examination  of 
tissue  specimens  from  the  nose  of  patients  five 
days  and  five  years  after  ionization  showed  the 
membranes  to  be  undamaged.  Macroscopically,  at 
any  rate,  the  nasal  mucosa  of  patients  thus 
treated  within  a week  following  the  ionization  has 
a completely  normal  appearance. 

Inasmuch  as  with  one  or  two  exceptions  all  of 
the  patients  in  the  above  two  series  were  so  much 
more  comfortable  folowing  this  treatment  than  at 
any  other  time  or  under  any  other  form  of  treat- 
ment, most  of  them  have  voluntarily  stated  that 
should  they  have  a return  of  symptoms  in  coming 
seasons,  they  would  be  glad  to  have  the  treatment 
repeated  in  order  to  gain  this  relief.  Warwick’s 
observation  is  that  over  a seven-year  period,  only 
a very  small  percentage  of  patients  needed  a 
second  or  third  treatment  to  afford  them  relief. 

Experience  has  shown  that  the  treatment  is 
unquestionably  much  more  effective  if  given 
during  the  hay  fever  season  when  the  symptoms 
••re  actively  present  than  if  used  prophylacticallv. 

No  anosmia  has  been  observed  in  any  of  the 
patients  under  my  care  who  have  had  the  ioniza- 
tion treatment. 

I have  not  found  it  necessary  to  hospitalize 


any  adult  patients.  Obviously  children  of  such 
an  age  that  local  anesthesia  of  the  nose  would 
be  difficult  or  impossible  should  be  hospitalized 
for  24  hours,  and  in  these  cases  chloroform 
anesthesia  is  probably  the  method  of  choice. 

SUMMARY 

The  Warwick  ionization  treatment  for  hay 
fever  and  hyperesthetic  rhinitis  is  described,  ad- 
ditional suggections  are  made  as  to  preoperative 
and  postoperative  treatment  of  the  patients,  and 
a report  is  given  on  those  patients  treated  in  1935 
together  with  a subsequent  report  on  the  con- 
dition during  the  past  hay  fever  season  of  those 
patients  treated  in  1934. 

CONCLUSIONS 

On  the  basis  of  results  obtained  during  the  past 
year  as  well  as  the  further  observation  of 
patients  treated  a year  ago,  and  in  spite  of 
the  fact  that  at  the  time  of  my  first  report 
I expressed  a note  of  caution  about  becoming 
too  enthusiastic  too  early  in  the  use  of  a new 
method  of  treatment,  I am  indeed  highly  en- 
thusiastic about  the  Warwick  ionization  treat- 
ment for  hay  fever  and  kindred  conditions  and 
feel  that  it  is  deserving  of  wider  interest  on  the 
part  of  the  general  practitioners  who  ar.e  seek- 
ing relief  for  their  patients  who  suffer  from  these 
conditions,  and  wider  knowledge  and  use  on  the 
part  of  properly  trained  otolaryngologists  in 
whose  hands  this  procedure  safely  and  wisely 
belongs. 

19  Garfield  Place. 
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DISCUSSION 

V.  W.  Fischbach,  M.D.,  Cincinnati:  This  sec- 
tion should  be  very  appreciative  of  the  careful 
report  made  by  the  essayist  as  to  the  new  War- 
wick ionization  treatment  for  hay  fever  and 
hyperesthetic  rhinitis.  This  type  of  information 
and  study  can  only  inform  the  members  of  our 
specialty  as  to  the  merit  of  any  new  development 
in  our  field.  It  is  important  that  we  are  familiar 
with  this  form  of  treatment,  as  already  the  public 
and  the  press  are  discussing  the  problem  and,  of 
course,  the  laity  turn  to  us  for  their  information. 

The  discussion  of  this  paper  necessarily  must 
confine  itself  to  one’s  experience  in  this  field  of 
work.  The  treatment  we  use  is  identically  the 
same  as  the  one  used  by  Dr.  Bryant,  which  is 
given  with  very  little  discomfort,  excepting  oc- 
casional slight  sensation  of  electrical  shocks 
radiating  into  the  teeth.  I want  to  emphasize  the 
fact  that  the  post-treatment  reaction  is  usually 
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severe,  coming  on  within  two  or  three  hours 
afterward,  and  lasting  from  three  to  ten  hours. 
It  is  signified  by  headache  and  pain  through  the 
side  of  the  head  treated.  I warn  that  all  attempt- 
ing to  give  this  form  of  treatment  give  sufficient 
narcotics  to  allay  this  pain,  as  it  does  cause  con- 
siderable distress.  Usually  by  the  next  day,  how- 
ever, outside  of  nasal  obstruction  on  the  side 
treated,  the  patient  feels  fairly  well.  In  our 
series  of  ten  cases  treated  this  fall,  four  had  no 
relief,  one  of  these  four  being  asthmatic ; six  were 
relieved,  two  having  had  asthma.  One  of  the  six 
cases  did  have  a slight  itching  of  the  eyes,  other- 
wise no  other  symptoms  were  manifest  during  the 
hay  fever  season. 

In  conclusion,  I believe  that  the  Warwick  treat- 
ment is  not  going  to  be  the  panacea  for  all  hay 
fever  cases,  but  only  for  the  properly  selected 
cases.  I have  seen  cases  that  have  had  the  ioniza- 
tion treatment  with  no  relief  whatsoever,  but 
when  placed  in  air  conditioned  bedrooms  have 
been  perfectly  comfortable  during  the  past  hay 
fever  season.  I am  inclined  to  make  the  suggestion 
that  air  conditioning  of  bed-rooms  for  hay  fever 
patients  be  studied  thoroughly,  particularly  since 
the  cost  of  air  conditioning  machines  has  rapidly 
diminished  to  within  the  realm  of  the  average 
pocket  book. 

D.  W.  Hogue,  M.D.,  Springfield:  I have  treated 
ten  hay  fever  patients  with  the  zinc  ionization 
method  as  outlined  by  Dr.  Bryant.  All  were 
markedly  benefited.  We  did  not  have  any  severe 
reactions.  I only  treated  one  side  at  a time.  I 
believe  that  in  properly  selected  cases  we  can 
expect  excellent  results. 

John  H.  Mitchell,  M.D.,  Columbus:  As  an 
allergist  I am  deeply  interested  in  this  new  pro- 
cedure for  the  treatment  of  hay  fever,  and  I hope 
that  it  may  prove  to  be  of  definite  value.  The 
pollen  extract  treatment  of  seasonal  hay  fever  is 
to  my  mind  the  ideal  treatment  to  date,  but  about 
15  per  cent  of  these  cases  do  not  receive  sufficient 
benefit  to  justify  continuation  of  the  treatment 
in  future  seasons.  It  is  this  group  of  failures 
that  I hope  may  be  benefited  by  some  nonspecific 
measure  such  as  ionization.  So  far  as  seasonal 
pollen  asthma  is  concerned,  I see  no  good  reason 
to  employ  ionization  since  adequate  treatment 
with  correct  pollen  extracts  will  give  relief  to  95 
per  cent  of  these  sufferers. 

Experience  has  shown  that  most  allergic  in- 
dividuals do  not  tolerate  morphine,  and  I wonder 
whether  the  discussants  who  use  morphine  prev- 
ious to  the  ionization  treatment,  have  had  a 
similar  experience. 

CLOSING  DISCUSSION 

Ben  L.  Bryant,  M.D.,  Cincinnati:  I wish,  first 
of  all,  to  thank  Dr.  Fishbach  and  the  other  gentle- 
men for  their  free  and  generous  discussion  of  my 
paper. 

It  is  indeed  true  that  the  general  public  is  be- 
coming familiar  with  the  fact  that  there  is  an 
ration  treatment  for  hay  fever,  and  this  puts 
an  added  responsibility  on  those  of  us  who  are 
working  with  this  form  of  treatment.  As  a mat- 
ter of  fact,  I have  never  failed  to  tell  the  patient 
who  presents  himself  for  this  treatment  that 
nothing  can  be  said  as  yet  about  the  permanency 
and  that  it  is  to  be  expected,  of  course,  that  cer- 
tain individuals  will  not  be  relieved.  The  fact  re- 
mains, nevertheless,  that  the  results  so  far  have 
been  extremely  encouraging. 


I think  that  a note  of  warning  should  be 
sounded  about  the  treatment  of  asthmatic  pa- 
tients. Those  cases  which  I have  reported  as  being 
relieved  of  their  asthma  have  been  in  every  in- 
stance patients  whose  asthma  appears  only  dur- 
ing the  hay  fever  season.  I have  not  had  the 
temerity  to  treat  a chronic  or  perennial  asthmatic 
because  reports  from  other  men  who  have  done  so 
have  indicated  that  a large  proportion  of  such  pa- 
tients have  been  made  worse  by  ionization  of  the 
nasal  mucosa,  the  reason  probably  being  that  the 
increased  space  in  the  nasal  passages  resulting 
from  this  form  of  treatment  gives  easier  access 
to  the  tracheo-bronchial  tree  for  the  irritating 
exogenous  substances. 

It  is,  of  course,  extremely  important  that  there 
be  a careful  and  proper  selection  of  cases  for  the 
ionization  treatment,  and  it  has  already  happened 
that  a number  of  patients  referred  to  me  for  this 
treatment  have  had  it  refused  them  because  there 
was  not  the  proper  indication  for  it.  Emphasis 
should  be  given  to  the  fact  that  a septum  deviation 
of  any  great  degree  or  any  other  marked  obstruc- 
tion to  either  nasal  passage  will  obviate  the  pos- 
sibility of  obtaining  a good  result  because  unless 
the  nose  is  completely  and  firmly  packed  the  ioni- 
zation connot  be  completely  successful.  Of  course 
we  hardly  expect  100  per  cent  results  from  any 
method  of  treatment  in  the  practice  of  medicine, 
but  because  the  results  in  these  cases  have  so 
nearly  approached  that,  it  has  been  my  tendency 
to  be  hypercritical  of  my  own  failures,  and  I feel 
that  most  of  them,  at  any  rate,  are  due  to  the 
fact  that  some  part  of  the  membrane  was  not* 
brought  sufficiently  in  contact  with  the  electro- 
lyte-soaked cotton. 

My  remarks  about  the  use  of  this  treatment 
method  by  general  practitioners  were,  of  course, 
in  no  sense  personally  intended,  for  I am  sure 
that  there  is  an  occasional  internist  who  is 
capable  of  packing  a nose  completely  and  safely, 
but  I am  just  as  sure  that  there  are  many  very 
good  internists  of  whom  this  is  not  true  by  virtue 
of  the  fact  that  they  do  not  have  the  opportunity 
sufficiently  frequently  of  examining  and  treating 
the  inside  of  noses,  and  I would  dislike  to  see  this 
form  of  treatment  which  carries  with  it  the 
promise  of  beneficial  results  brought  into  dis- 
repute because  of  failures  resulting  not  from  the 
treatment  method  but  from  the  technique. 

In  such  of  my  patients  who  are  reported  to 
have  had  vaccine  previously,  this  refers  to  pollen 
extracts,  and  in  each  of  these  cases  the  treatment 
had  been  given  without  relief  to  the  patient. 

The  postoperative  reaction  in  many  of  the 
cases  during  the  first  year  was  severe.  This  has 
been  much  less  true  during  the  past  year,  due,  I 
believe,  to  the  fact  that  immediately  after  the 
treatment  my  patients  are  given  capsules  contain- 
ing phenacetin,  aspirin  and  codein,  with  instruc- 
tions to  repeat  these  capsules  during  the  balance 
of  that  day.  Ordinarily  by  the  next  day  the  pain 
has  disappeared.  I have  never  found  it  necessary 
to  resort  to.  the  use  of  morphine  in  these  cases. 

It  is  impossible,  due  to  the  limited  time  now 
available,  to  enter  into  a proper  discussion  of  the 
fundamentals  of  ionization  as  such,  which,  were 
it  possible  to  do  so,  would,  I believe,  show  why, 
in  spite  of  voices  to  the  contrary,  the  Warwick 
treatment  unit  and  the  electrolyte  made  of  the 
combined  salts  of  zinc,  cadmium  and  tin  have 
real  and  definite  advantages  over  other  types  of 
apparatus  and  the  zinc  sulphate  electrolyte  re- 
spectively. One  thing  can  be  pointed  out,  how- 
ever, and  that  is  that  a source  of  supply  from  a 
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battery  gives  one  interruption  when  the  current 
is  turned  on  and  another  ten  minutes  later  when 
the  current  is  turned  off,  which,  of  course,  is 
quite  different  from  the  motor  generator  supply, 
thus  affecting  the  pH  concentration  and  therefore 
the  ionization  process.  The  use  of  zinc  sulphate 
alone,  whatever  its  percentage,  was  in  the  past 
frequently  followed  by  secondary  areas  of  in- 
fection around  the  nares.  These  were  reduced  by 


the  addition  of  tin  and  cadmium,  and  a further 
great  advantage  of  the  use  of  the  tin  salt  is  that 
the  stannic  compound  formed  produces  a far 
more  tenacious  membrane  in  the  nose  as  a result 
of  the  treatment.  The  fact  that  this  does  not 
separate  for  four  or  five  days  makes  it  possible 
for  the  new  membrane  underlying  it  to  form  com- 
pletely and  thus  avoid  areas  of  infection  which 
frequently  occured  when  zinc  alone  was  used. 


THE  TREATMENT  OF  INFANTILE  ECZEMA 

By  LEON  H.  DEMBO,  M.D.,  Cleveland,  Ohio 


A SURVEY  of  the  literature  on  infantile 
/-vt  eczema  covering  a period  of  25  years  shows 
A at  least  30  varieties  of  treatment.  Included 
in  this  therapeutic  array  are  such  methods  as 
irradiation  of  the  thymus,  parenteral  protein 
therapy,  the  injection  of  calcium  salts  (intraven- 
ous and  intramuscular),  insulin,  autohemo- 
therapy,  hemotherapy  (using  maternal  blood), 
milk  replacement  diets,  hydrochloric  acid  milk 
feeding,  injections  of  distilled  water,  intravenous 
■bromide  therapy,  induced  acidosis,  vaccines,  the 
use  of  pluriglandular  extracts,  Y-ray  therapy, 
and  removal  of  tonsils  and  adenoids. 

These  methods,  some  of  which  represent  ex- 
tremes in  therapeutic  approach,  are  based  on 
various  theories  as  to  etiology  and  indicate  a 
wide  diversity  of  etiologic  opinion.  The  rather 
peculiar  fact,  however — and  one  that  obscures  the 
premise  of  specific  causation — is  that  the  results 
of  the  forms  of  treatment  mentioned  are  in- 
variably reported  favorable. 

Thus  Rueda1  reported  75  cases  which  were 
effectually  treated  by  feeding  pancreas  tissue  in 
tablet  or  pulverized  form,  from  0.5  to  2 or  3 
grams  daily.  De  Sanctis2,  in  a series  of  30  cases, 
reported  beneficial  results  from  parenteral  pro- 
tein therapy,  using  intradermal  injections  of 
milk  at  two  or  three-day  intervals.  Vas3,  assum- 
ing the  thymus  at  fault,  treated  36  exudative 
children  by  means  of  high-voltage  Roentgen  irra- 
diation of  that  gland.  He  states  that  improve- 
ment was  noted  in  many,  and  that  some  were 
permanently  cured.  Variot4,  used  overheated  and 
hemogenized  milk  and  reported  good  results.  Van 
Dyck,  Throne  and  Myers5,  based  their  therapy  on 
the  discovery  of  arsenic  in  the  urines  of  55  in- 
fants with  eczema.  Sodium  thiosulphate  in  2Vz 
grain  doses  was  given,  with  favorable  results. 
Zuviria0,  using  insulin  injections,  has  noted  im- 
provement in  many  cases.  Levy  and  Finkelstein7 
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reported  good  results  in  38  out  of  40  cases,  by  the 
use  of  soybean  milk  feeding.  These  are  but  a few 
examples. 

It  is  not  my  purpose,  in  this  paper,  to  enter 
into  a detailed  discussion  of  the  etiological  fac- 
tors involved.  Since  all  forms  of  treatment  must 
necessarily  be  directed  at  a cause  or  causes,  it 
appears,  from  the  many  forms  of  treatment  in 
vogue,  that  infantile  eczema  has  a rich  etiologic 
background.  Accepting  eczema  as  one  of  the  most 
baffling  pediatric  problems,  we  can  reasonably 
assume  that  many  extremes  in  treatment  are 
merely  “shots  in  the  dark”,  with  little  scientific 
foundation.  The  results,  however,  in  many  in- 
stances, justify  the  employment  of  this  form  of 
therapeutic  artillery.  It  is  not  unlikely  that  these 
empirical  methods  may  some  day  result  in  the 
discovery  of  a definite  cause  and  an  effective 
form  of  treatment. 

In  years  past  infantile  eczema  has  been  more 
or  less  generally  regarded  as  an  allergic  mani- 
festation. This  view  has  been  further  strength- 
ened by  the  incidence  of  asthma  following  in  the 
wake  of  a previous  eczema.  Treatment  has 
largely  been  based  on  evidence  pointing  to  pro- 
tein sensitization.  Whenever  possible  the  sus- 
pected protein  is  removed,  but  the  curative  re- 
sults are  not  always  in  accord.  Again,  following 
skin  tests  for  sensitization,  the  elimination  of 
positive-reacting  substances  does  not  always  re- 
sult in  improvement  or  cure.  To  date,  however,  it 
must  be  conceded  that  the  preponderance  of 
etiologic  evidence  points  to  allergy  as  a basic 
factor. 

CASE  ANALYSIS 

The  results  of  treatment  in  a series  of  200 
cases  is  shown  in  Table  1.  Grouping  the  ages, 
the  greatest  incidence  of  eczema  is  in  the  first 
year  of  life,  over  75  per  cent  in  this  series.  As  to 
sex  there  is  a slightly  increased  incidence  on  the 
male  side.  The  limits  of  duration  were  one  to 
twelve  months  in  85  per  cent  of  the  cases.  The 
papulo-vesicular  type  prevailed  in  almost  50  per 
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TABLE  1. 


Age  | 
in  | No. 

Mos.  | 

AGE  GROUPS 

TREATMENT 

1 | 14 

1 to  12  mos. 

1 to  15  yrs. 

DIETETIC  AND  SPECIAL 

No, 

2 | 27 

3 | 28 

152 

48 

PROTEIN  MILK 

32 

4 | 21 

5 | 19 

DURATION 

No. 

MILK-FREE  DIETS  (Soybean  Milk,  etc.) 

67 

SPECIAL  FORMULAE 

50 

6 | 15 

1 wk. 

7 

HYPO-ALLERGIC  MILKS 

4 

7 | 2 

2 wks. 

22 

ENDOCRINE  THERAPY 

18 

8 | 12 

3 wks. 

3 

CALCIUM  THERAPY 

10 

9 | 3 

1 mo. 

o / 

LIGHT  THERAPY 

6 

10  | 3 

2 mo. 

22 

OILS  (CORN,  SOYBEAN,  ETC.) 

5 

11  | 3 

3 mo. 

14 

RESULTS 

No. 

12  | 5 

4 mo. 

11 

13  | 1 

5 mo. 

7 

14  | 4 

6 mo. 

10 

IMPROVED 

147 

15  | 1 

7 mo. 

6 

CURED 

15 

16  j 2 

9 mo. 

2 

UNIMPROVED 

37 

17  | 1 

11  mo. 

5 

DIED 

1 

| 5 

12  mo. 

6 

RECURRENCE 

39 

1®*  | 2 

13  mo. 

1 

TOPICAL  200  1 X-RAY  14 

on  | 3 

15  mo. 

4 

TYPE  OF  ECZEMA 

No. 

?i  | 2 

17  mo. 

2 

22  | 2 

18  mo. 

4 

23  | 1 

2 yrs. 

5 

Squamous  & papulo-vesicular 

147 

24  | 3 

4 yrs. 

4 

SEBORRHEIC 

18 

2V2  yrs.  | 3 

5 yrs. 

3 

NEURODERMATITIS 

35 

3 yrs.  j 1 

7 yrs. 

2 

DISTRIBUTION 

No. 

4 yrs.  | 2 

9 yrs. 

1 

4 Vz  yrs.  | 3 

10  yrs. 

2 

FACE 

150 

6 yrs.  | 4 

8 yrs.  | 2 

1 to  12  mos. 

1 to  10  yrs. 

FACE,  ARMS,  LEGS  | 16 

ARMS  AND  LEGS  | 19 

10  yrs.  | 5 

15  yrs.  | 1 

172 

28 

FACE,  TRUNK  & EXTREMITIES  | 15 

1 

1 

MALE 

FEMALE 

1 

1 

119 

81 

cent,  with  the  squamous,  neuroaermites  and 
seborrheic  next  in  the  order  named.  As  to  dis- 
tribution, facial  involvement  predominated  in  75 
per  cent  of  the  cases;  the  trunk  and  extremities 
in  25  per  cent. 

All  these  patients  received  topical  treatment  in 
the  form  of  lotions  and  ointments.  In  the  acute, 
exudative  stages,  solutions  of  boric  acid,  alum 
acetate  or  calamine  were  used.  Later,  when  the 
lesions  were  dry,  ointments  were  substituted.  Of 
these,  I favor  the  oil  of  cade  in  a 1 per  cent 
strength  combined  with  4 per  cent  of  boric  acid 
in  a zinc  oxide-  starch  base.  This  is  applied  morn- 
ing and  evening.  In  cases  where  there  is  marked 
pruritus  1 or  2 per  cent  resorcin  is  included. 

In  the  neurodermites  (chronic  atopic  eczema), 
which  are  often  intractable,  several  tar  prepara- 
tions of  varying  strengths  may  have  to  be  tried 
before  any  demonstrable  effect  is  noted.  In  most 


of  these  cases  an  ointment  incorporating  the 
tincture  of  mineral  tar  or  the  oil  of  cade  has 
been  used.  One  of  the  most  useful  is  a 2 to  3 per 
cent  sulphonated  bitumen  in  a zinc  oxide-petro- 
latum -lanolin  base.  This  has  often  proved  effec- 
tive when  the  ordinary  tar  preparations  have 
failed  to  give  results.  It  is  apparent,  however, 
that  topical  treatment  alone  will  often  fail  un- 
less we  find  and  remove  the  underlying  cause.  It 
is  merely  a form  of  dermatological  debridement. 

Fourteen  (14)  cases  received  X-ray  treatments. 
The  results,  in  most  instances,  were  good,  but 
temporary;  recurrences  were  not  uncommon. 
These  were  cases  in  which  all  other  methods  of 
treatment  had  failed. 

The  average  clearance  time,  in  those  cases 
which  responded  favorably,  was  about  four  weeks, 
with  a minimum  of  one  week  in  the  milder  cases. 
The  more  resistant  cases  sometimes  required  four 
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to  six  months  before  any  marked  clearing  was 
noted. 

In  the  dietetic  treatment  I have  limited  myself 
largely  to  the  use  of  the  milk-free  diets,  protein 
milk,  hypo-allergic  milk,  and  special  formulas  in- 
cluding acidulated  and  evaporated  milks. 

Protein  milk  has  proved  a successful  form  of 
feeding  in  many  severe  cases  in  infants,  possibly 
due  to  the  reduced  amount  of  lactalbumin.  It  has 
a low  buffer  action,  is  usually  well-tolerated,  and, 
with  the  addition  of  carbohydrate,  gives  an  ade- 
quate caloric  intake. 

Milk-free  diets. — These  are  indicated  in  those 
cases  which  show,  either  by  testing,  or  by  im- 
mediate clinical  reactions,  a sensitization  to  milk. 
Even  where  the  sensitization  test  is  not  done,  the 
employment  of  a milk-free  preparation  is  usually 
a good  therapeutic  start.  In  this  connection  prob- 
ably the  most  frequently  used  preparation  is  a 
vegetable  “milk”  prepared  from  the  soybean. 
Sixty-seven  cases  in  the  present  series  were  fed 
soybean  milk,  with  a favorable  response  in  about 
75  per  cent.  The  preparation  used  was  formu- 
lated by  Rittinger  and  Dembo8  and  consists  of 
soybean  flour  from  the  mammoth  yellow  bean,  to 
w'hich  has  been  added  lactose,  cottonseed  oil,  but- 
ter fat,  cod  liver  oil,  wheat  germ,  and  the  neces- 
sary mineral  salts.  When  reliquefied  in  the  pro- 
portions of  35  grams  of  the  powder  to  8 ounces 
of  water  the  mixture  yields  2.12  per  cent  protein, 
2.71  per  cent  fat,  8 per  cent  carbohydrate  and  a 
caloric  equivalent  of  19.6  to  the  ounce.  We  have 
found  that  in  addition  to  the  anti-allergic  effect 
this  food  is  nutritionally  adequate. 

It  should  be  borne  in  mind  that  in  prescribing 
soybean  preparations  there  are  rare  instances  in 
w’hich  untoward  symptoms  may  arise,  due,  pos- 
sibly, to  sensitization  to  the  bean  itself  or  to  some 
added  ingredient.  This  happened  in  one  case  in 
this  series. 

Cohn9  and  his  associates  have  devised  a food 
which  is  free  of  the  major  allergic  groups:  milk, 
egg  and  cereal.  It  is  in  liquid  form  and  contains 
beef,  cauliflower,  tomatoes,  carrots,  spinach,  cane 
sugar,  olive  oil,  cod  liver  oil,  gelatin,  calcium 
lactate,  acid  sodium  phosphate  and  water.  My  ex- 
perience with  this  preparation  has  been  limited  to 
a few  cases,  and  the  chief  difficulty  was  the  lack 
of  palatability.  After  a few  days  these  babies 
refused  it. 

Hypo-allergic  milks. — These  are  available  as 
whole  or  skimmed  milks  in  which  a special 
thermal  processing  results  in  deep-seated  changes 
in  the  proteins.  They  are  not  evaporated  or  con- 
centrated in  any  way.  The  whole  milk  has  a 
caloric  value  of  20  per  ounce  and  the  skimmed 
milk  10.  There  were  only  four  cases  in  which  this 
type  of  milk  was  used,  but  the  results  were 
uniformly  good. 

Special  formulas  were  prescribed  in  50  cases. 


These  included  whole,  boiled  milk  modifications, 
evaporated  milks,  and  acidulated  milk.  In  only 
60  per  cent  of  these  was  a definite  improvement 
noted.  Kerley10  has  demonstrated  the  effective- 
ness of  prolonged  boiling  of  milk  in  the  feeding  of 
eczematous  infants.  Doubtless  the  beneficial  re- 
sults from  evaporated  milks  are  due  largely  to 
the  heating  process  in  which  changes  in  the  pro- 
tein occur. 

Endocrine  therapy  has  been  tried  in  eight  cases 
of  neurodermatitis,  using  a pluriglandular  product 
containing  thyroid,  thymus,  pituitary,  adrenal, 
etc.,  with  practically  no  success.  Some  of  the 
older  children  with  neurodermatitis  manifest 
symptoms  in  addition,  which  suggest  endocrine 
deficiencies.  In  this  type  of  case  the  use  of  the 
gland  products  might  have  some  beneficial  effect. 
It  is  unlikely  that  they  have  any  action  on  the 
eczematous  condition  itself. 

Calcium  therapy  was  instituted  in  10  cases, 
using  intramuscular  injections  of  calcium  glu- 
conate, 3 to  5 cc.,  at  intervals  of  four  days.  The 
only  effect  noted  was  in  the  acute,  weeping 
eczemas,  in  which  there  appeared  to  be  a de- 
crease in  the  exudation,  and  the  itching  seemed 
less  marked.  Serum  calcium  determinations  were 
made  on  a group  of  20  eczematous  infants,  none 
of  which  showed  any  departure  from  the  normal. 

Light  therapy,  both  by  quartz  and  carbon  arc 
was  used  on  only  six  cases,  and  was  discontinued 
because  there  was  no  apparent  benefit  as  far  as 
the  eczematous  condition  was  concerned. 

Oils. — This  has  reference  to  the  oils  rich  in  the 
unsaturated  fatty  acids,  namely  corn  oil  and  lin- 
seed oil.  The  rationale  of  feeding  these  oils  is 
based  on  the  work  of  Burr  and  Burr11  and  Han- 
sen12, who  found  that  rats  underwent  marked  skin 
changes  when  suffering  from  unsaturated  fatty 
acid  deficiency  disease.  On  the  possibility  that 
certain  dermatologic  disorders  of  childhood,  such 
as  eczema,  might  be  dependent  on  this  dietary 
deficiency,  they  determined  the  iodine  absorption 
numbers  and  the  iodine  numbers  of  the  serum 
fatty  acids  in  a group  of  eczematous  infants  and 
in  a control  series.  The  readings  were  much 
lower  in  the  eczematous  infants.  On  the  basis  of 
these  findings  Hansen  treated  a series  of  eczema 
cases  by  the  administration  of  oils  rich  in  the 
unsaturated  fatty  acids.  He  found  that,  coinci- 
dent with  clinical  improvement,  the  iodine  num- 
ber and  the  iodine  absorption  number  increased 
to  normal  levels.  In  a later  communication13  he 
suggests  that  the  healing  effect  of  crude  coal  tar 
may  bear  some  relationship  to  this  unsaturated 
fatty  acid  deficiency. 

Five  cases  in  the  present  series  were  treated 
by  the  administration  of  corn  oil  and  soybean  oil 
(which  is  fairly  high  in  the  unsaturated  series). 
This,  obviously,  is  too  small  a series  from  which 
to  draw  conclusions,  favorable  or  otherwise.  In 
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these  particular  cases  the  net  result  was  dismal 
failure.  In  one  instance,  after  several  days  of 
this  treatment,  the  condition  became  much  worse. 
However,  in  justice  to  the  advocates  of  this  line 
of  therapy,  it  must  be  said  that  my  results  are 
not  particularly  significant.  The  dosages  (1  tea- 
spoonful thrice  daily)  may  have  been  insufficient, 
and  possibly  were  not  continued  for  a sufficient 
length  of  time. 

THERAPEUTIC  RESULTS 

Results  of  treatment  for  infantile  eczema  is 
largely  a matter  of  individual  interpretation.  In 
the  analysis  of  results  in  this  series  I have 
adopted  what  I believe  to  be  a policy  of  con- 
servatism, as  evidenced  by  the  small  number  of 
cases  listed  as  cured  (about  7 per  cent).  The 
group  (147)  listed  as  improved  included  a large 
percentage  of  cases  which  were  entirely  cleared 
of  lesions.  These  have  purposely  been  omitted 
from  the  “cured”  column  because  of  difficulties  in 
a proper  follow-up.  Some  returned  later  with  re- 
currences; others  were  lost  to  further  observa- 
tion, so  that  final  results  could  not  be  ascer- 
tained. Those  which  have  been  listed  as  “cured” 
have  been  followed  for  one  year  or  more  after 
clearance,  with  no  recurrence.  I refer,  of  course, 
to  the  eczematous  condition  alone.  Six  cases, 
cured  of  the  eczema,  subsequently  developed 
asthma.  Thirty-seven  cases  failed  to  show  any 
improvement  during  the  time  of  observation  and 
treatment,  and  there  were  recurrences  in  39. 

HOME  TREATMENT  VERSUS  HOSPITALIZATION 

Koch  and  Schwartz14  have  called  attention  to 
the  dangers  of  hospitalizing  eczematous  infants 
for  treatment.  In  a study  of  103  infants  ad- 
mitted to  hospital  with  a diagnosis  of  infantile 
eczema  they  found  that  45  (43.6  per  cent)  de- 
veloped one  or  more  complications,  while  15  died, 
giving  a mortality  rate  of  14.5  per  cent.  Fifty- 
six  cases  in  this  series  were  admitted  with 
eczema  alone,  and  of  these  10  died.  They  conclude 
that  “infants  having  eczema  should  not  be  ad- 
mitted to  an  infant  ward  if  they  can  possibly  be 
treated  in  a home  or  foster  home.” 

These  statistics  are  significant  in  that  they 
emphasize  a certain  amount  of  risk  involved  in 
hospitalization  for  almost  any  cause.  Conceding 
the  advisability  of  treating  these  cases  in  the 
home  whenever  possible,  there  remains,  however, 
a certain  group  of  intractable  cases  in  which  hos- 
pitalization is  indicated.  Especially  is  this  true 
when  there  is  strong  evidence  of  a lack  of  co- 
operation in  the  home,  both  as  to  feeding  and 
general  care.  Excellent  nursing  in  the  hospital 
plus  greater  skill  and  better  technic  in  the  matter 
of  local  treatment  oftimes  bring  about  gratifying 
results.  In  the  present  series  many  cases  re- 
garded as  intractable  were  promptly  cleared 
when  hospital  treatment  was  instituted. 


ECZEMA  FATALITIES 

Deaths  from  eczema  itself  are,  fortunately, 
rare.  Most  of  the  reported  fatalities  are  those 
which  can  be  attributed  to  complicating  infec- 
tions. Sudden  deaths  sometimes  occur,  and  we 
have  had  one  such  misfortune  in  this  series.  This 
was  in  the  case  of  a colored,  male  infant  of  one 
month  with  an  eczema  of  three  weeks’  duration. 
He  was  treated  in  the  hospital  and  was  rapidly 
improving.  On  the  tenth  day  he  was  found  dead 
by  the  nurse,  no  previous  symptoms  having  been 
noted.  At  autopsy  the  findings  were  negative 
except  for  a very  large  thymus.  A pathological 
diagnosis  of  status  thymico-lymphaticus  closed 
the  record. 

Hichens15,  in  discussing  fatal  eczemas  in  chil- 
dren, does  not  believe  that  status  lympha.ticus  is 
significant  in  these  fatalities.  He  reported  six 
deaths  in  a series  of  28  cases.  Most  of  these  died 
suddenly  in  collapse  following  a period  of  ap- 
parent improvement.  He  ventures  two  hypotheses 
in  explanation:  (1)  that  the  weeping  surfaces  of 
the  skin  were  a manifestation  of  some  internal 
toxemia  finding  a vent  on  the  surfaces  of  the 
body,  and  that  the  healing  of  the  skin  forced  the 
poison  upon  the  internal  vital  centers,  with  fatal 
effect;  and  (2)  that  a physical  alteration  in  the 
balance  of  the  body  fluids  caused  congestion  of 
fluids  in  the  brain,  and  a fatal  effect  by  pressure 
on  the  fourth  ventricle. 

Petheo16  advances  the  theory  that  “eczema 
death”  is  due  to  profound  metabolic  disturbances 
which  lead  to  the  catastrophe.  He  states  that 
pathologico-  anatomical  or  histological  investiga- 
tions cannot  elucidate  the  problem.  Also,  that  an 
attempt  to  get  rid  of  the  eczema  by  forcible 
treatment  is  not  advisable,  for  the  symptom  of  its 
disappearance  before  death  indicates  the  ex- 
istence of  a peculiar  relation  between  the  skin 
and  the  crisis  in  the  interior  of  the  organism. 

Moro17,  in  a contribution  from  the  Heidelberg 
Children’s  Clinic,  cites  4 deaths  among  237  cases. 
He  discusses  the  seasonal  fluctuations  of  infantile 
eczema  which,  according  to  his  tabulation,  reveal 
an  extraordinarily  low  frequency  in  the  Summer 
months,  a distinct  increase  in  September,  and  an 
abrupt  rise  in  January.  He  recommends  cautious 
handling  of  these  cases  in  the  Spring,  postponing 
radical  external  treatment  to  the  summer  months 
or  the  fall. 

Whether  we  accept  or  reject  these  speculations 
on  the  cause  of  sudden  “eczema  death”,  the  dis- 
quieting thought  of  its  possibility  enhances  our 
difficulties  in  treatment. 

In  the  presentation  of  this  case  analysis,  with 
such  comments  as  have  been  made  on  certain 
aspects  of  treatment,  I hope  that  some  points  of 
therapeutic  value  have  been  demonstrated.  Much 
has  been  written  on  the  problem  of  infantile 
eczema,  stressing  various  phases  of  it.  Clinical 
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and  laboratory  investigations  have  contributed 
towards  its  elucidation.  Yet,  in  spite  of  our 
growing  knowledge  of  the  subject,  the  condition 
stall  remains  a challenge  to  therapeutic  ingenuity. 
10515  Carnegie  Avenue. 
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DISCUSSION 

J.  Edgar  Fisher,  M.  D.  Cleveland:  I think 
Doctor  Dembo  is  to  be  commended  for  the  gen- 
uine effort  that  he  has  made  to  obtain  an  evalu- 
ation in  this  study.  The  treatment  of  infantile 
eczema  is  beset  with  difficulties  as  there  is  no 
specific  drug  or  diet  that  can  be  routinely  ap- 
plied with  success.  This  is  due  to  the  fact  that 
there  are  a number  of  types  of  eczemas  in  in- 
fancy and  childhood  that  are  similar  to  those 
in  adults.  The  common  type  of  infantile  eczema 
which  we  are  usually  called  on  to  treat  is  the 
atopic  type  caused  by  sensitization  to  various 
proteins  and  inhalants.  The  tendency  to  sensiti- 
zation of  this  type  is  usually  hereditary  and  there 
is  a history  of  hay  fever  and  asthma  in  the  pre- 
disposed family. 

Recent  studies  in  protein  sensitization  in 
infantile  eczema  of  the  atopic  type  in  children 
under  two  years  of  age  show  that  a large  per- 
centage reacted  to  egg,  milk  and  wheat  and  a 
very  small  percentage  reacted  to  silk,  wool  and 
cat  hair  of  the  environmental  substances.  In 
atopic  dermatitis,  the  neurodermite  type,  in 
children  between  the  ages  of  two  and  twelve 
years  while  sensitization  to  food  is  still  a prom- 
inent factor  in  the  causation  of  eczema,  the  non- 
ingested  atopens  such  as  wool,  silk,  and  cat  hair 
are  assuming  a more  important  role  in  the  causa- 
tion of  eczema. 

Among  the  other  types  of  eczemas  in  children 
that  occasionally  come  for  treatment,  may  be 
mentioned  seborrheic  dermatitis,  eczemas  due  to 
contact  to  external  irritants  and  eczematous 
dermatoses  caused  by  bacterial  and  fungus  in- 
fections. Occasionally  any  one  of  these  types  may 
be  superimposed  on  the  atopic  type  of  infantile 
eczema  making  satisfactory  treatment  difficult. 


In  any  statistical  study  therapeutic  results  will 
necessarily  have  to  be  based  on  the  state  of  the 
disease  and  the  particular  type  of  eczema  that 
come  for  treatment. 

A good  many  infants  with  atopic  dermatitis 
outgrow  their  sensitivity  by  the  time  they  reach 
two  years  of  age  and  perhaps  are  not  troubled 
with  eczemas  any  more.  A good  many  children 
will  continue  their  sensitivity  into  childhood.  It 
is  also  possible  for  atopic  dermatitis  to  begin 
after  the  second  year.  Each  type  and  stage  of 
infantile  eczema  calls  for  therapeutic  endeavors 
applicable  to  each  individual  case.  Until  we  have 
a more  thorough  understanding  of  the  funda- 
mental variation  from  the  normal  which  makes 
atopic  sensitization  possible  and  until  we  can 
control  this  variation,  the  treatment  will  have 
to  be  symtomatic,  local  and  systemic  and  as  Doc- 
tor Dembo  has  so  ably  covered  under  the  heading 
of  dietic,  allergic  and  dermatologic. 

— OSM  J — 

DR.  JOHN  FOTHERGILL 

Medicine  is  not,  like  practical  geometry,  or  the 
doctrine  of  projectiles,  an  application  of  an  ab- 
stract, demonstrable  science,  in  which  a certain 
result  may  be  drawn  from  certain  data,  or  in 
which  the  disturbing  forces  can  be  calculated 
with  an  approximation  to  exactness.  It  is  a ten- 
tative art,  to  succeed  in  which  demands  a quick- 
ness of  eye,  tact,  thought,  and  invention,  which 
are  not  to  be  learned  by  study,  nor  without  a con- 
natural aptitude,  to  be  acquired  by  experience. 
And  it  is  the  possession  of  this  sense,  exercised 
by  patient  observation,  and  fortified  with  a just 
reliance  on  the  vis  medicatrix,  the  self-adjusting 
tendency  of  nature,  that  constitutes  the  physician, 
as  imagination  constitutes  the  poet. 

Fothergill  belonged  to  that  class  of  physicians 
to  whom  knowledge  is  only  a secondary  object, 
valued  as  the  means  of  abating  pain  and  preserv- 
ing life.  Yet  he  was  a lover  of  knowledge  for  its 
own  sake:  a careful  investigator  of  nature, 

whether  she  displayed  herself  in  the  marvelous 
human  frame,  or  in  the  multitudinous  varieties  of 
plants,  shells,  and  minerals  . . . He  sought  no 
sinister  paths  to  popularity.  His  beneficence, 
great  as  it  was,  was  never  speculative.  Without 
any  remarkable  brilliancy  of  talent,  without  any 
striking  originality  of  practice,  he  gained  the  con- 
fidence of  those  who  needed  his  assistance,  chiefly 
by  convincing  them  that  he  wished  to  do  them 
good  for  their  own  sakes. — Biographia  Borealis, 
London,  1833. 

Note:*— “John  Fothergill  (1712-1780),  English 
Quaker  physician,  personal  friend  of  Benjamin 
Franklin,  espoused  the  cause  of  the  American 
colonies  in  their  resistance  to  the  Stamp  Act.  He 
encouraged  the  inauguration  of  medical  education 
in  America. 

— OSM  J — 

CHARITY  work 

Let  me  emphasize  the  importance  of  each  phy- 
sician continuing  to  donate  his  share  of  charity 
work  in  his  own  office  and  in  the  homes  of  his 
deserving  clientele  as  in  years  gone  by.  Let  no 
deserving  patient  turn  away  and  state  that  he 
was  denied  individual  medical  service.  There  are 
certain  charity  cases  that  the  community  or 
other  agencies  should  and  must  assume  responsi- 
bility for,  but  I refer  only  to  those  cases  known 
to  you  as  deserving  and  unable  to  obtain  relief 
through  other  sources. — Henry  L.  Bryans,  M.D., 
Journal  of  the  Florida  Medical  Association,  22: 
509,  May,  1936. 


THE  SURGICAL  MANAGEMENT  OF  THE  INTRACRANIAL 

MENINGIOMA 

By  W.  JAMES  GARDNER,  M.D.,  Cleveland,  Ohio 


THE  meningioma,  as  the  name  implies,  is  a 
tumor  which  arises  from  the  meninges.  It 
is  a benign  encapsulated  growth  wThich  or- 
iginates in  arachnoidal  cell  clusters,  is  attached 
to  the  overlying  dura  and  is  usually  roughly 
globular  in  shape  with  a nodular  surface  which 
is  deeply  embedded  in  the  cortex  of  the  brain. 
Its  incidence,  according  to  Cushing,  1 is  13.4  per 
cent  of  a series  of  2,000  intracranial  tumors.  In 
spite  of  the  common  site  of  origin  in  the  mem- 
inges  and  very  similar  gross  characteristics, 
microscopic  study  reveals  numerous  subtypes  of 
meningiomas  which  have  been  classified  by  Bailey 
and  Bucy  2 as  lipomatous,  fibroblastic,  menin- 
gotheliomatous,  angioblastic,  melanoblastic,  sar- 
comatous, psammonatous  and  osteoblastic. 
(Fig.  1.) 

Experience  has  shown  that  the  meningioma 
has  several  favored  sites  of  origin  in  the  men- 
inges. We  have  observed  34  such  tumors  during 
the  past  five  years,  and  their  locations  were  fairly 
typical  for  the  group. 


Parasagittal  14 

Sphenoidal  ridge  9 

Convexity  6 

Tuberculum  sellae  2 

Cerebellar  2 

Olfactory  groove  1 

Gasserian  ganglion  1 

Lateral  Ventricle  1 
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Although  the  gross  characteristics  of  these 
tumors  would  lead  one  to  believe  that  they  are 
the  most  readily  removable  of  all  intracranial 
tumors,  such  is  not  always  the  case.  Some  of  the 
obstacles  which  must  be  surmounted  in  order  to 
insure  a satisfactory  result  are:  (1)  The  prob- 
lem of  hemostasis,  which  usually  is  rendered 
difficult  by  the  increased  vascularity  of  the  neigh- 
boring tissues.  (2)  These  tumors  are  very  fre- 
quently attached  to  the  sagittal  sinus  and  great 
care  must  be  exercised  to  avoid  injuring  this 
important  structure.  (3)  A considerable  percent- 
age of  these  growths  occur  on  the  inferior  sur- 
face of  the  brain  and  this  position  renders  their 
accessibility  difficult.  (4)  As  a result  of  slowness 
of  growth,  these  tumors  may  attain  an  enor- 
mous size  before  their  presence  is  recognized; 
and  (5)  when  the  patient  has  returned  to  his 
room,  zealous  care  is  frequently  necessary  if  the 

Read  before  the  Surgical  Section,  Ohio  State  Medical 
Association,  at  the  89th  Annual  Meeting,  Cincinnati, 
October  2-4,  1935. 

For  information  relative  to  the  author,  see  Who’s  Who 
in  This  Issue. 


complications  incident  to  post-operative  cerebral 
edema  are  to  be  avoided.  Furthermore,  although 
recurrence  is  not  common,  it  may  occur  even 
after  complete  extirpation  of  the  tumor. 

Evidence  of  increased  intracranial  pressure 
was  lacking  in  11  of  the  36  cases  in  this  series. 
However,  the  clinical  and  roentgen  findings  were 
so  well  defined  in  27  of  the  cases  that  an  abso- 
lute diagnosis  of  the  location  of  the  tumor  could 


Figure  1 — Photograph  of  gross  specimen  removed  at  op- 
eration. 


be  made  without  the  aid  of  ventriculography. 
The  following  findings  gave  proof  of  the  location 


of  the  growth  in  these  27  cases: 

1.  Jacksonian  convulsions  12 

2.  Hemiparesis  12 

3.  Cranial  nerve  palsies  5 

4.  Aphasia  4 

o.  Palpable  swelling  of  scalp....  3 

6.  Bitemporal  hemianopsia  2 

7.  Cerebellar  signs  1 
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The  X-ray  findings  of  localizing  value  were: 

1.  Local  thickening  or  enostosis  6 

2.  Local  rarefaction  with  exag- 
gerated vascular  markings 3 

3.  Calcification  within  the  tumor  1 

10 

Therefore,  in  27  cases,  there  were  49  very 
positive  as  well  as  numerous  less  conclusive 
signs  which  indicated  the  location  of  the  growth. 
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These  figures  show  that  the  localization  of  men- 
ingiomas is  relatively  an  easy  matter  as  com- 
pared with  determining  the  location  of  the  infil- 
trating types  of  gliomas. 

However,  to  obtain  additional  proof  regarding 
the  localization  of  these  tumors  in  some  cases, 
it  is  necessary  to  X-ray  the  brain  after  the  intro- 
duction of  air  into  the  ventricles.  This  may  be 
carried  out  through  small  trephine  openings  in 
the  occipital  region  (ventriculography) , or  by 
the  substitution  of  air  for  spinal  fluid  by  means 
of  lumbar  puncture  (encephalography).  The  in- 
troduction of  these  procedures  by  Dandy  in 
1919,  3 has  spared  many  patients  additional  or 
unnecessary  cranial  operations. 

After  the  diagnosis  has  been  made  and  the 
tumor  definitely  localized,  the  probltem  of  its 
successful  removal  must  next  be  considered. 
For  a tumor  located  on  the  convexity  of  the  cere- 
bral hemispheres  or  in  the  cerebellum,  the  sur- 
geon's difficulties  are  lessened,  and  the  field  of 
operation  is  much  more  accessible  when  the 
patient  is  placed  in  the  sitting  position.4  (Fig.  2.) 
However, . this  is  not  always  the  optimum  posi- 
tion as  far  as  the  patient’s  welfare  is  concerned. 
Middle-aged,  arteriosclerotic  patients  sometmes 
tolerate  an  operation  on  the  vault  of  the  skull 
poorly  when  they  are  placed  in  the  sitting  posi- 
tion ; therefore,  for  these  patients  and  in  all  cases 
of  tumor  arising  from  the  inferior  surfaces  of 
the  cerebral  hemispheres,  the  recumbent  posi- 
tion is  preferable. 

A satisfactory  anesthesia  is  a matter  of  su- 
preme importance  in  craniotomy.  Many  neuro- 
logical surgeons  today  prefer  avertin  which  is 
administered  rectally  in  a dosage  of  100  milli- 
grams per  kilo  of  body  weight  and  usually  is 
combined  with  local.  This  is  preferable  to  an  in- 
halation anesthetic  because  avertin  does  not  in- 
crease the  intracranial  pressure  to  nearly  as 
marked  a degree  as  do  inhalation  anesthetics.  In 
addition  to  these  advantages,  the  anesthetist  is 
kept  out  of  the  surgeon's  way  and  a long,  even 
anesthesia  is  maintained.  Although  cranial  op- 
erations can  readily  be  performed  under  local 
anesthesia  alone,  this  is  trying  for  the  patient 
and  occasionally  for  the  operator. 

There  are  several  satisfactory  methods  for 
performing  craniotomy  for  the  removal  of  a 
brain  tumor.  That  most  widely  employed  is  the 
use  of  an  osteoplastic  flap  which  is  fashioned  by 
means  of  a drill  and  wire  saws.  In  this  proce- 
dure, the  section  of  bone  elevated  is  left  attached 
to  the  overlying  scalp  in  order  that  some  of  its 
nutrition  may  be  preserved.  Experience,  how- 
ever, indicates  that  it  is  not  necessary  to  pre- 
serve any  blood  supply  to  the  section  of  bone 
removed.  Therefore,  we  prefer  the  reflection  of 
a flap  of  scalp  with  the  attached  pericranium 
and  temporal  muscle  and  the  separate  removal 


of  a section  of  bone  which  is  freed  of  all  attach- 
ments. The  advantages  of  this  method  are:  (1) 
The  pedicle  of  the  scalp  flap  can  be  cut  to  any 
desired  width,  thus  insuring  better  nutrition; 

(2)  bleeding  from  the  denuded  surface  of  the 
bone  can  readily  be  controlled  by  hot  packs;  and 

(3)  a section  of  bone  of  desired  size  can  be  re- 
moved with  a craniotome  after  making  a single 
drill  opening  (Fig.  3). 

In  our  hands,  this  method  has  proved  of  ad- 
vantage in  reducing  blood  loss,  in  improving  the 
cosmetic  result  and  what  is  least  important,  in 
saving  time.  It  has  been  our  practice  to  cut  the 
scalp  flap  considerably  larger  than  the  proposed 
bony  opening  and  then  the  bony  opening  can  be 
extended  with  a rongeur,  if  necessary,  for  some 
distance  without  carrying  it  under  the  scalp  in- 
cision. If  this  precaution  is  observed,  that  is, 
not  to  carry  the  bony  opening  under  the  scalp 
incision,  a troublesome  postoperative  cerebro- 
spinal fistula  will  never  result. 


Figure  2 — Position  of  patient  for  frontal  or  lateral  crani- 
otomy. After  the  field  is  prepared  and  the  line  of  incision 
marked,  the  head  is  fastened  to  the  head  rest  with  a strip 
of  adhesive. 

After  the  tumor  has  been  exposed,  the  proper 
method  of  handling  depends  upon  the  individual 
case.  Tumors  over  the  convexity  of  the  cerebral 
hemispheres  present  a relatively  simple  problem. 
After  incising  the  dura  in  a circular  fashion 
about  the  attachment  of  the  growth,  it  is  then 
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freed  gently  from  its  attachment  to  the  arach- 
noid and  the  entering  and  emerging  vessels  from 
the  pia  are  cut  between  ligatures.  If  due  care 
is  exercised,  the  growth  usually  can  be  removed 
without  damage  to  the  underlying  cortex.  Fre- 
quently, the  dural  attachment  of  the  tumor  is 
so  much  smaller  than  the  diameter  of  the  growth 
embedded  in  the  brain  that  it  is  necessary  to  in- 
cise the  cortex  in  order  to  deliver  the  tumor. 

Tumors  which  are  attached  to  the  sagittal 
sinus  present  more  difficulties.  In  this  case,  the 
dura  is  cut  in  a U-shaped  fashion,  the  two  arms 
of  the  U stopping  at  the  sinus.  After  the  tumor 
is  freed  in  the  usual  manner,  it  may  be  tilted 
from  its  bed  with  the  margin  of  the  sinus  acting 
as  a hinge.  The  dural  attachment  of  the  tumor 
is  then  severed  from  the  sinus  little  by  little  and 
the  cut  edge  of  the  sinus  is  secured  by  tiny  silver 
clips  in  such  a way  as  not  to  seriously  impair  its 
lumen.  If  the  tumor  is  located  along  the  sagittal 
sinus  well  in  front  of  the  fissure  of  Rolando,  the 
sinus  may  be  cut  between  ligatures  and  removed 
with  the  tumor  without  causing  ill  effects. 


Figure  3 — Section  of  bone  removed  and  still  attached  to 
the  craniotome. 


Meningiomas  on  the  inferior  surface  of  the 
brain  arising  from  the  olfactory  groove,  the  tu- 
berculum  sellae  and  the  sphenoidal  ridge  can 
best  be  handled  by  a piecemeal  removal  with  the 
electrosurgical  unit  as  was  described  by  Cush- 
ing in  1928.  5 This  instrument  makes  it  possible 
to  reduce  the  bulk  of  the  growth  by  an  intra- 
capsular  removal  after  which  the  capsule  can  be 
gradually  removed  with  a minimum  of  blood  loss. 
Not  infrequently,  it  is  advisable  to  excise  a por- 
tion of  the  overlying  brain  to  facilitate  the  re- 
moval of  these  growths.  If  this  is  done  carefully 
and  with  due  regard  for  functionally  important 
areas  of  the  brain,  no  complications  will  result. 

In  no  field  of  surgery  is  meticulous  care  in 
closure  so  essential  as  in  craniotomy.  Until  now, 
there  has  appeared  no  substitute  for  fine  silk 


sutures  which  are  closely  placed  with  due  regard 
for  perfect  tissue  approximation.  After  the  re- 
moval of  a meningioma,  a defect  in  the  dura 
usually  is  left  and  various  authors  have  advised 
closing  this  with  fascia  or  other  substitutes.  It 
is  our  feeling  that  these  measures  are  not  neces- 
sary and  perhaps  not  desirable.  A dural  defect 
aids  in  caring  for  postoperative  cerebral  edema 
and  its  closure  by  a foreign  material  can  in  no 
way  lessen  the  resultant  cerebral  scar.  We  pre- 
fer, therefore,  not  to  close  the  dura  tightly.  The 
section  of  bone,  however,  should  be  replaced  and 
fastened  by  a single  through  and  through  steel 
wire  suture. 

If  the  intracranial  pressure  rises  subsequently, 
the  section  of  bone  will  move  outward  as  on  a 
hinge  and  when  the  postoperative  cerebral  edema 
subsides,  it  will  settle  back  in  place.  Since  the 
bone  is  cut  on  the  bevel  (Fig.  3),  it  cannot  sink 
below  the  level  of  the  surrounding  skull.  If  the 
temporal  muscle  has  been  incised,  it  should  be 
repaired  separately.  The  careful  approximation 
of  the  scalp  by  a single  buried  tier  of  interrupted 
fine  silk  sutures  in  the  aponeurosis  is  all  that  is 
required  for  hemostasis  of  the  margins  of  the 
incision.  If  these  sutures  are  placed  properly 
and  closely  together,  there  is  no  necessity  or  ad- 
vantage in  placing  sutures  in  the  skin.  When 
these  superficial  skin  sutures  are  avoided,  wound 
healing  is  aided. 

If,  as  is  sometimes  the  case,  the  tumor  has 
invaded  the  overlying  bone,  the  surgeon  must 
decide  whether  he  should  discard  a portion  or  all 
of  the  section  of  the  skull  which  has  been  re- 
moved in  order  to  be  assured  that  no  tumor  tissue 
remains.  A solution  of  this  problem  was  found 
by  Naffziger  6 who  boiled  the  section  of  the  bone 
to  kill  the  tumor  cells  and  then  replaced  it.  We 
have  employed  this  method  in  two  cases  in  this 
series;  in  each  case,  the  wound  healed  perfectly 
and  in  subsequent  X-rays,  the  bone  appeared  to 
be  in  as  good  condition  as  in  the  cases  where 
this  treatment  was  not  used. 

In  this  series  of  36  cases  which  were  observed 
during  a five-year  period,  eight  postoperative 
deaths  occured  giving  a mortality  of  22.2  per 
cent.  This  figure  is  much  too  high  and  should 
in  time  be  reduced  to  10  or  12  per  cent.  One 
patient  died  after  returning  home,  and  the  cause 
of  death  has  not  been  determined.  The  remaining 
27  patients  are  living,  and  of  these,  17  are  so 
free  from  symptoms  that  they  may  be  classified 
as  completely  cured.  Six  patients  continued  to 
have  occasional  mild  Jacksonian  convulsions  as- 
sociated with  some  degree  of  hemiparesis.  Two 
patients  are  virtually  blind  as  a result  of  sec- 
ondary optic  atrophy.  One  patient  in  whom  it 
was  considered  inadvisable  to  remove  a tumor 
with  an  intraorbital  extension  is  quite  well  ex- 
cept for  unilateral  blindness  and  exophthalmos. 
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One  patient  was  operated  upon  for  recurrence 
four  years  after  the  first  operation. 

Cleveland  Clinic. 
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NEURO-MYELITIS  OPTICA 

By  CHARLES  E.  KIELY,  M.D.,  Cincinnati,  Ohio 


THE  condition  under  discussion  has  been 
described  under  various  names  but  neuro- 
myelitis optica  is  the  most  descriptive  as 
the  syndrome  consists  of  neuritis,  myelitis,  and 
optic  edema  or  atrophy.  The  first  description  I 
can  find  is  by  Clifford  Albut  in  the  Lancet  of 
1870,  under  the  title  “On  the  Ophthalmoscopic 
Signs  of  Spinal  Disease”  (1),  Beck  (2),  col- 
lected 70  cases  in  1927. 

The  lesions  in  this  disease  though  usually  in- 
flamatory  and  so  suggesting  relationship  to  acute 
diffuse  encephalo-myelitis  or  acute  disseminated 
sclerosis  are  occasionally  degenerative  and  more 
suggestive  of  Schilder’s  disease  (Encephalitis 
periaxialis  diffusa).  As  the  etiology  of  all  three 
is  unknown  differentiation  remains  largely  nosol- 
ogical. An  attempt  at  pathological  differ eniattion 
is  confused  by  report  of  mixed  forms  showing 
graduations  between  clear  cut  Schilder’s  disease 
with  massive  degeneration  of  the  white  matter 
with  little  glial  reaction  and  encephalo-myelitis 
diffusa  with  numerous  punctate  hemorrhages, 
cellular  infiltration,  glial  proliferation  with  soft- 
ening and  fat-filled  gitter  cells.  Marinesco  (13) 
has  described  a case  showing  a mixture  of  both 
changes. 

Clinically  the  confusion  is  as  bad.  McAlpine 
(14)  attempts  differentiation,  but  is  quite  un- 
convincing. Temperature  below  or  above  100°, 
the  fineness  of  nystagmus,  the  frequency  or  in- 
frequency of  certain  neurological  symptoms,  more 
frequent  occurence  of  “positive”  gold  curve 
(configuration  not  stated)  in  one  than  in  the 
other  are  highly  unsatisfactory  criteria  of  dif- 
ferentiation. 

Nevertheless  there  seems  to  be  a syndrome  of 
neuritis-myelitis  and  optic  edema  occuring 
clinically  and  it  is  the  purpose  of  this  paper  to 
report  three  such  cases.  The  first  case  can  with 
reasonable  certainty  be  excluded  from  multiple 
sclerosis  by  her  failure  to  relapse  in  four  years, 
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the  second  by  the  very  acute  onset  with  early 
death,  and  the  third  by  freedom  from  relapse  of 
all  paralytic  symptoms  after  eight  years  with 
slowly  progressing  optic  atrophy. 

CASE  REPORTS 

Case  1. — Mrs.  G.  P.,  age  34,  had  suffered  for 
some  years  before  the  onset  of  the  present  con- 
dition from  an  ankylosis  of  the  left  shoulder  of 
uncertain  origin.  On  July  3,  1931,  she  began  to 
notice  failing  vision  and  dilatation  of  the  pupils. 
Vision  failed  to  such  an  extent  she  could  hardly 
see  her  own  fingers.  About  one  month  after  the 
onset  her  legs  began  to  feel  cold  with  a gnawing 
sensation  in  the  soles.  Jerking  in  the  legs  was 
noticed  next  and  she  began  to  stagger.  Subject- 
ive numbness  proceeded  steadily  upward  and  by 
August  3 had  reached  its  highest  level.  On  this 
day  vesical  incontinence  began. 

On  admission  to  Christ  Hospital  September  6, 
1931,  objective  examination  showed  disturbance 
of  thermal  sensation  up  to  about  the  tenth  dorsal 
level.  When  examined  on  September  8 she 
showed  in  addition  spastic  bilateral  paraplegia 
with  ankle  and  patellar  clonus.  Spinal  puncture 
yielded  a clear  fluid  with  negative  blobulin,  cell 
count  of  4,  Kahn  and  gold  curve  negative.  Oph- 
thalmalogical  examination  by  Dr.  Clarence  King 
showed  a primary  optic  atrophy  without  signs  of 
previous  inflamation!  Urine  was  negative;  blood 
count  essentially  normal. 

Physical  examination  outside  the  nervous  sys- 
tem was  negative  except  for  ankylosis  of  the 
left  shoulder  from  an  arthritis  of  obscure  origin 
or  about  one  year’s  duration.  Her  husband  was 
suspected  of  gonorrhea. 

Both  the  cord  and  optic  nerve  lesions  improved 
steadily  and  she  left  the  hospital  September  21. 
She  was  able  to  visit  my  office  unaided  November 
12,  1931.  When  I saw  her  last,  in  April,  1933, 
there  had  been  no  exacerbation. 

Case  2. — The  patient  was  a girl  of  12,  Decem- 
ber 9,  1932,  she  noticed  dimness  of  vision.  That 
night  she  had  photophobia.  On  the  13th  she 
had  to  close  one  eye  to  read  because  of  diplopia. 
Weakness  of  the  knees  appeared  on  December 
14,  and  was  progressive.  On  December  19  there 
was  numbness  in  the  soles  and  she  was  unable 
to  stand.  Difficult  urination  appeared  on  the 
21st,  and  retention  was  complete  the  following 
day  when  she  was  admitted  to  St.  Elizabeth  Hos- 
pital, Covington. 

On  December  23  she  showed  marked  paresis 
of  both  legs  with  bilateral  Babinski.  The  paraly- 
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sis  . extended  upward  steadily.  By  December  30 
all  muscles  but  those  of  the  neck  and  head  were 
paralyzed  and  there  was  some  subjective  account 
of  difficulty  in  swallowing.  The  first  sign  of  re- 
cession was  on  Jaunary  8 when  she  was  able  to 
flex  the  left  elbow  slightly.  Paralysis  ebbed 
steadily  and  when  last  seen  she  could  move  the 
arms  freely,  contract  the  belly  muscles,  was  con- 
tinent of  urine  and  stool.  (March  5,  1933)  Mean- 
while she  had  developed  a serious  bed  sore  and 
was  removed  from  the  hospital  by  her  parents 
and  placed  under  a chiropractor  who  ascribed 
this  to  lumbar  puncture.  Shortly  after  this  she 
died  presumably  from  septicemia. 

Case  3. — This  was  a boy  referred  at  the  age 
of  12  years  by  Dr.  Horace  Reid.  The  mother  had 
had  one  unexplained  miscarriage.  The  patient 
was  born  premature  at  seven  months,  but  had 
been  healthy  until  the  age  of  four  when  he  suf- 
fered from  a syndrome  of  optic  atrophy  with 
paralysis.  The  onset  was  sudden  and  he  was 
paralyzed  in  all  extremities  and  the  trunk  with 
the  exception  of  one  arm. 

When  examined  by  me  on  December  29,  1934, 
the  organic  neurological  examination  was  en- 
tirely negative,  but  Doctor  Reid  who  had  followed 
the  case  for  years  reported  a progressive  optic 
atrophy.  His  vision  at  the  time  of  the  examina- 
tion, eight  years  after  the  onset  was  only  20- 
100. 

No  detailed  account  of  the  neurological  find- 
ings at  the  onset  are  obtainable  and  the  diagnosis 
of  neuro-myelitis  optica  is  made  largely  from 
the  history. 

19  West  Seventh  St. 
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DISCUSSION 

Clarence  King,  M.  D.,  Cincinnati : In  the  case 
of  the  patient  with  neuro-myelitis  optica  which  I 
saw  with  Dr.  Kiely  the  diagnosis  primary  optic 
atrophy  implied  merely  that  there  were  no  evi- 
dences of  post-neuritic  atrophy  in  the  nerve 
head.  The  disc  edges  were  clear  and  the  mark- 
ings of  the  lamina  cribosa  were  apparent;  no 
sequalae  of  previous  exudates  were  seen.  It 
should  not  be  inferred  that  the  apparently  simple 
atrophy  present  in  this  case  corresponded  in  its 
underlying  pathology  to  that  of  tabes.  Slight 
previous  inflamatory  changes  may  have  been 
present  in  the  disc  and  may  have  disappeared 
without  trace.  The  atrophy  was  probably  due  to 
a retro-bulbar  neuritis  at  some  distance  posterior 
to  the  eyeball.  When  an  opportunity  occured  to 
make  accurate  visual  field  studies  some  months 
after  the  onset  of  the  disease,  central  scotomata, 
the  presence  of  which  is  so  characteristic  of 
retro-bulbar  neuritis,  were  not  found.  There 


were  also  no  marked  visual  field  defects  observed. 
A central  scotoma,  initially  present,  may  have 
disappeared. 

A remarkable  aspect  of  this  case  is  the  ulti- 
mate restoration  of  normal  vision  and  almost 
intact  visual  fields  when  there  was  a marked 
atrophy,  manifested  by  the  pallor  of  the  nerve 
head.  The  pallor  of  the  nerve  head  is  not  to  be 
explained  solely  as  a nerve  fiber  atrophy,  as  it 
may  be  largely  due  to  a lack  of  vascularity.  An 
explanation  of  the  apparent  paradox  between  the 
visual  acuity  and  the  objective  finding  is  given 
by  Ronne  as  follows: 

“The  visual  acuity  is  measured  by  the  visual 
angle  subtended  by  the  test  letters.  That  is  by 
a linear  dimension.  In  optic  atrophy  the  visual 
acuity  must  be  compared  with  the  number  of  re- 
tained perceptive  elements  per  unit  of  area.  If  the 
visual  acuity  declines  to  one-half,  the  number  of 
perceptive  elements  capable  of  functioning  must 
be  reduced  to  one-fourth,  in  keeping  with  the 
fact  that  the  area  of  a test  letter  on  the  6/12 
row  covers  four  times  the  area  of  a test  letter 
on  the  6/6  row.  As  the  normal  visual  acuity  fre- 
quently approaches  6/3  almost  three-fourths  of 
the  nerve  fibers  may  be  destroyed  with  the  pres- 
ervation of  normal  vision  as  registered  by  the 
standard  test  chart.” 

Further  studies  will  doubtless  clarify  our 
knowledge  of  neuro-myelitis  optica  and  its  rela- 
tion to  acute  multiple  sclerosis.  At  present  it 
seems  to  be  established,  as  far  as  the  ocular 
signs  are  concerned,  that  the  sudden  onset  of  the 
disease  is  due  to  the  rapid  formation  of  plaques 
in  the  optic  nerve  or  chiasm.  The  clinical  signs 
as  manifested  in  the  visual  field  changes  and 
visual  acuity  depends  on  the  extent  and  location 
of  the  plaques.  The  tendency  to  improvement  is 
to  be  ascribed  to  the  greater  resistance  of  the 
axis  cylinders  to  the  diseased  process. 

H.  W.  Reid,  M.  D.,  Cincinnati:  (Case  3)  : 

Patient  first  seen  in  June,  1928.  His  father  gave 
the  following  history: 

Sudden  onset  at  the  age  of  three  with  loss  of 
vision  and  paralysis  which  included  the  entire 
body  with  the  exception  of  one  arm.  This  lasted 
for  about  one  week. 

There  is  no  history  of  syphilis  in  family. 
Mother  had  one  miscarriage  and  one  child  died 
of  meningitis  at  the  age  of  five  months.  This  boy 
was  born  premature  at  seven  months. 

Previous  to  my  seeing  him,  Dr.  D.  T.  Vail  Jr. 
had  seen  him  in  1926.  At  that  time  blood  Wasser- 
man  and  spinal  fluid  Wasserman  was  negative. 
X-rays  of  skull  were  negative.  The  spinal  fluid 
schowed  10  cells,  no  globulin  and  the  gold  curve 
was  negative. 

Examination.  6-14-28.  Right  eye.  Lids  nega- 
tive. No  ptosis.  Cornea  clear.  Anterior  chamber 
normal.  Pupil  semi-dilated  and  reacts  to  light 
and  accomodation.  Optic  media  clear.  The  disc 
is  markedly  atrophic,  waxy  white.  The  lamina 
cribrosa  is  plainly  seen  and  the  blood  vessels  are 
normal  in  size  and  shape.  No  exudates  seen.  The 
whole  fundus  gives  one  the  impression  of  that 
seen  in  albinism.  There  is  no  hystagmus  and  the 
eye  muscles  are  normal  in  their  action.  Vision  is 
less  than  20/200.  Left  eye.  Deviated  out  ten  de- 
grees. Otherwise  examination  as  in  right  eye. 

There  was  no  rigidity  of  neck  and  the  knee 
reflexes  were  very  active.  I agam  saw  this  boy 
in  1934.  His  vision  in  right  eye  had  increased 
to  20/30.  His  field  for  form  and  color  was  al- 
most normal  in  right  eye.  Vision  in  left  eye  still 
remained  about  20/200. 

On  December  29,  1934  was  examined  with  same 
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eye  ground  picture  as  when  first  seen  but  his 
vision  had  fallen  to  20/200  in  his  right  eye.  Con- 
centric contraction  of  visual  field  with  the  field 
for  red  and  green  to  point  of  fixation. 

After  seeing  Dr.  Kiely  was  examined  by  Drs. 
Adson  and  Benedict  of  the  Mayo  Clinic. 

Their  report  of  January  26,  1935  is  as  follows: 
The  examination  was  centered  in  the  section  on 
neurology.  From  an  eye  standpoint  we  have  only 
retro-bulbar  neuritis  but  from  the  standpoint  of 
the  neurologist  there  is  a question  whether  he 
also  has  an  arachnoiditis.  To  determine  the  latter 
point  Dr.  Adson  did  an  encephlogram  with  the 
final  opinion  that  the  child  had  a diffuse  process 
as  suggested  by  Dr.  Kiely  but  at  this  time  there 
is  no  arachnoiditis  accounting  for  his  present 
symptoms  and  that  the  lesions  in  his  optic  nerves 
must  have  been  an  inflammatory  process. 

Since  his  return  from  the  Mayo  Clinic  there  has 
been  a steady  improvement  of  vision  in  right 
eye.  At  present  it  is  20/20.  No  change  in  left 
eye. 

Many  of  the  cases  reported  by  Beck  as  mye- 
litis with  optic  neuritis  may  be  confidently  diag- 
nosed as  disseminated  sclerosis.  In  others  the 
presence  of  bilateral  cerebral  lesions  seems  to 
relate  them  to  Schilder’s  disease.  But  many 


cases  remain  in  which  a diffuse  inflamatory  mye- 
litis was  associated  with  a similar  affection  of 
the  optic  nerves  and  the  similarity  of  these  cases 
to  one  another  seems  to  establish  them  as  belong- 
ing to  a true  disease  entity.  It  is  not  impossible 
that  all  these  are  variations  of  one  main  entity 
and  that  their  clinical  differences  are  due  merely 
to  degrees  in  involvement  or  predilection  for  cer- 
tain tissue. 

Owing  to  the  anatomy  of  the  optic  nerve  it  is 
natural  to  find  the  changes  in  its  retro-bulbar 
portion.  It  is  therefore  only  when  the  disease 
extends  far  forward  near  the  lamina  cribrosa 
that  acute  reaction  is  visible  in  the  inrtaocular 
portion  of  the  optic  nerve.  So  far,  no  one  has  re- 
ported the  presence  of  the  disease  in  the  retina 
which  might  happen  in  the  event  of  a patch  of 
medullated  nerve  fibers  being  present.  When  one 
speaks  of  optic  neuritis  in  these  conditions  one 
means  acute  retro-bulbar  neuritis  that  has  mani- 
fested itself  by  edema  and  congetsion  of  the 
papilla. 

I believe  that  acute  optic  neuritis  occurs  more 
frequently  in  disseminated  sclerosis  than  a study 
of  the  literature  indicates,  appearing  as  the  pri- 
mary episode  in  the  disease.  It  has  been  repeat- 
edly ascribed  to  other  conditions  chiefly  to  in- 
fections of  the  posterior  nasal  sinuses. 


PROFESSIONAL  EDUCATION  IN  RELATION  TO 
MODERN  PUBLIC  HEALTH 

By  ALFRED  FRIEDLANDER,  M.D.,  Cincinnati,  Ohio 


A LAY  WRITER  has  taken  the  point  of 
view,  recently,  thait  medicine  is  becoming  one 
of  the  important  social  sciences.  As  a mat- 
ter of  fact  we  in  medicine  have  been  cognizant 
of  this  aspect  of  our  profession,  for  a long  time. 
It  is,  however,  worth  while  to  stress  the  fact  that 
the  social  aspect  of  medicine  is  becoming  increas- 
ingly important.  Changes  in  our  economic  set- 
up will,  of  necessity,  bring  correlated  changes 
into  the  practice  of  medicine.  Day  by  day  the 
practitioner  finds  himself  confronted  with  the 
task  of  keeping  medicine,  as  practiced,  abreast 
of  medical  discovery. 

The  time  has  passed  when  a physician  may 
concern  himself  wholly  with  the  attempted  cure 
of  the  sick  who  come  to  him.  He  must  takS  part 
in  the  broader  problems  of  communal  health, 
he  must  give  to  the  community  the  benefit  of  his 
knowledge  as  related  to  questions  of  public 
health. 

As  Vaughn  (1)  has  put  it,  there  is  a poten- 
tial reservoir  of  medical  knowledge  and  service 
in  every  community,  which  can  be  actuated  to 
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serve  public  health  needs.  To  an  extent,  these 
resources  have  lain  dormant  among  physicians 
and  dentists. 

Health  departments  must  have  cooperation  of 
private  physicians  for  diphtheria  prevention,  in- 
oculations against  typhoid  and  smallpox,  control 
of  other  communicable  diseases,  control  of  indus- 
trial occupational  hazards,  and  periodic  health 
examinations  for  the  detection  of  early  signs  of 
disease. 

Such  a program  involves  a change  of  attitude 
on  the  part  of  public  health  administrators,  or- 
ganized medical  societies,  the  private  physician 
and  the  public.  And  in  this  newer  approach  the 
College  of  Medicine  has  a definite  duty  to  per- 
form. 

In  addition  to  training  its  students  in  the 
fundaments  of  medical  science,  the  medical 
school  must  inculcate  into  its  graduates  the  con- 
ception that  they,  the  practitioners,  are  to  a large 
extent  the  keepers,  the  guardians  of  public 
health.  Of  what  avail  is  it  to  keep  medical 
students  abreast  of  knowledge  in  the  field  of 
public  health  and  preventive  medicine,  if  the 
faculty  does  not  also,  by  precept  and  example, 
insist  that  the  carrying  out  of  modern  public 
health  dicta  is  largely  the  function  of  the  private 
physician. 
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It  is  recognized  of  course  that  the  elucidation 
of  specific  problems  of  public  health  must  be  the 
function  of  trained  specialists.  As  a result, 
schools  of  public  health  designed  to  train  such 
men  are  now  established.  It  is  not  to  be  sup- 
posed that  the  problems  of  public  health  are  set- 
tled. To  cite  a single  example:  The  question  of 
control  of  certain  communicable  diseases,  such 
as  yellow  fever  and  typhus  has  to  be  studied 
anew,  in  view  of  possibility  of  transmission  of 
carriers  by  aeroplane.  There  is  no  question  of 
the  fact  that  in  the  field  of  public  health  there 
is  much  to  be  done  by  trained  sanitarians.  But 
the  purpose  of  this  communication  is  to  insist 
that  it  is  the  duty  of  the  ordinary  school  of  medi- 
cine to  train  its  students  to  be  able  to  apply  es- 
tablished facts  in  the  domain  of  public  health  to 
the  community  at  large. 

F.  P.  Allen,2  Associate  Executive  Secretary  of 
the  Public  Health  Federation  of  Cincinnati  points 
out  that  the  four  lines  of  defense  in  the  control 
of  acute  contagious  diseases  common  in  child- 
hood, are  home,  schools,  physician  and  health 
department.  The  physician  is  a vital  link  in  this 
chain.  Often  he  serves  as  the  medium  through 
which  information  gets  from  the  home  to  the  de- 
partment of  health.  In  the  control  of  these  dis- 
eases, the  health  department  is  only  as  strong 
as  its  weakest  link.  The  link  represented  by  the 
medical  profession  is  weak  if  these  diseases  are 
not  promptly  and  fully  reported.  The  same  con- 
ditions apply  to  pulmonary  tuberculosis  and  ve- 
nereal disease.  The  physician  may  be  looked 
upon  as  a field  representative  of  the  health  de- 
partment. Through  his  cooperation  a fund  of 
vital  facts  should  pour,  constantly,  into  the  de- 
partment where  analyses  of  such  information 
should  result  in  a more  effective  community 
health  program. 

In  a recent  discussion,  Ray  Lyman  Wilbur 
(3)  said  “We  have  thought  for  so  long  in  terms 
of  curative  medicine  that  it  is  difficult  for  us  in 
the  medical  schools  to  make  room  for  preventive 
medicine.” 

None  the  less  there  is  cumulative  evidence 
pointing  to  the  acceptance  of  responsibility  by 
medical  educators  regarding  the  teaching  of  the 
principles  of  preventive  medicine  to  students. 

In  the  recently  published  report  of  the  Medical 
Curriculum  Conference  of  Great  Britain  (4), 
these  statements  are  made:  “While  still  in  the 
preclinical  period,  the  student  should  learn  from 
the  professor  of  physiology  the  scientific  basis 
on  which  rests  our  knowledge  of  personal  hy- 
giene. It  is  the  duty  of  the  teacher  of  pathology 
to  stress  the  striking  advances  in  preventive 
medicine  which  have  followed  along  bacteriolog- 
ical and  immunological  research.  The  clinician 
has  innumerable  opportunities  for  instruction  in 
preventive  medicine.  Obstetricians  and  pediatri- 


cians have  the  special  duty  in  the  later  stages 
of  the  curriculum  of  emphasizing  the  function 
of  the  medical  practitioner  in  such  matters  as 
antenatal  work,  conservative  conduct  of  labor, 
management  of  the  puerperium  and  the  care  of 
the  child  during  its  early  years  of  life.” 

That  medical  educators  in  America  are  awak- 
ening to  the  necessity  of  teaching  the  funda- 
mentals of  public  health  in  medical  schools  does 
not  admit  of  question.  A careful  survey  of  the 
curricula  of  all  the  medical  schools  of  the  Asso- 
ciation of  American  Medical  Colleges,  made  by 
the  author,  shows  that  over  75  per  cent  have 
already  established  departments  of  preventive 
medicine. 

The  mere  teaching  of  the  underlying  principles 
of  public  health  in  our  medical  schools  is  not 
enough.  The  student  must  have  practical  first 
hand  knowledge  of  the  application  of  these  prin- 
ciples as  practiced.  He  must  know  how  to  evalu- 
ate the  safeness  of  milk  and  water  supply,  he 
must  see  how  meat  and  food  inspections  are  car- 
ried out.  He  should  be  acquainted  with  practical 
methods  of  immunization  against  specific  in- 
fectious diseases.  These  things  and  many  others 
are  to  be  taught  him  during  his  undergraduate 
years  because  upon  him  as  a practitioner  will  fall 
a large  part  of  the  duty  of  safeguarding  the 
communal  health.  Unless,  during  his  under- 
graduate years  he  becomes  inculcated  with  the 
fixed  idea  that  these  responsibilities  are  his,  he 
will  fail  in  his  clear  duty  as  a doctor  of  medicine. 

He  must  learn  how  to  evaluate  medical  statis- 
tics, otherwise  his  becomes  a warped  view.  A 
single  example  will  illustrate.  The  death  rate 
from  tuberculosis  among  negroes  in  Cincinnati 
is  notably  high.  When  however  careful  study  of 
the  figures  are  made,  when  exhaustive  analyses 
of  contributing  factors  are  undertaken,  the  fig- 
ures change.  Dr.  F.  P.  Allen  made  a study  of 
the  negro  death  rates  from  tuberculosis  in  Con- 
cinnati,  by  census  tracts.  Thus  in  census  tract 
5 — in  the  basin  of  the  city,  the  housing  condi- 
tions are  exceedingly  bad.  The  negroes  here  are 
of  the  lowest  economic  status.  Here,  for  two 
years,  the  refined  death  rate,  adjusted  for  age, 
was  565  per  100,000  of  negro  population.  One- 
fourth  of  our  city’s  48,000  negroes  live  in  this 
area. 

During  the  same  period,  the  colored  death  rate 
from  tuberculosis  in  census  tracts  36-7  in  the 
hill  top  was  204  per  100,000.  Five  thousand  ne- 
groes live  in  this  area.  In  Madisonville,  also  on 
the  hill  top,  there  is  a small  colored  settlement, 
(about  750  negroes).  Here  the  rate  was  67  per 
100,000. 

It  is  apparent  that  cognizance  of  these  facts 
is  essential  to  a correct  understanding  of  such 
mortality  tables.  Such  understanding  can  be  had 
only  by  thorough  grounding  in  the  fundamentals 
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of  biometry.  Such  grounding  is  a function  and 
a duty  of  a College  of  Medicine. 

It  will  be  admitted  that  boards  of  health,  in- 
cluding properly  trained  health  officers  and  tech- 
nically expert  assistants,  have  well  defined  duties 
in  regard  to  the  safeguarding  of  the  communal 
health.  There  has  been  a tendency  in  recent 
years  to  load  boards  of  health,  or  to  permit  them 
to  load  themselves,  with  a multiplicity  of  duties. 
There  is  a growing  sentiment  that  municipal  or 
county  boards  of  health  may  rightfully  be  charged 
with  the  duty  of  caring  for  the  public  health 
in  the  mass.  These  duties  are  generally  under- 
stood and  need  not  be  recounted  here  in  detail. 
When,  however,  it  comes  to  the  application  of 
these  principles  in  practice  for  the  individual 
person,  the  board  of  health  should  not  be  ex- 
pected to  exercise  authority.  This  is  properly 
the  function  of  the  practicing  physician.  In  other 
words,  there  is  to  be  a differentiation  between 
mass  health  and  individual  health. 

It  is  the  family  physician  who  keeps  in  touch, 
intimately,  with  those  aspects  of  the  lives  of  his 
patients  and  their  families,  which  may  be  con- 
cerned with  health  and  disease.  Familial  tenden- 
cies to  disease,  hereditary  tendency  to  weakness 
of  certain  body  systems,  such  as  the  cardio-vas- 
cular  tree,  allergic  or  arthritic  manifestations, 
to  cite  merely  a few  examples,  are  the  concern  of 
the  family  physician.  And  gradually  the  con- 
cept is  growing  clearer — that  in  the  field  of  pre- 
ventive medicine  the  family  physician  has  many 
duties  to  perform,  which  he  can  do  better  than 
a board  of  health  and  which  duties  he  must  as- 
sume if  he  is  to  realize  the  ideals  of  our  profes- 
sion. Let  us  not  forget  therefore,  that  it  is  the 
chief  duty  of  the  school  of  medicine  to  educate 
men  and  women  for  the  practice  of  medicine,  in 
all  the  diverse  connotations  of  that  conception. 

As  Fishbein  (5)  has  put  it:  “The  medical 

profession  has  not  been  content  with  raising  the 
standards  of  medical  education,  improving  the 
quality  of  proprietary  medicines,  fighting  quacks 
within  its  own  ranks  as  well  as  without,  and  aid- 
ing in  the  development  of  the  modern  hospital; 
but  has  taken  an  active  part  in  creating  agencies, 
both  governmental  and  voluntary,  designed  to 
improve  the  public  health.  Then,  unfortunately, 
it  has  too  often  allowed  these  organizations  to 
become  alienated  from  medical  guidance  and  ad- 
vice. In  consequence,  some  workers  in  the  field 
of  public  health  have  forgotten  or  overlooked  the 
importance  of  the  medical  profession.” 

On  our  own  heads  be  the  blame  if  medicine, 
organized  and  individual,  does  not  assume  right- 
ful leadership  in  guiding  and  directing  our  com- 
munities, en  masse  and  individually,  so  that  the 
beneficent  effects  of  the  advances  in  health  be 
made  available  to  all  members  of  the  community. 
Here  lies  the  duty  of  the  physician — and  here 
the  duty  of  the  school  which  educates  him. 


In  our  modern  world,  there  occur  constant 
changes  in  our  industrial  life.  New  industries 
are  springing  up,  new  processes  of  manufacture 
are  being  found,  new  fields  of  inventive  and  con- 
structive effort  are  being  developed.  As  a con- 
sequence, a new  realm  of  medical  practice  is  of 
necessity  coming  to  be  of  increasing  importance. 
This  field  is  that  of  industrial  medicine  and  tox- 
icology. And  it  is  here  that  the  physician  of  the 
very  near  future  will  be  confronted  with  many 
problems. 

As  new  processes  of  manufacture  develop,  as 
new  substances  swing  into  place  in  our  modern 
life,  difficult,  quite  unsolved  problems  of  indus- 
trial toxicology  demand  solution.  Formerly  lead 
poisoning  was  supposed  to  occur  only  in  factories 
producing  white  lead.  Now  we  know  that  lead 
poisoning  is  a hazard  in  more  than  90  diverse 
industries.  We  discover  that  lead  poisoning  is  a 
grave  hazard  in  the  manufacture  of  auto  and 
radio  batteries,  for  instance. 

The  field  of  benzine  derivatives,  and  the  man- 
ufacture of  various  by-products  therefrom,  force 
the  attention  of  scientists  to  the  industrial  haz- 
ards incident  to  the  manufacture  of  many  things 
now  rated  as  essentials  in  our  modern  life.  Ad- 
mittedly, the  solution  of  these  complex  problems 
in  industrial  toxicology  are  the  problems  of 
highly  trained  chemists  and  physicists.  But  the 
application  of  facts  as  elucidated  by  trained 
scientists  must  be  given  to  the  physician  in  order 
that  he  may  make  available  to  industry  those 
methods  of  prevention  which  will  reduce  or  com- 
pletely nullify  these  industrial  hazards.  There  is 
no  need  to  labor  the  point,  examples  will  occur 
to  all  of  us. 

Where  is  the  physician  of  the  near  future  to 
get  this  knowledge?  Assuredly  nowhere  better 
than  in  the  medical  school.  It  is  not  suggested 
that  the  undergraduate  student  can  assimulate 
all  necessary  knowledge  regarding  industrial 
toxicology.  But  it  is  safe  to  say  that  the  ground- 
work of  such  knowledge  must  be  laid  in  the 
medical  school.  Once  the  student  understands 
the  fundamentals,  once  he  has  been  taught  how 
to  utilize  the  knowledge  which  is  the  fruit  of 
painstaking  scientific  research,  the  rest  is  pos- 
sible even  though  not  easy.  And  the  medical 
school  cannot  escape  the  burden  which  our  mod- 
ern life  puts  upon  it. 

If  one  grants  the  premise  that  it  is  the  business 
of  the  medical  school  to  train  men  and  women 
for  the  practice  of  medicine,  then  the  conclusion 
is  inescapable  that  it  is  that  school’s  business  to 
give  its  students  such  a conception  of  the  com- 
plexities of  the  problems  of  public  health,  that 
these  students  may  rightfully  take  their  places 
in  the  profession  after  adequate  preparation. 
For  truly  the  medical  profession,  now  as  never 
before  must  answer  Yes,  to  the  question,  “Am  I 
my  brothers  keeper”.  And  the  measure  of  the 
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doctor’s  success  will  be  the  faithfulness  with 
which  he  accepts  this  trust. 

College  of  Medicine. 
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DISCUSSION 

T.  J.  Le  Blanc,  Sc.  D.,  Cincinnati  (By  invita- 
tion) : In  the  preventive  aspects  of  disease,  there 
is  an  interesting  interplay  of  two  trends,  each 
moving  in  a direction  opposite  to  the  other.  The 
speaker  referred  to  one  trend  when  he  men- 
tioned the  social  aspects  of  prevention.  The  term 
is  unfortunate  since  it  is  constantly  being  con- 
fused with  socialized  medicine.  A better  expres- 
sion is  the  mass  action  aspect  of  disease.  This 
was  attacked  vigorously  in  the  past  and  dramatic 
and  sudden  changes  wrought  in  the  health  pic- 
ture by  the  installation  of  controlled  water  and 
milk  supplies,  sewage  disposal  works,  etc.  The 
characteristic  attributes  of  such  maneuvers  is 
that  the  individual  has  no  active  part  except  to 
bear  a portion  of  the  expense.  Nor  was  the  prac- 
ticing physician  an  important  element.  But  the 
time  has  passed  when  such  mass  attacks  are  pos- 
sible. Emphasis  in  this  trend  is  shifting  to  the 
individual.  Examples  are  the  control  of  small- 
pox and  diphtheria.  In  each  case,  control  depends 
in  great  part  upon  the  summation  of  individual 
cases  and  more  and  more  is  the  practicing  physi- 
cian becoming  indispensable  to  the  furtherance 
of  such  campaigns.  This  is  one  trend,  namely 
from  mass  action  to  individual  aspects. 

The  other  main  movement  is  in  the  opposite 
direction,  from  individual  aspect  to  mass  action. 
A single  case  of  pulmonary  tuberculosis  in  a 
single  room  is  definite  clinical  entity  and  may  be 
cared  for  by  a certain  procedure,  but  it  must  be 
strongly  emphasized  that  one  hundred  cases  of 
the  same  ailment  in  a single  block  is  not  just 
one  hundred  times  the  single  case  nor  can  the 
second  situation  be  coped  with  by  multiplying 
by  one  hundred  the  procedure  that  cared  for  the 
single  case.  Mass  action  has  made  itself  appar- 
ent and  the  social  variables  now  become  more 
important  than  the  biological  ones.  Another  ex- 
ample is  hookworm  disease.  A single  infestation 
may  be  cured  by  dosing  with  a hehninthegogue 
but  you  cannot  cure  a county  or  a country  by 
dosage.  It  demands  a considerable  change  in  the 
social  pattern  and  there  is  nothing  in  the  phar- 
macopeia that  will  bring  about  this  change.  This, 
then,  is  the  other  of  the  two  trends,  making  it 
necessary  in  many  cases  to  return  to  the  old 
problem  of  affecting  people  in  the  mass,  the  solu- 
tion being  made  immeasurably  more  difficult 
because  active  cooperation  on  the  part  of  the 
people  is  essential. 

It  seems  evident  that  the  Medical  College  must 
make  clear  to  its  students  that  disease  has  a mass 
action  aspect  and  that  sometimes  prevention  is 
so  modified  by  this  aspect  that  it  has  ramifica- 
tions that  may  lead  the  doctor  far  afield,  into 
sociology,  psychology,  even  into  law  and  business 
as  when  a quarantine  stops  the  flow  of  goods  and 
brings  trade  to  a standstill.  In  short,  it  would 
seem  that  the  social  responsibility  of  the  doctor 
is  bound  to  broaden  as  time  goes  on  and  it  is  the 


duty  of  professional  educators  to  prepare  the 
student’s  background  for  such  broadening. 

At  the  same  time  we  must  keep  our  feet  firmly 
planted  on  the  earth  and  realize  that  in  spite  of 
all  the  high  sounding  talk  to  the  contrary,  ef- 
ficient utilization  of  our  present  knowledge  in 
prevention  is  still  well  into  the  future.  Except 
to  the  highly  trained  and  sensitive  mind,  there  is 
no  drama  in  prevention.  If  a man  is  cured  of 
typhoid  fever  he  may  credit  the  physician  with 
his  recovery  and  feel  disposed,  at  some  later  date 
let  us  say,  to  pay  for  the  cure,  but  at  present, 
it  would  be  worse  than  useless  to  present  a well 
man  with  a bill  on  the  grounds  that  you  had 
caused  him  to  escape  having  typhoid  fever.  Even 
the  humblest  patient  senses  the  drama  in  the 
bedside  relation  between  patient  and  doctor  but  it 
is  a rare  person  who  is  lifted  by  the  business  of 
prevention.  They  are  certainly  the  exception 
rather  than  the  rule.  Until  this  is  no  longer  so 
strikingly  true  and  until  the  drama  of  preven- 
tion is  accepted  by  the  mass  of  people,  real  pre- 
ventive medicine  is  still  far,  far  ahead  of  us. 
The  least  the  College  of  Medicine  can  do  is  to 
attempt  to  catalyze  the  young  medical  mind  into 
a sensitivity  that  will  respond  to  the  stimulus  of 
preevntion  and  to  hope  that  by  contact,  conta- 
gion, absorption  or  some  other  process  this  at- 
titude of  mind  'wall  in  time  permeate  the  mass 
of  the  people.  When  that  time  comes  the  com- 
bined efforts  of  lay  persons,  specialized  public 
health  workers  and  practicing  physicians  will 
produce  a picture  of  prevention  that  will  be,  in- 
deed, an  intellectual  adventure  to  contemplate. 

— OSMJ  — 

observation  and  reading 

Every  physician  will  make,  and  ought  to  make 
observations  from  his  own  experience;  but  he  will 
be  able  to  make  a better  judgment  and  juster  ob- 
servations, by  comparing  what  he  reads  and  what 
he  sees  together.  It  is  neither  an  affront  to  any 
man’s  understanding,  nor  a cramp  to  his  genius, 
to  say,  that  both  the  one  and  the  other  may  be 
usefully  employ’d,  and  happily  improv’d  in  search- 
ing and  examining  into  the  opinions  and  methods 
of  those,  who  lived  before  him,  especially  con- 
sidering that  no  one  is  tied  up  from  judging  for 
himself,  or  obliged  to  give  into  the  notions  of  any 
author,  any  further  than  he  finds  them  agreeable 
to  reason,  and  reducible  to  practice.  No 
one  therefore  need  fear,  that  his  natural  sagacity, 
whatever  it  is,  should  be  perplexed  or  misled  by 
reading.  For  there  is  as  large  and  fruitful  a field 
for  sagacity  and  good  judgment  to  display  them- 
selves in,  by  distinguishing  between  one  author 
and  another,  and  sometimes  between  the  several 
parts  and  passages  in  the  same  author,  as  is  to 
be  found  in  the  greatest  extent,  and  variety  of 
Practice  .... 

A man  may  practice  ...  all  the  days  of  his 
life,  and  yet  be  never  the  wiser  for  his  experience, 
if  he  neglects  to  make  the  proper  observations, 
which  that  experience  might  suggest  to  him;  . . . 
whereas  the  searcher  of  authors  has  the  benefit 
of  other  men’s  experience  together  with  his  own; 
and  it  is  from  the  joint-concurrence  of  these,  that 
we  can  hope  for  any  considerable  advancement 
in  knowledge. — From  “The  History  of  Physick”, 
by  J.  Friend,  M.D.,  Part  I,  London,  1725,  pp.  303 

et  -oSMJ- 

A country  doctor  needs  more  brains  to  do  his 
work  passably  than  the  fifty  greatest  industrial- 
ists in  the  world  require. — Walter  B.  Pitkin. 


HEMOCHROMATOSIS  ; REPORT  OF  CASE 

By  EDWARD  W.  MISKALL,  B.Sc.,  M.D.,  East  Liverpool,  Ohio 


A CASE  of  hemochromatosis  is  reported 
which  presented  the  usual  syndrome  of 
diabetes  mellitus,  cirrhosis  of  the  liver  and 
bronze  pigmentation  of  the  skin.  In  addition  it 
exhibited  the  following  unusual  features: 

(1)  Persistence  of  polyuria  after  diabetic 
treatment  was  instituted. 

(2)  Low  specific  gravity  of  the  urine. 

(3)  Low  renal  threshold  for  sugar. 

(4)  Some  evidence  of  macrocytic  hypochromic 
anemia. 

CASE  HISORY 

G.  S.,  a white  man,  aged  39,  restaurant  keeper 
by  occupation,  was  admitted  to  City  Hospital  No- 
vember 3rd,  1934,  complaining  of  weakness, 
shortness  of  breath  and  drowsiness. 

Past  History:  During  the  past  sixteen  years 
he  has  consumed  excessive  amounts  of  alcohol 
and  his  weight  has  increased  to  210  pounds.  His 
health  was  good  until  three  years  ago. 

Present  Illness:  Diabetes  mellitus  was  dis- 

covered three  years  ago,  at  which  time  he  lost 
65  pounds  in  weight,  and  suffered  from  diabetic 
neuritis  in  the  lower  legs  and  lost  potentia  and 
libido.  In  1932  he  entered  a hospital,  where  the 
diabetes  was  well  controlled  and  symptoms  were 
relieved.  At  that  time  the  notation  was  made 
that  the  specific  gravity  of  the  urine  never  ex- 
ceeded 1.014.  He  felt  well  for  one  year  there- 
after, then  gradually  became  weaker,  and  two 
months  before  admission  noticed  a slowly  prog- 
ressive darkening  of  the  skin  of  the  lower  legs. 

Physical  Examination:  The  patient  was  emac- 
iated; the  skin,  loose  and  dry.  There  was  hyper- 
pnea,  and  the  breath  had  an  acetone  odor.  The 
pulse  was  94,  temperature  97  F.,  blood  pressure 
130/80,  rhythm  regular.  The  sclerae  were  faintly 
icteric.  The  patient  was  drowsy  and  slow  to 
react.  The  chest  was  negative.  The  liver  was 
markedly  enlarged,  reaching  on  the  right  to  the 
level  of  the  umbilicus,  the  edge  irregular  but  not 
tender.  The  pubic  hair  was  scanty.  The  skin  of 
the  lower  legs  was  deeply  bronzed,  dry  and  brit- 
tle. There  was  no  demonstrable  arteriosclerosis, 
no  adenopathy. 

Laboratory  Findings:  Urine. — The  average 

daily  output  of  urine  was  4844  c.c.  Of  150  urine 
specimens,  94  per  cent  were  below  1.016  in 
specific  gravity,  only  4 per  cent  reached  1.018. 

Blood. — The  red  blood  cells  numbered  3,400,000, 
of  which  1.4  per  cent  were  reticulated.  This  per- 
centage was  not  increased  four  days  after  in- 
jection of  liver  extract  representing  200  Gm.  of 
fresh  liver.  The  hemoglobin  was  64  per  cent 
(Sahli)  ; white  blood  cells  6.500;  differential  white 
count:  polymorphonuclears  45  per  cent,  lympho- 
cytes 53  per  cent,  large  mononuclears  2 per  cent. 
The  mean  diameter  of  the  red  blood  cells  by  Eve’ 
halometer  was  7.9  microns,  by  direct  measure- 
ment 7.8  microns.  Three  months  later,  at  which 
time  the  red  cells  had  increased  to  4,510,000,  the 
volume  index  was  1.19;  five  months  later,  1.11. 
The  resistance  of  the  red  blood  cells  to  hypotonic 
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salt  solution  was  within  normal  limits.  Coagula- 
tion time  was  four  minutes;  bleeding  time  three 
minutes;  clot  retraction  normal. 

Special  Tests. — The  Wassermann  reaction  was 
negative.  Nonprotein  nitrogen  35  mg.  Icterus  in- 
dex 5.7.  Van  den  Bergh  test  negative.  Brom- 
sulphalein:  no  dye  at  end  of  thirty  minutes. 
Phenolsulphonphthalein:  65  per  cent  at  end  of 
two  hours.  Gastric  contents:  normal  acid  values. 
The  amylopsin  values  of  the  duodenal  fluid,  urine 
and  feces  were  normal. 

Sugar  Tolerance  Test:  The  fasting  blood  sugar 
was  110  mg.  per  100  cc.,  the  fasting  urinary 
sugar  was  ++J  one-half  hour  after  administra- 
tion of  glucose  the  blood  sugar  was  210  mg.,  the 
urinary  sugar  -) — f-  + -j- ; at  the  end  of  one  hour 
the  blood  sugar  was  300;  after  two  hours  240 
mg.;  after  four  hours  215  mg.  The  urinary  sugar 
remained  + + + + to  the  end  of  the  test. 


Fig.  1.  Deposition  of  iron  in  the  skin.  X 50. 


Renal  Threshold  for  Sugar:  At  11:00  A.  M.  the 
urinary  sugar  was  -j-  -j-  + +;  at  12:00  M. 
+ +;  at  1:30  P.  M.  +.  At  2:30  P.  M.  the  blood 
sugar  was  80  mg.  per  100  c.c.;  at  3:30  P.  M.  the 
urinary  sugar  was  0. 

Biopsy  of  the  Skin:  A fragment  of  the  skin  of 
the  leg  was  removed  for  examination.  Chemical 
examination  showed  0.04  mg.  of  iron  per  2 Gm.  of 
skin  (about  eight  times  normal).  Histologic  ex- 
amination showed,  with  hematoxylin-eosin  and 
iron  stain,  iron  diffusely  deposited  through  the 
connective  tissue  of  the  corium  (Fig.  1). 

Course  in  Hospital:  The  acidosis  with  which 
the  patient  entered  disappeared  in  three  days.  He 
was  afebrile  throughout.  Because  of  the  low 
renal  threshold  difficulty  was  experienced  in  con- 
trolling the  diabetes,  and  the  diet  and  insulin 
dosage  were  frequently  changed.  The  diet  finally 
prescribed  contained  130  Gm.  of  carbohydrates, 
76  Gm.  of  protein  and  160  Gm.  of  fats;  with  this 
diet  40-20-35  units  of  insulin  were  given.  The 
patient  was  discharged  November  24th,  1934, 
greatly  improved. 

COMMENT 

Joslin1  regards  the  persistence  of  polyuria 
after  institution  of  treatment  as  due  to  causes 
other  than  diabetes  per  se.  In  the  light  of  the 
widespread  deposition  of  pigment  in  this  disease, 
it  is  conceivable  that  pituitary  dysfunction  result- 
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ing  from  deposits  within  the  gland  might  bear  a 
causal  relationship  to  the  polyuria  and  the  low 
specific  gravity  of  the  urine.  Paucity  of  pubic 
hair  and  loss  of  libido  confirm  this  hypothesis, 
although  the  latter  symptom  is  explainable  on  the 
basis  of  general  asthenia.  Althausen  and  Kerr2 
report  endocrine  dis+u  chances  in  hemochroma- 
tosis. 

Macrocytic  anemia  is  associated  with  many 
cases  of  hepatic  cirrhosis3,4.  In  this  case  its 
presence  is  suggested  but  cannot  be  definitely  as- 
serted. An  average  diameter  of  the  red  blood 
cells  of  7.85  microns  and  persistence  of  average 
diameters  in  the  upper  linrts  of  normal  after 
liver  and  iron  therapy  speak  in  favor  of  a slight 
macrocytosis.  So,  also,  do  the  volume  indices  of 
1.19  and  1.11  at  three  and  five  months,  re- 
spectively, after  institution  of  liver  and  iron 


therapy.  But  the  macrocytosis  was  not  ade- 
quately studied  because  of  the  failure  to  get 
volume  index  determinations  before  therapy  was 
started.  Furthermore,  the  Price-Jones  curve  was 
not  made,  and  the  significance  to  be  attached  to 
the  high  halometer  readings  of  red  blood  cell 
diameter  is  weakened  by  our  knowdedge  that  the 
halometer  is  not  an  instrument  of  a high  degree 
of  accuracy. 

204-5  Little  Building. 
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SPINAL  ANESTHESIA  FOR  RECTAL  AND  PERINEAL  SURGERY 

By  GEORGE  N.  WENGER,  M.D.,  Massillon,  Ohio 


AS  late  as  1922,  in  a paper  read  before  the 
American  Proctologic  society,  Dr.  Joseph 
Saphir  stated  that  general  anesthesia  was 
the  method  of  choice  for  rectal  surgery.  Since 
then  opinion  has  changed  and  it  is  now  a gen- 
erally accepted  fact  that  it  is  the  least  desirable. 
There  are  several  reasons  for  this.  Many  people 
have  a dislike  for  general  anesthesia  especially  if 
another  form  can  be  used  with  equal  safety  and 
comfort.  The  patient  must  be  placed  in  an  ex- 
aggerated lithotomy  posit:on  which  causes  the 
tissues  to  bulge,  destroying  true  anatomic  re- 
lationship. The  sphincter  muscle  is  the  last 
muscle  in  the  body  to  relax  and  ether  must  be 
given  in  undesirable  quantities  to  obtain  sufficient 
relaxation. 

Infiltration  anesthesia  has  been  developed  so 
that  in  expert  hands  most  of  the  ordinary  rectal 
surgery  can  be  accomplished  very  wTell  wfith  it, 
but  the  degree  of  relaxation  in  the  sphincter 
muscle  that  is  necessary  is  not  always  provided 
and  unless  care  is  taken  in  introducing  the 
anesthetic  fluid  the  area  becomes  distorted,  since 
it  takes  from  45  to  60  cc.,  and  sometimes  more,  of 
a 1 per  cent  solution  to  produce  anesthesia. 

Infiltration  is  also  contra-indicated  in  infected, 
ulcerated  and  thrombotic  areas,  as  the  trauma 
caused  by  the  insertion  of  the  needle  and  pressure 
of  the  fluid  may  cause  the  spread  of  the  infection 
or  produce  an  embolism  with  disastrous  results. 
The  amount  of  novocain  used  in  infiltration 
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must  also  be  considered,  but  this  is  a very  small 
factor  since  more  than  one  gram  is  rarely  used 
and  is  usually  well  tolerated. 

Caudal  block  combined  with  sacral  block  is  a 
very  successful  form  of  anesthesia  but  is  time 
consuming  and  the  technique  of  administration  is 
extremely  difficult.  In  small  hospitals  where  no 
separate  anesthetizing  room  is  available,  it  is  not 
practical  to  employ  it  since  it  must  be  given 
fifteen  minutes  to  one-half  hour  before  anes- 
thesia is  complete. 

Caudal  block  anesthesia  alone  is  much  more 
easily  given,  but  it  is  also  time  consuming  and  is 
successful  in  only  about  75  per  cent  of  the  cases 
and  must  be  supplemented  by  infiltration  or  gen- 
eral anesthesia. 

Six  years  ago  we  began  using  low  spinal  block 
anesthesia  on  patients  who  had  contra-indica- 
tions for  infiltration  or  general  anesthesia,  em- 
ploying the  heavy  solution  and  the  results  were 
so  uniformly  satisfactory  that  they  were  used  in 
an  increasing  number  of  cases. 

At  first  75  to  100  mg.  of  novocain  were  used 
but  the  dosage  was  gradually  reduced  to  50  mg. 
for  practically  all  rectal  surgery.  These  doses  of 
from  50  to  100  mg.  of  novocain  were  used  in  a 
series  of  820  cases  with  no  mortality  and  no  com- 
plications, except  post-operative  headaches  in  5 
per  cent.  Since  using  small  gauge  spinal  needles, 
the  headaches  have  been  practically  eliminated. 

Early  in  the  series  there  were  three  failures, 
two  in  which  we  could  not  locate  the  spinal  canal, 
due  to  faulty  technique  and  one  in  which  we 
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thought  the  technique  was  perfect  but  no  anes- 
thesia resulted. 

Noticing  apprehension  and  discomfort  from 
motor  anesthesia  of  the  lower  extremities  in  some 
patients,  the  dosage  was  gradually  reduced  until, 
at  the  present  time  we  have  a series  of  108  cases 
in  which  a 25  mg.  dosage  was  given  with  no 
failures,  no  mortality  and  no  complications. 

SET-UP  FOR  LUMBO-SACRAL  BLOCK 

2 cc.  Novocain  solution  1 per  cent,  for  skin  and 
muscle  infiltration. 

Ampule  Novocain  of  desired  dosage. 

2 cc.  Hypodermic  syringe. 

3 cc.  Hypodermic  syringe,  both  Luer  type. 

22  Gauge  Gold  spinal  needles,  3 and  3%  inches 
long. 

3 inch  needle  for  mixing. 

25  Gauge  needle,  one  inch  long  for  skin  anes- 
thesia. 

File. 

TECHNIQUE 

The  patient  is  prepared  in  the  usual  manner 
and  if  nervous  or  apprehensive,  is  given  a pre- 
liminary narcotic,  one  quarter  grain  of  morphine, 
or  a number  two  H.  M.  C.  He  is  then  placed 
on  the  table  in  a lateral  position,  either  on  right 
or  left  side,  with  back  up  to  the  edge  of  table  and 
parallel  with  it.  The  transverse  axis  of  the  hips 
and  shoulders  is  perpendicular  to  the  table  so 
that  no  twisting  of  the  spine  occurs;  knees  and 
head  are  slightly  flexed  but  not  held  in  position 
by  nurse  or  assistant. 

The  lumbo-sacral  region  is  made  aseptic  with 
alcohol  and  iodine  or  tincture  of  metaphen,  a 
sterile  cover  with  opening  about  six  to  eight  CM. 
in  diameter,  is  placed  where  the  puncture  is  to 
be  made  over  lumbar  region. 

The  opening  of  the  fourth  or  fifth  lumbar 
foramen  is  located.  The  latter  is  the  one  usually 
selected  and  a small  wheal  is  made  with  novocain 
at  this  point  where  the  spinal  needle  is  to  be  in- 
serted. The  small  needle  is  employed  and  the  in- 
tegument beneath  is  infiltrated  to  the  depth  of 
about  one  inch.  A spinal  needle  is  then  selected, 
the  long  needle  for  obese  patients  and  to  avoid 
cutting  the  fibres  of  the  intraspinuous  ligament 
thus  avoiding  post-operative  backaches,  is  in- 
serted half  or  one  inch  external  to  the  midpoint 
of  the  midline,  between  the  spinuous  processes, 
penetrating  the  dura  near  the  middle  of  the  in- 
travertebral  foramen.  The  canal  is  easily  reached 
at  this  point  and  is  known  to  the  operator  by  the 
“feel”,  of  piercing  the  dura.  The  stylet  is  then 
withdrawn  and  one  cc.  of  spinal  fluid  allowed  to 
drop  into  the  ampule  and  the  novocain’  allowed  to 
dissolve,  which  is  then  re-injected  into  the  canal 
very  slowly  taking  about  one-half  minute  to  re- 
inject without  barbotage. 


The  patient  is  then  placed  in  position,  the  table 
tilted  into  reverse  Trendelenburg  position  for 
several  minutes  until  anesthesia  is  fixed,  while 
the  operator  changes  gloves  the  table  is  leveled. 
A pad  four  or  five  inches  high  is  placed  under  the 
hips.  By  this  time  anesthesia  is  complete,  that  is, 
usually  not  more  than  five  minutes  from  the  time 
of  insertion  oU  the  needle.  The  head  is  not  lowered 
during  the  operation  or  afterward  as  with  the 
small  amount  of  novocain  used  there  is  no  drop 
in  blood  pressure  and  no  change  in  pulse  rate  ex- 
cept in  direct  ratio  to  the  fear  registered  by 
patient. 

The  anesthesia  lasts  from  forty-five  minutes  to 
one  hour,  which  gives  ample  time  for  fistulec- 
tomies, fissurectomies,  hemorrhoidectomies,  ab- 
scesses, perineorrhaphies,  cystoscopies,  etc.  Many 
spinal  punctures  are  made  in  the  office  for  diag- 
nostic study  and  the  person  allowed  to  go  home 
immediately  afterward,  without  serious  results 
and  surely  the  addition  of  one-third  grain  of 
novocain  in  an  aseptic  procedure  does  not  in- 
crease the  risk.  Therefore  lumbo-sacral  block 
may  be  made  an  office  procedure  and  the  patient 
allowed  to  return  home  in  one  hour  without  dan- 
ger. The  area  of  anesthesia  produced  is  the  sad- 
dle anesthesia  mentioned  by  Vehrs  in  his  text 
book  on  “Spinal  Anesthesia”  and  reaches  from 
about  the  third  sacral  foramen  posterior  to  the 
pubes  anterior. 

THE  ADVANTAGES  OF  LUMBO-SACRAL  BLOCK 

1.  Reduces  time  of  operations  from  one-third 
to  one-half. 

2.  Allows  patient  to  assist  in  certain  pro- 
cedures. 

3.  Lessens  post-operative  discomfort. 

CONTRA-INDICATIONS 

1.  Inexperience  of  surgeon. 

2.  Infection  in  area  of  injection. 

Other  conditions  that  are  contra-indications  to 
higher  spinal  blocks,  such  as  low  blood  pressure, 
debilitation,  etc.,  need  not  be  considered  here  as 
the  novocain  dosage  is  too  small  and  too  low  to 
anesthetize  the  splanchnic  nerves. 

SUMMARY 

Low  spinal  block  is  a safe,  practical  anesthetic 
method  in  which  body  metabolism  is  not  altered, 
no  shock  produced  and  there  is  perfect  relaxation 
obtained.  The  time  saving  element  is  from  one- 
third  to  one-half  over  other  forms  of  anesthesia. 
The  only  requirements  for  a surgeon  to  accom- 
plish perfect  anesthesia  in  100  per  cent  of  his 
cases  is  a thorough  knowledge  of  the  technique 
and  the  proper  dose  of  novocain. 

NOTE — Articles  by  Vehrs,  Pitkin, , and  Labot  have  been 
freely  consulted.  The  technique  given  is  not  original ; how- 
ever, we  have  found  no  reference  made  in  the  literature  to 
the  25  mg.  dose  of  novocain. 


INFLUENZA.  A COMPARATIVE  STUDY  OF  DIFFERENT  FORMS  OF 

TREATMENT 

By  ALFRED  M.  GLAZER,  M.D.,  Cincinnati  Ohio 


INFLUENZA  is  one  of  the  most  common  dis- 
eases which  the  general  practitioner  and  the 
internist  are  called  upon  to  treat,  yet  there 
is  little  in  the  standard  texts  of  medicine  as  to 
the  best  method  of  therapy  in  influenza  or  the 
comparative  value  of  different  forms  of  treat- 
ment. The  question  of  an  initial  purge  is  still  a 
moot  one.  Henry  A.  Christian,1  in  the  Oxford 
Medicine  states,  “Mild  saline  catharsis  is  ad- 
visable in  the  beginning”,  while  Beckman,2  in 
his  new  “Treatment  in  General  Practice”,  states, 
“this  matter  should  be  put  to  the  test.  Mac- 
Donald has  recently  made  the  attempt  and  though 
his  series  was  small  and  not  subject  to  very  rigid 
control,  he  has  shown  that  during  an  epidemic  of 
mild  catarrhal  fever  occurring  in  an  industrial 
plant,  the  loss  of  time  among  those  who  had 
taken  an  initial  cathartic  was  14.3  per  cent 
greater  than  among  those  not  so  dosing  them- 
selves”. In  regard  to  the  advisability  of  alkalis 
he  states,  “whether  this  acidosis  actually  exists 
or  whether  the  effectiveness  of  ‘alkalinizing’  the 
patient  is  only  an  unfounded  clinical  tradition, 
is  not  defiintely  answered  so  far  as  I am  aware”. 
Cecil’s3  “Textbook  of  Medicine”  states  that  there 
is  no  specific  cure  for  influenza.  The  most  im- 
portant forms  of  treatment  are  confinement  to 
bed,  administration  of  large  quantities  of  fluids 
and  isolation  from  sources  of  secondary  infection. 

Because  of  this  variation  of  opinion  in  regard 
to  the  therapy  of  influenza,  we  decided  to  treat 
a fairly  uniform  group  of  patients  with  influenza 
under  standard  conditions  with  four  different 
types  of  therapy  and  then  to  analyze  and  com- 
pare the  results  in  four  groups. 

In  Group  One  the  orders  were: 

1.  Aspirin  compound,  tablets  two,  (Acetylsali- 
cylic  Acid,  Gr.  3%;  phenacetin  grains  2%; 
caffeine  Gr.  Vz)  phenobarbital  Gr.  IV2;  castor  oil 
one  ounce;  stat. 

2.  Aspirin  compound,  tablets  two  q four  hours 
until  temperature  below  100,  then  1 every  four 
hours  till  temperature  is  normal. 

3.  Cascara  as  needed. 

4.  Bed  Rest. 

5.  Force  Fluids. 

6.  Light  Diet. 

In  Group  Two,  the  orders  were  the  same  as  in 
Group  One,  plus  soda  bicarbonate  Gr.  XV  on  ad- 
mission and  Gr.  XV  q four  hours.  In  Group 
Three,  the  orders  were  the  same  as  in  Group  One, 
only  quinine  gr.  V.  was  substituted  for  aspirin 
compound.  The  patients  in  Group  Four,  (Con- 
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trol)  were  put  to  bed  and  given  only  one  gelatin 
capsule  (containing  five  grains  of  glucose)  every 
four  hours. 

The  present  survey  was  carried  out  during  the 
winter  of  1934-1935,  and  was  composed  of  adult, 
single,  unemployed  males  between  the  age  of  20 
and  50,  who  were  suffering  from  influenza.  The 
diagnosis  of  influenza  was  made  in  all  cases  ful- 
filling the  following  criteria:  Most  patients  gave 
a history  of  some  unusual  exposure  followed  by 
generalized  aching,  especially  in  the  muscles  of 
the  back,  malaise,  anorexia  and  weakness.  Some 
patients  complained  of  chills  and  fever.  Their 
admission  temperatures  varied  between  100°  and 
104°,  and  in  no  case  was  there  any  apparent 
cause  for  the  fever  except  the  influenza. 

Only  those  men,  who  had  been  acutely  ill  for 
36  hours  or  less  were  included  in  the  series.  All 
cases  with  serious  chronic  complications  such  as 
diabetes,  heart  disease  or  tuberculosis  and  all 
cases  with  accompanying  acute  complications 
such  as  acute  purulent  tonsillitis,  sinusitis,  or 
bronchitis  were  excluded.  All  patients  appeared 
rather  acutely  ill  but  showed  little  or  nothing  on 
examination  except  for  some  injection  of  the 
upper  respiratory  tract.  The  patients  were  ex- 
amined in  the  clinic  and  if  they  fulfilled  the  above 
criteria,  they  were  included  in  the  series,  and  re- 
ceived one  of  the  four  types  of  treatment  out- 
lined above.  The  four  types  of  treatment  cards 
were  rotated  and  the  physician  had  no  idea  as 
to  which  patient  would  receive  which  type  of 
therapy.  The  men  were  then  hospitalized  where 
uniform  conditions  and  nursing  care  prevailed. 
All  patients  were  visited  two  or  three  times  a day 
and  progress  notes  made.  The  patients  were  kept 
in  the  hospital  for  approximately  36  hours  after 
their  temperatures  returned  to  normal,  but  their 
time  of  discharge  was  also  determined  by  the 
way  the  patient  “felt”.  Also  in  those  cases  in 
which  there  was  a very  high  initial  temperature 
or  where  complications  developed,  a longer  von- 
valescence  was  permitted.  All  of  the  above  facts 
held  true  in  all  four  groups. 

The  original  series  contained  194  cases  but  62 
were  discarded  for  various  reasons.  In  several 
cases  the  patient  refused  medication,  in  some  he 
refused  to  remain  in  bed  until  discharged,  and  in 
other  cases,  that  were  diagnosed  as  influenza 
upon  admission  turned  out  to  be  cases  of  pneu- 
monia within  the  first  24  hours.  The  final  series 
contained  42  cases  in  Group  One,  25  in  Group 
Two,  34  in  Group  Three  and  31  in  Group  Four. 
The  average  of  the  admission  temperature  in  the 
four  groups  varied  only  slightly.  In  Group  One, 
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it  was  101.70°,  in  Group  Two,  101.58°,  in  Group 
Three,  101.84°,  and  in  Group  Four,  101.53°.  In 
Group  One  the  average  duration  of  the  pyrexia 
was  one  day.  In  Group  Two,  in  which  the  patient 
received  the  same  treatment  as  in  Group  One,  plus 
aklalis,  the  average  duration  of  pyrexia  was  1.28 
days.  In  Group  Three  in  which  quinine  was  sub- 
stituted for  the  aspirin  compound  of  Group  One, 
the  fever  persisted  for  1.40  days  and  in  Group 
Four,  (control  group)  it  persisted  for  1.58  days. 
The  duration  of  stay  in  the  hospital  in  the  four 
groups  was  as  follows:  Group  One,  2.78  days, 
Group  Two,  2.77  days,  Group  Three  3.12  days, 
Group  Four,  3.20  days.  Complications  occurred 
in  four  cases  of  Group  One,  in  two  cases  of  Group 
Two,  three  times  in  Group  Three,  and  twice  in 
Group  Four.  This  variation  is  not  considered  sig- 
nificant because  of  the  small  size  of  the  series. 

SUMMARY 

A fairly  uniform  group  of  patients  with  in- 
fluenza were  hospitalized  under  uniform  con- 
ditions. They  received  four  different  forms  of 
therapy,  (one  a control)  and  the  results  in  the 
four  groups  were  analyzed  and  compared.  The 
duration  of  pyrexia  and  hospitalization  in  in- 
fluenza seems  to  be  almost  self  limited  and  in- 
fluenced little  if  any  by  therapy.  The  patients 
who  received  treatment  did,  however  seem  to  “feel 
better”  sooner  than  those  without  medicine,  but 
this  factor  is  difficult  to  evaluate. 

Doctors  Bldg. 
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OSM  J 

OUTBREAK  OF  BOTULISM  IN  NEW  JERSEY 

Frank  S.  Caprio,  Marion,  Ind.  (Journal  A.M.A.,  Feb.  29, 
1936),  made  a diagnosis  of  botulism  in  five  patients  on  the 
presentation  of  a history  of  having  consumed  a jar  of  home- 
canned  peppers  (having  a peculiar  taste),  and  on  the  basis 
of  the  clinical  symptoms  characteristic  of  the  disease.  The 
clinical  diagnosis  of  botulism  was  substantiated  by  the 
necropsy  report  in  one  of  the  three  fatal  cases.  The  symp- 
toms of  the  disease  manifested  themselves  in  proportion  to 
the  quantity  of  toxin  ingested.  One  of  the  survivors,  who 
had  the  least  amount  of  the  contaminated  peppers,  had  the 
longest  incubation  period.  The  symptoms  were  those  of  a 
profound  systemic  toxemia,  characterized  by  oculomotor  dis- 
turbance, drowsiness,  weakness  and  disturbances  in  the 
secretions  of  the  throat.  An  early  recognition  and  diagnosis 
of  botulism  intoxication  is  extremely  important.  When  the 
diagnosis  is  established,  botulinus  antitoxin  should  be  ad- 
ministered as  early  as  possible.  Five  thousand  units  of  type 
A and  B,  to  be  repeated  as  often  as  is  necessary,  should  be 
given  intravenously.  Despite  the  delayed  administration  of 
serum  in  this  particular  outbreak,  there  appeared  a marked 
change  of  improvement  in  all  the  symptoms  of  the  two 
survivers.  Death  apparently  occurred  from  respiratory 
paralysis  due  to  the  action  of  the  toxin  in  the  cells  of  the 
central  nervous  system.  Botulism  should  be  differentiated 
from  food  poisoning.  The  latter  has  a shorter  incubation 
period  and  the  mortality  is  low.  In  botulism  the  symptoms 
are  severe  and  the  mortality  is  high.  The  necropsy  report 
revealed;  a toxic  neuronophagia  and  a chronic  passive  con- 
gestion of  all  organs.  Botulism  is  far  more  common  in  the 
Pacific  coast  states.  There  are  only  two  other  instances  on 
record  in  medical  literature  of  botulism  caused  from  home- 
canned  peppers.  These  cases  occurred  in  California  and 
proved  fatal.  Although  convalescence  is  extremely  slow,  the 
two  survivors  manifested  no  permanent  disability  from  this 
disease  and  have  fully  regained  their  former  condition  of 
health. 


REMOVAL  OF  A FOREIGN  BODY  FROM 
THE  RECTUM 

JOHN  B.  BEESON,  M.D.,  Wooster,  Ohio 

A BOUT  midnight,  March  11,  1936,  the  writer 
/-A  was  consulted  by  a traveling  salesman, 
aged  43,  of  rather  distinguished  appear- 
ance. His  story  was  that  he  had  suffered  from 
constipation  for  many  years,  and  that  treatment 
of  this  by  a physician  in  another  city  had  con- 
sisted in  dilatations  of  the  anal  sphincter.  Patient 
said  that  he  had  attempted  to  treat  himself  on 
this  occasion,  using  a bottle  as  a dilator,  and 
that  he  had  pushed  the  bottle  in  too  far. 

Digital  examination  verified  the  presence  of  the 
bottle  in  the  rectum.  It  had  been  inserted  neck 
first,  so  that  its  base,  which  had  four  sharp  cor- 
ners, was  the  presenting  part.  The  anal  canal 
was  unusually  lax,  similar  to  that  seen  in  an 
obstetrical  patient,  following  an  incomplete  re- 
pair of  a third  degree  laceration. 

An  anesthetic  was  advised,  for  the  purpose  of 
securing  complete  relaxation  of  the  sphincter; 
but  was  refused.  Patient  insisted  on  posturing 
himself;  standing  on  the  left  leg,  with  the  right 
foot  on  a chair,  and  the  body  bent  well  forward 
at  the  hips. 


An  effort  was  made  to  turn  the  bottle,  so  that 
the  neck  would  be  the  presenting  part.  This 
maneuver  was  abandoned  because  of  fear  of  tear- 
ing the  rectal  wall.  An  attempt  was  then  made 
to  pass  a rubber  catheter  over  the  shoulder  of 
the  bottle,  for  traction.  This  also  was  unsuccess- 
ful. Various  instruments  were  considered,  such 
as  metal  sounds,  ring  forceps,  etc.,  but  none  of 
them  would  grip  the  bottle  firmly  enough.  Finally 
a small  pair  of  obstetrical  forceps  was  tried.  The 
blades  were  applied  to  the  bottle  according  to  the 
usual  technique  of  low  forceps  application.  The 
patient  assisted  in  this  by  straining,  so  that  the 
bottle  remained  in  the  lower  rectum.  Then,  by  a 
slow,  steady  traction,  the  bottle  was  delivered. 
During  these  manipulations  there  was  consider- 
able bleeding  from  the  rectum.  Examination  with 
the  proctoscope  revealed  no  serious  damage. 

The  bottle  was  of  unusual  shape.  (See  cut). 
It  was  one  in  which  the  patent  deodorant  “Non- 
spi”  is  sold.  Measurements:  length — 9.0  cm.; 

broadest  diameter  of  base — 5.7  cm. ; narrowest 
diameter  of  base — 4.8  cm.  Greatest  width  of  the 
forceps  blades,  when  closed,  7.6  cm. 


CASE  RECORD  PRESENTING  CLINICAL  PROBLEMS 

A BOY,  AGED  6,  WITH  FEVER,  A LIMP,  PAIN  IN  THE  LEFT  LEG,  AND  SWELLING  JUST 

ABOVE  THE  KNEE. 

Presented  by 

V.  A.  DODD,  M.D.,  and  H.  L.  REINHART,  M.D. 


CASE  HISTORY 

A SIX-YEAR-OLD  white  boy  was  admitted 
to  the  hospital,  complaining  of  pain  in  the 
left  leg.  The  onset  of  his  illness  was  four 
days  previous,  when  although  not  feeling  well, 
he  went  to  school.  At  noon  he  was  taken  home 
complaining  of  headache,  sore  throat  and  limping 
as  he  walked.  The  following  morning  there  was 
some  swelling  of  the  inner  surface  of  his  left 
thigh  about  two  inches  above  the  knee.  Passive 
motion  of  the  leg  intensified  the  pain.  Hot  ap- 
plications gave  no  relief;  the  swelling  increased, 
the  inguinal  lymph  nodes  enlarged  and  he  was 
irrational  at  times.  His  admission  temperature 
was  104°. 

Inquiry  into  his  past  history  revealed  bronchial 
pneumonia  at  nine  months  of  age,  measles  at  four 
years  of  age,  and  a circumcision  and  tonsillec- 
tomy seven  weeks  previous  to  this  illness.  There 
was  also  a history  of  nocturnal  eneuresis. 

Physical  examination  revealed  a white  boy,  well 
developed  and  nourished  with  a skin  which  was 
hot  and  flushed.  The  tongue  was  coated  and  the 
pharynx  injected;  there  was  no  enlargement  of 
the  cervical  lymph  nodes.  There  was  moderate 
swelling  of  the  left  thigh  and  leg,  which  were 
tender  and  firm,  but  not  red.  The  inguinal  nodes 
were  prominent. 

Laboratory  Examination:  A leucocytosis  of 

12,000  to  22,000  with  an  average  of  90  per  cent 
neutrophils  and  a marked  shift  to  the  left,  was 
present  throughout  his  illness.  A short  chain 
streptococcus  was  cultured  from  the  blood  stream. 

Progress  Notes:  A septic  temperature  of  99° 
to  106°  dominated  his  course.  Two  days  after 
admittance  drainage  of  the  thigh  was  instituted 
with  evacuation  of  a large  amount  of  pus.  The 
following  day  a friction  rub  was  heard  over  the 
precordium.  On  the  eighth  day  he  complained  of 
tenderness  of  the  right  wrist  and  left  arm.  A 
transfusion  of  140  cc.  of  blood  was  given.  Rales 
were  present  at  the  base  of  the  left  lung  the  fol- 
lowing day.  On  the  tenth  day  a red  swelling  de- 
veloped near  the  right  internal  malleolus,  .which 
was  incised  and  drained.  Another  transfusion  of 
120  cc.  was  given  on  the  eleventh  day.  His  con- 
dition became  progressively  worse  and  he  expired 
on  the  eighteenth  day. 

Dr.  Dodd: 

This  morning  we  have  for  consideration  the 
case  history  of  a child  of  six,  who  was  admitted 
to  the  hospital  complaining  chiefly  of  pain  in  the 
left  leg.  As  we  read  the  history  of  this  little 
patient  there  stands  forth  the  evidence  of  his 
suffering  from  an  acute  infection.  He  began  with 
lassitude,  headache,  sore  throat  and  a limping 
gait.  These  early  symptoms  were  followed  in  a 
few  hours  by  swelling  and  tenderness  in  the  lower 

This  is  the  eighth  of  a series  of  cases  to  be  published 
under  the  heading,  “Case  Record  Presenting  Clinical  Prob- 
lems.” The  cases  presented  are  selected  by  Dr.  Harry  L. 
Reinhart  as  the  most  instructive  among  those  discussed  at 
the  weekly  pathologic  conferences  at  Starling-Loving  Hos- 
pital, Ohio  State  University,  Columbus,  Ohio. 


left  thigh  near  but  not  in  the  knee  joint.  When 
he  was  admitted  to  the  hospital  four  days  after 
onset  of  the  present  illness  a general  physical 
examination  revealed  no  symptoms  or  signs  to 
divert  one’s  attention  from  a lesion  in  the  left 
thigh.  There  is  no  history  of  exposure  to  cold  or 
wet,  or  to  a localized  trauma.  Neither  is  there 
mention  of  a chill  initiating  the  illness. 

BONE  LESION  SUSPECTED 

An  infection  localized  in  this  area  makes  one 
speculate  as  to  whether  the  focus  lies  in  or  about 
the  knee  joint  as  an  infective  arthritis,  or 
whether  it  may  be  within  the  femur  as  an  acute 
metastatic  infective  osteomyelitis,  or  whether  it 
may  be  a subfacial  phlegmon  from  a lymph- 
angitis. In  this  location  one  would  expect  to 
have  an  open  infected  lesion  of  the  lower  leg,  foot 
or  toes.  The  history  records  no  such  condition 
present. 

The  age  of  the  patient,  the  limp  resulting  from 
the  jar  of  walking  which  preceded  evidence  of 
swelling  leads  one  to  the  belief  that  an  acute  bone 
lesion  is  present.  The  symptoms  present  are  the 
common  beginnings  of  either  an  acute  arthritis  or 
an  acute  osteomyelitis,  the  early  course  and 
symptoms  of  these  two  diseases  being  very 
similar.  The  physical  signs  are  usually  so  clear 
as  to  make  differential  diagnosis  relatively  sim- 
ple. One  would  first  examine  the  knee  joint,  and 
if  there  was  found  no  increase  in  joint  fluid,  no 
swelling,  no  heat  and  no  considerable  tenderness 
to  pressure  over  its  surface,  one  would  believe 
that  no  infection  of  the  joint  existed.  Further 
examination  by  gentle  passive  movement  of  the 
joint  would  produce  no  pain. 

If  osteomyelitis  of  the  lower  end  of  the  femur 
existed,  then  deep  firm  pressure  over  the  bone 
would  bring  intolerable  pain.  Although  these 
points  are  not  set  forth  in  the  record  of  physical 
examination,  we  do  find  the  statement  that  there 
is  a swelling  of  the  thigh  and  leg,  which  is  hot, 
tender  and  firm.  The  story  points  out  that  the 
swelling  first  appeared  on  the  inner  surface  of  the 
lower  thigh  just  above  the  knee  joint  and  that 
this  soon  extended  over  the  entire  thigh  and  was 
followed  by  enlarged  and  tender  regional  glands 
in  the  upper  thigh  and  inguinal  region. 

PATHOLOGIC  CHARACTERISTICS 

If  we  are  to  support  a diagnosis  in  this  case  of 
acute  infective  osteomyelitis,  we  must  call  upon 
our  knowledge  of  the  pathologic  characteristics  of 
the  disease.  First,  we  recognize  this  disease  as 
being  the  result  of  blood-bourne  organisms  de- 
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posited  in  the  bone  marrow.  This  usually  occurs 
on  the  diaphysial  side  of  the  epiphysial  line  where 
the  blood  vessels  are  terminal  vessels  in  the 
growing-  bones  of  children.  The  determination  of 
localization  is  usually  the  result  either  of  lowered 
general  resistance  or  a trauma  such  as  a fall  or 
blow  resulting  in  a collection  of  serum  or  blood 
within  the  myeloid  cavity.  This  forms  the  point 
of  lowered  resistance. 

The  organism  most  frequently  found  in  this 
disease  is  the  staphylococcus  aureus,  although 
the  other  cocci  are  occasionally  offenders.  Rarely, 
bacilli  of  the  colon  group  may  produce  the  dis- 
ease. The  most  common  primary  foci  therefore 
are  to  be  looked  for  in  infections  over  the  surface 
of  the  body.  If  the  streptococcus  is  the  offending 
organism  we  are  more  likely  to  find  that  metas- 
tasis occurs  to  the  cortex  or  beneath  the  perios- 
teum of  a long  bone  with  secondary  involvement 
of  the  medulla.  However,  the  staphylococcus 
seems  to  have  a predilection  for  the  epiphyses, 
and  consequently  involves  the  contiguous  joint 
fairly  early  in  the  course  of  the  disease.  Great 
pressure  results  from  the  products  of  infection 
enclosed  within  the  unyielding  walls  of  bone.  In- 
fective products  under  tension  both  intensify  the 
local  symptoms  of  pain  and  the  constitutional 
evidence  of  rapid  absorption. 

sore  throat  reported 

In  the  case  history  we  are  analyzing  there  is 
no  mention  of  a cutaneous  infective  lesion  such 
as  an  abscess,  a boil,  or  an  infected  abrasion,  but 
there  is  the  statement  that  the  boy  was  suffering 
from  a sore  throat.  Now,  sore  throat  is  far  more 
likely  to  be  caused  by  the  streptococcus  than  by 
any  other  pyogenic  organism,  and  that  this  may 
have  been  the  original  focus  is  further  borne  out 
by  the  demonstration  of  a short  chain  coccus  in 
the  blood  stream. 

Osteomyelitis,  particularly  the  early  neglected 
cases  of  bone  infection,  are  not  uncommonly  the 
forerunners  of  a pyemic  state.  In  fact  this  is  the 
most  common  cause  of  death  in  the  fulminating 
form  of  the  disease.  As  we  read  the  progress 
notes  in  this  case  we  find  evidence  of  pyemia. 
Later  metastases  are  suggested  by  the  precordial 
friction  rub  both  heard  and  felt,  a sensitive  wrist 
joint  and  evidence  of  pleural  involvement.  Since 
these  metastases  were  in  a large  measure  to  the 
serous  membranes  we  feel  that  we  have  ad- 
ditional evidence  against  the  staphylococcus.  We 
know  this  organism  has  a predilection  for  the 
serous  membranes,  while  the  staphylococcus 
chooses  the  solid  organs  wherein  to  stake  their 
claims. 

sequence  of  events  reviewed 

In  reconstructing  the  sequence  of  events  it 
would  appear  that  this  patient  suffered  first  from 
a streptococcic  pharyngitis,  the  tonsils  having 
been  previously  removed,  that  the  organisms 


were  admitted  to  the  blood  stream  and  in  the 
early  course  of  this  septicemia  there  was  for  some 
unknown  reason  a colonization  in  the  medulla  of 
the  left  femur.  Either  from  this  focus  or  from 
the  continued  infection  in  the  blood  stream  we 
must  assume  that  there  occurred  other  localiza- 
tions in  the  pericardium  as  an  infective  peri- 
carditis, in  the  pleura,  the  wrist  joint  and  the 
lower  tibia.  From  the  septicemia  and  the  mul- 
tiple foci  of  localized  infections  there  occurred  a 
severe  toxic  state,  as  was  shown  by  the  tem- 
perature range,  the  cardiac  action  and  the 
leukocyte  count,  which  was  of  sufficient  degree  to 
cause  this  boy’s  demise. 

Our  interest  in  this  case  should  extend  not 
alone  to  the  diagnosis,  but  should  include  the 
treatment  of  this  condition.  I would  criticize  the 
serious  delay  in  promoting  adequate  drainage  of 
the  osteomyelitic  focus.  It  seems  to  me  that  if 
there  is  any  hope  of  preventing  pyemia  in  these 
cases  it  is  by  the  relief  of  tension  in  the  early 
hours  of  the  disease.  I am  aware  that  this  is  a 
controversial  point  but  I cannot  see  any  very 
good  reason  for  delaying  the  almost  minor 
operative  procedure  of  trephining  the  bone  for 
drainage  past  the  date  when  the  diagnosis  is 
made.  The  tragedy  of  these  cases  lies  largely  in 
the  fact  that  the  diagnosis  is  so  seldom  made  in 
the  early  stage  of  the  disease.  The  diagnosis  and 
surgical  activity  to  be  of  avail  must  be  made  with 
the  celerity  that  occurs  in  acute  suppurative  ap- 
pendicitis. To  be  of  maximum  value  surgical  at- 
tack must  come  within  forty-eight  hours.  We 
physicians  are  keenly  alert  to  the  problem  of 
appendicitis,  but  we  dangerously  delay  action  in 
osteomyelitis,  a disease  which  is  as  destructive 
and  creates  far  greater  morbidity  than  does  acute 
appendicitis. 

Dr.  Reinhart:  Anatomic  Diagnosis: 

1.  Osteomyelitis,  left  femur,  lower  third. 

2.  Pyemia,  multiple  abscesses  of  lungs,  kid- 
neys, heart,  bones. 

3.  Empyema,  bilateral. 

4.  Acute  fibrino-purulent  pericarditis. 

5.  Acute  serofibrinous  peritonitis. 

6.  Paracentesis  wound  of  abdomen. 

7.  Surgical  drainage  wounds,  left  thigh  and 
right  leg. 

Two  interns  independently  examined  this  case, 
clinically.  One  was  satisfied  with  the  history  as 
given  above,  while  the  other  questioned  the 
parents  very  specifically  and  elicited  a history  of 
a large  furuncle  which  was  practically  healed, 
and  trauma  to  the  “region  of  the  left  knee”. 

Staphylococcus  aureus  is  the  etiological  agent 
in  the  overwhelming  majority  of  cases  of  acute 
hematogenous  osteomyelitis.  Its  natural  habitat 
the  skin.  The  more  carefully  elicited  history, 
blood  count,  temperature  curve,  clinical  course, 
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and  autopsy  findings  are  predominantly  in  favor 
of  a staphylococcus  pyemia. 

Hematogenous  osteomyelitis  is  always  a mani- 
festation of  septicemia,  whether  it  be  the  chronic 
type  seen  in  Brodies  abscess  or  the  acute  fulmin- 
ating type.  Prognosis  and  treatment  depend 
largely  on  whether  the  septicemia  is  transient, 
recurrent  or  persistent. 

— OSM  J — 

PRACTICAL  PREVENTIVE 
MEDICINE 

Editor's  Note : The  Committee  on  Preventive  Medicine 

and  Periodic  Health  Examinations  of  the  Ohio  State  Medical 
Association  has  propounded  certain  questions  to  a number 
of  authoritative  physicians  throughout  the  state.  Each  ques- 
tion deals  with  some  problem  in  preventive  medicine.  The 
answers  will  be  published  in  The  Journal  to  assist  all 
physicians  in  determining  how  these  problems  might  be  met. 
The  fifth  of  this  series  follows : 

Q. — Just  what  should  be  done  and  said  by  the 
examining  physician  when  he  finds  himself  deal- 
ing with  a young  person,  one  of  whose  family  has 
active  tuberculosis  at  home  or  has  recently  died 
there  of  the  disease? 

A. — The  most  important  approach  to  the  pre- 
vention of  tuberculosis  is  the  finding  of  active 
cases  and  the  study  of  contacts.  The  routine  pro- 
cedure of  examination  of  contacts  is  simple  and 
uniform.  In  this  the  primary  filter  is  the  tuber- 
culin test,  preference  being  given  to  the  intra- 
cutaneous  method  (Mantoux)  and  preference 
given  to  the  purified  protein  derivative  (PPD) 
over  the  glycerine  bullion  extract  (old  tuberculin). 
Human  type  tuberculin  should  suffice  in  all  gen- 
eral cases. 

The  filtering  out  of  tuberculin  negative  cases 
greatly  reduces  both  time  and  expense,  and  con- 
trary to  former  (and  possibly  some  present) 
opinion  it  is  as  valuable  in  the  adult  as  in  the 
child.  Negative  reactors  may  safely  be  con- 
sidered either  to  be  without  previous  infection  or 
in  an  anergic  state,  and  consequently  discarded 
with  the  admonition  that  although  infection  at 
present  is  lacking,  infection  in  the  future  must 
be  avoided. 

The  positive  reactors  must  now  present  them- 
selves for  further  examination  consisting  of  a 
careful  roentgen  examination,  history,  laboratory 
and  physical  examinations,  named  in  order  of  the 
respective  values,  when  searching  for  the  early 
case.  Examination  with  the  stethoscope  and  other 
physical  methods  unfortunately  is  of  little  value 
in  the  child  with  initial  infection.  Moreover,  in 
the  minimal  infections  of  adult  tuberculosis  these 
methods  reveal  the  presence  of  disease  only  in  a 
definite  minority  of  the  cases.  Likewise,  the  pres- 
ence of  bacilli  in  the  sputum  is  infrequent  in 
early  cases.  When  sputum  is  present,  however,  a 
search  for  the  bacilli  should  be  repeatedly  made 
because  when  found  the  presence  of  active  disease 
can  be  unimpeachably  ascertained. 

A careful  history  in  many  instances  will  reveal 


the  presence  of  suspected  disease,  however,  mot 
infrequently,  pulmonary  or  extra  pulmonary 
tuberculosis  originates  no  symptoms  until  the 
disease  is  well  advanced.  Roentgenological  ex- 
amination for  early  tuberculosis  is  of  priceless 
value,  it  being  in  many  instances  the  only  method 
of  disclosing  the  presence  of  the  disease. 

Failure  to  reveal  the  presence  of  active  disease 
in  no  way  completes  the  obligation  of  the  phy- 
sician to  his  patient  nor  that  of  the  patient  to 
himself.  Those  with  initial  infection  as  revealed 
by  the  tuberculin  test  or  the  roentgenogram  or 
both  must  be  followed  carefully  throughout  the 
period  of  greatest  susceptibility  to  secondary  in- 
fection— surely  until  the  age  of  30.  Abstinence 
from  exposure  to  bacilli  in  the  future,  with  oc- 
casional physical  and  X-ray  examination  should 
suffice  for  the  positive  reactors  below  the  adoles- 
cent age.  Those  above  this  age  who  show  a 
primary  infection  should  present  themselves  for 
examination  not  less  frequently  than  yearly. 
Active  tuberculous  disease  cannot  always  be  pre- 
vented. It  can,  however,  in  a vast  majority  of 
cases,  be  discovered  in  the  early  asymptomatic 
period  of  infection  and  when  the  above  methods  of 
attack  are  employed  the  preventive  phase  of 
tuberculosis  treatment  will  be  of  inestimable  value 
and  satisfaction. — By  Myron  D.  Miller,  M.D., 
Columbus,  Ohio. 


“The  Committee  of  the  Council  on  Scien- 
tific Assembly  has  looked  into  the  question 
of  blood  grouping  in  establishing  the  pa- 
ternity of  a child,  and  it  wishes  to  report  at 
the  present  time  that,  from  its  knowledge 
of  this  subject  and  a careful  study  of  the 
literature,  it  is  not  possible  to  state  with 
any  degree  of  certainty  that  the  child  is  an 
offspring  of  a certain  adult  or  that  the  lat- 
ter is  the  father  or  mother  of  the  child. 

“The  committee  recommends  that  the 
subject  should  have  more  thorough  study 
and  would  suggest  that  this  study  be  made 
by  a group  of  investigators  having  a first- 
hand knowledge  of  this  matter.” — Endorsed 
and  approved  by  the  House  of  Delegates, 
A.M.A.,  May  12,  1936,  Kansas  City,  Mis- 
souri. 


A new  “mass”  movement  which  has  received 
little  public  attention,  the  United  States  Weekly 
reports,  is  the  rush  among  employes  of  the 
emergency  alphabetical  set-ups  to  land  jobs  with 
the  new  Social  Security  Board,  the  staff  of  which 
eventually  will  total  30,000  persons.  Security  is 
indeed  a great  thing  in  these  days  of  stress  and 
strain. 


GRAVE  ROBBING 

By  J.  F.  Baldwin,  M.D.,  Columbus,  Ohio 


DURING  the  early  years  of  grave  robbing, 
when  there  was  no  provision  in  any  coun- 
try for  obtaining  bodies  by  other  means, 
it  was  probably  looked  upon  as  a sort  of  religious 
offense  rather  than  as  anything  approaching 
criminality,  and  certainly  during  the  early  medi- 
cal college  era,  in  this  country  in  most  of  the 
states,  as  in  Ohio,  the  offense  was  doubtless 
legally  nothing  more  than  a misdemeanor,  diffi- 
cult to  prove  and  punished  by  a short  jail  sen- 
tence or  a minimum  fine.  There  seemed  to  be 
little  in  the  way  of  moral  turpitude  attached  to 
it,  and  medical  students  quite  generally  were 
glad  to  accept  the  invitation  of  the  demonstrator 
of  anatomy,  or  other  procurer  of  bodies,  to  go 
with  him  and  looked  upon  it  as  a mere  lark.  There 
was  still  a general  feeling  that  this  stealing 
should  usually  be  limited  to  the  bodies  of  those 
who  under  modern  laws  would  be  turned  over 
without  burial;  but  dearth  of  material  led  to  an 
utter  disregard  of  that  idea,  and  to  a wide- 
spread stealing  of  bodies  without  regard  to  whose 
they  were. 

It  is  interesting  to  note  how  promptly  the  New 
York  Legislature  took  suitable  action  after  the 
“Doctors’  Mob”  of  1788.  Also  the  prompt  action 
of  the  British  Parliament  following  the  revela- 
tions connected  with  the  Burke  case,  and  finally 
the  vigorous  action  of  the  Ohio  Legislature  along 
the  same  lines  after  the  discovery  of  the  Har- 
rison body  in  Cincinnati.  Doubtless  other  coun- 
tries and  other  state  legislatures  took  advantage 
of  the  opportunity  to  enact  similar  legislation. 

“doctors’  mob  of  1788” 

Until  the  opening  up  of  what  might  be  called 
the  surgical  field,  there  was  very  little  need  for 
any  exact  knowledge  of  human  anatomy.  This, 
coupled  with  the  fact  that  until  within  recent 
years  there  was  a widespread  religious  sentiment 
against  anything  that  might  be  construed  into  a 
desecration  of  the  human  body,  even  if  the  body 
were  of  an  executed  criminal,  led  to  very  little 
demand  for  anatomical  knowledge.  As  the  years 
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passed  it  became  known  in  a desultory  way  that 
bodies  were  sometimes  stolen;  but  the  first  dem- 
onstration in  regard  to  this  matter  occurred 
doubtless  in  New  York  City,  in  the  so-called 
“Doctors’  Mob”  of  April,  1788.  On  that  occasion 
a Dr.  Richard  Bayle,  while  working  in  the  labora- 
tory of  the  Hospital  Society,  observed  a small  boy 
peeking  in  through  a window.  In  a spirit  of  mere 
fun  the  doctor  waved  the  arm  of  the  dead  body 
at  the  boy,  who  was  frightened  away.  He 
promptly  told  exaggerated  tales  of  what  he  had 
seen,  and  promptly,  according  to  Haggard’s 
“Devils,  Drugs  and  Doctors”,  a mob  stormed  the 
building  and  burned  the  entire  anatomical  col- 
lection. The  doctors  sought  refuge  in  the  jail; 
but  the  jail  was  at  once  attacked  and  the  dis- 
turbance was  only  quelled  by  calling  out  the 
militia.  We  are  told  that  seven  of  the  rioters 
were  killed  and  several  more  seriously  injured. 
But  the  following  year  the  New  York  legislature 
made  permanent  provisions  for  the  securing  of 
bodies  of  persons  executed  for  burglary,  arson 
and  murder. 

THE  BURKE-HARE  CASE 

Those  interested  in  the  history  of  medicine  will, 
of  course,  at  once  recall  the  excitement  in  Scot- 
land over  the  arrest,  and  later  conviction  and 
execution,  of  William  Burke,  with  whom  was 
associated  a man  named  Hare.  Burke  was  the 
leader  in  securing  and  smothering  victims,  and 
then  disposing  of  their  bodies  for  dissection. 
Hare  turned  state’s  evidence  and  escaped,  but 
Burke  was  executed,  and  his  name  is  perpetuated 
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in  our  dictionaries  as  a verb  signifying  not  only 
to  murder  by  suffocation  but  also  “to  suppress  or 
hush  up”.  There  is  evidence  that  not  less  than 
16  victims  resulted  from  the  work  of  these 
two  men.  One  of  these,  which  led  largely  to  the 
exposure  of  the  crime,  was  a handsome  prostitute, 
who  apparently  had  many  friends  among  the 
young  men.  (In  what  has  come  down  to  us  as  an 
autograph  of  Burke’s,  he  spelled  his  name  Burk). 

The  confession  of  Hare  led  to  the  prompt  ar- 
rest of  Burke,  Nov.  3,  1828,  his  trial  Dec.  25th 
and  execution  Jan.  27,  1829. 

The  Dr.  Knox,  whose  need  of  bodies  for  the 
teaching  of  anatomy  led  to  these  crimes,  claimed, 
as  did  also  his  friends,  that  he  knew  nothing 
about  the  murders.  Accordingly  he  “brazened  it 
out,  but  he  had  lost  caste;  gradually  his  classes 
diminished,  he  failed  to  obtain  a professorship, 
left  Edinburgh,  drifted  to  London  and  finally 
died  as  an  obscure  general  practitioner”. 

Otto  Juettner,  M.D.,  of  Cincinnati,  in  1909 
published  a book  entitled  “Daniel  Drake  and  His 
Followers”.  It  contains  a full  account  of  the 
body-snatching  of  John  Scott  Harrison,  in  1878. 
He  was  buried  in  Congress  Green  Cemetery, 
North  Bend,  Ohio,  May  29,  1878.  What  hap- 
pened later  is  given  as  follows : 

theft  of  Harrison’s  body 

“On  May  30  John  Harrison  and  George  Eaton, 
son  and  nephew  of  the  deceased,  came  to  Cincin- 
nati, and,  armed  with  a search-warrant,  visited 
the  various  medical  schools  to  find  the  body  of 
Wm.  B.  Devin,  a young  friend  of  the  Harrison 
family,  who  had  died  a few  days  previously.  His 
body  had  been  stolen  and  was  supposed  to  have 
been  taken  to  Cincinnati.  They  went  through  the 
building  of  the  Medical  College  of  Ohio  without 
finding  any  trace  of  the  body  and  were  about  to 
abandon  the  search  when  the  rope  attached  to  a 
windlass  and  suspended  in  the  chute  or  hoist 
through  which  cadavers  were  brought  up  to  the 
dissecting  room,  was  noticed  to  be  taut,  as 
though  something  heavy  was  attached  to  the  end 
of  the  rope  down  below.  Without  any  difficulty  a 
naked  body  was  brought  up.  The  head  and  shoul- 
ders; were  found  to  be  covered  with  a cloth.  When 
the  cloth  was  removed  and  a light  turned  on  the 
face,  the  features  of  John  Scott  Harrison  were 
recognized  by  the  son  and  nephew  of  the  de- 
ceased. The  patriarchal  beard  had  been  cut  off 
below  the  chin.  The  scene  which  followed  can  be 
better  imagined  than  described.  Public  sentiment 
was  aroused  by  Benjamin  Harrison,  another  son 
of  the  deceased  and  subsequently  President  of 
the  United  States,  who  arrived  the  following  day. 
That  the  newspapers  of  the  city,  and,  in  fact,  of 
the  whole  country  contributed  their  share  toward 
exciting  the  people  by  making  an  unfortunate  oc- 
currence appear  in  the  light  of  a crime  committed 
by  the  faculty  of  the  Medical  College  of  Ohio, 


can  readily  be  understood.  After  a few  days  the 
excitement  quieted  down.  The  body  of  John 
Scott  Harrison  was  deposited  in  the  tomb  of  his 
father  at  North  Bend.” 

John  Scott  Harrison,  whose  picture  appears  in 
this  book  as  that  of  an  old  gentleman  with  full 
white  whiskers  lacking  a mustache,  was  a son  of 
William  Henry  Harrison,  “Old  Tippecanoe”,  who 
was  the  ninth  President  of  the  United  States, 
and  it  was  his  son,  Benjamin,  who  became  Presi- 
dent of  the  United  States  in  1889. 

LAW  IS  ENACTED 

The  fact  that  this  man  was  the  son  of  an  ex- 
President,  and.  himself  a man  of  marked  promi- 
nence, caused  all  the  newspapers  of  the  country 
to  be  full  of  the  account  of  this  body-snatching. 
The  matter  was  taken  up  by  the  anatomical  de- 
partments of  the  medical  colleges  of  the  state 
and,  as  I was  professor  of  anatomy  at  that  time 
in  the  Columbus  Medical  College,  I was  present 
at  the  different  meetings.  In  due  time  a delega- 
tion of  these  representatives  met  with  the  special 
committee  of  the  State  Legislature.  All  agreed 
that  the  colleges  had  to  have  dissecting  material, 
and  that  nothing  like  adequate  facilities  existed 
for  such  a supply.  Accordingly  a bill  was  intro- 
duced, and  promptly  enacted  into  law,  by  which 
body-snatching  became  a penitentiary  offense, 
with  a heavy  fine,  while  heretofore  it  had  been 
simply  a misdemeanor;  but  in  addition  ample  pro- 
visions were  made  for  the  colleges  to  secure  all 
that  they  could  possibly  need  in  the  way  of  bodies 
for  dissecting  material. 

An  interesting  incident  of  body-snatching  oc- 
curred while  I was  teaching  anatomy:  A colored 
man,  nearly  white,  had  been  lynched  by  a mob  in 
Athens  County,  for  rape  of  a white  woman.  His 
body  appeared  later  in  our  dissecting  room,  and 
all  of  us  were  at  once  impressed  with  the  re- 
markable muscular  development.  It  was  im- 
mediately arranged  with  the  students  in  charge 
of  the  dissection  that  the  college  would  recom- 
pense them  for  the  bones,  and  with  directions  as 
to  the  condition  in  which  we  wished  the  bones 
preserved.  In  due  time  the  green  bones  were 
sent,  including  even  the  hyoid  bone,  to  a firm  in 
the  East  noted  for  the  care  with  which  they 
mounted  skeletons.  I promptly  received  a letter 
from  the  firm  stating  that  the  skeleton  was  such 
a magnificent  one  that  they  did  not  wish  to  in- 
jure it  by  the  ordinary  boiling  process  for 
cleansing;  and  I therefore  gave  them  carte 
blanche  as  to  the  preparation.  In  due  time  the 
skeleton  was  sent  back,  and  it  certainly  was  a 
most  beautiful  specimen,  and  was  used,  as  I 
understand,  for  many  years  in  teaching  anatomy., 

OTHER  EARLY  EXPERIENCES 

In  the  early  fall  of  1878,  the  body  of  a deceased- 
inmate  was  taken  from  the  cemetery  connected 
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with  the  Columbus  State  Hospital.  That  ceme- 
tery had  been  common  ground  for  the  resurrec- 
tionists for  a long  while.  On  this  occasion,  how- 
ever, some  students  from  the  Columbus  Medical 
College  quite  early  in  the  evening  resurrected  the 
body.  While  they  were  passing  it  from  the  vehicle 
which  they  had  used  into  the  basement  of  the  col- 
lege a new  policeman,  who  happened  to  be  in  that 
vicinity  on  duty,  took  it  upon  himself  to  investi- 
gate, and  the  students,  who  were  entirely  familiar 
with  the  prevailing  custom,  told  him  frankly  all 
that  they  knew  about  it.  Evidently  with  visions 
of  glory  and  promotion,  the  policeman  arrested 
the  boys,  and  the  next  morning  I found  that  the 
body  had  been  placed  in  a cheap  coffin,  probably 
by  some  college  official,  and  had  been  deposited  in 
a sort  of  Potter’s  field  graveyard  in  the  south  end 
of  the  city.  Dr.  C.  P.  Gailey,  then  an  assistant  at 
the  hospital,  came  over,  and  we  drove  down  to 
the  cemetery  and  found  the  body  in  the  little 
frame  house  in  which  the  cemetery  janitor  kept 
his  tools.  The  janitor  opened  the  door  and  we 
went  in;  the  janitor  then  took;  out  the  screws  and, 
as  the  top  stuck  a little,  he  thrust  his  screw- 
driver under  the  lid,  gave  his  wrist  a twist,  which 
resulted  in  a sort  of  explosion  from  the  enormous 
accumulation  of  flies  which  had  taken  place  in- 
side the  coffin.  We  all  ran  for  the  door,  and  on 
re-entering  we  saw  a sight  which  would  have  been 
an  unanswerable  argument  in  favor  of  cremation. 
The  young  girl  was  lying  there  with  her  eyes 
staring  wide  open,  her  mouth  open  and  the 
maggots  rolling  out  of  her  mouth  down  into  her 
cheeks.  Her  face  was  distorted,  but  Dr.  Gailey 
at  once  remembered  that  she  had  a stiff  knee,  and 
by  examining  that  was  able  to  positively  identify 
the  corpse,  which  was  promptly  returned  to  its 
resting  place  in  the  cemetery.  Later  it  was  cur- 
rently reported  that  the  policeman  was  promptly 
fired  because  of  his  stupidity. 

On  one  occasion  Dr.  Blesch,  the  demonstrator 
at  the  Columbus  Medical  College,  started  out 
early  to  get  a body  that  had  been  buried  that 
afternoon  from  the  hospital  connected  with  Starl- 
ing. We  dropped  out  at  the  back  of  his  con- 
veyance after  getting  to  the  far  border  of  the 
cemetery.  He  had  a fowling  piece  over  his 
shoulder,  as  though  he  had  gone  out  for  a bird 
for  a patient,  but  under  his  coat  was  the  bag  for 
the  body  and  a shovel.  After  getting  far  enough 
back  from  the  main  street  to  avoid  suspicion,  the 
doctor  promptly  located  a loose  picket,  fastened 
only  at  the  top;  this  he  pushed  aside,  and  we 
crawled  through  and  laid  down  on  the  ground 
until  it  would  get  a little  darker.  Shortly  the 
doctor  commenced  digging,  while  I squatted  down 
so  that  I could  watch  the  horizon  for  unwelcome 
visitors.  After  a while  I noticed  two  shadows,  to 
which  I called  his  attention.  Then  he  too  squatted 
down.  As  the  shadows  approached  we  recognized 
one  as  of  the  demonstrator  of  anatomy  at  Starl- 


ing, the  other  of  a medical  student.  Dr.  Blesch 
suddenly  straightened  up  with  a “Good  evening, 
Dr.  Frankenburg”.  The  doctor  was  evidently  sur- 
prised at  the  meeting;  he  had  been  for  long  under 
a good  deal  of  mental  strain  because  he  had  been 
utterly  unable  to  secure  any  bodies  for  the  dis- 
secting room.  The  result  was  that  he  burst  into 
tears,  with  the  expostulation  that  Dr.  Blesch  had 
a lot  of  material  and  he  had  none;  but  Dr.  Blesch 
was  obdurate  and  as  Dr.  F.  and  the  student 
turned  away,  he  added,  as  insult  to  injury,  by 
calling  out  to  the  rival  demonstrator  that  if  he 
would  stay  and  help  dig  he  would  give  him  half, 
if  there  were  two  in  the  grave.  His  sally,  of 
course,  was  greeted  wtih  silent  contempt. 

GRAVES  OFTEN  GUARDED 

That  the  stealing  of  bodies  was  not  an  entirely 
safe  proposition  is  known  by  the  fact  that  in  a 
number  of  instances  friends  of  the  deceased 
watched  the  grave  for  perhaps  a number  of  nights 
after  the  burial.  In  one  such  case  of  which  I had 
cognizance,  a student,  a fine  young  fellow  from 
down  near  Cincinnati,  went  out  with  others  to 
resurrect  the  body  of  a member  of  the  demimonde 
in  a country  town.  The  young  men  who  were  her 
friends  h'ad  decided  to  watch  the  grave  from  the 
belfry  of  the  little  church.  During  the  digging  a 
shot  was  fired  from  the  belfry,  and  the  students 
scattered;  but  one  shot  had  penetrated  the  upper 
eye  lid  of  this  boy,  had  gone  through  the  globe, 
and  with  the  inevitable  result. 

In  a very  interesting  case  in  Cleveland  the  stu- 
dents had  robbed  a grave,  but  when  they  reached 
the  dissecting  room  and  allowed  the  body  to 
escape  from  the  bag,  they  were  horrified  at  the 
evidence  of  the  death  of  this  man  from  smallpox. 
There  was  a hurried  consultation,;  a college 
official  was  sent  for,  who  confirmed  the  diagnosis, 
and  the  usual  means  taken  to  replace  the  body. 
My  Jefferson  friend,  however,  who  was  one  of  the 
students  on  the  expedition,  kept  close  tab  on  the 
livery  stable  from  which  they  had  obtained  their 
buggy,  and  found  that  within  a short  time  after 
this  robbery  several  innocent  parties  who  hired 
livery  rigs  at  that  stable,  and  were  furnished 
with  the  blankets  and  robes  which  had  gone  out 
on  the  robbing  expedition,  were  mysteriously 
taken  with  smallpox  and  my  friend  had  a number 
of  death  notices  which  he  had  carefully  preserved 
of  the  fatalities;  but,  of  course,  the  actual  facts 
in  the  case  never  got  into  the  police  reports  or 
daily  papers. 

AN  ARREST  AND  TRIAL 

The  most  exciting  incident  in  connection  with 
this  subject  that  I know  of  in  Central  Ohio  oc- 
curred in  1878,  when  a young  Columbus  physi- 
cian, Dr.  Erwin  Heyl,  a bright  young  fellow  and 
a recent  graduate  of  the  Medical  Department  of 
the  University  of  Pennsylvania,  in  one  night  stole 
four  bodies  from  a Zanesville  cemetery.  The  doc- 
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tor  was  undoubtedly  in  financial  straits,  and  if 
he  had,  as  he  started  on  his  trip,  expressed  his 
sentiments,  they  would  have  been  in  the  language 
Romeo’s  apothecary,  “My  poverty,  but  not  my 
will,  consents’’.  There  must  have  been  some  noise 
created,  because  the  robbing  was  suspected,  a 
group  organized  to  follow  him,  and  he  was  caught 
with  the  four  bodies  in  his  carryall  before  getting 
out  of  that  county.  The  trial  of  course  was  a 
mere  formality,  and  the  judge  sentenced  him  to  a 
year  in  jail — three  months  for  each  body — and  a 
fine  of  $1,000.00.  The  doctor  himself  was  im- 
pecunious, but  his  wife  was  supposed  to  have  a 
little  money.  Several  months  later,  after  the  ex- 
citement had  cooled  down,  his  wife  came  to  me 
and  solicited  my  efforts  at  a pardon.  She  was  a 
nice  little  woman,  with  a nice  baby.  I went  with 
her  to  see  the  Governor,  Richard  M.  Bishop,  and 
found  him  a very  pleasant  gentleman,  who  seemed 
to  fully  appreciate  the  absolute  necessity  of  hav- 
ing a supply  of  dissecting  material  for  medical 
colleges.  He  therefore  issued  a pardon  as  to  the 
jail  sentence,  but  not  the  fine.  The  county  sheriff, 
however,  was  a candidate  we  were  told  for  re- 
election,  and  the  sentiment  of  the  community  was 
strongly  against  the  pardon.  The  secretary  of  the 
governor  failed  to  spell  the  name  exactly  as  it  was 
spelled  on  the  papers  confining  the  doctor  to  the 
jail,  and  the  sheriff  promptly  announced  that  he 
had  no  such  prisoner.  The  wife  returned,  but 
again  the  secretary  made  a slip  in  the  name,  and 
again  the  sheriff  was  obdurate.  When  she  re- 
turned, however,  the  Governor,  probably  affronted 
by  the  treatment,  had  the  third  paper  written 
with  the  utmost  care,  but  on  this  occasion  he 
included  the  fine.  (We  were  told  that  the  sheriff 
was  not  re-elected). 

HIDING  PLACES  NECESSARY 

Because  of  the  expense  attached  to  the  securing 
of  bodies  medical  colleges  found  it  very  important 
to  have  some  means  for  their  concealment  if  a 
search  were  in  progress.  In  one  Columbus  col- 
lege building,  however,  the  architect  had  made 
no  provision  for  such  an  emergency  except  by 
dumping  the  body  into  the  sewer  under  the  build- 
ing. This  method  wTorked  perfectly  so  far  as  de- 
stroying all  evidence  of  the  theft,  but  was  ex- 
pensive. A rival  school,  however,  built  at  a later 
date,  had  a provision  by  which  a wooden  stair- 
way going  down  from  the  dissecting  room  had  a 
false  back  put  in,  the  boards  of  which  descended 
at  a sb'ghtly  different  angle  from  the  stair  struc- 
ture itself,  so  that  by  lifting  certain  stair  steps  a 
trap  door  was  opened  dowTn  which  the  body  was 
dumped,  the  loose  stairs  slammed  back  into  place, 
and  there  was  no  evidence  whatever  of  any  place 
of  concealment.  This  answered  its  purpose  for 
many  years;  then,  owing  to  a change  in  the 
tenants  of  the  building,  this  stairway  had  to  be 
eliminated,  and  instead  a hoist  was  constructed 


leading  from  a corner  of  the  dissecting  room 
down  to  the  cellar.  A door  opened  from  this  at 
the  bottom  and  another  one  into  the  dissecting 
room  at  the  top.  Above  the  top  of  this  chute  had 
been  an  elaborately  constructed  cornice,  designed 
purely  for  symmetery  and  not  for  use.  A timber 
was  put  across  a little  below  the  top  of  this  shaft, 
with  a pulley  attached  to  bring  up  the  bodies. 
The  up-right  boards  on  the  outside  of  the  shaft 
were  of  flooring  with  tongue  and  groove,  but  two 
adjacent  boards  had  been  placed  with  their 
grooves  adjoining.  In  this  double  groove,  at  a 
convenient  distance  above  the  floor,  was  a small 
iron  ring  attached  to  a chain,  and  this  chain  went 
up  above  the  top  of  the  shaft  where  it  was  con- 
nected with  a spring  bolt,  and  the  top  of  the 
shaft  was  made  into  a trap-door  held  by  this 
spring  bolt.  Above  this  trap-door  was  the  large 
space  in  the  fancy  cornice.  In  case  of  an  emerg- 
ency, the  dissecting  room  janitor  would  thrust  a 
penknife  blade  into  the  proper  place  where  this 
double  groove  was  located,  the  knife  blade  would 
enter  the  ring,  then  by  pressing  downward  the 
bolt  would  yield  and  the  trap-door  drop.  On  top 
of  this  trap-door  had  been  coiled  another  rope 
supported  by  a pulley;  this  rope  was  placed 
around  the  body  of  the  cadaver,  the  body  pulled 
up  into  the  little  room  in  the  cornice,  given  a 
push  to  one  side  as  the  rope  was  released;  the 
body  would  fall  on  some  planks  put  there  for  the 
purpose,  the  trap-door  was  slammed  shut  and 
everything  was  as  innocent  as  a new  born  baby. 
The  police  never  “got  wise”  to  that  way  of  con- 
cealing bodies. 

— oSM  J — 

Central  Ohio  Health  Officers  Meet 

A well-attended  meeting  of  health  commis- 
sioners and  public  health  workers  of  Central  Ohio 
was  held  at  the  Park  Hotel,  Magnetic  Springs, 
July  15. 

At  the  morning  session  George  Eagle,  sanitary 
engineer,  State  Department  of  Health,  led  a dis- 
cussion on  “Rural  Sanitation”;  M.  J.  Dotter,  milk 
sanitarian  of  the  department,  spoke  on  “Food, 
Meat  and  Milk  Inspection”;  and  Miss  Gertrude 
Bush,  chief  of  the  nursing  division,  conducted  a 
meeting  for  nurses. 

The  luncheon  speaker  was  Dr.  Jonathan  For- 
man, Columbus,  wdio  discussed  “The  Medical  Pro- 
fession and  Health  Officers”. 

In  the  afternoon,  Dr.  Walter  H.  Hartung,  di- 
rector, State  Department  of  Health,  presided  at  a 
roundtable  discussion,  assisted  by  various  mem- 
bers of  his  staff. 

Dr.  Neuman  Siffrit,  Marion,  presided  at  the 
evening  meeting  which  was  held  at  the  Hotel 
Inc-or. 


NEW  POOR  RELIEF  ACT  ENACTED  BY  STATE  LEGISLATURE,  JULY 
20  ; PROVISIONS  FOR  MEDICAL  ATTENTION  LIBERALIZED 


ANEW  poor  relief  act,  appropriating 
approximately  $8,300,000  in  state 
funds,  to  assist  the  counties  and 
municipalities  of  the  state  in  meeting  their 
relief  needs  for  the  balance  of  1936,  was 
enacted  by  the  State  Legislature  on  July 
20. 

This  act  supplants  the  present  poor  re- 
lief law  which  would  have  expired  on  July 
31. 

The  new  act  contains  the  following  im- 
portant provisions: 

1.  The  term  “direct  relief”  is  defined  to 
mean  “the  provision  of  foods,  clothing, 
fuel,  shelter,  physicians’  services  wherever 
rendered  and  other  necessary  commodities 
and  services  in  the  home  of  the  individual 
aided  or,  in  the  case  of  a homeless  person, 
in  a lodging  house  or  other  suitable  quar- 
ters”. 

The  expiring  act  limited  the  use  of  state 
funds  to  medical  attention  in  the  home  of 
the  individual  which  restriction  was  elimi- 
nated in  the  new  law. 

2.  The  county  commissioners  of  any 
county  are  authorized  to  pay  bills  for  hos- 
pitalization incurred  prior  to  July  1,  1936, 
from  the  proceeds  of  Carey  Bonds  where 
the  State  Relief  Commission  finds  that  the 
funds  of  the  county  available  for  direct 
and  work  relief  will  not  be  jeopardized  by 
such  .expenditures. 

There  was  considerable  sentiment  in 
favor  of  including  hospitalization  in  the 
definition  of  “direct  relief”  but  state  funds 
were  deemed  inadequate  at  this  time  to 
permit  expenditures  for  hospital  services. 

3.  Total  cost  of  administration  is  limited 
to  eight  per  cent  of  the  total  expenditures 
but  work  relief  clients  may  be  used  for 
additional  administrative  jobs  up  to  50  per 
cent  of  the  total  administrative  expenses. 

4.  County  commissioners  are  designated 
as  local  administrators  of  state  funds 
allocated  but  they  may  re-allocate  funds 
received,  on  a percentage  basis  to  various 
political  subdivisions  within  the  county  for 
relief  purposes. 

5.  Of  the  total  appropriation,  $6,500,000 
is  to  be  distributed  to  the  counties  as  fol- 
lows: Twenty  per  cent  on  the  basis  of 
population  as  of  1930,  and  80  per  cent  on 
the  basis  of  unemployment  relief  expendi- 
tures for  the  first  six  months  of  1935. 
The  amount  accruing  to  each  county  will 


be  allocated  by  months  as  follows:  July, 
15  per  cent ; August,  15  per  cent ; Septem- 
ber, 15  per  cent;  October,  15  per  cent; 
November,  20  per  cent,  and  December,  20 
per  cent. 

6.  The  balance  of  the  total  appropria- 
tion— $1,800,000 — will  be  held  by  the  State 
Relief  Commission  as  an  “adjustment 
fund’  to  be  distributed  by  the  Commission 
to  counties  where  other  grants  prove  in- 
sufficient to  meet  relief  needs,  providing 
such  counties  can  match  from  local  funds 
the  amount  of  the  emergency  allocation. 

7.  In  general,  the  new  act  follows  the 
policy  of  decentralization  of  relief  admin- 
istration, placing  most  of  the  responsibility 
for  relief  activities  in  the  hands  of  the 
county  commissioners  of  the  respective 
counties. 


“Whereas,  certain  mechanical  aids  for 
physical  defects  are  now  being  sold  through 
the  promise  of  a commission  to  persons 
effecting  such  sales,  therefore,  be  it 

“Resolved,  That  the  practice  of  offering 
any  commission  or  bonus  to  any  physician 
or  to  any  person  not  an  authorized  agent 
is  condemned  as  unfair  to  the  purchaser  of 
mechanical  aids,  and  the  acceptance  of  such 
commission  by  a physician  violates  the 
Principles  of  Medical  Ethics,  and  be  it 
further 

“Resolved,  That  the  fitting  of  such  aids 
or  appliances  by  laymen  without  medical 
supervision  constitutes  the  practice  of  med- 
icine and  should  be  brought  to  the  attention 
of  the  offending  manufacturer  and  of  the 
competent  medical  licensing  authority  con- 
cerned. Fraudulent,  exaggerated  or  inac- 
curate claims  for  such  devices  may  work 
great  hardship  on  handicapped  individuals. 
Such  appliances  require  investigation  by 
the  Council  on  Physical  Therapy  of  the 
American  Medical  Association,  or  other 
equally  competent  authority,  and  approved 
by  the  said  Council,  before  publication  of 
any  such  statements.” — Officially  approved 
and  adopted  by  the  House  of  Delegates  of 
the  A.M.A.,  May  12,  1936,  Kansas  City, 
Missouri. 


Ironton — Dr.  George  G.  Hunter  is  the  new  com- 
mander of  the  seventh  district  of  the  American 
Legion. 
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DISTINGUISHED  OUT-OF-STATE  GUEST  SPEAKERS  WILL  ADDRESS 
GENERAL  SESSIONS  AT  CLEVELAND  ANNUAL  MEETING 


TO  meet  the  increasing  demand  of  the  mem- 
bership of  the  Ohio  State  Medical  Associa- 
tion for  more  general  sessions  and  more 
presentations  of  greater  interest  to  physicians  in 
private  practice,  the  Program  Committee  for  the 
Ninetieth  Annual  Meeting,  to  be  held  in  Cleve- 
land, Wednesday,  Thursday  and  Friday,  October 
7,  8 and  9,  has  arranged  a program  featuring 
general  sessions  and  addresses  devoted  to  dis- 
cussions of  the  relationship  between  the  various 
specialties  of  medicine  and  general  practice. 

In  addition  to  prominent  Ohio  physicians  who 
will  represent  their  respective  scientific  sections 
on  the  programs  for  the  general  sessions,  five  dis- 
tinguished out-of-state  guest  speakers  have  been 
secured  by  the  Program  Committee. 

The  committee  is  fortunate  in  being  able  to 
present  speakers  of  national  prominence  and 
those  who  will  attend  the  Cleveland  meeting  will 
be  equally  as  fortunate. 

Following  are  brief  biographical  sketches  of 
the  out-of-state  guest  speakers  and  the  subjects 
of  their  addresses: 

5jc 

Dr.  George  M.  Lyon, 

Huntington,  W.  Va., 
will  speak  at  the 
Fourth  General  Session, 

10:30  A.M.,  Thursday, 

October  8,  on  “Medical 
Parti  cipa  tion  in  a 
School  Health  Pro- 
gram”. Dr.  Lyon  grad- 
uated from  Johns  Hop- 
kins School  of  Medicine 
in  1920,  and  has  been 
in  private  practice  in 
Huntington,  specializ- 
ing in  pediatrics,  since 
1921.  Dr.  Lyon  is  at  present  chairman  of  the 
Committee  on  School  Health  Problems  of  the 
Cabell  County  (W.  Va.)  Medical  Society,  and  as 
such  is  coordinator  and  director  of  the  county’s 
school  health  program.  In  the  summer  of  1934  he 
conducted  the  First  Post-Graduate  Extension 
Course  in  Pediatrics  in  Virginia  under  the  auspices 
of  the  Medical  Society  of  Virginia.  This  work  he 
repeated  in  1935,  and  initiated  similar  post- 
graduate conferences  in  northern  West  Virginia 
in  1936.  Dr.  Lyon  is  a Fellow  of  the  American 
Medical  Association  and  the  American  Academy 
of  Pediatrics,  and  a member  of  the  Society  for 
Research  in  Child  Development  and  the  American 
Pediatric  Society.  He  was  designated  as  an  official 


delegate  of  the  United  States  to  the  Seventh 
Pan-American  Congress  on  the  Child,  held  at 
Mexico  City,  October,  1935. 

% :Jc  % 

Dr.  Andrew  C.  Ivy, 
Chicago,  111.,  Mill  ad- 
dress the  Second  Gen- 
eral Session,  2:30  P.M., 
Wednesday,  October  7, 
on  “The  Therapy  of 
Biliary  Tract  Disease 
from  the  Viewpoint  of 
Applied  Physiology”. 
Dr.  Ivy  received  the  de- 
gree of  M.Sc.  at  the 
University  of  Chicago, 
and  a Ph.D.  degree 
from  the  same  institu- 
tion in  1918.  He  grad- 
uated from  Rush  Medical  College  in  1922,  and  is 
head  of  the  Division  of  Physiology  and  Pharma- 
cology, Northwestern  University  Medical  School. 
Dr.  Ivy  is  a Fellow  of  the  American  Medical  As- 
sociation, and  in  1931  was  chairman  of  the  Sec- 
tion of  Pathology  and  Physiology  of  the  A.M.A. 
Other  professional  affiliations  include  membership 
in  the  American  College  of  Physicians,  American 
Association  for  the  Advancement  of  Science, 

American  Gastro  - Enterological  Association, 

American  Physiological  Association,  and  the  So- 
ciety for  Internal  Medicine. 

5jC  5}C 

Dr.  John  R.  Caulk, 

St.  Louis,  Mo.,  will  ad- 
dress the  Fifth  General 
Session,  Thursday,  Oc- 
tober 8,  3:30  P.M.,  on 
“The  Management  of 
Obstructions  at  the 
Bladder  Neck  in  Men, 

Women  and  Children”. 

Dr.  Caulk  graduated 

from  Johns  Hopkins 
School  of  Medicine  in 
1906,  and  is  now  pro- 

fessor of  clinical 
genito  - urinary  sur- 
gery at  Washington  University  Medical  School, 
St.  Louis,  Mo.,  and  chief  of  the  Genito-Urinary 
Clinic,  Washington  University  Dispensary.  He 
is  a Fellow  of  the  American  Medical  Association; 
Fellow  of  the  American  College  of  Surgeons; 
member  of  the  American  Urological  Association 
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(president  in  1925)  ; member  of  the  American 
Association  of  Genito-Urinary  Surgeons  (presi- 
dent in  1933)  ; member  of  the  Surgical  Medical 
Association  and  the  Southern  Surgical  Associa- 
tion. 


Inspector  W.  H. 
Drane  Lester,  Washing- 
ton, D.  C.,  will  discuss 
“Modern  Scientific 
Crime  Detection  and 
the  Medical  Profession’’ 
at  the  Third  General 
Session,  Wednesday,  Oc- 
tober 7,  8:15  P.M.  Mr. 
Lester  is  assistant  to 
John  Edgar  Hoover, 
director  of  the  Federal 
Bureau  of  Investiga- 
tion, U.  S.  Department 
of  Justice,  and  is  in 
charge  of  the  training  school  for  “G-Men”.  He 
is  a graduate  of  the  University  of  Mississippi, 
and  of  Oxford  University,  which  he  attended  as 
a Rhodes  Scholar.  He  was  a professor  of  law  at 
Memphis,  Tennessee,  where  he  engaged  in  the 
practice  of  law  for  five  and  one-half  years  prior 
to  entering  the  bureau  in  1932.  Inspector  Lester 
is  a major  in  the  Military  Intelligence  Division 
of  the  Reserve  Corps  of  the  United  States  Army. 

* * * 

Dr.  Walter  E.  Dandy, 

Baltimore,  Md.,  will 
speak  at  the  Second 
General  Session  at  3:30 
P.M.,  Wednesday,  Oc- 
tober 7,  on  “The  Diag- 
nosis and  Treatment  of 
Brain  Tumors”.  Dr. 

Dandy  graduated  at 
Johns  Hopkins  Univer- 
sity School  of  Medicine, 

1910,  and  is  clinical 
professor  of  neulorogi- 
cal  surgery  at  Johns 
Hopkins  University  and 
Hospital.  He  has  contributed  numerous  articles  to 
surgical  and  neurogolical  journals.  Dr.  Ivy  is  a 
Fellow  of  the  American  Medical  Association, 
Fellow  of  the  American  College  of  Surgeons,  and 
a member  of  the  American  Surgical  Association 
and  the  American  Neurological  Association. 
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* * 


MR.  LESTER 


— oSM  J — 

The  state  of  Ohio  has  been  allocated  a fund  of 
$351,313  to  carry  out  the  provisions  of  the  public 
health  program  under  the  federal  social  security 
program,  for  the  fiscal  year  ending  June  30,  1937. 


We  Sometimes  Forget--- 

1.  Children  do  not  outgrow  “cross  eyes”.  A 
large  proportion  may  be  cured,  and  binocu- 
lar vision  obtained  without  operation,  if 
treatment  be  started  before  the  fifth  year. 
“A  child  who  is  old  enough  to  squint  is  old 
enough  to  wear  glasses,”  according  to  an 
old  Philadelphia  maxim. 

2.  Failing  vision  is  so  frequently  a danger 
signal,  that  it  demands  professional  direc- 
tion. Two  pairs  of  glasses  will  not  correct 
chronic  glaucoma,  chronic  iritis,  retino- 
choroiditis,  retinal  hemorrhage  or  detach- 
ment, hypertension,  optic  atrophy  or 
cataract. 

3.  Violent  temporal  neuralgia,  with  vomiting, 
may  be  due  to  acute  glaucoma  or  iritis,  not 
a digestive  upset.  Take  a look  at  the  eyes! 

4.  Morning  headaches  are  not  from  eye  strain 
unless  the  eyes  have  been  worked  late  the 
night  before. 

5.  Normal  eyes  depend  upon  muscles  for  their 
ability  to  function.  When  the  body  is  tired, 
the  eyes  are  tired.  You  can’t  work  all  day 
and  read  all  night. 

6.  Phenol  and  glycerin  ear  drops  never  cured 
an  otitis  media  or  a mastoid,  but  usually 
start  an  external  otitis,  complicating  the 
picture. 

7.  Soap  and  water  in  the  ears,  for  cleanliness’ 
sake,  has  increased  the  otologists’  clientele, 
on  account  of  the  scaly  itching  meati  it 
causes.  The  patient,  seeking  relief  from 
this  annoyance,  scratches  the  ear  with  a 
hair  pin,  match  or  tooth  pick,  readily  in- 
fects the  skin  through  its  damaged 
epithelium,  resulting  in  scabs  and  occluding 
exudate,  or  furunculosis. 

8.  Most  acute  suppurations  of  the  ear  will  get 
well,  if  they  have  early  drainage,  by  in- 
cision of  the  drum,  or  spontaneous  rupture. 
If  the  drainage  keeps  up  for  two  weeks,  an 
otologist  should  be  consulted. 

9.  An  AT-ray  is  only  a factor  toward  diagnosis 
of  mastoid  and  nasal  sinus  diseases. — 
Charles  Lukens,  M.D.,  F.A.C.S.,  Toledo, 
Ohio. 

— oSMJ  — 

According  to  Survey  (Journal  of  Social  Work) 
the  executive  committee  of  the  American  Associa- 
tion of  Medical  Social  Workers  has  sent  to  Presi- 
dent Roosevelt  and  other  federal  officers  copies  of 
a resolution  expressing  the  organization’s  belief 
that  medical  care  should  be  provided  out  of  fed- 
eral funds  for  persons  employed  in  the  federal 
works  program,  and  that  “a  permanent  compre- 
hensive medical  care  program  be  developed  under 
the  medical  leadership  of  a centralized  public 
authority”. 


HOTEL  RESERVATIONS  FOR  THE  CLEVELAND  ANNUAL  MEETING 
OCTOBER  7,  8 AND  9,  SHOULD  BE  MADE  IMMEDIATELY 


HAVE  you  reserved  hotel  accommodations 
for  the  90th  Annual  Meeting  of  the  Ohio 
State  Medical  Association  to  be  held  at 
Cleveland,  Wednesday,  Thursday  and  Friday, 
October  7,  8 and  9,  1936?  If  not,  do  so  without 
further  delay. 


Requests  for  reservations  should  be  mailed 
directly  to  the  management  of  the  hotel  selected. 

A list  of  the  leading  Cleveland  hotels,  with 
room  rates,  and  a reservation  blank,  is  appended 
herewith.  Attention  to  this  important  matter  now 
will  save  some  inconvenience  later. 


No.  of 
Rooms 

ROOM— ONE  PERSON 

ROOM- 

-TWO  PERSONS 

NAME  AND  LOCATION 

With 

Without 

With  Bath 

Without 

Bath 

Bath 

Double  Bed 

Twin  Beds 

Bath 

CLEVELAND 

(Headquarters  Hotel) 

Public  Square 

1000 

$2.50-6.00 

$4.00-6.50 

$5.00-10.00 

STATLER 

Euclid  Ave.  and 
E.  12th  St. 

1000 

2.50-6.00 

4.50-8.00 

5.00-8.00 

CARTER 

Prospect  Ave.,  and 
E.  9th  St. 

600 

2.50-5.00 

4.00 

5.00-8.00 

HOLLENDEN 

Superior  Ave., 
and  E.  6th  St. 

1000 

2.50-5.00 

4.00-6.00 

5.00-12.00 

ALLERTON 

Chester  Ave., 
and  E.  13th  St. 

550 

2.00-3.50 v 

$1.50-2.00 

4.00 

4.50 

$2.50-3.00 

AUDITORIUM 

* 

St.  Clair  Ave., 
and  E.  6th  St. 

300 

2.00-3.00  * 

3.50-4.50 

5.00-6.00 

OLMSTED 

Superior  Ave., 
and  E.  9th  St. 

300 

2.00-3.00 

3.50-5.00 

5.00 

— 

HOTEL  RESERVATION  BLANK 
Mail  this  coupon  to  hotel  selected 

Reservation  Clerk, Hotel,  Cleveland,  Ohio. 

You  are  requested  to  reserve  the  following  accommodations  during  the  period  of  the  Annual 
Meeting  of  the  Ohio  State  Medical  Association,  October  7-9,  1936,  or  for  such  other  period 
as  may  be  indicated  herein. 

□ Single  Room  with  bath;  □ Double  Room  with  bath;  Price: 

□ Suite  consisting  of 

Arriving  October at A.M P.M. 

Name  

Address  
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MINIMUM  STANDARD  FOR  PRENATAL  CARE  RECOMMENDED  BY 
KINGS  COUNTY  SOCIETY  MATERNAL  WELFARE  COMMITTEE 


ONE  of  the  objectives  of  the  Committee  on 
Preventive  Medicine  and  Periodic  Health 
Examinations  of  the  Ohio  State  Medical 
Association  is  to  do  what  it  can  to  educate  the 
medical  profession  of  Ohio  and  the  public  con- 
cerning the  value  of  good  medical  supervision  of 
pregnant  women  during  the  entire  period  of 
pregnancy. 

Authoritative  material  studied  recently  by  the 
committee  emphasizes  the  need  for  greater  ac- 
tivity in  this  particular  field  of  preventive  medi- 
cine. 

For  example,  a book,  “Length  of  Life”  (Dublin 
and  Lotka,  Ronald  Press,  New  York  City),  re- 
veals that: 

Deaths  from  puerperal  causes  amounted  to  12.2 
per  cent  of  the  total  mortality  in  1932  of  Ameri- 
can white  women,  15  to  25  years  of  age,  and  17.5 
per  cent  of  those  20  to  29  years  of  age. 

Puerperal  septicemia  accounted  for  39.74  per 
cent  of  the  total  maternal  death  in  1934.  Albu- 
minuria with  convulsions,  23.3  per  cent. 

One-fourth  to  one-third  of  the  deaths  of  mar- 
ried women  in  their  twenties  are  due  to  maternity 
causes.  This  amounted  to  12,859  deaths  in  1934 
in  the  United  States,  or  one  to  168  live  births. 
Only  one-fourth  of  these  were  abortions.  This  is 
second  only  to  tuberculosis.  There  has  been  no 
sizeable  reduction  in  15  years  in  this  mortality  in 
the  United  States,  and  is  on  the  average  higher 
than  in  Europe. 

One  of  the  most  recent  constructive  pieces  of 
work  in  the  field  of  prenatal  care  is  the  report, 
“Minimum  Standard  for  Prenatal  Care”,  issued 
by  the  Committee  on  Maternal  Welfare  of  the 
Medical  Society  of  the  County  of  Kings,  New 
York. 

At  the  suggestion  of  the  Committee  on  Pre- 
ventive Medicine  and  Periodic  Health  Examina- 
tions of  the  Ohio  State  Medical  Association, 
which  believes  the  Kings  County  report  presents 
practical  ways  and  means  of  reducing  maternal 
mortality  and  morbidity  and  that  the  suggestions 
offered  are  adaptable  in  practically  all  communi- 
ties, The  Journal  presents  herewith  the  recom- 
mendations of  the  New  York  committee: 

RECOMMENDATIONS  OF  COMMITTEE 
All  pregnant  women  should  be  under  medical 
supervision  throughout  the  entire  period  of  preg- 
nancy. Every  woman  should  be  instructed  to 
place  herself  under  the  care  of  a physician  as 
soon  as  she  suspects  that  she  is  pregnant. 
HISTORY 

Age  and  the  number  of  years  married  are  im- 
portant. At  the  first  visit,  the  physician  should 
obtain  the  following  minimum  obstetrical  history: 


Past  History: 

1.  Diseases — Question  particularly  as  to  the 
following: 

Rickets  (backward  in  walking);  scarlet 
fever;  diphtheria;  tuberculosis  or  ex- 
posure to  tuberculosis;  tonsillitis;  rheu- 
matism; heart  disease;  syphilis  (still- 
births and  miscarriages);  other  serious 
illnesses. 

2.  Surgical  conditions  and  accidents,  espe- 
cially pelvic  and  abdominal  operations. 

3.  Menstrual  history — onset*  frequency,  du- 
ration, amount  of  flow,  date  of  last  men- 
struation; change  after  marriage. 

Previous  Pregnancies: 

1.  Date  of  termination. 

2.  Period  of  gestation. 

3.  Complications 

Bleeding;  headaches;  edema;  visual  dis- 
turbances; albuminuria  elevated  blood 
pressure;  convulsions. 

Previous  Labors: 

1.  Spontaneous  or  induced. 

2.  Duration. 

3.  Character. 

4.  Termination. 

Spontaneous;  artificial — operative  pro- 
cedure. 

5.  Complications. 

6.  Puerperium 

Postpartum  hemorrhage;  puerperal  infec- 
tion— days  in  bed;  other  complications. 

Previous  Children: 

1.  Born  alive  or  dead;  weight  at  birth. 

2.  If  dead,  macerated — how  long  before 
birth  did  fetal  movements  cease. 

3.  Premature  or  full  term. 

4.  Breast  fed,  how  long. 

5.  Artificially  fed. 

6.  Age  and  condition  at  present. 

7.  If  dead,  age  and  cause  of  death. 

Present  Pregnancy: 

1.  Date  and  character  of  last  menstruation. 

2.  Date  of  quickening. 

3.  Estimated  date  of  confinement. 

4.  Complications 

Nausea  and  vomiting;  bleeding;  head- 
aches; edema;  visual  disturbances;  ele- 
vation of  blood  pressure;  albuminuria; 
shortness  of  breath. 

PHYSICAL  EXAMINATION 

(To  be  made  at  time  of  first  visit) 

Pulse,  temperature,  respiration 

Blood  pressure 

Weight 

Survey  of  skin,  nutrition,  mouth,  teeth,  ton- 
sils, thyroid,  heart,  lungs  breasts,  extremities 

Abdominal  examination — 

palpation,  auscultation,  mensuration 

Vaginal  examination  (1) — (Early  in  preg- 
nancy this  must  be  done  very  gently  in  order 


(1)  In  the  presence  of  vaginal  bleeding  at  any  period  of 
gestation,  rectal  examination  should  be  substituted  for  vagi- 
nal unless  strict  aseptic  precautions  are  followed. 
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that  it  may  not  be  the  cause  of  abortion). 
No  vaginal  examination  should  be  made  dur- 
ing the  last  month  without  strict  aseptic  pre- 
cautions. Usually  rectal  examination  is 
satisfactory  at  the  time,  provided  internal 
pelvic  measurements  have  been  taken.  Note 
the  following: 

1.  Signs  or  pregnancy 

2.  Position  of  uterus 

3.  Condition  of  cervix 

4.  Size  of  uterus 

5.  Presenting  part 

6.  Pelvic  tumor 

7.  In  suspected  venereal  disease,  make 
smears 

Pelvic  Measurements : 

1.  Intercristal 

2.  Interspinous 

3.  External  conjugate 

4.  Diagonal  conjugate  (best  measured  six 
weeks  before  term.  Never  take  this 
measurement  early  in  pregnancy  as  it 
may  cause  an  abortion) 

5.  Transverse  diameter  of  the  outlet 

Urinalysis: 

1.  Amount  in  24  hours 

2.  Specific  gravity 

3.  Albumin 

4.  Sugar 

5.  Casts 

6.  Pus  cells 

Wassermann  in  cases  having  history  of  still- 
births, miscarriages,  syphilis  (routine  Was- 
sermann is  desirable) 

INSTRUCTIONS  TO  THE  PATIENT  (2) 
Discussion  of  the  following: 

1.  Diet 

2.  Exercise,  rest,  sleep,  and  recreation 

3.  Clothing,  including  shoes 

4.  Baths  and  care  of  the  skin 

5.  Care  of  the  bowels 

6.  Care  of  the  kidneys 

7.  Care  of  the  teeth 

8.  Care  of  the  breasts 

9.  Coitus  during  pregnancy 

10.  Hygiene  of  the  home  and  preparation  for 
home  delivery 

The  patient  should  report  at  once  any  of  the 
following  symptons: 

1.  Constipation 

2.  Shortness  of  breath 

3.  iVcute  illnesses,  colds,  sore  throat,  per- 
sistent cough 

4.  Persistent  or  recurring  headache 

5.  Persistent  nausea  and  vomiting 

6.  Visual  disturbances 

7.  Dizziness 

8.  Pain  in  the  epigastrium 

9.  Edema,  especially  of  the  hands  and  face 

10.  Diminution  in  the  urinary  output 

11.  Severe  pain  in  the  lower  abdomen 

12.  Vaginal  bleeding,  no  matter  how  slight 

RETURN  VISITS 

The  patient  should  be  examined  by  her  physi- 
cian at  least  once  a month  during  the  first  six 
months,  then  every  two  weeks  or  oftener,  as  in- 
dicated, and  preferably  every  week  in  the  last 
month. 


(2)  Printed  or  written  instructions  are  recommended. 


At  each  return  visit,  the  following  should  be 

considered: 

1.  The  patient’s  general  condition 

2.  Blood  pressure 

3.  Urinalysis 

4.  Pulse 

5.  Weight 

6.  Abdominal  examination,  including  auscul- 
tation of  fetal  heart,  particularly  in  the 
latter  months,  in  order  that  the  growth  of 
the  child  may  be  followed  and  abnormal 
presentations  detected. 

DISPROPORTION 

Within  two  weeks  of  the  estimated  date  of  con- 
finement, lightening  should  take  place  in  primi- 
gravidae.  If,  therefore,  the  head  is  not  fixed  in 
the  pelvis  of  a woman  who  is  pregnant  for  the 
first  time,  as  term  approaches,  disproportion 
should  be  ruled  out  by  careful  pelvimetry  and  by 
manual  efforts  to  determine  the  cephalo-pelvic  re- 
lationship. If  the  practitioner  is  unable  to  do  this 
work  himself,  he  should  seek  the  advice  of  a com- 
petent consultant. 

Such  patients,  likewise,  should  not  be  examined 
vaginally  except  under  the  strictest  aseptic  pre- 
cautions. When  they  go  into  labor,  vaginal  ex- 
aminations should,  if  possible,  be  omitted  until 
the  presenting  part  reaches  the  level  of  the  ischial 
spine. 

VAGINAL  BLEEDING  OR  LOW  ABDOMINAL  PAIN 

In  case  of  vaginal  bleeding  or  low,  intermittent 
abdominal  pain,  the  patient  should  go  to  bed  at 
once  and  notify  her  physician.  Vaginal  examina- 
tions should  not  be  made  except  under  aseptic 
precautions  and  after  preparations  for  the  con- 
trol of  hemorrhage  have  been  made. 

If  the  environment  does  not  permit  of  an 
aseptic  vaginal  examination  and  the  employment 
of  such  aseptic  measures  as  are  indicated  to  con- 
trol hemorrhage,  the  patient  should  be  removed 
to  a hospital,  and  preferably,  to  the  one  that  is 
nearest  her  home.  (A  vaginal  pack,  unless  prop- 
erly introduced,  usually  does  more  harm  than 
good.) 

It  is  advised  that  all  women  who  are  pregnant 
for  the  first  time  be  confined  in  a hospital,  and 
that  home  deliveries  be  limited  to  multiparae. 

— OSMJ  — 

New  State  Welfare  Program 

A three-point  program  to  relieve  overcrowded 
conditions  in  state  hospitals  will  be  submitted  to 
the  92nd  General  Assembly,  which  convenes  next 
January,  according  to  a recent  announcement  of 
Mrs.  Margaret  Allman,  state  welfare  director. 

The  program  provides: 

1.  For  the  establishment  of  a series  of 
psychiatric  clinics  throughout  the  state  in  which 
patients  committed  to  insane  institutions  by  the 
probate  courts,  would  receive  treatment  over  a 
period  not  to  exceed  90  days  with  the  hope  of 
effecting  a complete  cure. 

2.  Development  of  a probation  system  by  set- 
ting up  convalescent  homes  for  the  care  of  the 
insane,  under  the  supervision  of  trained 
psychiatrists,  at  a maximum  cost  of  $2.50  per 
person  per  day. 

3.  Elimination  of  all  seniles,  narcotic  and 
alcoholic  addicts  from  the  state’s  seven  institu- 
tions. 


STAFF  AND  INTERN  APPOINTMENTS  AT  OHIO  HOSPITALS 


STAFF  and  intern  appointments  at  St..  Vin- 
cent Charity  Hospital,  Cleveland,  have  been 
announced  as  follows: 

Dr.  C.  A.  Weber,  chief  of  staff,  Dr.  H.  H.  Shiras,  vice- 
chief : 

Dr.  F.  C.  Oldenburg,  director  of  medicine ; Dr.  H.  B. 
Wright,  director  of  surgery ; Dr.  J.  E.  Hallisy,  director  of 
laboratory ; Dr.  H.  EL  Wyand,  secretary,  and  Dr.  W.  M. 
Champion,  member -at-large. 

The  resident  physicians  for  the  same  period  are: 

Dr.  Alford  V.  Fraser,  senior  resident,  Dalhousie  Univer- 
sity ; Dr.  Sylvester  C.  Missal,  University  of  Michigan ; Dr. 
Foy  H.  Moody,  University  of  Texas,  and  Dr.  Arthur  L.  Wat- 
kins, Western  Reserve  University,  junior  residents.  Dr. 
Richard  R.  O’Tolle,  University  of  St.  Louis,  resident  for 
pediatrics,  orthopedics,  ear,  nose  and  throat,  and  Dr.  Virgil 
E.  Terrell,  Western  Reserve  University,  resident  pathologist. 
The  internes  are: 

Dr.  John  B.  Bull,  Western  Reserve  University;  Dr. 
Christopher  A.  Colombi,  Loyola  University ; Dr.  Olva  R. 
Davis,  Jr.,  University  of  Texas ; Dr.  Boyer  Elliot,  Western 
Reserve  University;  Dr.  John  A.  Hindulak,  Western  Reserve 
University;  Dr.  Wendell  Parker,  University  of  St.  Louis; 
Dr.  Bernard  Perlman,  University  of  Texas ; Dr.  Gordon  A. 
Smith,  Western  Reserve  University;  Dr.  Edward  A.  Spisak, 
Georgetown  University ; Dr.  Sam  W.  Tenney,  University  of 
Texas,  and  Dr.  H.  Dale  Underwood,  Western  Reserve  Uni- 
versity. 

5$:  :f: 

St.  John’s  Hospital,  Cleveland,  has  announced 
the  following  resident  staff  for  the  ensuing  year: 
Dr.  W.  F.  Sercl,  Dr.  M.  J.  Bishko,  Dr.  F.  J. 
Gannon  and  Dr.  A.  L.  Glomb.  Internes  appointed 
are:  Dr.  Frank  J.  O’Dea,  Georgetown  Univer- 

sity; Dr.  H.  A.  Nieman,  Ohio  State  University; 
Dr.  Charles  A.  Obert,  Western  Reserve  Univer- 
sity; Dr.  Herbert  H.  Diamond,  George  Washing- 
ton University;  Dr.  Myron  E.  Crawford  and  Dr. 
David  J.  Dugan,  both  of  St.  Louis  University. 

SjC 

Staff  appointments  at  St.  Alexis’  Hospital, 
Cleveland,  have  been  announced  as  follows: 

Residents:  Dr.  Alexander  S.  Angel,  Dr.  John  A.  Heppl, 
Dr.  Frank  M.  Natherson  and  Dr.  Sidney  Feuer. 

Internes : Dr.  Harold  J.  Barker,  Creighton  University ; 

Dr.  George  E.  Bryant,  Marquette  University ; Dr.  Bernard  P. 
Bresin  and  Dr.  Joseph  A.  Maxwell,  Ohio  State  University ; 
Dr.  Vincent  T.  Kavulic,  Georgetown  University ; Dr.  Chester 
R.  Lulenski,  University  of  Michigan;  Dr.  John  A.  Neimant, 
Tufts  College  and  Dr.  Vitus  F.  Pekarek,  St.  Louis  Uni- 
versity. 

^ 

Internes  recently  appointed  at  St.  Mary  Hos- 
pital, Cincinnati,  are: 

Dr.  John  O’Brien,  Norwood ; Dr.  Thomas  E.  Miller, 
Ironton ; Dr.  Charles  Boeckly,  Latonia ; Dr.  Constantine 
Mohan,  Norwood;  Dr.  John  Wenske,  Celina,  and  Dr.  George 
McAuliffe,  North  Vernon,  Ind.  All  except  Dr.  McAuliffe  and 
Dr.  Wenske  are  recent  graduates  of  the  University  of  Cin- 
cinnati College  of  Medicine.  Dr.  McAuliffe  graduated  from 
the  University  of  Louisville  and  Dr.  Wenske  from  Ohio 
State  University. 

5jc  S*5  # 

The  following  internes  have  been  appointed  at 
Youngstown  Hospital: 

Dr.  Barclay  M.  Brandmiller,  Jefferson  College ; Dr.  Liv- 
ingston Browning,  Western  Reserve ; Dr.  William  A.  Clark, 
Ohio  State;  Dr.  Charles  Cronick,  University  of  Pennsylvania; 
Dr.  Gabriel  De  Cicco,  Jefferson  College;  Dr.  Robert  Harey, 
University  of  Colorado;  Dr.  Ray  Miller,  Western  Reserve ; Dr. 
Daniel  McKenna,  University  of  Colorado;  Dr.  Martin  Nyarny, 
Wayne  University;  Dr.  James  Redmond,  University  of  Iowa; 
Dr.  James  Sauer,  Cincinnati;  Dr.  James  R.  Wescott,  Wis- 
consin. 

Drs.  Renner  and  John  Rogers  will  remain  as  resident 
physicians,  while  Dr.  Louis  Hall  retains  his  residency  in 
surgery. 


Six  internes  have  been  appointed  to  the  staff  of 
St.  Elizabeth’s  Hospital,  Youngstown.  They  are: 

Dr.  Andantio  D’Amore,  Ohio  State  University ; Dr.  Henry 
C.  Marsico,  St.  Louis  University;  Dr.  Stuart  Ondash,  St. 
Louis  University;  Dr.  Sylvester  J.  Raetz,  Dr.  Michael  J. 
Sunday,  and  Dr.  Benedict  Walske,  all  of  Marquette  Uni- 
versity. 

Dr.  N.  M.  Szucf  will  be  resident  physician  and  Dr.  J.  K. 
Herald,  resident  surgeon. 

* * * * 

Dr.  C.  S.  Woods,  director  of  St.  Luke’s  Hospital, 
Cleveland,  has  announced  the  following  appoint- 
ments to  the  hospital  staff  for  the  coming  year: 

Residents — Dr.  John  A.  Topinka,  surgery ; Dr.  Paul  T. 
Lambertus,  obstetrics ; Dr.  Benjamin  M.  Avellone,  oto- 
laryngology ; Dr.  Harold  Goldsmith  Pritzker,  pathology. 

Assistant  Residents — Dr.  Charles  G.  Polan,  medicine ; Dr. 
Baxter  T.  Davies,  medicine ; Dr.  Seeley  N.  Grey,  surgery ; 
Dr.  Alfred  D.  Miessner,  surgery ; Dr.  Harry  E.  Crimm,  sur- 
gery ; Dr.  Henry  E.  Baum,  obstetrics  ; Dr.  Andrew  J.  Lamb, 
Jr.,  otolaryngology;  Dr.  Alfred  S.  Craine,  pathology. 

Internes — -Drs.  Fred  W.  Alexander,  Albert  G.  Boldizer, 
John  D.  Brett,  Richard  L.  Counts,  Paul  E.  Dingle,  Deane  C. 
Epler,  Stanley  L.  Feldman,  Eugene  M.  Martin,  James  R. 
May,  Clayton  T.  Noonan,  York  N.  Pitkin,  Newton  D.  Priddy, 
Guy  F.  Robbins,  Millard  S.  Roberts,  Bernard  B.  Rosenblatt, 
George  A.  Sather  and  William  E.  Doyle,  D.  D.  S. 

H*  •!» 

Interns  recently  appointed  at  Akron  City  Hos- 
pital are: 

Roscoe  H.  Breneman  and  Layton  H.  Martin,  Ohio  State 
University;  James  W.  German  and  Stanley  Sell,  Western 
Reserve ; Freeman  Adams  and  James  W.  Agnew,  University 
of  Iowa ; Frank  Dale  Johnson,  Northwestern  University ; 
Raymond  V.  Kuhn,  University  of  Wisconsin ; Albert  Reaven, 
Rush  Medical  School ; William  J.  Slasor,  Jefferson  Medical 
College,  and  Ralph  Turner,  University  of  Kansas. 


— OSMJ  — 

Fourteenth  Edition  of  American  Medical 
Directory  Now  in  Distribution 

The  Fourteenth  Edition  of  the  American  Medi- 
cal Directory  has  been  completed  and  copies  are 
now  available  for  general  distribution. 

The  directory  consists  of  nearly  2,500  pages  of 
valuable  information.  It  contains  the  most  com- 
plete list  available  of  the  physicians  of  the 
United  States  and  its  dependencies,  and  of 
Canada. 

Under  each  state  is  also  published  the  medical 
practice  act;  members  of  the  board  of  medical 
examiners;  state,  county  and  city  health  officers; 
officers  of  the  state,  district  and  county  medical 
societies  and  a list  of  hospitals,  sanatoriums  and 
related  institutions. 

New  features  in  the  directory  are  a list  of 
American  physicians  temporarily  located  in  for- 
eign countries,  and  a key  letter  showing  that  a 
physician  has  been  certified  as  a specialist  by  an 
approved  examining  board. 

The  1936  edition  lists  165,163  physicians  in  the 
United  States  as  compared  with  161,359  in  1934. 
Ohio  physicians  numbering  8,907  are  listed,  an  in- 
crease of  138  since  1934. 
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SOME  OF  THE  IMPORTANT  QUESTIONS  ALL  PHYSICIANS  SHOULD 
DISCUSS  WITH  CANDIDATES  BETWEEN  NOW  AND  NOVEMBER  3 


Dear  Doctor : 

In  the  July  issue  of  The  Journal  the  writer  urged  members  of  the  Ohio  State 
Medical  Association  to  take  an  active  part  in  the  present  political  campaign  which 
will  end  with  the  General  Election,  November  3. 

Interviews  with  candidates  for  public  offices — local,  state,  and  national — were 
suggested.  Checkups  on  the  qualifications  and  attitudes  of  all  candidates  were  urged. 

National,  state,  and  local  issues  must,  of  course,  be  considered  when  candidates 
are  seen  and  the  viewpoint  of  the  medical  profession  presented. 

What  are  some  of  the  issues  in  wffiich  all  physicians  have  a stake?  What  are 
some  of  the  questions  you  should  ask  candidates. 

It  is  suggested  that  you  discuss  the  following  questions  in  particular  with  can- 
didates and  secure  their  reactions  to  them: 

1.  Evils  of  compulsory  sickness  insurance  schemes,  state  or  national,  and  similar 
forms  of  state  medicine. 

2.  Continuance  in  Ohio  of  effective  and  adequately-financed  public  health  ad- 
ministration, a proper  and  necessary  function  of  government  but  one  which 
should  be  confined  solely  to  the  prevention  and  control  of  disease  and  educa- 
tion of  the  public  with  respect  to  health  and  medical  problems. 

3.  Preservation  of  the  present  Ohio  public  health  laws  with  their  safeguards 
to  public  health  and  for  elevation  of  personnel  standards  in  official  public 
health  activities. 

4.  Maintaining  high  standards  in  medical  education  and  medical  practice  in  Ohio 
to  protect  the  health  and  welfare  of  Ohio  citizens: 

(a)  Through  defeat  of  proposals  sponsored  by  anti-medical  groups  and  cul- 
tists  to  hinder  the  advancement  of  scientific  medicine  and  distribution 
of  its  benefits  to  all  Ohio  citizens. 

(b)  Through  defeat  of  proposals  promoted  by  groups  of  limited  practitioners 
and  cultists  to  weaken  the  Ohio  Medical  Practice  Act  and  cripple  its 
administrative  features. 

(c)  Through  enactment  of  only  constructive  measures  pertaining  to  public 
health,  medical  education  and  medical  practice,  i.  e.,  those  having  the 
support  and  approval  of  the  medical  profession. 

5.  Requiring  all  who  profess  or  endeavor  to  practice  the  healing  arts  to  prove 
their  qualifications  and  meet  present  educational  and  legal  requirements  pro- 
vided for  in  the  Ohio  Medical  Practice  Act. 

6.  Revision  of  the  Ohio  poor  relief  system  to  establish  definite  local  responsi- 
bility in  administration  and  provide  sufficient  funds  to  furnish  necessary 
relief,  including  medical  care,  for  Ohio’s  indigent  and  needy. 

7.  Keeping  public  health  administration  and  public  welfare  administration 
separate  and  distinct  functions  of  government. 

8.  Necessity  of  economy  in  national,  state,  and  local  government  and  elimina- 
tion of  unnecessary  and  wasteful  governmental  activities  so  that  the  tax 
burden  can  be  reduced. 

9.  Desirability  of  decentralization  of  governmental  administration,  in  the  state 
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and  nation,  through  restoration  of  responsibilties  and  administrative  duties 
to  local  units. 

10.  Dangers  of  experimentation  with  the  Ohio  Workmen's  Compensation  Act  and 
necessity  of  confining  amendments  to  those  which  have  been  given  the 
most  careful  consideration  and  agreed  upon  by  all  who  are  sincerely  in- 
terested in  the  principles  of  workmen’s  compensation  and  are  qualified  to 
oifer  constructive  advice. 

11.  Value  of  securing  at  all  times  the  advice  and  counsel  of  competent  members 
of  the  medical  profession  on  medical  and  public  health  questions. 

In  my  opinion  it  is  proper  for  every  physician  to  ask  all  candidates  any  or  all 
of  the  foregoing  questions  and  to  expect  unqualified  answers. 

It  is  hoped  that  each  candidate  interrogated  will  be  as  courageous  and  definite 
in  answering  as  one  distinguished  candidate  for  a high  public  office  was  recently 
when  he  declared: 

“From  the  earliest  days  the  general  practitioner  in  America  was,  first  of  all, 
an  individualist.  The  circumstances  of  his  work  made  him  that;  but  it  was  a 
fortunate  situation  for  the  people  who  needed  medical  care.  It  meant  that  they 
could  have  personal  ministration,  that  there  was  an  intimate  relationship  between 
physician  and  patient  and  that  the  sufferer  became  at  once,  and  remained,  the  object 
of  very  special  attention. 

“Down  to  the  present  day  American  medicine  has  continued  to  be  primarily  in- 
dividualistic. It  is  chiefly  on  that  basis  that  it  is  to  be  distinguished  from  medicine 
in  many  foreign  countries.  I know  very  well  the  arguments  for  an  extension  of  the 
best  of  medical  service  to  all  groups  of  the  American  people.  It  is  a worthy  cause. 
It  is  enlisting  the  attention  of  the  best  brains  of  your  profession.  I have  confidence 
that  you  will  work  it  out. 

“But  medicine  will  not  willingly  be  made  the  servile  instrument  of  politicians 
or  the  instrument  of  domineering  bureaucracy.  I predict  that  the  typical  American 
physician  and  organized  medicine  as  a whole  will  at  no  time  be  ready  for  any  scheme 
of  regimentation,  for  any  system  of  impersonalized  medicine  which  is  totally  alien 
to  the  best  traditions  of  the  American  practitioner  and  of  the  profession  as  a whole. 

“The  American  practitioner  will  not  be  a party  to  destruction  of  that  individual, 
personal  service  which  has  been  the  occasion  of  a special  and  justifiable  pride. 
Whatever  further  advances  are  made  in  the  broadening  of  medical  service — and  there 
will  be  an  abundance  of  them — will  be  made,  so  far  as  he  is  concerned,  in  accordance 
with  the  fundamental  conditions  of  previous  achievements.” 

R.  R.  Hendershott,  M.D.,  President 


WPA  Medical  Forms  Should  Be  Sent  to 
Local  Supervisors 

Payment  of  many  physician’s  vouchers  for 
medical  treatment  of  injured  WPA  employes  is 
being  delayed,  according  to  a recent  announce- 
ment of  the  U.  S.  Employes’  Compensation  Com- 
mission, because  the  physicians  are  sending  forms 
CA-16,  CA-17  and  S-69  direct  to  the  Commission 
at  Washington,  D.  C.,  instead  of  to  the  district 
WPA  office. 

A list  of  the  district  WPA  offices  in  Ohio  and 
the  complete  rules  and  regulations  governing 
medical  care  of  WPA  injured  workmen  was  pub- 
lished in  the  September,  1935,  issue  of  The  Ohio 
State.  Medical  Journal,  pages  700-703. 

Payment  of  fee  bills  will  be  expedited  if  physi- 
cians will  follow  the  procedure  outlined  by  the 
Commission. 


School  Work  for  Alumni 

One  of  the  features  of  the  110th  commencement 
week  program  at  Western  Reserve  University, 
was  a “continuation  conference”,  June  9,  for 
alumni  of  the  School  of  Medicine.  Lectures  and 
demonstrations  were  given  in  amphitheaters  of 
Lakeside,  Maternity  and  Babies’  and  Children’s 
Hospitals.  Speakers  included  Drs.  Lawrence  A. 
Pomeroy,  Harold  Feil,  Argyl  J.  Beams,  E.  F. 
Bright,  Claude  S.  Beck,  Carl  H.  Lenhart,  H.  A. 
Williams,  R.  A.  Shipley,  R.  O.  Egeberg,  Joseph 
M.  Hayman,  J.  L.  Reycraft,  Paul  Gyorgy,  J. 
E.  McClelland  and  Henry  J.  Gerstenberger. 

— OSM  J — 

Columbus — Dr.  John  Dudley  Dunham  has  been 
appointed  a member  of  the  city  board  of  health, 
succeeding  the  late  Dr.  Wells  Teachnor,  Sr. 


APPLIED  MEDICAL  ETHICS 

By  SIDNEY  McCURDY,  M.D., 

Medical  Supervisor,  State  Industrial  Commission 


IT  would  appear  that  medical  ethics  have  stood 
the  test  of  generations,  and  today  rank  per- 
haps the  highest  when  compared  with  those 
of  other  groups. 

It  is  true  that  their  interpretation  is  individual, 
but  the  principles  for  guidance  are  still  embodied 
in  the  Oath  of  Hippocrates  written  over  200  years 
ago. 

In  those  days  huge  impersonal  organizations 
did  not  exist  and,  therefore,  personal  medical  con- 
duct had  no  mass  problems  to  deal  with.  It  is 
also  manifest  that  a standard  of  ethics  dictated 
by  a mass  of  people  is  not  arrived  at  by  the  same 
reasoning  process  as  is  used  by  these  same  per- 
sons individually.  It  is  evident  that  when  these 
two  principles  meet,  the  better  one  must  hold  fast 
to  its  ideals,  or  be  relegated  to  another  position  in 
the  social  code. 

It  is  at  this  point  that  a confusion  of  profes- 
sional adaptation  arises,  on  the  one  hand  loyalty 
to  one’s  professional  group  and  its  ideals  and,  on 
the  other  hand,  economic  necessity  dictating  a 
compromise  with  medical  principles. 

MEDICINE  AND  INDUSTRY 
The  field  is  open  to  the  inspection  of  all,  but  for 
me  the  point  of  acute  mental  struggle  will  be 
found  in  the  adaptation  of  medicine  to  industry 
and  government. 

Industry  primarily  exists  for  profit,  and  admits 
it.  Politics  are  ruled  by  expediency.  The  medical 
profession  has  always  emphasized  service  and 
personal  service  at  that. 

Industry  extols  mass  production  methods  and 
uses  medical  services  whenever  they  are  needed. 
Thus,  the  inevitable  conflict  arises  between  ideals. 

Industry  does  never  openly  ask  medical  asso- 
ciates to  compromise  with  their  ideals  but  some 
may  by  their  nature  and  principles  create  a con- 
dition dangerous  to  good  medical  work.  I cite  a 
few  examples  for  you  to  think  about. 

The  cost  sheet  of  a medical  department  may  be 
placed  so  low,  and  it  has  been  done  by  some,  that 
service  is  curtailed  below  known  medical  stand- 
ards. The  lack  of  personnel  or  material  equip- 
ment, satisfactory  for  good  medical  results,  can- 
not be  obtained. 

If  untrained  people  remove  foreign  bodies  from 
eyes  and  treat  them  until  either  they  are  well  or 
they  require  the  ability  of  a trained  eye  man, 
then  it  is  not  good  medical  treatment.  Some  in- 
dustries, to  cheapen  their  cost,  use  the  plant  nurse 
as  a physician,  asking  her  to  assume  a responsi- 
bility for  diagnosis  and  treatment  beyond  her 
legal  rights  and  knowledge. 


These  industries  cannot  be  excused  for  their 
medical  results  because  of  such  a system  nor  can 
the  plant  physician  get  rid  of  his  personal  re- 
sponsibility if  he  sponsors  such  treatment.  In- 
dustry should  not  assume  the  right  for  saying 
when  a man  can  return  to  work  after  an  injury, 
for  that  is  the  prerogative  of  the  medical  attend- 
ant. Claim,  legal  or  efficiency  men  should  not  be 
the  judge  of  the  quality  of  medical  attention.  In- 
dustry cannot  legally  practice  medicine  as  a pro- 
fession. An  industrial  surgeon  cannot  escape  his 
personal  responsibility  to  industries’  patient. 

Many  part-  and  full-time  industrial  medical 
men,  by  silent  consent,  are  indifferent  to  this 
violation  of  a fundamental  principle  of  the  Hip- 
pocratic Oath  when  it  says,  “I  will  follow  that 
method  of  treatment  which,  according  to  my 
ability  and  judgment,  I consider  for  the  benefit  of 
my  patients,  and  abstain  from  whatever  is  dele- 
terious and  mischievous.” 

MEDICINE  AND  GOVERNMENT 

Again  we  find  the  profession  associated  with 
government  whenever  government  employs  its 
service. 

I am  interested  in  the  relationship  of  profes- 
sional services  with  workmen’s  compensation.  I 
see  no  reason  why  fine  personal  medical  relations 
should  change  just  because  your  patient  becomes 
our  claimant. 

There  now  enters  a civic  duty  to  support  the 
principles  evolved  by  government  for  the  mone- 
tary, as  well  as  medical,  aid  to  an  injured  work- 
man. 

Our  aims  are  identical.  The  profession  is  try- 
ing to  assist  medically,  and  the  state  is  trying  to 
aid  us  to  obtain  our  results  by  financial  backing, 
so  that  the  patient  may  have  the  material  things 
so  necessary  for  recovery. 

The  law  requires  that  certain  monies  shall  be 
paid  to  a person  injured  within  the  meaning  of 
the  Act  and  specifies  that  adequate  medical  at- 
tention be  furnished  by  the  State  Industrial  Com- 
mission. It  does  not  say  how,  but  leaves  the  de- 
tails to  its  judgment. 

The  earlier  commissioners,  in  their  wisdom, 
decreed  that  medical  cost  should  be  paid  directly 
to  those  rendering  the  service  instead  of  to  the 
claimant  and  he  in  turn  to  pay  the  bill.  You 
know  as  well  as>  I what  would  happen  if  the  latter 
method  had  been  pursued. 

This  ruling  contemplated  that  the  medical  at- 
tendant should  receive  directly  his  pay  for  his 
service  but  it  did  not  anticipate  that  some  in- 
dustries would  pay  a fixed  salary  and  the  physi- 
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cian  would  endorse  the  checks  over  to  the  com- 
pany. Sometimes  these  checks  are  in  excess  of 
the  salary  paid.  Such  a system  is  detrimental  to 
the  best  interest  of  the  medical  profession  since 
it  may  easily  become  a subtle  method  of  contract 
bidding  and  of  fee  splitting  or  the  holding  of  a 
job,  and  as  easily  could  lead  to  dishonest  bills  for 
services  rendered.  The  practice  of  rebating  in- 
dustry is  not  medically  ethical. 

PRIVATE  AND  CIVIC  DUTIES 

Your  private  and  civic  duties  are  intimately 
associated.  As  a personal  private  physician  to 
your  patient,  it  is  your  duty  to  cure  him  in  the 
best  manner  possible  and  your  duty  to  him  and 
the  state  is  to  return  him  to  work  in  the  shortest 
time  possible  commensurate  with  his  injury. 
Fairness  to  the  state  does  not  always  allow  the 
patient  to  dictate  the  length  of  time  of  his  dis- 
ability as  it  may  be  advantageous  to  him  finan- 
cially to  do  so  unfairly.  It  becomes  a civic  duty 
and  in  accordance  with  medical  ethics,  therefore, 
to  truly  determine  the  amount  of  permanent  dis- 
ability caused  by  an  accident. 

Long  after  you  have  ceased  to  treat  your  pa- 
tient, in  many  instances  the  Commission  pays  for 
a disability  in  addition  to  monies  paid  for  the 
actual  time  lost  from  work.  These  permanent 
disabilities  are  made  from  the  reports  of  medical 
men  and  their  written  opinion,  and  if  the  report 
is  wrong,  very  often  the  findings  of  the  Com- 
mission may  not  be  correct.  One  should  not  blame 
the  Commission  when  they  make  a mistake  if  the 
people  who  should  have  furnished  the  informa- 
tion did  not  furnish  it  properly  and  correctly. 

The  principle  of  workmen’s  compensation  was 
founded  for  your  patient,  our  claimant,  and  I be- 
lieve it  to  be  a right  and  a proper  function  of 
government.  It  was  designed  to  care  for  those 
suffering  from  accidents,  arising  from  and  in  the 
course  of  employment.  It  was  not  created  as  a 
modern  social  service  bureau  and  with  its  present 
financial  arrangements  cannot  function  as  such. 
Whether  it  shall  continue  to  relieve  suffering 
from  accidents  or  not  is  to  a great  degree  in  the 
hands  of  the  medical  profession. 

In  conclusion,  may  I say,  that  I am  writing  my 
own  thoughts  at  the  time  that  I think  them.  I 
am  writing  as  one  of  you  and  not  as  one  in  au- 
thority or  in  my  official  capacity.  The  medical 
profession  has  always  adapted  itself  to  meet  the 
problems  of  progress  and  I feel  certain  that  it 
will  meet  these  problems  of  industry  and  govern- 
ment in  an  ethical  manner  whenever  and  where- 
ever  they  may  arise. 

— OSM  J — 

Oxford — The  Oxford  Retreat,  an  institution  for 
the  treatment  of  nervous  and  mental  cases  since 
1882,  has  disposed  of  its  property  to  Miami  Uni- 
versity. 


Do  You  Know  — 

THAT  the  State  Department  of  Health,  in 
cooperation  with  the  United  States  Public 
Health  Service,  is  planning  to  start  an 
educational  program  in  Ohio,  among  physicians 
and  the  public  with  the  hope  of  controlling  the 
spread  of  venereal  diseases? 

One  of  the  principal  requirements  for  the  suc- 
cess of  this  public  health  project  is  that  physi- 
cians report  cases  of  venereal  diseases  as  re- 
quired by  law. 

It  is  quite  apparent  that  many  cases  have  not 
been  reported  in  the  past.  During  the  year  1935 
the  following  cases  of  venereal  disease  in  Ohio 
were  reported  to  the  State  Department  of  Health : 
Syphilis,  7,325;  gonorrhea,  2,847  and  chancroid, 
125.  These  figures  represent  only  a small  per- 
centage of  the  actual  number  of  cases  that  oc- 
curred during  the  year,  according  to  officials  of 
the  department. 

Any  physician  who  makes  a diagnosis  in  or 
treats  a case  known  to  be,  or  reasonably  suspected 
of  being  a venereal  disease  and  every  superin- 
tendent or  manager  of  a public  or  private  hos- 
pital, dispensary,  charitable  or  penal  institution 
in  which  there  is  a known  or  suspected  case  of 
venereal  disease,  is  required  by  the  Ohio  Sani- 
tary Code  to  report  such  case  to  the  health  com- 
missioner of  the  district  in  which  the  patient  re- 
sides. 

Cases  should  be  reported  within  12  hours  on 
the  form  prescribed  by  the  State  Department  of 
Health,  and  may  be  made  by  name,  initial  or 
serial  number.  Persons  making  such  reports 
should  keep  a record  whereby  cases  reported  by 
initials  or  serial  number  may  be  identified. 

All  reports  of  venereal  diseases  filed  with  the 
State  Department  of  Health  are  kept  confidential, 
and  can  be  released  only  by  permission  of  the 
patient,  attending  physician  or  by  court  order. 

In  order  to  assist  physicians  in  the  control  of 
syphilis  among  the  indigent,  the  State  Depart- 
ment of  Health  will  furnish  neoarsphenamine  or 
bismuth  free  for  the  treatment  of  indigent  pa- 
tients. Private  physicians  must  requisition  these 
arsenicals  through  the  local  health  commissioner. 

Facilities  of  the  state  laboratory  also  are  avail- 
able to  private  physicians  in  the  treatment  of 
indigent  venereal  disease  patients. 

— OSM  J — 

Waggoner  Appointment  Confirmed 

The  appointment  of  Dr.  Chester  W.  Waggoner, 
Toledo,  to  the  State  Medical  Board,  for  a seven- 
year  term  ending  March  18,  1943,  was  confirmed 
by  the  Ohio  Senate  on  July  16. 


ECONOMICS-PROFESSIONAL  RELATIONS 
ORGANIZATION  PROBLEMS 


Every  member  of  the  State  Association  should 
read  carefully  the  “Do  You  Know”  published  in 
this  issue  of  The  Journal. 

• It  outlines  the 

The  Venereal  Disease  legal  and  profes- 
, sional  responsibili- 

Problem  and  the  .ties  of  the  physi- 

Private  Physician  cian  with  respect 

to  the  control  and 
prevention  of  venereal  diseases. 

None  can  deny  that  this  question  has  become 
one  of  the  most  serious  medical  and  public  health 
problems  of  the  nation.  It  is  a problem  which 
must  be  met  by  educational  campaigns  and 
greater  diligence  on  the  part  of  the  medical  pro- 
fession. 

A survey  of  the  records  of  the  Division  of  Com- 
municable Diseases,  State  Department  of  Health, 
reveals  that  many  Ohio  physicians  are  exceed- 
ingly lax  in  cooperating  with  public  health 
officials  in  attempting  to  control  this  critical 
health  problem. 

The  chief  complaint  is  that  physicians  are  not 
reporting  cases  of  venereal  diseases  diagnosed 
and  treated  to  their  local  health  commissioners  so 
that  proper  and  effective  control  programs  can  be 
initiated  and  worth-while  statistics  assembled  to 
serve  as  a basis  for  preventive  measures  and  edu- 
cational work. 

By  law,  a physician  is  required  to  report  all 
cases  of  venereal  diseases  seen.  Of  course,  strict 
enforcement  of  this  requirement  would  be  difficult 
and  probably  unwise.  Nevertheless,  the  intent  and 
spirit  of  the  law  should  be  lived  up  to  by  physi- 
cians for  only  through  the  cooperation  of  the 
medical  profession  can  this  problem  be  controlled. 

It  is  not  necessary  that  a physician  use  names 
in  making  his  official  reports.  Key  letters  or  num- 
bers! may  be  used  and  the  original  case  reports  re- 
tained in  the  physician’s  files  for  future  reference. 
In  this  manner  the  confidential  relationship  be- 
tween physician  and  patient  can  be  safeguarded 
but  at  the  same  time,  valuable  data  can  be  made 
available  to  public  health  officials. 

This  is  not  a question  which  can  be  answered 
with  a shrug  of  the  shoulders.  The  medical  pro- 
fession is  obligated  to  use  the  weapons  of  modern 
scientific  medicine  in  combating  this  public 
health  menace.  It  is  a program  in  which  physi- 
cians in  private  practice  must  play  the  leading 
part,  by  rendering  competent  service  and  supply- 
ing data  as  a basis  for  prevention  and  control. 

If  they  don’t,  the  hazard  will  become  more 
serious  and  eventually  such  an  expansion  of 


government-operated  clinics  will  result  that  the 
private  practitioners  will  be  excluded  from  the 
picture.  This  should  not  happen.  It  can  be  pre- 
vented if  all  physicians  will  give  this  problem  the 
consideration  it  deserves. 


The  most  powerful  agency  in  the  world  is  a 
valid  idea. — H.  A.  Overstreet. 


As  a supplement  to  this  issue  of  The  Journal 
will  be  found  a report  of  the  Special  Committee 
on  Revision  of  the  Constitution  and  By-Laws  of 

the  State  Asso- 

Report  of  Committee  on  ciation,  which  will 
^ . . 7 • • be  submitted  to 

Constitutional  Revision  the  House  of  Del_ 

Merits  Careful  Study  egates  at  the 

Cleveland  Annual 
Meeting,  October  7,  8,  and  9,  1936,  for  considera- 
tion and  action. 

Every  member  should  read  this  supplement  for 
several  reasons:  First,  so  he  can  offer  comments 
and  suggestions  concerning  it  to  his  local  dele- 
gate or  delegates;  second,  so  he  will  have  a better 
understanding  of  the  basic  law  of  medical  or- 
ganization in  Ohio. 

The  special  committee  worked  long  and  faith- 
fully and  made  a conscientious  effort  to  improve, 
strengthen,  and  modernize  the  Constitution  and 
By-Laws  of  the  State  Association  through  recodi- 
fication and  suggested  amendments.  The  work  of 
the  committee  as  exemplified  in  its  report  de- 
serves the  earnest  consideration  of  the  member- 
ship— -especially  members  of  the  House  of  Dele- 
gates who  will  be  called  upon  to  pass  on  the 
recommendations  of  the  committee. 


No  matter  what  your  task  in  life  may  be,  make 
your  trade-mark  excellence,  and  let  your  work 
prove  it. — George  Washington. 


Effective  July  1,  the  State  Department  of 
Health  inaugurated  a comprehensive  system  of 
securing  monthly  reports  from  all  county,  and 

city  health  com- 

Checkup  on  Relationship  missioners 

Betiveen  Health  Officials  ^ "hoped  toTb- 

and  Medical  Societies  tain  a larger 

amount  of  valu- 
able data  regarding  the  health  conditions  of  Ohio 
communities  and  the  activities  of  the  various 
local  health  departments. 

Careful  analysis  of  the  report  blanks  indicates 
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that  the  policy  of  the  State  Department  of  Health 
is  to  maintain  a cooperative  relationship  with 
medical  organization  on  all  public  health  ac- 
tivities and  to  secure  the  counsel  of  the  medical 
profession  at  all  times. 

Page  1 of  the  report  carries  this  significant 
statement: 

“It  is  understood  that  all  items  listed  in  this 
report  are  in  harmony  with  the  policies  of  the 
local  medical  society.  Any  activities  not  in  such 
accord,  mark  with  asterisk.” 

Among  the  questions  the  local  health  commis- 
sioner is  expected  to  answer  are  the  following: 

“Are  you  cooperating  with  your  medical  or- 
ganization?” 

“Does  medical  organization  cooperate  with 
you?” 

“Did  you  attend  regular  meetings  of  medical 
organization  during  past  month?  If  answer  is 
‘no’,  please  state  reason  under  remarks.” 

“Has  local  medical  organization  a public  health 
committee?” 

“Does  it  function?” 

These  are  pertinent  questions.  They  should 
have  the  effect  of  stimulating  more  harmony  be- 
tween local  health  departments  and  local  medical 
societies. 

It  is  hoped  that  all  local  medical  societies  will 
uphold  their  end  of  what  should  be  a cooperative 
enterprise — in  fact,  must  be,  if  adequate  and 
effective  public  health  work  is  to  be  carried  on. 


Mr.  James  Rorty,  whoever  he  is,  is  writing  a 
series  of  articles  in  The  Nation  on  the  American 
Medical  Association.  His  first,  “The  Case  of  John 
A.  Kingsbury”,  (June  24),  severely  crticizes  the 
A.M.A.  for  having  helped  in  giving  that  gentle- 
man such  a sound  and  well-deserved  spanking.  It 
should  be  read,  especially  by  those  who  are  skep- 
tical of  the  strength  and  influence  of  medical 
organization. 


The  fact  that  petitions  are  now  being  circulated 
t'o  secure  sufficient  signatures  for  placing  on  the 
ballot  in  November  a proposal  to  repeal  the  sales 

tax  on  food  should 

Tax  Problems  Should  a reminder  to 

the  physicians  of 
Ohio  that  they  as 
of  Individual  Physicians  citizens  and  tax- 
payers must  give 
serious  thought  to  the  question  of  taxation  in 
general. 

Opinions  differ  with  respect  to  the  Ohio  Retail 
Sales  Tax.  Some  persons  believe  it  is  a good  law; 
others  condemn  it.  Some  persons  believe  food 
should  be  exempt;  others  that  it  should  not. 

The  policy  of  The  Journal  is  not  to  engage  in 
controversies  over  questions  which  are  not  public 
health  and  medical  in  character.  For  that  reason, 
no  opinion  is  advanced  as  to  the  propriety  of 


Receive  Serious  Study 


exempting  food  from  the  sales  tax  or  whether  or 
not  the  entire  sales  tax  act  should  be  repealed. 

However,  it  is  essential  that  the  medical  pro- 
fession be  kept  informed  on  matters  of  personal 
or  group  interest  and  the  attention  of  physicians 
called  to  the  necessity  for  reflection  on  questions 
of  importance  to  them  as  taxpayers  and  citizens. 

The  point  is  this:  Each  physician  must  study 
the  interrelated  problems  of  taxation  and  govern- 
mental expenditures.  He  must  realize  that  the 
repeal  of  one  tax  law  may  mean  the  enactment  of 
a substitute.  What  kind  of  a substitute?  He  must 
realize  that  taxes  cannot  be  reduced  unless  gov- 
ernmental costs  are  reduced.  Where  should  re- 
ductions be  made?  What  forms  of  taxation  are 
the  fairest  to  the  public  generally  and  the  easiest 
and  most  economical  to  administer? 

As  taxpayers  and  voters,  physicians  should  so 
inform  themselves  that  they  can  give  themselves 
reasonable  answers  to  the  above  questions,  and  be 
prepared  to  give  intelligent  advice  on  this  im- 
portant matter. 


The  new  State  Relief  Commission  has  moved 
from  its  one  large  room  in  the  Capitol  to  larger 
quarters  in  one  of  the  state’s  several  office  build- 
ings which  news  may  cause  a flicker  of  a smile 
to  cross  the  faces  of  those  who  remember  how  the 
old  relief  commission  started  in  one  room  with  a 
staff  of  five  and  was  occupying  an  eight-story 
building,  jammed  to  its  capacity,  when  FERA 
took  over  its  work. 


Investigation  of  the  State  Industrial  Commis- 
sion and  administration  of  the  Ohio  Workmen’s 
Compensation  Act  has  become  a favorite  indoor 

sport. 

If  s Time  to  Call  a During  the 

Halt  on  Workmens  years!  tot 

Compensation  Investigations  depa rtment 

has  been  sub- 
jected to  at  least  a half-dozen  investigations. 

The  latest  was  conducted  by  a special  commit- 
tee of  the  Ohio  Senate.  In  the  recently-released 
report  of  a special  sub-committee,  certain  divis- 
ions of  the  Commission  were  severely  criticized 
and  many  amendments  to  the  law  recommended. 

There  was  little,  if  any,  excuse  for  this  last 
investigation.  No  new  constructive  suggestions 
for  improvements  in  the  administrative  procedure 
of  the  Commission  were  made.  Much  of  the  work 
done  by  the  Bush  and  Sherrill  committees  in  their 
investigations  was  duplicated.  The  investigation 
itself  was  not  carried  on  nearly  as  efficiently  as 
the  investigations  made  by  the  Bush  and  Sherrill 
groups.  There  was  some  evidence  that  a few 
connected  with  the  latter  investigation  had  special 
axes  to  grind  and  were  motivated  by  personal 
differences  with  officials  of  the  Commission. 

It  is  time  to  call  a halt  on  investigating  the  In- 
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dustrial  Commission,  which  already  has  been  sub- 
jected to  too  many  investigations.  The  Commis- 
sion needs  to  be  let  alone  and  provided  with  suffi- 
cient time  and  funds  to  be  used  in  putting  into 
effect  changes  which  the  Commission  itself 
realizes  should  be  made. 

The  Commission  is  at  all  times  quite  willing  to 
accept  and  study  constructive  recommendations 
from  individuals  and  organizations  sincerely  in- 
terested in  the  administration  of  the  Workmen’s 
Compensation  Law.  An  investigation,  which  is 
certain  to  create  animus  and  discontent,  is  not 
necessary  to  bring  about  improvements. 

If  all  groups,  including  the  medical  profession, 
directly  interested  in  the  administration  of  the 
Workmen’s  Compensation  Act  will  give  the  Com- 
mission the  cooperation  and  assistance  it  deserves 
and  needs,  the  Commission  will  work  itself  out  of 
some  of  its  difficulties  and  do  everything  possible 
to  raise  the  standards  and  efficiency  of  adminis- 
tration. 


Unless  the  membership  of  any  organization  has 
an  understanding  of  its  policies  and  of  its  de- 
cision^, that  organization  is  in  danger  of  dry  rot, 
and  dry  rot  gets  more  organizations  than  any 
other  known  malady. — Texas  State  Journal  of 
Medicine. 


Among  items  of  proposed  legislation  which 
died  with  the  Seventy-Fourth  Congress  was  the 
so-called  Copeland  Food,  Drugs,  Device  and 

Cosmetic  Bill. 

Those  familiar  with 
the  provisions  of  the 
proposal  who  are  sin- 
cerely interested  in 
corrective  legislation 
of  this  same  general  character  are  satisfied  over 
the  demise  of  the  Copeland  Bill. 

It  is  conceded  that  there  is  present  danger  to 
the  public  from  adulterated  and  misbranded  food, 
drugs,  diagnostic  and  therapeutic  devices  and 
cosmetics.  Also,  it  is  conceded  there  should  be 
legislation  to  strengthen  the  existing  laws  and 
administrative  machinery  for  enforcement. 

However,  by  the  time  certain  commercial  in- 
terests had  finished  amending  the  original  Cope- 
land Bill  and  had  exerted  sufficient  pressure  to 
have  their  amendments  accepted  by  Congressional 
committees,  the  proposal  was  a mere  shell.  The 
enactment  of  the  bill  in  its  amended  form  would 
have  left  the  public  with  less  protection  than  it 
has  now  and  would  have  retarded  the  enactment 
of  sound  and  actually  beneficial  legislation. 

Criticism  of  the  provisions  of  the  modified  bill 
presented  by  representatives  of  the  American 
Medical  Association  had  considerable  influence 
with  members  of  Congress  and  probably  helped 
materially  to  sidetrack  the  proposal.  For  this 


medical  organization  should  not  be  criticized  but 
commended. 

The  medical  profession  is  heartily  in  favor  of 
the  enactment  of  new  and  necessary  safeguards 
against  adulterated  and  misbranded  food,  drugs, 
etc.,  and  administrative  improvements.  Neverthe- 
less, it  is  not  in  favor  of  the  enactment  of  half- 
baked,  meaningless,  even  unsound,  measures  which 
will  not  accomplish  desirable  results. 

Between  now  and  the  time  when  the  next  Con- 
gress will  convene,  a new  program  along  these 
lines  should  be  formulated.  Through  an  edu- 
cational campaign  sufficient  public  sentiment 
should  be  aroused  to  force  the  enactment  of 
proper  and  constructive  food  and  drugs  legisla- 
tion. 


On  the  continent  of  Europe  about  five-sixths  of 
all  hospital  care  is  furnished  in  hospitals  with 
salaried  medical  staffs. — Michael  M.  Davis,  Ph.D., 
Director  for  Medical  Services,  Julius  Rosenwald 
Fund.  (Modern  Hospital,  July,  1936,  issue). 


Since  it  was  announced  several  months  ago  in 
The  Journal  that  a new  occupational  disease  pro- 
gram under  the  State  Department  of  Health 

wrould  be  launched 

Character  and  Scope  in  ohio  as  a Part 

°J  Occupational  Disease  curity  Prograni}  a 

Program  Summarized  considerable  num- 
ber of  inquiries 
have  been  made  by  physicians  from  all  parts  of 
the  state  relative  to  the  scope  and  character  of 
the  program. 

The  occupational  disease  program  will  be  in 
charge  of  Dr.  Emery  R.  Hayhurst,  chief  of  the 
Division  of  Hygiene  and  Consultant  in  Occupa- 
tional Diseases,  State  Department  of  Health.  He 
will  be  assisted  by  Dr.  W.  Eugene  Masters,  Dr. 
Kenneth  D.  Smith,  C.  B.  Young,  chemical  engi- 
neer, Clayton  A.  Smucker,  chemist,  and  A.  R. 
Morrison,  technical  assistant. 

For  the  fiscal  year  July  1,  1936,  to  June  30, 
1937,  a sum  of  approximately  $33,000  will  be 
available  for  the  work  contemplated. 

In  a recent  radio  address,  Dr.  Hayhurst  dis- 
cussed this  program.  The  following  paragraphs 
from  his  address  give  some  idea  of  its  character 
and  scope: 

“The  Ohio  program  is  divided  into  immediate 
and  long-range  projects.  Among  the  former,  the 
investigation  of  the  more  urgent  or  profound  oc- 
cupational disease  cases  or  complaints  is  first  in 
order.  Here,  both  labor  and  employer-organiza- 
tion requests  will  receive  early  consideration. 
Likewise,  those  of  the  reporting  physician,  the 
given  patient,  and  the  given  plant  or  work-place, 
as  time  and  facilities  permit.  Research  and  not 
intrusive  investigation  is  to  be  the  general  char- 
acter of  the  policy  pursued.  A preliminary  survey 
wdll  be  followed  by  precision  determinations  in- 
volving medical,  chemical,  physical  and  engineer- 
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mg  aspects  as  the  indications  warrant.  In  con- 
nection with  all  studies  and  investigations,  an- 
other policy  will  be  to  proceed  without  respect  to 
any  compensation  features.  In  this  matter  we 
call  attention  to  Section  1243-3,  G.  C.,  Ohio, 
which  reads,  in  regard  to  occupational  disease  re- 
ports, ‘Reports  made  under  this  act  shall  not  be 
evidence  of  the  facts  therein  stated  in  any  action 
arising  out  of  the  disease  therein  reported’.  The 
purpose,  therefore,  of  the  new  program  is  to 
ascertain  the  relation  between  cause  and  effect, 
and  to  make  use  of  this  information  to  prevent 
further  similar  mishaps,  not  only  to  the  given 
worker,  and  in  the  given  work-place,  but  among 
all  similar  workers  in  all  similar  work-places. 

“The  long  range  projects  will  consist  of  physi- 
cal examinations  of  workers  subjected  to  promi- 
nent hazards,  such  as  dusts  and  certain  poisons, 
infections  and  physical  hazards.  Again,  surveys, 
first  of  preliminary  nature,  then  of  more  thorough 
and  technical  manner  will  be  carried  out.  The 
uncertainty  of  the  status  of  silicosis  in  the  numer- 
ous silica-using  industries  in  the  state  has  been 
selected  as  the  first  long-range  project.  The  ex- 
amination of  silica-exposed  workers,  now  or 
previously  employed,  including  X-ray  chest  ex- 
aminations, will  be  among  the  initial  procedures. 
A complete  equipment  for  stereoscopic,  fluoro- 
scopic, chemical  and  microscopic  determination  is 
to  be  provided.  Not  only  a newly  equipped  local 
laboratory  in  Columbus,  but  a special  automobile 
traveling  laboratory  with  examination  quarters 
are  now  being  set  up  for  this  purpose.” 

If  confined  to  research  and  statistical  investi- 
gations— Dr.  Hayhurst  states  that  it  will — the 
program  can  accomplish  much  good  and  provide 
factual  data  for  improvement  in  industrial  dis- 
ease safeguards  and  elimination  of  hazards. 
Proper  administration  will  be  essential  and  close 
adherence  to  sound  policies  vital.  If  the  program 
becomes  involved  in  controversies  or  any  attempt 
is  made  to  expand  its  scope  beyond  the  borders 
of  research,  it  is  doomed  to  failure. 


Nothing  is  so  galling  to  a people,  not  broken 
in  from  birth,  as  a paternal  or,  in  other  words,  a 
meddling  government,  a government  which  tells 
them  what  to  read  and  say  and  eat  and  drink  and 
wear. — Macauley. 


Spokesmen  for  medical  organization  frequently 
are  exposed  to  severe  criticism  and  embarrass- 
ment when  speaking  in  support  of  the  medical 

profession  before  lay 
groups  and  public 
agencies  when  called 
upon  to  explain  the 
irregular,  unethical 
or  unfair  economic 
practice  of  some  physician  or  group  of  physicians. 

A study  of  the  files  of  the  State  Industrial 
Commission  will  reveal  instances  where  physi- 
cians have  padded  their  bills  and  submitted  false 
data  in  an  effort  to  defraud  the  workmen’s  com- 
pensation fund. 

Records  of  Ohio  poor  relief  agencies  will  show 
instances  where  physicians  have  over-charged, 


rendered  excessive  services  and  made  unnecessary 
calls. 

At  hearings  before  legislative  committees,  the 
spokesmen  for  medical  organization  have  been 
interrogated  concerning  the  questionable  activi- 
ties of  some  physician. 

There  are  those  among  the  laity  who  have  had 
unpleasant  experiences  with  certain  members  of 
the  medical  profession  who  apparently  are  so  com- 
mercially-minded that  fairness  and  ethics  have 
been  forgotten. 

The  explanation  that  these  are  isolated  cases  is 
not  a satisfactory  answer.  The  reflection  of  un- 
ethical and  unfair  economic  practices  by  a few 
upon  the  entire  medical  profession  is  humiliating 
and  offensive.  The  conduct  of  every  practitioner 
is  rightfully  of  interest  to  his  fellow-physicians. 
If  the  standards  of  the  medical  profession  are  to 
be  maintained,  every  physician  must  be  fair  and 
honest  and  demand  that  his  colleagues  be  like- 
wise. 

Adequate  machinery  has  been  established  by 
medical  organization  to  meet  this  situation.  Local 
medical  societies  through  disciplinary  action  can 
put  an  end  to  racketeering  on  the  part  of*  a few 
members.  Indifference  to  this  problem  must  be 
overcome.  If  it  isn’t,  undesirable  supervision  from 
outside  agencies  may  result.  Laymen  are  looking 
to  medical  organization  to  correct  unethical  and 
unfair  practices.  If  medical  organization  fails, 
the  profession  will  suffer. 

— OSM  J — 

COMING  MEETINGS 

Ohio  State  Medical  Association,  Cleveland,  Oc- 
tober 7,  8,  9. 

American  Medical  Association,  Atlantic  City, 
June  7-11,  1937. 

American  Academy  of  Ophthalmology  and  Oto- 
Laryngology,  New  York,  Sept.  26-Oct.  3. 

American  Association  of  Obstetricians,  Gynec- 
ologist and  Abdominal  Surgeons,  Breton  Woods, 
N.  H.,  Sept.  14-16. 

American  College  of  Surgeons,  Philadelphia, 
Oct.  19-23. 

American  Congress  of  Physical  Therapy,  New 
York,  Sept.  7-11. 

American  Hospital  Association,  Cleveland.  Sept. 

28- Oct.  2. 

American  Public  Health  Association.  New  Or- 
leans, Oct.  20-23. 

Association  of  Military  Surgeons,  Detroit,  Oct. 

29- 31. 

First  International  Conference  on  Fever  Ther- 
apy, New  York,  Mar.  30-Apr.  2,  1937. 

Radiological  Association  of  North  America, 
Cincinnati,  Nov.  30-Dec.  4. 

Southern  Medical  Association,  Baltimore,  Md., 
Nov.  17-20. 


Unethical  and  Unfair 
Practices  By  a Few 
Damaging  To  All 


IN  MEMORIAM 


John  Ross  Reiter,  M.D.,  Canton;  Western  Re- 
serve University,  School  of  Medicine,  1907;  aged 
56;  member  of  the  Ohio  State  Medical  Association 
and  Fellow  of  the  American  Medical  Association; 
died  June  30,  of  a coronary  thrombosis.  Follow- 
ing three  years  as  resident  surgeon  at  Lakeside 
Hospital,  Cleveland,  Dr.  Beiter  had  practiced 
medicine  and  surgery  in  Canton  since  1910.  He 
was  an  enthusiastic  sportsman,  his  hobbies  in- 
cluding hunting,  fishing  and  the  collection  of 
fossils.  His  widow,  a daughter,  his  mother  and  a 
sister  survive. 

Mary  Dunn  Crane,  M.D.,  Columbus;  Woman’s  . 
Medical  College,  Cincinnati,  1893;  aged  81; 
former  member  of  the  Ohio  State  Medical  Asso- 
ciation and  the  American  Medical  Association; 
died  June  22,  of  accidental  burns.  Dr.  Crane  re- 
tired four  years  ago  after  having  been  in  active 
practice  in  Columbus  for  30  years,  following  10 
years  in  Bethel.  Dr.  Crane  was  formerly  active 
as  a lecturer  in  the  W.C.T.U.,  and  the  Prohibition 
Party.  She  is  survived  by  two  daughters  and  a 
son. 

Charles  B.  Finefrock,  M.D.,  Fort  Clinton;  Cleve- 
land College  of  Physicians  and  Surgeons,  1895; 
aged  64;  member  of  the  Ohio  State  Medical  As- 
sociation and  the  American  Medical  Association; 
died  suddenly,  July  1.  Dr.  Finefrock  had  served 
as  Ottawa  County  health  commissioner  for  16 
years.  He  was  a member  of  the  Kiwanis  Club  and 
the  Masonic  Order.  His  widow  and  two  sons  sur- 
vive. 

Thomas  James  Glenn,  M.D.,  Cincinnati;  Medical 
College  of  Cincinnati,  1908;  aged  52;  member  of 
the  Ohio  State  Medical  Association  and  the  Amer- 
ican Medical  Association;  died  June  25.  Follow- 
ing 14  years  in  general  practice  in  Covington,  Ky., 
Dr.  Glenn  opened  an  office  in  Cincinnati,  where  he 
specialized  in  pediatrics  for  15  years.  He  was  on 
the  staff  of  Good  Samaritan  Hospital  and  a mem- 
ber of  the  Knights  of  Columbus.  He  is  survived 
by  his  widow,  two  daughters,  three  sons,  his 
father,  three  brothers  and  a sister. 

Charles  Sumner  Hamilton,  M.D.,  Columbus; 
Columbus  Medical  College,  1887;  aged  73;  mem- 
ber of  the  Ohio  State  Medical  Association,  Fellow 
of  the  American  Medical  Association  and  Fellow 
of  the  American  College  of  Surgeons;  died  June 
26,  following  a heart  attack.  Dr.  Hamilton  was 
prominent  as  a surgeon  and  a teacher  in  Colum- 
bus for  nearly  50  years.  He  has  been  chief-of- 
staff  at  Mt.  Carmel  Hospital  for  many  years,  and 
was  professor  emeritus  of  surgery  at  Ohio  State 
University,  with  which  he  was  associated  actively 


for  38  years  following  his  graduation.  Dr.  Hamil- 
ton was  professor  of  clinical  surgery  at  the  old 
Starling  Medical  College  from  1892-1896,  serving 
as  dean  from  1906  to  1907.  Previously  he  was  a 
lecturer  in  anatomy  for  the  Columbus  Medical 
College  in  1889  and  1890.  From  1907  to  1914,  Dr. 
Hamilton  was  professor  of  surgery  and  chancellor 
of  Starling-Ohio  Medical  College,  and  from  1921 
to  1925  was  professor  of  surgery  in  the  College 
of  Medicine,  Ohio  State  University.  In  1917  and 
1918  he  served  as  medical  aide  to  the  Governor 
of  Ohio,  and  had  the  rank  of  major  in  the  medical 
corps  of  the  U.  S.  Army.  Kenyon  College  con- 
ferred an  honorary  L.L.D.  degree  on  Dr.  Hamilton 
in  1917.  He  was  President  of  the  Ohio  State  Medi- 
cal Association  in  1903-1904.  His  widow,  a brother 
and  a sister  survive. 

James  Ellsworth  Holmes,  M.D.,  Columbus; 
Starling  Medical  College,  Columbus,  1892;  aged 
73;  member  of  the  Ohio  State  Medical  Associa- 
tion and  the  American  Medical  Association;  died 
June  19,  of  heart  disease.  Dr.  Holmes  practiced 
in  Lithopolis  and  Agosta,  before  going  to  Colum- 
bus in  1906,  where  he  was  in  active  practice  until 
his  retirement  eight  years  ago.  He  w'as  on  the 
staff  of  Grant  Hospital,  and  a member  of  the 
First  Presbyterian  church.  He  is  survived  by  his 
widow,  three  sons,  including  Dr.  Paul  and  Dr. 
Howard  Holmes,  both  of  Toledo,  a brother,  Dr. 
Eli  S.  Holmes,  Plain  City,  and  a sister. 

Alfred  Benedictus  Lippert,  M.D.,  Sidney;  Miami 
Medical  College,  Cincinnati,  1896;  aged  61;  mem- 
ber of  the  Ohio  State  Medical  Association  and  the 
American  Medical  Association;  died  July  2.  Dr. 
Lippert  had  been  health  commissioner  of  Shelby 
County  for  three  years  and  was  a former  chief  of 
the  Division  of  Child  Hygiene  of  the  State  Depart- 
ment of  Health.  He  also  served  18  years  as  a 
medical  missionary  in  West  Africa  for  the  Presby- 
terian church. 

Edward  Payson  Morrow,  M.D.,  Canton;  Miami 
Medical  College,  Cincinnati,  1883;  aged  78;  mem- 
ber of  the  Ohio  State  Medical  Association  and 
Fellow  of  the  American  Medical  Association;  died 
April  14.  Dr.  Morrow  began  practice  in  Canton  in 
1883,  and  was  one  of  the  first  eye  and  ear  spe- 
cialists in  Ohio.  His  widow  survives. 

Edward  Joseph  Novotny,  M.D.,  Lorain;  St. 
Louis  University  School  of  Medicine,  1921;  aged 
42;  member  of  the  Ohio  State  Medical  Associa- 
tion and  the  American  Medical  Association;  died 
June  17,  following  a heart  attack  which  occurred 
while  he  was  playing  golf.  Dr.  Novotny  had  prae- 
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ticed  in  Lorain  for  16  years.  He  was  active  in 
several  lodges,  including  the  Eagles,  Lions  and 
Knights  of  Columbus  and  was  a member  of  St. 
Anthony’s  church.  Surviving  are  his  widow,  two 
sons,  his  parents,  three  brothers  and  one  sister. 

Armand  John  Prudhomme,  M.D.,  Cleveland; 
Cleveland  College  of  Physicians  and  Surgeons, 
1905;  aged  54;  member  of  the  Ohio  State  Medical 
Association  and  Fellow  of  the  American  Medical 
Association;  died  May  19,  after  a long  illness. 
Dr.  Prudhomme  practiced  on  the  west  side  of 
Cleveland  for  30  years.  He  was  a member  of  the 
visiting  staff  at  St.  Alexis  Hospital  and  for  many 
years  was  physician  to  the  Monroe  Street 
Orphanage.  He  is  survived  by  his  widow,  a son 
and  a daughter. 

Reese  Philpott,  M.D.,  Middleport;  Western  Re- 
serve University  School  of  Medicine,  1920;  aged 
44;  member  of  the  Ohio  State  Medical  Associa- 
tion and  the  American  Medical  Association;  died 
July  1.  Dr.  Philpott  formerly  practiced  in  Dela- 
ware, where  he  was  secretary  of  the  Delaware 
County  Medical  Society.  His  widow,  a sister  and 
a brother  survive. 

Lester  Dale  Rickey,  M.D.,  Columbus;  Ohio  Medi- 
cal University,  Columbus,  1903;  aged  59;  died 
July  15  of  heart  disease.  Dr.  Rickey  had  prac- 
ticed in  Columbus  10  years,  and  in  Chillicothe  for 
13  years.  He  is  survived  by  his  sister. 

Paul  Gerhardt  Sudhoff,  M.D.,  Cincinnati;  Uni- 
versity of  Cincinnati,  College  of  Medicine,  1921; 
aged  42;  died  June  9,  1936.  Dr.  Sudhoff  was  the 
first  medical  director  of  the  Hamilton  County  In- 
firmary and  Chronic  Disease  Hospital,  a post  he 
held  for  seven  years.  Ill  health  caused  his  re- 
tirement last  January.  A sister  survives  him. 

Clarence  W.  Wille,  M.D.,  Lakewood;  University 
of  Pennsylvania  School  of  Medicine,  Philadelphia, 
1897 ; aged  63 ; member  of  the  Ohio  State  Medical 
Association  and  Fellow  of  the  American  Medical 
Association;  died  July  1.  Dr.  Wille  had  been  a 
practicing  physician  in  Lakewood  and  Cleveland 
for  28  years,  following  15  years  in  the  United 
States  marine  hospital  service.  During  six  years 
of  that  service  he  was  head  of  the  Cleveland 
Marine  Hospital.  He  was  a member  of  the 
Masonic  Lodge.  Surviving  are  his  widow,  a 
daughter  and  a son — Dr.  Theodore  M.  Wille, 
Cleveland. 

James  Halladay  Williams,  M.D.,  Cincinnati; 
Medical  College  of  Ohio,  Cincinnati,  1900;  aged 
59;  died  July  12,  following  a heart  attack.  Dr. 
Williams  practiced  in  Cincinnati  until  his  retire- 
ment in  1933.  He  was  a member  of  the  Masonic 
Order.  His  widow  and  a son  survive. 

John  Wolfe,  M.D.,  Delphos;  Ohio  Medical  Uni- 
versity, Columbus,  1896;  aged  70;  former  member 
of  the  Ohio  State  Medical  Association  and  the 


American  Medical  Association;  died  July  9.  Dr. 
Wolfe  practiced  in  Darke  and  Van  Wert  counties 
before  going  to  Delphos,  where  he  had  been  for 
the  past  26  years.  He  was  a member  of  the 
Eagles,  K.  of  P.,  and  Masonic  lodges  and  the 
Methodist  Episcopal  Church.  Surviving  are  his 
widow,  a daughter,  two  sons  and  two  brothers. 

Frank  Cramer  Wright,  M.D.,  Grove  City;  Star- 
ling Medical  College,  Columbus,  1897;  aged  60; 
member  of  the  Ohio  State  Medical  Association 
and  Fellow  of  the  American  Medical  Association. 
In  addition  to  practicing  medicine  in  Grove  City 
for  nearly  40  years,  Dr.  Wright  was  active  in 
community  affairs.  He  was  the  first  president  of 
the  Chamber  of  Commerce,  former  president  of 
the  school  board  for  several  terms,  and  was 
prominent  in  the  Masonic  Order  and  the  Modern 
Woodmen  of  America.  Dr.  Wright  was  a former 
chief-of-staff  at  Mt.  Carmel  Hospital,  Columbus. 
He  is  survived  by  his  widow,  two  daughters  and 
two  sons. 

— OSMJ  — 

Part  of  Stream  Pollution  Legislation 
Before  Congress  is  Enacted 

Although  legislation  was  enacted  at  the  last 
session  of  Congress  enabling  the  New  England 
states  and  Ohio,  Pennsylvania,  West  Virginia, 
Kentucky,  Indiana,  Illinois  and  Tennessee,  to 
enter  into  state  compacts  or  agreements  for  a 
uniform  policy  on  methods  to  control  stream  pol- 
lution and  flood  prevention,  other  measures  spon- 
sored by  civic  groups,  and  public  health  officials 
for  the  abatement  of  stream  pollution  in  the  Ohio 
Valley  were  caught  in  the  legislative  jam  during 
the  closing  days  of  the  session  and  failed  to  be 
enacted. 

H.  J.  Res.  377,  known  as  the  Citron  bill,  pro- 
viding for  state  compacts  originally  referred  to 
the  New  England  states,  but1  through  the  efforts 
of  Congressmen  John  B.  Hollister  and  William  E. 
Hess,  Cincinnati,  an  amendment  was  adopted  in- 
cluding the  Ohio  Valley  states.  The  resolution 
was  approved  by  the  President,  June  8. 

H.  R.  12764,  introduced  by  Representative  Fred 
M.  Vinson,  Kentucky,  and  a companion  bill,  S.B. 
4627,  introduced  by  Senator  A.  W.  Barkley,  Ken- 
tucky, proposed  the  establishment  of  a division  of 
stream  pollution  control  in  the  United  States 
Public  Health  Service;  authorized  an  annual  ap- 
propriation of  $300,000  for  expansion  of  work  in 
the  department;  and  another  appropriation  of 
$700,000  annually  for  10  fiscal  years  for  grants- 
in-aid  to  state  health  departments  for  pollution 
control  projects. 

The  Vinson  bill  passed  the  House  but  was  not 
considered  by  the  Senate.  Although  Senator 
Barkley’s  bill  passed  the  Senate,  final  action  on 
the  measure  failed. 
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Passive  Vascular  Exercises,  by  Louis  G. 
Hermann,  M.D.,  assistant  professor  of  sur- 
gery, College  of  Medicine,  University  of  Cin- 
cinnati. Price,  $5.00.  Pp.  300,  80  illustrations. 
J.  B.  Lippincott  & Co.,  Philadelphia,  1936. 

Dr.  Hermann’s  contribution  to  the  problem  of 
peripheral  vascular  disease  covers  his  subject  in  a 
most  orderly  fashion.  In  the  preparation  of  this 
monograph  the  author  has  set  himself  a task  of 
assembling  for  the  first  time  a complete  and  de- 
tailed history  of  all  previously  reported  efforts  to 
produce  changes  in  environmental  pressure  as  a 
method  of  treatment  of  diseases  of  the  blood 
vessels. 

Following  this  review  he  leads  the  reader 
through  successive  stages  in  the  evolution  of  the 
machine  now  known  as  the  Pavaex  Unit,  along 
with  his  own  researches  in  the  clinical  application 
of  the  principle  of  alternate  negative  and  positive 
pressures.  Then  follows  a chapter  covering  “up- 
to-the-minute”  ideas  on  the  physiology  of  the 
peripheral  distribution  of  blood  and  the  effects  of 
alternation  of  environmental  air  pressure  and  of 
environmental  temperature. 

Of  great  practical  interest  is  that  section  of 
the  book  devoted  to  the  management  of  arterial 
disease.  Here  modern  treatment  measures  are 
briefly  discussed.  The  concluding  chapters  are 
devoted  to  a thorough  exposition  of  the  passive 
vascular  exercise  method  of  therapy.  Careful 
histories  illustrating  the  application  of  the  method 
and  the  clinical  results  obtained  in  the  several 
manifestations  of  disease  are  presented. 

Fassive  vascular  exercise  has  been  proven  to  be 
a valuable  adjunct  in  the  treatment  of  occlusive 
disease  of  the  arteries  and  the  author  stresses  its 
use  in  the  prevention  of  those  serious  complica- 
tions which  bring  to  the  physician  such  grave  re- 
sponsibilities. Undoubtedly  this  method  of  treat- 
ment will  find  ever-increasing  favor  and  a widen- 
ing application,  as  it  has  been  developed  upon  a 
sound  scientific  basis.  Physicians  should  be  alert 
to  its  possibilities  and  the  book  is  to  be  recom- 
mended to  those  who  wish  to  be  abreast  of  the 
field  in  the  rapidly  changing  ideas  regarding  vas- 
cular disease. — Verne  A.  Dodd,  M.D. 

Synopsis  of  Diseases  of  the  Heart  and 
Arteries,  by  George  R.  Herrmann,  professor 
of  clinical  Medicine,  University  of  Texas 
School  of  Medicine.  Price,  $4.00.  Pp.  344,  88 
illustrations,  3 color  plates.  C.  V.  Mosby  Co., 
St.  Louis,  1936. 

This  handbook,  as  the  preface  states,  has  been 
written  for  the  use  of  students  and  general  prac- 
titioners of  medicine.  The  introduction  might  well 


be  read  over  and  over  by  the  specialists  in  cardi- 
ology, because  it  emphasizes  the  importance  of 
having  an  established  basis  upon  which  one  can 
say  that  a patient  does  not  have  heart  disease,  as 
it  is  to  know  that  he  has  organic  heart  disease. 
Considerable  space  is  given  to  the  method  of  ob- 
taining a history  and  also  the  examination  of  the 
heart  patient.  All  the  important  signs  and  symp- 
toms are  discussed  from  a practical  viewpoint  and 
the  non-essentials  have  been  omitted. 

The  special  procedures  such  as  the  radio- 
graphic  and  electrocardiographic  studies  of  the 
heart  are  discussed  in  a thorough  manner  and  in 
such  a way  that  the  student  or  general  practi- 
tioner can  easily  obtain  a working  knowledge  of 
these  subjects. 

The  bulk  of  the  discussion  on  the  various  types 
of  heart  disease  follows  the  classification  of  the 
American  Heart  Association  and  thereby  empha- 
sises the  importance  of  following  this  classifica- 
tion and  of  making  a three-fold  diagnosis. 

The  drawings  throughout  this  book  are  excel- 
lent and  are  easily  understood,  especially  those 
that  show  the  various  silhouettes  of  the  ortho- 
diagram. 

The  attitude  of  the  author  is  that  of  a teacher, 
who  has  condensed  his  subject  so  that  each  line 
contains  important  information  and  in  this  man- 
ner he  has  obtained  a real  synopsis  of  the  subject. 

The  index  is  not  large  but  is  adequate  and  since 
this  is  a handbook  there  is  no  bibliography.  The 
only  criticism  that  might  be  offered  is  that  more 
space  and  discussion  be  given  to  congenital  heart 
lesions  and  the  diseases  of  the  peripheral  arteries. 
The  volume  is  ideal  for  the  purpose  intended. — 
Ray  W.  Kissane,  M.D. 

Heart  Disease  and  Tuberculosis.  S.  Adolphus 
Knopf,  M.D.  Pp.  105.  $1.25.  The  Livingston 

Press,  Livingston,  N.  Y. 

This  volume  is  a brief  up-to-date  recapitulation 
of  the  efforts  in  vogue  to  lessen  the  prevalence  of 
these  two  great  diseases.  It  deserves  at  least  one 
reading  by  every  physician  in  Ohio  no  matter 
what  his  special  interest  may  be. — Jonathan  For- 
man, M.D. 

The  Adrenals.  Arthur  Grollman,  Ph.D., 
M.D.,  associate  professor  of  pharmacology  and 
experimental  therapeutics,  Johns  Hopkins 
University  Medical  School.  $5.00.  Pp.  410. 
The  Williams  & Wilkins  Co.,  Baltimore,  Md. 

This  work  is  an  analysis  of  the  accumulated 
literature  by  one  who  has  made  contributions  to 
our  knowledge  of  these  glands.  It  will  be  con- 
sulted by  every  physician  who  wishes  to  inform 
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himself  upon  this  subject. — Jonathan  Forman, 
M.D. 

Disability  Evaluation.  Principles  of  treat- 
ment of  compensable  injuries.  Earl  D.  Mc- 
Bride, B.S.,  M.D.,  F.A.C.S.,  assistant  professor 
of  orthopedic  surgery,  University  of  Oklahoma 
School  of  Medicine.  $8.00.  Pp.  623.  J.  B.  Lip- 
pinc-ott  Co.,  Philadelphia. 

Here  is  presented  an  attempt  to  evaluate  the 
degree  of  disability  of  the  motor  structures  of  the 
human  body  as  it  relates  to  the  economic  in- 
capacity of  the  injured.  To  the  physician  called 
upon  to  make  such  interpretation  for  commissions 
and  courts,  this  book  presents  the  sound  scientific 
reasoning  to  be  used  in  making  this  evaluaion. 
Is  use  will  save  embarrassment  and  work  to 
maintain  the  good  reputation  of  our  profession 
by  avoiding  both  prejudice  and  guessing. — Jona- 
than Forman,  M.D. 

Why  Bring  That  ¥p?  A guide  to  and  from 
seasickness.  J.  F.  Montague,  M.D.  Pp.  131. 
$2.00.  Home  Health  Library,  New  York. 

A sophisticated  little  volume  which  makes 
entertaining  reading  and  would  be  a dandy 
present  to  a friend  who  is  about  to  take  a sea 
trip. — Jonathan  Forman,  M.D. 

The  True  Physician.  Wingate  M.  Johnson, 
M.D.  Pp.  158.  $1.75.  The  Macmillan  Co.,  New 
York. 

Do  you  know  an  intern  or  young  physician 
recently  located?  If  you  do,  you  can  do  him  no 
greater  service  than  to  present  him  with  a copy 
of  this  little  book.  It  is  written  by  “a  modern 
doctor  of  the  old  school”,  based  upon  his  talks  to 
members  of  the  senior  class  of  Duke  University. 
Indeed,  it  would  be  a good  thing  for  every  man 
in  active  practice  to  read  the  volume  at  least  once 
a year. — Jonathan  Forman,  M.D. 

— oSMj  — 

Excellent  Program  Presented  at  Summer 
Session  of  Eighth  District 

The  annual  summer  meeting  of  the  Eighth 
Councilor  District  held  at  Rocky  Glen  Sanatorium, 
Mc-Connellsville,  June  25,  was  attended  by  ap- 
proximately 250  physicians  and  guests. 

H.  A.  Phillips,  superintendent  of  the  sana- 
torium, welcomed  the  visitors  at  the  luncheon 
session,  at  which  Dr.  A.  H.  Smith,  Marietta,  presi- 
dent of  the  district  society,  presided.  Brief  re- 
marks were  made  by  Dr.  F.  E.  Mahla,  assistant 
director,  State  Department  of  Health;  Dr.  H.  M. 
Platter,  secretary  of  the  State  Medical  Board; 
Dr.  J.  H.  J.  Upham,  President-Elect  of  the  Amer- 
ican Medical  Association;  Dr.  E.  R.  Brush,  Zanes- 
ville, Councilor  for  the  Eighth  District;  Dr.  Jona- 


than Forman,  Editor  of  The  Ohio  State  Medical 
Journal;  Charles  S.  Nelson,  Executive  Secretary 
of  the  Ohio  State  Medical  Association;  Dr.  Louis 
Mark,  Columbus,  director  of  Rocky  Glen  Sana- 
torium, and  S.  G.  Kusworm,  Dayton. 

The  scientific  program  consisted  of  the  follow- 
ing papers:  “Medical  Problems  in  Industry”,  by 

Dr.  Sidney  McCurdy,  medical  supervisor,  State 
Industrial  Commission;  “These  Changing  Times”, 
by  Dr.  Upham;  “Silicosis”,  Dr.  Emery  R.  Hay- 
hurst,  consultant  in  occupational  diseases,  State 
Department  of  Health;  and  “Treatment  of  Gastric 
Ulcer”,  by  Dr.  Walter  R.  Griess,  Cincinnati. 

New  officers  of  the  district  society  are  Dr.  S.E. 
G.  Pedigo,  Athens,  president,  and  Dr.  J.  L.  Webb, 
Nelsonville,  secretary.  The  fall  meeting  of  the 
society  will  be  held  at  Athens. 

— OSMJ  — 

Annual  Meeting  of  Seventh  District  at 
Cadiz  is  Well  Attended 

Approximately  75  physicians  from  the  Seventh 
Councilor  District  attended  a meeting  at  the  First 
Presbyterian  Church,  Cadiz,  June  24. 

At  the  afternoon  session,  Dr.  Clyde  L.  Cummer, 
Cleveland,  spoke  on  “The  Present  Day  Diagnosis 
and  Treatment  of  Syphilis”,  and  Dr.  E.  G.  Hor- 
ton, Columbus,  discussed  “The  Modern  Trend  in 
Some  of  the  Acute  Infectious  Diseases”. 

Dr.  C.  F.  McClintic,  Moundsville,  W.  Va.,  war- 
den of  the  West  Virginia  Penitentiary,  spoke  on 
“The  Personality  of  the  Criminal”,  at  the  dinner 
meeting.  Short  talks  were  made  by  Dr.  Jonathan 
Forman,  Editor  of  The  Ohio  State  Medical  Jour- 
nal, and  Charles  S.  Nelson,  Executive  Secretary 
of  the  Ohio  State  Medical  Association. 

Arrangements  for  the  meeting  were  in  charge 
of  Dr.  C.  W.  Kirkland,  Bellaire,  Seventh  District 
Councilor,  and  A.  C.  Grove,  Jewett,  and  Dr.  W.  C. 
Wallace,  Hopedale,  president  and  secretary  re- 
spectively of  the  district  society. 

Officers  for  the  ensuing  year  are:  Dr.  Carl 

Goehring,  president,  and  Dr.  Howard  H.  Minor, 
secretary,  both  of  Steubenville. 

— OSMJ  — 

Hospital  Meals  Are  Taxable 

According  to  Opinion  No.  5726  rendered  by 
Attorney  General  John  W.  Bricker,  June  1,  meals 
served  to  hospital  patients  are  subject  to  the 
Ohio  Sales  Tax  Law,  whether  separate  charges 
are  made  for  such  meals  or  whether  the  charges 
therefor  are  included  in  the  total  of  several  bills 
for  services  rendered  by  the  hospital  to  patients. 
This  does  not  apply  to  food  furnished  to  sisters, 
deaconesses  and  to  others  serving  as  nurses  in 
the  hospital,  where  no  charges  therefor  are  made 
or  paid. 


August,  1936 


County  Societies’  Activities 


77 


DIARRHEA 

“the  commonest  ailment  of  infants 
in  the  summer  months” 

(HOLT  AND  McINTOSH:  HOLT’S  DISEASES  OF  INFANCY  AND  CHILDHOOD,  1933) 

One  of  the  outstanding  features  of  DEXTRI-MALTOSE  is 
that  it  is  almost  unanimously  preferred  as  the  carbohydrate 
in  the  management  of  infantile  diarrhea. 

> fS§Sj.  Maine  M.  A.  l2:152-lo8.  Jan 


wdf2okeyd  ^ the  form  of 

f handled  without  trouble  U)Ual,y 

■*s7iZtasome« lhe 

■d^dkfn 


*4-  _JJL,  'Mil  ill'll^ 

ab,ie  to7ede7>'«UreT  ft*  ^^Prote 


f to  feer  r Ures.  Th  c*e  u senfnr°te 

food  co  the  mfir!.he  Sreat  l?/ butte 
- ' milk  a/?'n'n£ l2cxlW,th  fermdVantae 


toTh'elSf  ,f  r »r  » „„ 

j ■ « * aTz’ji 

Vely  Zr^°« 

M&hbr-1 ?.'v  maltoc 


SERIOUSNESS 
OF  DIARRHEA 

There  is  a widespread  opinion  that, 
thanks  to  improved  sanitation,  in- 
fantile diarrhea  is  no  longer  of  se- 
rious aspect.  But  Holt  and  McIn- 
tosh declare  that  diarrhea  “is  still 
a problem  of  the  foremost  impor- 
tance, producing  a number  of 
deaths  each  year.  ...”  Because  de- 
hydration is  so  often  an  insidious 
development  even  in  mild  cases, 
prompt  and  effective  treatment  is 
vital.  Little  states  (Canad.  Med.  A. 
J.  13:  803,  1923),  “There  are  cases 
on  record  where  death  has  taken 
place  within  24  hours  of  the  time 
of  onset  of  the  first  symptoms.” 
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Just  as  DEXTRI-MALTOSE  is  a carbohydrate  modifier  of  choice,  so  is  CASES  (calcium  caseinate)  an  accepted 
protein  modifier.  Cases  is  of  special  value  for  (1)  colic  and  loose  green  stools  in  breast-fed  infants,  (2) 
fermentative  diarrhea  in  bottle-fed  infants,  (3)  prematures,  (4)  marasmus,  (5)  celiac  disease. 

MEAD  JOHNSON  & CO.,  EVANSVILLE,  IND.,  U.S.A. 


When  requesting  samples  of  Dextri-Maltose,  please  enclose  professional  card  to  cooperate  in  preventing  their  reaching 

unauthorized  persons. 


ACTIVITIES  OF  COUNTY  SOCIETIES 


FIRST  DISTRICT 

(COUNCILOR:  PARKE  G.  SMITH,  M.D.,  CINCINNATI) 

CLERMONT 

A meeting  of  the  Clermont  County  Medical  So- 
ciety was  held  at  the  home  of  Dr.  J.  M.  Coleman, 
Loveland,  June  17.  Dr.  Henry  S.  Leonard,  In- 
dianapolis, discussed  “Gall  Bladder  Diseases”. — 

THIRD  DISTRICT 

(COUNCILOR:  O.  P.  KLOTZ,  M.D.,  FINDLAY) 

SENECA 

Dr.  Lewis  R.  Carr  and  Dr.  Stanley  D.  Giffin, 
Toledo,  were  guest  speakers  at  the  annual  dinner 
meeting  of  the  Seneca  County  Medical  Society, 
June  25,  at  the  Fostoria  Country  Club.  A golf 
tournament  preceded  the  meeting. — News  clip- 
ping. 

FOURTH  DISTRICT 

(COUNCILOR:  B.  J.  HEIN,  M.D.,  TOLEDO) 

OTTAWA 

The  annual  banquet  of  the  Ottawa  County 
Medical  Society  was  held  at  Oak  Harbor,  June 
11.  Dr.  W.  A.  Neill,  Toledo,  was  guest  speaker. — 
News  clipping. 

WOOD 

An  interesting  discussion  of  “The  Management 
of  Gastric  Disorders”,  was  presented  by  Dr.  H. 
F.  Howe,  Toledo,  at  a meeting  of  the  Wood 
County  Medical  Society  at  Bowling  Green,  June 
17. — H.  J.  Powell,  M.D.,  corresponding  secretary. 

FIFTH  DISTRICT 

(COUNCILOR:  A.  A.  JENKINS,  M.D.,  CLEVELAND) 

GEAUGA 

The  Geauga  County  Medical  Society  began  its 
Spring  meetings  on  May  6 at  Burton,  with  a re- 
port of  the  Mid-Year  Organization  Conference 
held  at  Columbus,  April  26.  Dr.  John  P.  Tucker, 
Cleveland,  discussed  “Deficiency  Diseases”,  par- 
ticularly dietetic  causes  of  disease  deficiencies,  at 
a meeting  on  May  27.  On  July  1,  Dr.  Joyce  I. 
Hartman,  Cleveland,  spoke  on  “Feeding  the  In- 
fant”. All  three  meetings  were  very  interesting 
and  profitable. — Isa  Teed  Cramton,  M.D.,  secre- 
tary. 

SEVENTH  DISTRICT 

(COUNCILOR:  C.  W.  KIRKLAND,  BELLAIRE) 

CARROLL 

Dr.  P.  S.  Whiteleather,  Minerva,  read  a paper 
on  “Epidemic  Meningitis”,  at  a meeting  of  the 


Carroll  County  Medical  Society,  July  2,  at  Car- 
rollton.— Carl  A.  Lincke,  M.D.,  secretary. 

TUSCARAWAS 

At  a meeting  of  the  Tuscarawas  County  Medi- 
cal Society  held  at  the  home  of  Dr.  W.  W.  H. 
Curtiss,  Dennison,  June  11,  Dr.  Frank  Watson, 
Columbus,  discussed  “Abdominal  Surgery”,  and 
Dr.  John  E.  Hoberg,  Columbus,  spoke  on  “Kidney 
Stones”.  The  lectures  were  illustrated  by  lantern 
slides  and  were  very  interesting.  At  the  com- 
pletion of  the  program,  Mrs.  Curtiss  served  a 
substantial  luncheon  which  was  much  enjoyed  by 
those  present. — Jos.  Blickensderfer,  M.D.,  secre- 
tary. 

EIGHTH  DISTRICT 

(COUNCILOR:  E.  R.  BRUSH,  M.D.,  ZANESVILLE) 

WASHINGTON 

Judge  W.  D.  Sauer,  Marietta,  discussed  “Some 
Medico-Legal  Aspects”,  in  a review  of  B.  S. 
Oppenheimer’s  book,  “A  Treatise  on  Medical 
Jurisprudence”,  at  a meeting  of  the  Washington 
County  Medical  Society  held  at  Marietta,  June  10. 

The  question  of  “Socialized  Medicine”,  was  de- 
bated by  Marietta  High  School  debating  teams  at 
a meeting  of  the  society,  July  8. — R.  W.  Riggs, 
M.D.,  secretary. 

NINTH  DISTRICT 

(COUNCILOR:  I.  P.  SEILER,  M.D.,  PIKETON) 

SCIOTO 

“Head  Injuries”,  was  the  subject  presented  by 
Dr.  R.  Glenn  Spurling,  Louisville,  Ky.,  at  a meet- 
ing of  the  Hempstead  Academy  of  Medicine,  July 
13,  at  Portsmouth. — W.  M.  Singleton,  M.D.,  secre- 
tary. 

TENTH  DISTRICT 

(COUNCILOR:  C.  C.  SHERBURNE,  M.D.,  COLUMBUS) 

ROSS 

A meeting  of  the  Ross  County  Medical  Society 
held  at  Chillicothe,  June  12,  was  devoted  to  a dis- 
cussion of  a program  for  the  Chillicothe  Hospital 
by  which  it  could  attain  a rank  recognized  by  the 
American  College  of  Surgeons. — News  clipping. 

— oSM  J — 

The  United  States  Public  Health  Service  has 
announced  the  establishment  of  the  office  of  public 
health  education,  which  will  be  operated  under 
Assistant  Surgeon  General  Lewis  R.  Thompson, 
chief  of  the  Division  of  Scientific  Research,  for 
the  purpose  of  carrying  out  experimental  studies 
in  health  education. 
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ADOLESCENT  EXHAUSTION 

relieved  by 
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ENER6Y  REQUIREMENT  PER  DAY 

The  200  calory  range  in  infancy  and 
childhood  broadens  into  hundreds 
of  calories  required  by  adolescents. 


CHILDHOOD 


ADOLESCENCE 


Normal  adolescent  boys  and  girls 
frequently  complain  of  fatigue.  They 
feel  weak  and  irritable;  they  show  a dimin- 
ished ability  to  concentrate;  they  are 
disinclined  to  work;  they  are  physically 
inefficient. 

Some  of  these  symptoms  are  physiological 
manifestations  of  adolescent  development. 
But  on  careful  study  many  young  folks  do 
not  consume  enough  food  to  provide  them 
with  the  enormous  energy  requirements 
necessary  during  this  transitional  period. 
The  symptoms  are  the  consequence  of 
undernutrition. 

The  graph  reveals  the  sudden  rise  in  cal- 
oric requirement  during  adolescence.  Three 
hurried  meals  are  usually  insufficient  to 
provide  the  tremendous  caloric  needs.  Ac- 


cessory meals,  mid-morning  and  mid-after- 
noon, in  certain  instances,  may  be  pre- 
scribed with  advantage.  And  Karo  added 
to  foods  and  fluids  can  increase  calories  as 
needed.  A tablespoon  of  Karo  yields  6o 
calories.  It  consists  of  palatable  dextrins, 
maltose  and  dextrose  (with  a small  per- 
centage of  sucrose  added  for  flavor). 

Karo  is  well-tolerated,  highly  digestible, 
not  readily  fermentable,  effectively  utilized 
and  inexpensive. 


Corn  Products  Consulting  Service  for  Physi- 
cians is  available  for  further  clinical  in- 
formation regarding  Karo.  Please  Address : 
Corn  Products  Sales  Company,  Dept.  S.J.8, 
17  Battery  Place,  New  York  City. 


BUCKEYE  NEWS  NOTES 


Bethel — Dr.  W.  E.  Thompson,  who  celebrated 
his  101st  birthday,  July  6,  is  convalescing  at  home 
following  an  operation  for  the  removal  of  a 
cataract.  Dr.  Thompson  has  practiced  medicine 
in  Bethel  for  76  years. 

Lima — Officers  of  the  Endocrine  Study  Club  of 
Lima  and  Allen  County  are  Dr.  E.  Burnett,  presi- 
dent; Dr.  P.  I.  Tussing,  vice-president;  Dr.  E.  B. 
Pedlow,  secretary,  and  Dr.  H.  L.  Stelzer,  treasurer. 

Napoleon — Dr.  J.  J.  Harrison  won  the  golf 
championship  of  the  Northwestern  Ohio  Medical 
Association  at  its  recent  meeting  in  Findlay. 

Conneaut — A campaign  sponsored  by  the  Ki- 
wanis  Club  will  result  in  the  purchase  of  an 
oxygen  tent  for  Brown  Memorial  Hospital. 

Marion — A paper  on  endocrinology  was  pre- 
sented by  Dr.  C.  G.  Smith  at  a recent  meeting 
of  the  Pan-American  Medical  Society. 

Columbus — Dr.  Daniel  G.  Sanor,  Jr.,  was  elected 
second  vice-president  of  the  International  Mer- 
cator Clubs  at  the  annual  meeting  held  in  Akron 
recently. 

Canton — Dr.  John  D.  O’Brien  was  toastmaster 
at  the  joint  meeting  of  the  Cleveland  Neurological 
Society  and  the  Pittsburgh  Neurological  Society 
held  at  Cleveland,  June  6. 

Lima — Dr.  G.  E.  Miller  has  been  reappointed 
health  commissioner  of  Allen  County  for  a two- 
year  term. 

Wapakoneta — Dr.  R.  C.  Hunter  will  command 
the  medical  detachment  of  the  136th  Regiment, 
Heavy  Field  Artillery,  which  was  formed  re- 
cently. 

Dayton — Dr.  George  Goodhue  was  among  the 
members  of  the  class  of  ’76,  Dartmouth  College, 
who  recently  attended  their  60th  reunion  at  Han- 
over, N.  H. 

Massillon — Dr.  Dorothy  Domley  has  been  ap- 
pointed assistant  physician  at  the  Massillon  State 
Hospital. 

Bluffton — A campaign  for  funds  has  been 
launched  to  match  a $74,420  W.P.A.  grant  for  the 
purpose  of  building  a community  hospital. 

Medina — Dr.  Vaughn  L.  Hartman  is  the  new 
health  commissioner  of  Medina  County. 

Cleveland — At  the  dinner  session  of  the  recent 
annual  meeting  of  the  American  Association  of 
the  History  of  Medicine,  held  at  Atlantic  City, 
Dr.  Howard  Dittrick,  Cleveland,  gave  an  illus- 
trated lecture  on  “Some  Old  Hospitals  in  Spain”. 


Uhrichsville — Dr.  Robert  E.  Wolfe,  Jr.,  won 
second  place  in  the  225  cu.  in.  racing  hydroplane 
class  at  the  recent  meeting  of  the  Maryland 
Yacht  Club  on  Chesapeake  Bay  at  Baltimore. 
Dr.  Wolfe’s  victory  gives  him  619  points  towards 
a national  championship. 

Hamilton — Dr.  S.  W.  Williamson,  is  in  Vienna 
taking  a year’s  post-graduate  course  in  surgery. 

Columbus — Dr.  George  T.  Harding,  III,  spoke 
on  “Some  Moral  and  Medical  Aspects  of  Birth 
Control”  at  the  fourth  annual  meeting  of  the 
Mothers’  Health  Association. 

Ashland — “Symptoms  and  Prevention  of  Ty- 
phoid Fever”  was  the  subject  of  an  address  by 
Dr.  Robert  P.  Bogniard,  city  health  commissioner, 
at  a recent  meeting  of  the  Parent  Teachers’  As- 
sociation. 

Wellsville — Dr.  E.  G.  Kuhlman  recently  ad- 
dressed the  Friendly  Welfare  Society  on  “Our 
Children’s  Tomorrows  in  Terms  of  Their  Yester- 
days and  Todays”. 

Cleveland — “Fact  and  Fiction  in  Cancer”  was 
discussed  by  Dr.  Harry  Goldblatt  at  a meeting  of 
the  Mt.  Pleasant  Forum. 

Niles — One  of  a series  of  vocational  guidance 
talks  before  the  students  of  the  local  high  school 
was  given  by  Dr.  J.  M.  Gledhill  on  “Medicine  and 
Surgery”. 

Cincinnati — Dr.  Carl  A.  Wilzbach  addressed 
the  Kiwanis  Club  on  “Cancer”. 

Ripley — Dr.  George  P.  Tyler,  Sr.,  recently  cele- 
brated the  50th  anniversary  of  his  entrance  into 
he  practice  of  medicine. 

Wooster — “Common  Foot  Ailments  and  Care 
of  the  Feet”,  was  the  subject  of  an  address  given 
by  Dr.  Eva  G.  Cutright  at  a recent  meeting  of 
the  Business  and  Professional  Women’s  Club. 

Toledo — Dr.  John  T.  Murphy  recently  read  a 
paper  on  “Bone  Tumors”  at  a meeting  of  the 
Academy  of  Medicine,  Rochester,  N.  Y. 

— oSjMJ  — 

The  First  International  Conference  on  Fever 
Therapy  originally  scheduled  to  be  held  in  New 
York,  September  29  to  October  3,  1936,  has  been 
postponed  because  of  numerous  requests,  to  per- 
mit more  time  for  the  preparation  of  material. 
The  new  dates  are  March  30  to  April  2,  1937. 
The  sessions  will  be  held  at  the  College  of  Physi- 
cians and  Surgeons,  Columbia  University,  New 
York  City. 
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VITAMINS  IN  CANNED  FOODS 


II.  VITAMIN  D 


• One  of  the  most  interesting  chapters  in 
the  history  of  the  science  of  nutrition  is  that 
relating  to  vitamin  D.  It  is  a record  of  steady 
advances  in  our  knowledge  concerning  the 
vitamin.  Starting  with  the  work  of  Huld- 
schinsky  in  1919  on  the  ultraviolet  irradia- 
tion of  rachitic  children;  passing  to  the 
classical  discovery  in  1924  by  Steenbock 
(1)  and  by  Hess  (2)  that  irradiated  foods 
may  acquire  antirachitic  potency;  and  ex- 
tending through  the  profound  studies  of 
Windaus  (3)  and  other  investigators,  on 
the  constitution  of  the  pure  vitamin  D ob- 
tained by  ultraviolet  irradiation  of  ergos- 
terol,  the  story  of  vitamin  D is  a story  of 
steady,  scientific  progress. 

As  a result  of  these  basic  contributions, 
there  are  available  today  a number  of  ex- 
cellent standardized  carriers  of  vitamin  D. 
Viosterol,  and  the  fish  liver  oils,  and  their 
concentrates,  are  readily  available  for  use 
in  the  campaign  against  rickets  whose  preva- 
lence, especially  among  infants  in  large 
urban  centers,  still  remains  high.  In  addi- 
tion to  these  vitamin  D carriers,  the  vitamin 
D fortified  or  irradiated  foods  have  appeared 
within  recent  years. 

It  has  become  increasingly  evident  that 
there  are  a number  of  compounds  which 
may  promote  calcification  in  the  various 
animal  species.  It  is  further  evident  that 
these  compounds  vary  in  their  physiologic 


efficiency  with  various  animal  species,  or 
that  they  are  "species  specific”.  A number 
of  forms  of  vitamin  D have  been  postulated 
(4)  and  much  research  in  the  vitamin  D 
field  has  been  directed  toward  their  isola- 
tion and  identification. 

In  general,  natural  foods  have  never  been 
regarded  as  important  sources  of  vitamin 
D.  The  commonest  food  articles  show  ex- 
tremely low  antirachitic  potencies  when 
measured  by  conventional  methods.  How- 
ever, recent  evidence  has  been  offered  that 
the  contribution  of  vitamin  D made  by  a 
varied  diet  of  canned  foods  may  be  more 
significant  than  has  heretofore  been  sup- 
posed (5) . While  common  foods  admittedly 
cannot  supply  the  high  demands  of  infancy 
and  childhood  or  other  phases  of  the  life 
cycle,  for  vitamin  D,  it  would  appear  that 
they  may  supply  significant  amounts  of  the 
vitamin  to  the  diet,  especially  in  the  case 
of  the  adult  human,  concerning  whose  quan- 
titative vitamin  D requirement  compara- 
tively little  is  known. 

Biological  research  has  shown  that 
canned  marine  products  such  as  salmon, 
shrimp,  and  oysters  (6)  make  a small  but 
definite  contribution  of  the  antirachitic  fac- 
tor to  the  diet.  We  desire  to  direct  the  atten- 
tion of  our  readers  to  these  interesting  facts 
about  canned  foods  in  general,  and  these 
canned  marine  products  in  particular. 


AMERICAN  CAN  COMPANY 

230  Park  Avenue,  New  York  City 

(1)  1924.  J.  Biol.  Chem.  61,  405  (6)  1934.  Ind.  Eng.  Chem.  26,  758 

(2)  1924.  J.  Biol.  Chem.  62,  301,  (6j  a.  1935.  J.  borne  Econ.  27,  668 

(3)  1932.  Ann.  492,  226  b.  1933.  Science,  78,  368 

(4)  1935.  Physiological  Reviews  15,  1-97  c.  1926.  Wis.  Agr.  Expt.  Sta.  Bui.  388 , 124 


This  is  the  fifteenth  in  a series  of  monthly  articles , which  will  summa- 
rize, for  your  convenience,  the  conclusions  about  canned  foods  which 
authorities  in  nutritional  research  have  reached.  We  want  to  make  this 
series  valuable  to  you,  and  so  we  ask  your  help.  Will  you  tell  us  on  a 
post  card  addressed  to  the  American  Can  Company,  New  York,  N.  Y., 
what  phases  of  canned  foods  knowledge  are  of  greatest  interest  to  you? 
lour  suggestions  will  determine  the  subject  matter  of  future  articles. 


The  Seal  of  Acceptance  denotes  that  the 
statements  in  this  advertisement  are 
acceptable  to  the  Committee  on  Foods 
of  the  American  Medical  Association. 


“WHY  DO  DOCTORS  REFUSE  TO  GIVE  THEIR  PATIENTS  CREDIT 
FOR  HAYING  ANY  SENSE?”  WRITER  IN  SCRIBNER’S  ASKS 


IT  is  well  for  the  medical  profession  to  be  familiar  with  the  criticisms  of  members 
of  the  profession  or  the  present  plan  of  medical  service. 

For  that  reason,  the  following  article  written  by  Edna  Yost,  referred  to  as  a 
free-lance  writer  and  commentator,  and  published  in  Scribner's  Magazine,  is  reproduced 
for  readers  of  The  Journal. 

Miss  Yost’s  criticism  is  not  altogether  constructive  or  logical.  Yet,  parts  of  it 
may  be  an  eye-opener  to  those  physicians  who  have  neglected  to  consider  their  patients 
as  human  beings  and  who  have  been  somewhat  responsible  for  the  belief  of  a portion 
of  the  public  that  modern  medicine  is  something  so  mysterious  and  so  profound  that  its 
benefits  are  better  shunned  than  utilized. 

Fortunate  is  the  physician  who  has  the  foresight  to  win  the  confidence  and  co- 
operation of  his  patients  by  making  his  procedures  understandable,  appealing  to  their 
intelligence,  removing  the  veil  of  secrecy  and  mysticism,  and  convincing  them  that  he 
is  human,  as  are  they. 


A PATIENT  WANTS  TO  KNOW 

By  Edna  Yost  (In  Scribner’s  Magazine ) 


SUPPOSE  you  are  a person  of  intelligence 
who  has  become  miserable  from  some  illness 
that  is  not  yielding  satisfactorily  to  medical 
diagnosis  or  treatment.  Of  what  value  will  your 
intelligence  be  in  helping  you  back  to  health? 
Will  your  physician  welcome  it  as  a potential 
asset  to  be  used  in  helping  him  discover  why  his 
treatment  is  not  being  efficacious?  Or  will  his  at- 
titude indicate,  even  if  his  words  do  not,  that  you 
will  do  wisely  to  put  your  layman  intelligence 
into  winter  quarters  during  the  period  of  your 
illness? 

It  seems  to  me  that  doctors  are  not  yet  grasp- 
ing at  the  advantages  of  cooperation  with  the  in- 
telligence of  their  patients.  Although  they  them- 
selves admit  that  their  practice  lies  in  two  realms, 
one  of  medical  guesswork  and  the  other  of  scien- 
tific certainty,  they  still  prefer  to  assume  the 
mantle  of  authority  even  when  it  is  pure  guess- 
work, demanding  a blind,  unintelligent  faith  and 
obedience  that  smacks  of  the  Middle  Ages.  This 
was  strikingly  (and  unexpectedly)  brought  home 
to  me  recently  when  I asked  a doctor  just  what 
or  who  made  the  ideal  patient. 

“A  sick  baby,”  he  answered.  And  then  corrected 
himself.  “No;  a sick  baby  without  a mother.” 
“But  a sick  baby,”  I objected,  “cannot  be  of  any 
help  to  you  at  all.  It  can’t  even  tell  you  what  or 
where  its  symptoms  are.” 

“That’s  our  job  to  find  out,”  he  said.  “And  don’t 
forget — a sick  baby  doesn’t  imagine  things  about 
himself.  Nor  has  he  been  handicapped  by  popular 
health  talks  over  the  radio  with  that  ‘little  knowl- 
edge’ which  is  a dangerous  thing.” 

In  the  highly  important  task  of  recovery  from 
illness,  I am  told  in  a recent  issue  of  a medical 
journal,  the  “good  patient”  is  one  who  is  willing 


and  able  to  return  to  the  dependence  of  childhood 
when  “we  are  nursed  as  infants  in  arms,”  with  as 
much  “confidence  in  one’s  physician  as  in  one’s 
confessor,  one’s  husband  or  wife,”  satisfied  to  trust 
that  all  will  be  done  for  his  best  advantage. 

Now  I wonder  if  this  attitude  of  infantile  trust, 
even  if  it  could  be  proved  to  be  the  best  one,  is 
possible  among  intelligent  people  any  longer.  I 
do  not  believe  it  is.  The  possibility  of  intelligent 
people  being  able  to  return  to  the  dependence  of 
childhood  has  been  destroyed  by  doctors  them- 
selves by  the  eagerness  with  which  they  have 
grasped  the  tenets  of  the  newer  psychology  at  one 
end  only — the  end  that  provides  them  with  an 
alibi  for  failure  rather  than  with  a weapon  for 
success.  “Nerves,”  “emotions,”  they  can  say  now 
with  a shrug  of  the  shoulders  when  their  own 
inefficiencies  and  stupidities  fail  to  be  of  help. 
And  they  point  to  the  newer  psychology  for  veri- 
fication of  the  power  of  the  mind  and  emotions 
to  cause  illness. 

jjc  % 

POSSIBLY  women  suffer  more  often  than  men 
from  this  willingness  of  doctors  to  shrug 
shoulders  and  do  nothing  but  pass  out  pills 
with  a superior  condescension.  I do  not  know 
But  I do  know  that  it  is  next  to  impossible  for  a 
woman  who  happens  not  to  be  of  the  placid  bovine 
type  to  undergo  any  illness  which  fails  to  respond 
favorably  to  the  doctor’s  first  prescriptions  without 
being  handicapped  at  this  point  by  the  doctor’s 
quick  willingness  to  name  some  nervous  and 
emotional  condition  rather  than  a primarily  phy- 
sical source  as  the  more  likely  cause.  Too  many 
of  us  by  far  are  having  the  experience  of  being 
treated  as  if  we  are  suffering  from  nerves,  com- 
plexes, and  inhibitions  when  an  X-ray  of  our  gall 
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bladder  or  some  intelligent  cooperation  on  dietary 
matters  would  be  more  to  the  point. 

A friend  of  mine  who  for  years  has  been  in 
charge  of  the  health  of  student  nurses  in  one  of 
our  largest  hospitals  asserts  that  the  most  difficult 
part  of  her  job  has  been  to  get  doctors  to  see  the 
nurses’  problems  as  physical  problems  in  the 
many,  many  cases  when  they  actually  are.  Be- 
cause of  its  emphasis  on  inhibitions,  the  newer 
psychology  has  enabled  doctors  to  victimize  women 
more  often  than  men  with  half-baked,  unas- 
similated psychological  dicta.  Whatever  value  the 
patient’s  intelligence  may  have  in  illness,  it  is  far 
more  likely  to  be  used  today  if  the  patient  is  a 
man  than  if  she  is  a woman. 

* * * 

1 HAPPEN  to  be  one  of  the  women  who  have 
done  their  share  of  complaining  in  the  last 
five  years.  After  a long  period  of  fatigue, 
particularly  affecting  the  eyes,  I got  up  one  morn- 
ing only  to  go  down  suddenly  with  one  of  those 
complete  cessations  that  can  be  pronounced  nerv- 
ous breaks. 

I was  not  as  much  better  at  the  end  of  six 
months  as  the  doctors  said  I should  be,  or  even  at 
the  end  of  a year.  And  the  fatigue  affecting  my 
eyes  was  very  much  worse.  So  was  my  opinion  of 
myself.  For  it  was  obvious  long  before  the  year 
was  up  that  several  doctors  were  strongly  of  the 
opinion  that,  in  spite  of  the  severe  toxic  con- 
dition evident  in  my  eyes,  there  were  hidden 
psychological  causes  at  the  root  of  my  inability 
to  recover. 

Being  an  unmarried  female  past  her  first  youth 
T was  a particularly. promising  stamping  ground 
for  psychological  illness.  For  you  know,  of  course, 
that  the  emotional  life  of  the  unmarried  female  is 
bound  to  be  wrong.  Either  she  has  no  sex  life — 
and  that’s  supposed  to  be  very,  very  hard  on  her 
nervous  system — or  else  she  has  it  outside  the 
sanction  of  law  and  society,  and  whether  that  is 
even  worse  for  her — well,  God  alone  knows! 
Being,  too  (I  insist),  an  intelligent  person,  I 


knew  there  was  the  possibility  that  the  doctors’ 
insinuated  suspicions  about  psychological  causes 
were  right.  So  I made  it  as  easy  as  possible  for 
them  to  be  frank.  They  were.  Did  I realize  a 
nervous  break  is  very  often  an  attempt  to  escape 
from  some  intolerable  situation?  Perhaps  I was 
frightened  about  my  work.  Free-lance  writing  is 
a precarious  occuption  and  maybe  if  I’d  jhst  give 
up  my  ambitions  and  take  a job  to  assure  me  a 
definite  income — though  how  I could  have  held 
one  with  my  eyes  as  they  were  I knew  no  more 
than  they  did.  Till  finally,  when  my  poor  eyes 
insisted  on  rebelling  more  and  more,  wasn’t  I 
secretly  in  love  with  my  oculist!  For  certainly  I 
was  creating  an  excellent  excuse  for  more  fre- 
quent contact  with  him. 

I tried  my  best  to  cooperate.  So  much  so  that, 
under  all  the  burdens  placed  upon  me,  I did 
things  which  seem  to  me  now  to  be  highly  un- 
intelligent. For  instance,  in  at  least  three  cases 
I took  medicines  that  were  making  me  even 
sicker  than  I already  was.  I took  them  even  after 
I had  been  openly  told  once  that  “You  were  pretty 
sure  ahead  of  time  that  the  medicine  wasn’t  going 
to  be  good  for  you,  weren’t  you?”  Time  and  again 
I used  my  intelligence  to  stifle  my  intelligence  be- 
cause of  the  tension  that  arose  when  I tried  to  use 
it  in  any  way  that  did  not  fit  the  doctor’s  pattern. 
Till  eventually,  I pigeonholed  so  easily  into  the 
highly  nervous  type  (as  who  would  not  have!) 
that  I was  at  a tremendous  disadvantage  with  any 
doctor  who  had  not  known  me  in  my  more  normal 
days. 

Then,  after  more  than  three  years,  I went  to  a 
third  nose  and  throat  specialist  where  I reported 
again  a very  definite  physical  symptom  which  had 
been  either  ignored  or  explained  away  as  a nerv- 
ous reaction  symptom  by  two  other  specialists  and 
several  physicians.  And  without  any  warning 
something  snapped  inside  of  me  as  I described  the 
symptom  again. 

“I’m  bring'ng  you  a physical  problem,”  I heard 
myself  saying  in  a none-too-pleasant  tone,  “and 
I don’t  want  a psychological  evasion  for  an 
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answer.  I’m  sick  to  death  of  being  explained 
away  as  a nervous  case.  I know  that  line  as  well 
as  you  do,  and  if  that’s  all  you’re  going  to  have 
to  offer,  save  your  breath.” 

I suppose  it  is  some  indication  of  the  size  of 
the  woman  that  she  showed  no  resentment  over 
either  my  words  or  my  tone.  Maybe  she  would 
have  discovered  the  teaspoonful  or  two  of  cysten- 
cased  poison  in  both  my  sinuses  anyway.  But  the 
fact  remains  that  until  I took  the  stand  of  refus- 
ing absolutely  to  be  treated  as  a psychological 
problem,  a half  dozen  doctors  whose  abilities  I 
have  every  reason  to  believe  are  high  as  such 
things  are  rated  today  were  ready,  in  the  face  of 
indisputable  physical  facts,  to  grasp  the  tenets 
of  the  new  psychology  at  the  end  that  gave  them 
the  alibi  and  me  the  razzberry.  And  if  only  I had 
been  able  to  afford  a psychiatrist  after  two  or 
three  years  of  illness  I suppose  I might  still  be 
trying  to  remove  the  oculist  from  my  head  (if  I 
were  still  attached  to  it)  instead  of  the  strepto- 
cocci. 

* * * * 

I HAVE  chosen  to  speak  of  my  own  experience 
because  it  is  easier  to  speak  of  it  without 
bitterness  than,  for  instance,  of  two  of  my 
women  friends  who  died  of  cancer  in  the  last  two 
years  after  months  of  being  told  to  get  off  their 
tension,  that  they  were  letting  their  nerves  tie 
them  up  in  knots.  Or  of  several  others  who  seem 
more  tragic  to  me  than  the  doctors’  buried  mis- 
takes— women  of  intelligence  who  have  had 
neurocticism  willed  upon  them  by  doctors. 

For  neuroticism  is  a logical  result  in  a person 
of  intelligence  who  attempts  to  cooperate  with 
doctors  by  reverting  to  an  adolescent  attitude  of 
dependence — if  the  doctor  happens  to  be  wrong 
too  long  and  the  illness  to  be  of  a non-fatal  nature. 
Intelligence  is  a force  that  needs  to  be  used  if  it  is 
not  to  dam  up  within  us  disastrously.  Under  the 
oftentimes  terrific  handicaps  of  illness  we  are  led 
into  damning  and  damnable  attitudes  we  would 
not  think  of  accepting  in  health.  Our  judgment 
is  impaired  at  the,  .time  when  the  need  for  judg- 
ment is  greatest.  ,rAnd  the  greater  our  sensitive- 
ness, the  more  readily  we  are  created  into  the 
beings)  the  doctor’s  attitude  makes  of  us.  Mean- 
while, our  physical  " condition  may  become  pro- 
gressively more  critical. 

* * * 

THE  history  of  medicine  informs  me  that  in 
every  age  the  patient  has  always  been 
what  prevailing  medical  opinion  and  its 
dominant  technic  have  made  of  him.  It  is  not 
chance  and  the  strenuous  pace  of  modern  life 
alone  that  have  made  this  an  era  of  neurotics,  an 
era  when  the  increase  in  mental  diseases  is  all  but 
unbelievable. 

I grant  you  that  the  question  of  whether  doc- 
tors make  enough  use  of  the  intelligence  of  their 
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patients  is  one  that  still  allows  for  a difference  of 
opinion.  The  late  Sara  Haardt  Mencken,  for  ex- 
ample, wrote  not  so  long  before  she  died,  “I  like 
to  be  treated  as  an  intelligent  adult  when  I am 
ill,  not  as  a deranged  unfortunate  or  as  a little 
child  seeking  guidance  through  the  wilderness. 
Most  doctors  within  the  range  of  my  experience 
do  appeal  to  the  intelligence.” 

But  it  is  evident  that  even  Miss  Haardt’s 
encomium  Jtecognizes  that  the  patient’s  intel- 
ligence is  not  always  sought  after.  And,  to  get 
away  from  opinion,  I think  available  figures  in- 
dicate the  same  fact.  Disease  statistics  for  the 
twentieth  century  show  the  very  trend  we  might 
expect  if,  as  many  of  us  believe,  doctors  have 
been  using  their  increased  prestige  (resulting 
from  scientific  advances  that  have  enlarged  the 
field  of  medical  certainty)  to  make  them  more 
dogmatic  about  their  guesswork,  less  eager  to 
cooperate  with  the  intelligence  of  the  sick,  than 
they  are  justified  in  being. 

Instead  of  quoting  the  statistics  directly  let 
me  quote  what  Doctor  C.  E.  A.  Winslow  says 
about  them : 

“Medical  science  has  made  advances  during  the 
last  fifty  years  which  have  worked  a revolution 
in  the  condition  of  human  life.  . . . The  death 
rate  has  decreased  to  only  three-fifths  of  what  it 
was  a half  a century  ago.  Such  a record  might 
well  lead  to  the  conclusion  that  the  business  of 
medicine  is  going  well.  . . . Closer  scrutiny,  how- 
ever, reveals  certain  serious  defects  in  the  balance 
sheet.  The  victories  so  far  achieved  have  been 
won  almost  exclusively  in  one  particular  field, 
that  of  communicable  diseases.  . . . When  we 
pass  to  the  field  of  medical  practice  rather  than 
that  of  public  health  we  find  that  diseases  unth 
vjhich  the  physician  and  surgeon  deal,  such  as 
heart  disease  and  kidney  disease  and  cancer,  are 
on  the  increase.  A vast  new  field,  that  of  mental 
diseases  and  defects,  is  just  beginning  to  reveal 
its  disquieting  magnitude .”  (Italics  mine.) 

I interpret  these  words  of  Doctor  Winslow  to 
mean  that  in  the  realm  of  medical  guesswork,  in 
contrast  to  that  of  medical  certainty,  doctors  are 
not  even  holding  their  own.  Actually  they  are 
losing  ground.  Surely  there  is  significance  in  this 
contradictory  twist  to  impersonal  statistics  which 
cannot  be  explained  away  glibly  as  due  to  the  fact 
that  we  live  longer  and  therefore  have  more  dis- 
eases incident  to  old  age.  Rather,  the  statistics 
indicate  what  is  bound  to  happen  in  an  age  when 
“the  strength  of  our  medicine  lies  in  the  fact  that 
it  does  not  build  on  the  subjective  factor  but  that 
it  possesses  more  and  more  means  for  objective 
recognition.”  (Sigerist). 

Now  the  patient’s  intelligence — lying  within 
the  subjective  factor — undoubtedly  has,  with 
proper  handling,  a great  deal  to  offer  to  medical 
knowledge  in  any  particular  case  of  illness,  and 
in  general.  It  is  an  indispensable  part  of  an 
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lieadUly,  ASSIMILABLE  FAT 
- - an  essential  in 
FEEDING  THE  PREMATURE 

IN  a recent  study  of  fat  metabolism  in  infants,  Holt,  Tidwell  and  Kirk* 
report  that  olive  oil  showed  the  highest  percent  retention  (95.1%)  of 
all  fats  studied  but  one,  olein  (97.5%).  These  authors  found  the  fat 
of  SIMILAC  (which  is  20%  olive  oil)  showed  a better  percent  retention 
(92.6%)  than  butter  fat  (88.9%) — and  as  high  a retention  as  breast  milk 
fat  (92.4%). 

To  quote  these  authors — “the  differences  in  fat  retention  on  these  various 
fats  as  shown  on  normal  infants  are  not  great;  for  the  normal  infant  it  is 
probably  immaterial  whether  he  absorbs  85%  or  95%  of  his  fat  intake.  It 
seemed  possible,  however,  that  in  subjects  who  have  difficulty  in  fat  assimi- 
lation, such  as  premature  infants,  the  observed  small  differences  might 
become  large  differences.  A few  observations  made  on  premature  infants 
and  twins  have  borne  this  out — .” 

The  observations  referred  to  covered  only  three  prematures  fed  on  differ- 
ent fats,  but  showed  an  average  of  78.4%  retention  for  olive  oil  as  com- 
pared to  only  52.5%  retention  for  butter  fat. 

*Holt,  Tidwell  and  Kirk,  Studies  on  Fat  Metabol- 
ism in  Infants — Acta  Pediatrica.  Vol.  XVI,  1933. 


8IMICAC 

has  given  noticeably  good  results  in 
feeding  the  premature  infant.  One 
of  the  reasons  lies,  as  here  pointed 
out,  in  the  composition  of  its  fat. 
Another  reason  is  its  consistently 
zero  curd  tension.  The  finer  the 
curd  the  greater  the  surface  area. 
The  greater  the  surface  area  the 
more  exposed  are  the  fats,  carbohy- 
drates, proteins  and  salts  to  the  di- 
gestive enzymes.  Result  . . . the 
food  substances  are  more  quickly 
and  readily  utilized. 

SIMILAC  is  made  from  fresh  skim 
milk  (casein  modified)  with  added 
lactose,  salts,  milk  fat,  and  vege- 
table and  cod  liver  oils. 


The  fact  that  SIMILAC  is  well  assimilated  by  the  immature 
digestive  tract  of  the  premature  indicates  how  entirely  suit- 
able it  is  for  all  those  infants  who  are  deprived  of  breast  milk. 
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efficient  approach  to  learning-  some  of  the  things 
not  yet  in  the  doctors’  books.  As  long  as  any 
guesswork  is  necessary,  the  sick  man  has  sorhe 
valuable  clues  to  be  sought  after.  And  since  the 
day  is  admittedly  far  distant  when  the  human 
being  is  to  prove  scientifically  reducible,  medicine 
is  going  to  depend  partly  on  guesswork  for  some 
time.  So  when  a doctor  can  remark  disparagingly 
“You  were  pretty  sure  ahead  of  time  that  the 
medicine  wasn’t  going  to  be  good  for  you,”  after 
the  medicine  had  been  wrong , undeniably,  some- 
thing needs  to  be  done  about  the  doctor. 

sg:  sfe 

I VENTURE  that  no  one  who  reads  this  is 
without  knowledge  of  some  case  of  illness 
that  failed  to  get  better  until  after  doctors 
had  been  dispensed  with.  Is  it  fair  to  pigeonhole 
all  of  these  cases  as  of  people  whose  dispositions 
and  temperaments  made  it  impossible  for  doctors 
to  help  them?  I think  it  cannot  be  denied  that  a 
good  percentage  were  of  cases  where  some  bit  of 
knowledge  that  could  have  helped  the  sick  was 
right  under  the  doctors’  noses — and  they  refused 
it — the  very  doctors  who  would  not  buy  a medical 
book  three  years  old  on  the  grounds  that  medical 
practice  moves  and  changes'  so  rapidly. 

I read  an  editorial  in  The  Journal  of  the 
American  Medical  Association  yesterday  which 
lamented  the  fact  that  with  all  the  progress  of 
the  past  century  “little  has  been  accomplished  in 
the  improvement  of  health”  of  adults.  And  there 
flashed  across  my  mind  that  old  proverb  about  the 
Lord  helping  those  who  help  themselves ; and  with 
it  a fresh  realization  of  how  slow  the  medical 
world  is  in  recognizing  that  adults  must  be  taught 
to  help  themselves. 

:fc 

WE  must  be  taught!  The  old  days  of  the 
magical  halo  over  the  physician’s  head 
are  gone.  Today  the  intelligent  patient 
wants  not  to  worship  but  to  know.  He  wants  to 
know  about  himself  and  how  to  help  himself,  be- 
lieving that  to  be  the  intelligent  way  of  approach- 
ing many  of  his  health  problems.  He  wants  to  do 
his  part.  And  he  expects  his  physician  to  be  as 
able  and  willing  as  any  other  high-grade  teacher 
to  talk  his  language  and  guide  him  in  assuming 
his  proper  responsibilities. 

It  need  scarcely  be  mentioned  that  there  are 
cases  when  no  responsibility  should  be  placed  upon 
the  patient;  and  that  there  are  people  who  wish 
neither  responsibility  nor  to  use  their  intelligence 
whether  in  sickness  or  health.  Also  there  are 
people  who  hug  their  illnesses  and  enjoy  them  as 
the  normal  person  hugs  health.  Doctors  cannot 
be  expected  to  be  teachers  when  their  patients 
will  have  none  of  it. 

But  there  are  great  numbers  of  people  with 
health  problems  who  will  do  everything  in  their 
power  to  put  their  intelligence  to  work.  As  adult 
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students  they  will  be  able  to  achieve  a construc- 
tive mental  attitude  through  submission  to  the 
doctor's  superior  knowledge  in  a way  that  is  im- 
possible in  adults  who  are  supposed  to  become  as 
infants  in  arms  or  dependent  adolescents.  As 
adult  students  they  will  realize  that  their  own 
judgment — no  matter  how  reliable  ordinarily — is 
likely  not  to  be  as  valid  in  sickness  as  in  health; 
as  intelligent  adults  who  are  not  without  some 
knowledge  of  psychology  they  will  know  that  their 
apparently  physical  problems  may  often  be 
psychological  in  origin;  and  the  very  fact  that 
they  have  gone  to  a doctor  proves  that  they  will 
approach  their  problems  believing  that  the  doctor 
has  something  valuable  to  offer  which  they  lack. 

THE  advantages  to  medicine  of  this  kind  of 
cooperation  are  so  obvious  that  it  is  hard 
for  me  to  believe  my  eyes  and  ears  and 
admit  the  great  lack  of  it  which  exists  today. 
Some  steps,  of  course,  are  being  taken.  But  facts 
and  findings  based  on  what  doctors  have  been  able 
to  learn  from  the  intelligence  of  their  patients  is 
still  the  same  kind  of  news  to  the  medical  world 
as  the  man  biting  the  dog  in  the  journalistic 
world. 

I sometimes  wonder  how,  in  their  most  honest 
moments,  doctors  expect  us  to  feel  about  them, 
with  what  attitude  they  expect  us  to  be  able  to 


approach  them.  I put  the  question  fairly  up  to 
them.  How  can  we  respect  a profession  that  is 
losing  ground  in  the  diseases  with  which  we  are 
afflicted  if  they  won’t  help  us  use  our  intelligence 
for  all  it  may  be  worth?  How  can  we  even  be 
grateful  to  a profession  that  has  helped  us  to  live 
longer  only  to  feel  worse? 

— OSM  J — 

Senate  Report  Comments  on  Medical 
Division  of  Industrial  Commission 

The  recently-announced  report  of  the  sub-com- 
mittee on  Workmen’s . Compensation  of  the  Ohio 
Senate  appointed  last  September  to  investigate 
the  various  departments  of  the  State  Industrial 
Commission  contains  several  recommendations  of 
particular  interest  to  the  medical  profession. 

Advocating  elimination  of  the  20  per  cent  cut 
in  the  medical  fee  schedule  which  was  done  be- 
fore the  committee  issued  its  report,  the  report 
stated : 

“While  we  do  not  have  definite  proof,  evidence 
obtained  leads  us  to  conclude  that  this  cut  has 
resulted  in  chiseling  by  certain  physicians  in  that 
they  merely  increase  the  number  of  visits  or  calls 
to  make  up  the  20  per  cent  cut  while  penalizing 
and  underpaying  the  legitimate  and  conscientious 
ethical  practitioner.  Further  that  this  cut  system 
again  tended  to  drive  away  from  industrial  prac- 
tice a goodly  number  of  the  highest  type  of  the 
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medical  profession  and  the  very  men  who  were 
and  are  needed  in  this  work  . . . We  recommend 
that  the  merits  of  a revision  in  the  medical  fee 
schedule  be  given  serious  consideration  by  the 
Commission.” 

The  report  stated  that  the  Medical  Department 
is  efficiently  managed  and  functioning  as  well  as 
could  be  expected  with  the  means  at  its  command, 
but  recommended  that  the  Commission  either  em- 
ploy sufficient  medical  examiners,  properly  equip- 
ped, to  handle  the  field  examinations  of  the  de- 
partment, or  use  local  physicians  throughout  the 
state  on  a fee  or  full-time  basis. 

The  committee  was  of  the  opinion  that  in  order 
to  insure  injured  workmen  of  proper  treatment, 
all  first-aid  rooms  and  plant  hospitals  operated 
by  employers  should  be  licensed  and  supervised 
by  the  State  Department  of  Health. 

It  was  also  recommended  that  records  be  kept 
of  payments  made  to  individual  physicians  and 
that  these  records  be  made  available  at  all  times 
to  the  various  divisions  of  the  department. 

— OSM  J — 

Cincinnati  Alumni  Hold  Reunion 

At  the  annual  reunion  of  the  Alumni  Associa- 
tion of  the  College  of  Medicine,  University  of 
Cincinnati,  held  at  Cincinnati,  June  4,  the  follow- 
ing officers  were  elected  for  the  ensuing  year: 
Dr.  Donald  J.  Lyle,  president;  Dr.  Robert  C. 
Rothenberg,  vice  president,  and  Dr.  Robert  H. 
Kotte,  secretary-treasurer.  Approximately  250 
members  of  the  association  attended  the  annual 
banquet,  at  which  Dr.  Fred  W.  Heinold,  presi- 
dent, was  the  toastmaster.  The  speakers  included 
Dr.  Raymond  Walters,  president  of  the  Univer- 
sity of  Cincinnati;  Dr.  Arthur  C.  Bachmeyer,  for- 
merly dean  of  the  College  of  Medicine,  and  now 
director  of  clinics  and  associate  dean  of  biological 
sciences,  University  of  Chicago;  Dr.  E.  W. 
Mitchell,  oldest  professor  at  the  College  of  Medi- 
cine, to  whom  the  1936  reunion  was  dedicated,  and 
Dr.  Alfred  Friedlander,  dean  of  the  College  of 
Medicine,  who  introduced  the  graduating  class  of 
68  members. 

— OSM  J — 

Michigan  Society  Meeting,  Sept.  21-24 

A cordial  invitation  has  been  extended  mem- 
bers of  the  Ohio  State  Medical  Association  to  at- 
tend the  71st  Annual  Meeting  of  the  Michigan 
State  Medical  Society  to  be  held  in  the  Book- 
Cadillac  Hotel,  Detroit,  September  21  to  24,  1936. 

The  scientific  program  will  begin  with  the  first 
general  session,  Tuesday  evening,  September  22, 
and  will  continue  through  Wednesday  and  Thurs- 
day, September  23  and  24. 

Included  in  the  imposing  list  of  10  guest  speak- 
ers are  Dr.  George  W.  Crile,  Cleveland,  and  Dr. 
Albert  L.  Brown,  Cincinnati.  Clinical  sessions 
will  be  held  Wednesday  and  Thursday  mornings. 


Advice  vs  Experience 


OUR  advice,  based  on  the  findings 
of  Mulinos  & Osborne,  and 
Flinn,*  in  cases  of  congestion  of  some 
portion  of  the  upper  respiratory  tract 
is  to  smoke  Philip  Morris. 

But  experience  is  the  best  teacher. 
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arette smoking.  Your  results  too  will 
show  that  Philip  Morris  in  which  only 
diethylene  glycol  is  used  as  the  hygro- 
scopic agent  are  less  irritating  than 
those  in  which  glycerine,  the  usual 
hygroscopic  agent,  is  employed. 

★ Proc.  Soc.  Exp.  Biol,  and  Med.,  1934, 32, 2 41*245 
Laryngoscope,  Feb.  1935,  Vol.  XLV,  No.  2,  149-154 
N.  Y.  State  Jour.  Med.,  June  1935,  Vol.  35,  No.  11 

Philip  Morris  & Co.  Ltd.  Inc.  Fifth  Ave.,  N.Y. 
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A.  Talbert  Bowers,  A.B.,  M.D.,  Dayton,  Ohio ; graduate 
of  University  of  Michigan  Medical  School,  1927  ; member  of 
junior  surgical  staff  of  Miami  Valley  Hospital,  Dayton. 

Ben  L.  Bryant,  B.S.,  M.D.,  Cincinnati,  Ohio ; graduate 
of  University  of  Cincinnati  (B.S.)  1924  ; University  of  Cin- 
cinnati, College  of  Medicine,  1926 ; member  American  Col- 
lege of  Surgeons  ; American  Academy  of  Ophthalmology  and 
Otolaryngology ; instructor  in  otolaryngology,  University  of 
Cincinnati,  College  of  Medicine. 

Leon  H.  Dembo,  M.D.,  Cleveland,  Ohio ; graduate  of  Jef- 
ferson Medical  College  of  Philadelphia,  1920  ; pre-medical 
course  at  University  of  Pennsylvania ; visiting  pediatrician, 
St.  Luke’s  and  St.  Ann’s  Hospitals,  Cleveland. 

A Carlton  Ernstene,  A.B.,  M.D.,  Cleveland,  Ohio ; grad- 
uate of  State  University  of  Iowa,  (A.B.)  1922  ; State  Uni- 
versity of  Iowa,  College  of  Medicine,  1925  ; member,  Ameri- 
can Society  for  Clinical  Investigation ; American  Heart 
Association ; associate  physician,  Cleveland  Clinic. 

Alfred  Friedlander,  A.B.,  M.D.,  Cincinnati,  Ohio ; grad- 
uate of  Harvard  University  (A.B.),  1892;  Medical  College  of 
Ohio,  1895 ; member  American  College  of  Physicians ; Ameri- 
can Pediatric  Society;  dean  and  professor  of  medicine,  Col- 
lege of  Medicine,  University  of  Cincinnati.  v . 

W.  James  Gardner,  A.B.,  M.D.,  Cleveland,  Ohio;  graduate 
of  Washington  and  Jefferson  College,  (A.B.),  1920  ; Univer- 
sity of  Pennsylvania  School  of  Medicine,  1924;  member  Cen- 
tral Neuropsychiatric  Association ; Society  of  Neurological 
Surgeons. 

Alfred  M.  Glazer,  A.B.,  M.S.,  M.D.,  Cincinnati,  Ohio ; 
graduate  of  University  of  Michigan  Medical  School,  Ann 
Arbor,  1929 ; clinician  in  medicine,  out-patient  department, 
Cincinnati  General  Hospital ; director  of  laboratory,  St. 
Elizabeth’s  Hospital ; instructor  in  medicine,  University  of 
Cincinnati,  College  of  Medicine. 

Charles  E.  Kiely,  A.B.,  M.D.,  Cincinnati,  Ohio ; graduate 
of  St.  Xavier  College,  Cincinnati  (A.B.),  1906;  Harvard, 
(A.B.),  1909;  Ohio-Miami  Medical  College,  Cincinnati,  1913; 
member  American  Psychiatric  Association ; Central  Neuro- 
psychiatric Association ; assistant  director  physchiatric  ser- 
vice, Cincinnati  General  Hospital ; attending  neuropsychia- 
trist, Christ  Hospital ; assistant  professor  psychiatry,  Uni- 
versity of  Cincinnati. 

Richard  S.  Knowlton,  A.B.,  M.D.,  Cleveland,  Ohio ; grad- 
uate of  Adelbert  College,  Western  Reserve  University,  (A.B.) 
1929  ; University  of  Rochester  School  of  Medicine,  Rochester, 
New  York,  1933 ; fellowship  in  medicine,  Cleveland  Clinic. 

Edward  W.  Miskall,  B.  Sc.,  M.D.,  East  Liverpool,  Ohio ; 
graduate  of  Ohio  State  University,  (B.  Sc.)  1924;  Ohio  State 
University  College  of  Medicine,  1926  ; member  medical  staff, 
City  Hospital,  East  Liverpool. 

George  N.  Wenger,  M.D.,  Massillon,  Ohio ; graduate  of 
University  of  Cincinnati,  College  of  Medicine,  1909 ; proc- 
tologist, Massillon  City  Hospital ; Massillon  State  Hospital ; 
Molly  Stark  Sanatorium ; visiting  proctologist,  Mercy  and 
Aultman  Hospitals,  Canton. 

OSMJ 

Dr.  Mason,  A.M.A.  President,  Dies 

Dr.  James  Tate  Mason,  Seattle,  Washington, 
president  of  the  American  Medical  Association, 
died  June  20,  of  endocarditis  with  multiple  emboli. 
Dr.  Mason,  aged  54,  graduated  from  the  Uni- 
versity of  Virginia  Department  of  Medicine, 
Charlottesville,  in  1905.  After  several  years  in 
the  practice  of  surgery  at  Philadelphia,  Dr.  Mason 
moved  to  Washington  and  since  1909  he  had  prac- 
ticed continuously  in  Seattle.  He  had  been  chief 
surgeon  of  the  Mason  Clinic  and  president  of  the 
Virginia  Mason  Hospital  for  16  years.  He  was  a 
member  of  the  House  of  Delegates  of  the  Amer- 
ican Medical  Assoication  from  1928-1934,  past 
president  of  the  Pacific  Coast  Surgical  Associa- 
tion; a Fellow  of  the  American  College  of  Sur- 
geons, and  was  prominently  identified  with  many 
other  scientific  societies. 
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REPORT  OF  SPECIAL  COMMITTEE  AND  PROPOSED  AMENDMENTS 
TO  CONSTITUTION  AND  BY-LAWS  OF  STATE  ASSOCIATION 


AT  the  Eighty-Ninth  Annual  Meeting  of  the 
Ohio  State  Medical  Association  in  Cincin- 
nati in  the  Fall  of  1935,  the  House  of  Dele- 
gates authorized  the  appointment  of  a special 
committee  to  study  the  Constitution  and  By-Laws 
of  the  State  Association  and  recommend  such  re- 
visions, deletions  and  additions  as  would  tend  to 
bring  this  document  up  to  date  and  facilitate 
more  effective  activity  on  the  part  of  medical 
organization  in  Ohio. 

President  Hendershott  appointed  the  following 
committee:  Dr.  C.  L.  Cummer,  Cleveland,  chair- 
man; Dr.  C.  W.  Waggoner,  Toledo;  Dr.  John  A. 
Caldwell,  Cincinnati;  Dr.  A.  H.  Freiberg,  Cincin- 
nati, and  Dr.  H.  M.  Platter,  Columbus. 

The  committee  has  held  a series  of  conferences 
and  has  formulated  a report  which  will  be  offici- 
ally presented  to  the  House  of  Delegates  on  Wed- 
nesday, October  7,  1936,  at  the  Ninetieth  Annual 
Meeting  ini  Cleveland. 

Pursuant  to  the  constitutional  requirement 
that  proposed  amendments  to  the  Constitution 
and  By-Laws  must  be  published  in  The  Journal 
prior  to  action  by  the  House  of  Delegates,  the 
special  committee’s  report  is  herewith  presented 
for  the  information  of  the  entire  membership  and 
especially  to  give  members  of  the  House  of  Dele- 
gates an  opportunity  to  study  the  committee’s 
recommendations  in  advance  of  the  Annual  Meet- 
ing. 

REPORT  OF  THE  SPECIAL  COMMITTEE  ON  REVISION 
OF  THE  CONSTITUTION  AND  BY-LAWS  OF  THE 
OHIO  STATE  MEDICAL  ASSOCIATION 

To:  The  House  of  Delegates, 

Ohio  State  Medical  Association. 

The  Special  Committee  on  Constitutional  Re- 
vision appointed  by  President  Hendershott  upon 
authorization  of  the  House  of  Delegates  at  the 
1935  Annual  Meeting  of  the  Ohio  State  Medical 
Association  herewith  submits  its  report  for  con- 
sideration and  action  by  the  House  of  Delegates 
of  the  Ninetieth  Annual  Meeting  of  the  State 
Association. 

We  have  made  a thorough  study  of  the  present 
Constitution  and  By-Laws,  as  well  as  similar 
documents  of  other  state  medical  societies  and  the 
Constitution  and  By-Laws  suggested  by  the 
A.M.A.  for  state  associations.  In  addition,  we 
have  secured  suggestions  and,  advice  from  many 
individual  members  of  the  Ohio  State  Medical 
Association  with  especial  experience  in  state  and 
national  organization  problems  relative  to  im- 
provements possible  in  the  Constitution  and  By- 
Laws  of  our  Association. 

Our  study  has  convinced  us  that  improvements 


in  our  Constitution  and  By-Laws  can  be  realized 
through  recodification;  clarification  of  certain 
sections;  insertion  of  some  new  provisions  which 
we  believe  will  strengthen  and  add  greater 
elasticity  to  the  activities  of  the  State  Associa- 
tion; and  revision  of  some  of  the  provisions  per- 
taining to  disciplinary  action  to  prevent,  if  pos- 
sible, repetition  of  misunderstandings  and  mis- 
interpretations. 

Only  a few — more  or  less  minor — changes  in 
the  Constitution  have  been  recommended. 

More  extensive  changes  in  the  By-Laws  have 
been  suggested,  and  they  have  been  recodified. 

To  simplify  procedure  in  acting  upon  our 
recommendations,  we  suggest  that  the  present 
Constitution  and  By-Laws  be  repealed  and  that 
the  Hpuse  of  Delegates  officially  adopt  the  fol- 
lowing new  Constitution  and  By-Laws  in  which 
have  been  incorporated  the  revisions  and  ad- 
ditions agreed  upon  by  this  committee. 

To  assist  members  of  the  House  of  Delegates 
in  its  deliberations,  we  have  inserted  bold-face 
explanatory  paragraphs  after  suggested  changes, 
additions  or  deletions. 

CONSTITUTION 
ARTICLE  1 

NAME  OF  THE  ASSOCIATION 

The  name  and  title  of  this  corporation  shall  be: 
OHIO  STATE  MEDICAL  ASSOCIATION 

ARTICLE  2 

PURPOSES 

The  purposes  of  this  Association  are  to  pro- 
mote the  science  and  art  of  medicine,  and  the  pro- 
tection of  public  health.  More  especially,  the 
purposes  of  this  organization  shall  be  to  federate 
and  bring  into  one  compact  organization  the  en- 
tire medical  profession  of  the  State  of  Ohio,  and 
to  unite  with  similar  organizations  in  other  states 
to  constitute  the  American  Medical  Association. 

Part  of  Article  2 has  been  deleted  to  clarify 
and  simplify  the  statement  of  purposes  of  the 
Ohio  State  Medical  Association  but  the  essential 
facts  set  forth  in  the  old  “purposes”  clause  have 
been  retained. 

ARTICLE  3 

COMPONENT  SOCIETIES 

Section  1.  Eligible  Societies.  Component  so- 
cieties shall  be  those  county  medical  societies 
which  hold  charters  from  this  Association. 

Sec.  2.  Definition.  The  term  component  society 


[1] 


[2] 


shall  be  deemed  to  include  all  county  medical 
societies  now  in  affiliation  with  this  Association, 
or  which  may  hereafter  be  organized  and  char- 
tered by  the  House  of  Delegates  of  this  Associa- 
tion. 

ARTICLE  4 

COMPOSITION  OF  THE  ASSOCIATION 

Section  1.  One  class  of  members.  This  Asso- 
ciation shall  consist  of  one  class  of  members  as 
hereinafter  defined. 

Sec.  2.  Members.  The  members  of  this  Asso- 
ciation shall  be  eligible  physician  members  of  the 
component  societies,  as  further  defined  in  the 
accompanying  By-Laws,  who  have  been  certified 
by  the  designated  officer  of  the  component  society, 
and  whose  dues  and  assessments  for  the  current 
year  have  been  received  at  the  headquarters  of 
this  Association. 

Sec.  3.  Delegates.  Delegates  shall  be  those 
elected  in  accordance  with  this  Constitution  and 
By-Laws  to  represent  the  component  societies  in 
the  House  of  Delegates  of  this  Association. 

ARTICLE  5 

HOUSE  OF  DELEGATES 

The  House  of  Delegates  shall  be  the  legislative 
body  of  this  Association,  and  shall  consist  (1)  of 
delegates  elected  by  the  component  societies,  and 
(2)  the  officers  of  the  Association  enumerated  in 
Section  1 of  Article  7. 

ARTICLE  6 

MEETINGS 

Section  1.  Annual  Meeting.  This  Association 
shall  hold  an  annual  meeting  during  which  there 
shall  be  general  sessions,  open  to  all  registered 
members,  delegates  and  guests. 

The  provision  making  it  mandatory  that  “at 
least  two  general  sessions”  be  held  during  the 
annual  meeting  has  been  eliminated  to  provide 
more  elasticity  in  annual  meeting  arrangements 
and  to  permit  the  Council  to  use  its  good  judg- 
ment in  arranging  an  appropriate  type  of  annual 
meeting  program. 

Sec.  2.  Place  of  Meeting.  The  time  and  place 
for  holding  each  annual  meeting  shall  be  fixed  by 
the  House  of  Delegates,  or  by  such  authority, 
may  be  delegated  to  the  Council. 

Sec.  3.  Special  Meetings.  Special  meetings  of 
either  this  Association  or  the  House  of  Delegates 
may  be  called  by  a two-thirds  vote  of  the  Council 
or  upon  petition  of  at  least  twenty  component 
societies. 

The  preceding  section  has  been  changed  to  pro- 
vide that  a petition  for  a special  meeting  of  the 
Association  or  House  of  Delegates  must  have  the 


approval  of  at  least  20  component  societies  in- 
stead of  “twenty  delegates”,  to  safeguard  against 
the  possibility  of  a group  of  delegates  represent- 
ing only  a few  large  counties  forcing  the  calling 
of  a special  meeting  against  the  will  of  a sub- 
stantial portion  of  the  delegates  or  component 
societies. 

ARTICLE  7 
OFFICERS 

Section  1.  General.  The  officers  of  this  Asso- 
ciation shall  be  a President,  a President-Elect, 
the  Immediate  Past-President,  a Treasurer,  and 
Councilors  as  provided  by  the  By-Laws. 

“¥ 

Sec.  2.  Council.  The  elective  officers  and  Coun- 
cilors as  defined  in  the  preceding  section,  shall 
constitute  the  Council  and  shall  be  the  board  of 
trustees  of  this  corporation.  The  Council  shall 
have  full  authority  and  power  of  the  House  of 
Delegates  between  annual  meetings,  unless  the 
House  of  Delegates  shall  be  called  into  session  as 
provided,  in  the  Constitution  and  By-Laws. 

Sec.  3.  Election  and  Eligibility.  The  officers 
of  this  Association  shall  be  elected  by  the  House 
of  Delegates  during  the  annual  meeting.  No  per- 
son shall  be  eligible  to  an  elective  office  who  has 
not  been  a member  of  this  Association  during 
the  preceding  two  years. 

Sec.  4.  Term  of  Officers.  The  President  shall 
serve  one  year  and  shall  be  succeeded  by  the 
President-Elect.  The  Treasurer  shall  be  elected 
for  a term  of  three  years.  The  term  of  office  of 
Councilors  shall  be  for  two  years,  five  to  be 
elected  each  year.  All  these  officers  shall  serve 
until  their  successors  are  elected  and  qualified. 

For  the  purposes  of  this  section,  the  period 
from  one  annual  meeting  until  the  next  shall  be 
regarded  as  one  year. 

Eligibility  to  re-election  shall  be  defined  in  the 
By-Laws. 

Sec.  5.  Fiscal  Year.  For  the  purpose  of  mem- 
bership, the  fiscal  year  of  this  Association  shall 
begin  on  January  1 and  end  on  December  31. 
Annual  dues  in  the  Ohio:  State  Medical  Associa- 
tion shall  be  payable  in  advance. 

ARTICLE  8 

SCIENTIFIC  ASSEMBLY 

Section  1.  The  Scientific  Assembly.  The  Scien- 
tific Assembly  of  the  Ohio  State  Medical  Associa- 
tion shall  be  the  convocation  of  its  members  for 
the  presentation  and  discussion  of  subjects  per- 
taining to  the  science  and  art  of  medicine  in  its 
widest  application.  It  shall  be  held  as  a part  of 
the  annual  meeting. 

Sec.  2.  Program.  The  program  for  the  Scien- 
tific Assembly  shall  be  arranged  as  provided  in 
the  By-Laws. 
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A provision  requiring  the  Scientific  Assembly 
to  be  divided  into  sections  has  been  deleted  in 
Sec.  2 of  Article  8.  The  revised  section  simply 
states  that  the  Scientific  Assembly  shall  be  ar- 
ranged as  provided  in  the  By-Laws,  in  which  pro- 
vision is  made  for  greater  elasticity  in  arranging 
general  and  sectional  meetings. 

ARTICLE  9 

SEAL 

This  Association  shall  have  a common  seal. 
The  power  to  change  or  renew  the  seal  shall  rest 
with  the  House  of  Delegates  in  conformity  with 
the  laws  of  the  State  of  Ohio. 

ARTICLE  10 

REFERENDUM 

At  any  general  meeting  of  this  Association  it 
may,  by  a two-thirds  vote,  order  a general  ref- 
erendum upon  any  question  pending  before  the 
House  of  Delegates  and  the  House  of  Delegates 
may,  by  a vote  of  its  members,  submit  any  such 
question  to  the  entire  membership  of  this  Asso- 
ciation for  its  vote.  For  a final  vote  there  shall 
be  required  a majority  of  all  the  members  of 
this  Association  to  determine  the  question. 

ARTICLE  11 

Section  1.  Method  of  Amending.  The  House 
of  Delegates  may  amend  any  article  of  this  Con- 
stitution by  a two-thirds  vote  of  the  delegates 
and  officers  registered  at  the  annual  meeting  pro- 
vided that  such  amendment  shall  have  been  pub- 
lished in  The  Journal  of  this  Association  at  least 
two  months  before  the  annual  meeting,  and  that 
it  shall  have  been  sent  officially  to  the  secretary 
of  each  component  society  at  least  one  month  be- 
fore the  annual  meeting  at  which  final  action  is 
to  be  taken. 

Sec.  2.  Conformity  by  Component  Societies. 
When  an  amendment  to  this  Constitution  has 
been  made,  as  provided  by  Section  1 of  this 
article,  the  secretary  of  each  component  society 
shall  be  notified  within  sixty  days  after  it  has 
become  effective.  It  shall  become  incumbent  upon 
each  component  society  to  make  such  change  in 
its  constitution  and  by-laws  as  will  bring  about 
conformity  to  the  change  in,  the  Constitution  of 
the  Ohio  State  Medical  Association.  Written 
notice  of  compliance  with  this  provision  shall  be 
sent  to  the  headquarters  of  the  Ohio  State  Medi- 
cal Association  within  six  months  after  notice 
has  been  given  and  it  shall  be  submitted  to  its 
Council  for  approval. 

ARTICLE  12 

Upon  the  adoption  of  this  revision  of  the  Con- 
stitution, all  previous  Constitutions  are  thereby 
repealed  and  declared  as  of  no  effect. 


Article  12  providing  for  repeal  of  the  present 
Constitution  has  been  added  to  facilitate  action 
by  the  House  of  Delegates. 

BY-LAWS 

CHAPTER  1 

MEMBERSHIP 

Section  1.  Rights  of  Members.  All  members 
of  this  Association  shall  have  the  right  to  attend 
all  meetings  of  the  Association  and  to  take  part 
in  all  the  scientific  proceedings  of  the  annual 
meeting. 

Sec.  2.  Qualification.  The  name  of  a physician 
upon  the  roster  of  this  Association  shall  be  prima 
facie  evidence  of  his  right  to  register  at  the  an- 
nual meeting. 

Sec.  3.  Disability.  No  person  who  is  under 
sentence  of  suspension  or  expulsion  from  any 
component  society  of  this  Association,  or  whose 
name  has  been  dropped  from  its  roll  of  members, 
shall  be  entitled  to  any  of  the  rights  or  benefits 
of  this  Association. 

Sec.  4.  Eligibility.  This  Association  shall  con- 
sist of  one  class  of  members  only,  and  it  shall  in- 
clude all  eligible  members  of  all  component  so- 
cieties, providing  their  dues  and  assessments  in 
this  Association  have  been  received  from  the  sec- 
retary-treasurers of  such  respective  component 
societies,  at  the  headquarters  of  this  Association. 

To  be  eligible  to  membership  in  this  Associa- 
tion, a person  shall  possess  all  the  following 
qualifications,  to-wit: 

(a)  He  must  be  a citizen  of  the  United  States 
or  must  have  declared  his  intention  of  becoming  a 
citizen  by  filing  first  citizenship  papers  with  the 
United  States  Government. 

(b)  He  must  have  been  licensed  to  practice 
medicine  and  surgery  by  licensing  authority  con- 
stituted by  the  State  of  Ohio. 

(c)  He  must  hold  the  degree  of  doctor  of  medi- 
cine or  some  foreign  degree  in  medicine,  regarded 
by  the  Council  of  the  Ohio  State  Medical  Associa- 
tion as  equivalent  thereto,  if  applying  for  mem- 
bership after  June  1,  1930. 

Sec.  5.  Class'fication  of  Local  Members.  If 
any  component  society  provides  for  a diversified 
classification  of  its  members,  dues  for  them  in 
the  Ohio  State  Medical  Association  shall  be  col- 
lected and  transmitted  to  the  Executive  Secre- 
tary of  this  Association  or  appropriated  from  the 
funds  of  the  component  society.  Exempted  from 
this  provision  are  such  local  members  who  are 
not  eligible  for  membership  in  this  Association 
under  the  requirements  of  Section  4 of  this 
chapter,  and  such  as  are  still  serving  as  hospital 
interns  on  full  time  on  a nominal  salary,  such  as 
have  retired  from  active  practice  of  medicine,  and 
non-resident  members  who  are  members  of  or- 
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ganized  medicine  in  good  standing  in  the  county 
in  which  they  reside. 

Sec.  6.  Registration.  Each  member  in  attend- 
ance at  the  annual  meeting  shall  register,  when 
his  right  to  membership  has  been  verified  by 
reference  to  the  records  of  this  Association.  No 
member  or  delegate  shall  take  part  in  any  of  the 
proceedings  of  the  annual  meeting  until  he  has 
registered. 

CHAPTER  2 

DUES  AND  ASSESSMENTS 

Section  1.  Determination  of  Dues.  The  annual 
dues  and  all  assessments  shall  be  determined  by 
the  House  of  Delegates,  and  shall  be  levied  per 
capita  on  the  members  of  the  Ohio  State  Medical 
Association.  They  shall  be  payable  before  Jan- 
uary 1st  of  the  calendar  year  for  which  such  dues 
are  levied.  The  dues  and  assessments  shall  be 
collected  by  the  designated  officer  of  each  com- 
ponent society  and  shall  be  forwarded  to  the 
headquarters  of  this  Association,  together  with 
such  data  as  shall  be  required  for  a record  of  its 
officers  and  membership. 

Sec.  2.  Receipt  of  Dues.  Qualifying  Member- 
ship.  The  record  of  payment  of  dues  and  assess- 
ments on  file  in  the  offices  of  this  Association 
shall  be  evidence  as  to  the  fact  of  payment  by  a 
member  and  as  to  his  right  to  participate  in  the 
business  and  proceedings  of  this  Association  and 
of  the  House  of  Delegates. 

Sec.  3.  Arrears  in  Membership.  A member  of 
this  Association  shall  be  deemed  delinquent  and 
in  arrears  in  all  his  relationships  as  a member, 
including  his  rights  to  medical  defense,  from  and 
during  the  period  extending  from  January  1st  of 
the  current  year  until  his  dues  and  assessments 
shall  have  been  received  at  the  headquarters  of 
this  Association,  having  been  remitted  by  the 
designated  officer  of  the  component  society  of 
which  he  is  a member. 

Sec.  4.  Penalty  for  Failure  to  Remit.  Any 
county  society  which  fails  to  make  such  reports 
as  may  be  required  by  this  Constitution  and  By- 
Laws  at  least  thirty  days  before  the  annual  meet- 
ing of  the  Ohio  State  Medical  Association,  may 
be  held  suspended,  in  which  case  none  of  its  mem- 
bers or  delegates  shall  be  permitted  to  partici- 
pate in  any  of  the  proceedings  of  this  Association 
or  of  the  House  of  Delegates. 

CHAPTER  3 

SCIENTIFIC  ASSEMBLY 

Section  1.  Scientific  Program.  The  Scientific 
Assembly  shall  meet  in  such  general  sessions 
and  such  section  Sessions  during  each  annual  meet- 
ing as  may  be  determined  by  the  Committee  on 
Scientific  Work  with  the  approval  of  the  Council. 


This  section  replaces  the  former  section  which 
provided  the  Scientific  Assembly  must  be  divided 
into  scientific  sections.  The  new  section  creates 
an  elastic  procedure  for  arranging  the  program 
for  the  annual  meeting.  It  places  the  power  to 
arrange  the  program  in  the  hands  of  the  Com- 
mittee on  Scientific  Work  (a  new  committee 
created  by  a later  section  of  the  By-Laws)  and  the 
Council,  with  no  restrictions  as  to  the  number  or 
character  of  general  and  section  sessions. 

Sec.  2.  Section  Officers.  Each  section  shall 
elect  a chairman  and  a secretary  to  serve  until 
their  successors  are  elected.  They  shall  constitute 
its  program  committee,  the  recommendations  of 
which  shall  be  subject  to  the  approval  of  the 
Committee  on  Scientific  Work. 

In  case  a section  has  been  newly  organized,  or 
for  any  other  reason  has  not  elected  its  officers, 
then  such  officers  shall  be  appointed  by  the 
Council. 

Provision  is  made  in  this  section  for  selecting 
officers  for  newly-created  scientific  sections. 

Sec.  3.  Section  Sessions.  Each  section  author- 
ized by  the  Council  shall  hold  its  session  or  ses- 
sions at  times  determined  by  the  Council  but  no 
section  session  shall  be  held  at  the  same  time  ms 
a general  session. 

This  section  is  the  same  as  Sec.  4 of  Chapter  3 
of  the  present  By-Laws  except  that  it  makes  no 
reference  to  any  specific  number  of  scientific  sec- 
tions. 

Sec.  4.  Acceptance  of  Papers.  No  paper  shall 
be  presented  before  a section  unless  the  title  and 
an  abstract  containing  not  less  than  thirty  or 
more  than  one  hundred  and  fifty  words  be  in  the 
hands  of  the  Committee  on  Scientific  Work  at 
least  ninety  days  before  the  first  day  of  the  an- 
nual meeting.  No  member  may  read  more  than 
one  paper  at  any  annual  meeting  or  read  papers 
in  two  successive  years  except  on  invitation  of 
the  Council. 

Under  the  provisions  of  the  foregoing  section, 
title  and  abstract  of  a paper  to  be  presented  be- 
fore the  Scientific  Assembly  must  be  in  the  hands 
of  the  Committee  on  Scientific  Work  at  least  90 
days  before  the  first  day  of  the  annual  meeting, 
instead  of  60  days,  and  a member  is  prohibited 
from  reading  more  than  one  paper  at  any  annual 
meeting  or  reading  papers  in  two  successive 
years  except  on  invitation  of  the  Council. 

Sec.  5.  Section  Rules.  The  papers  and  discus- 
sions in  sections  shall  be  limited  to  scientific  sub- 
jects. Rules  adopted  by  sections  shall  be  subject 
to  approval  by  Council  and  shall  not  be  in  conflict 
with  the  Constitution  and  By-Laws  of  this  Asso- 
ciation. 

Sec.  6.  Time  Limit  of  Papers.  The  Committee 
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■ on  Scientific  Work  shall  each  year  fix  time  limits 
for  delivery  of  papers. 

The  foregoing  section  gives  the  Committee  on 
Scientific  Work  the  authority  to  establish  time 
limits  for  the  delivery  of  papers.  Here  is  another 
example  of  the  effort  which  has  been  made  to 
make  the  procedure  in  arranging  the  annual 
meeting  program  more  practical. 

Sec.  7.  Papers  the  Property  of  the  Association. 
All  papers  read  before  this  Association  shall  be 
its  property  and  immediately  after  being  read 
shall  be  deposited  with  the  secretary  of  the  sec- 
tion, if  read  before  a section,  or  with  the  Ex- 
ecutive Secretary,  if  read  before  a general  ses- 
sion. No  author  shall  cause  a paper  read  before 
this  Association  to  be  published  elsewhere  as 
original,  or  until  published  in  the  official  Journal 
of  this  Asociation. 

CHAPTER  4 

THE  HOUSE  OF  DELEGATES 

Section  1.  Meetings  of  House  of  Delegates. 
The  House  of  Delegates  shall  meet  annually  at 
the  time  and  place  of  the  annual  meeting  of  this 
Association. 

Sec.  2.  Ratio  of  Representation.  Each  com- 
ponent society  shall  be  entitled  to  one  delegate 
in  the  House  of  Delegates  for  each  one  hundred 
members  in  this  Association,  or  fraction  thereof; 
provided,  however,  that  each  component  society 
shall  be  entitled  to  at  least  one  delegate  and  one 
alternate. 

Sec.  3.  Quorum.  A majority  of  registered 
delegates  and  officers  of  this  Association  shall 
constitute  a quorum.  All  sessions  of  the  House 
of  Delegates  shall  be  open  to  members  of  the  As- 
sociation. 

Sec.  4.  Committees  of  the  House  of  Delegates. 
For  the  purpose  of  expediting  proceedings  the 
President  shall  appoint  from  the  members  of  the 
House  of  Delegates  the  following  reference  com- 
mittees, viz.,  Committee  on  Annual  Reports; 
Committee  on  President’s  Address;  Committee  on 
Resolutions,  to  which  shall  be  referred  all  reso- 
lutions (except  those  of  an  ethical  nature  involv- 
ing professional  relations,  which  shall  be  referred 
to  the  Council  without  discussion,  and  those  deal- 
ing with  the  time  and  place  of  the  annual  meet- 
ing, which  shall  be  referred  to  the  Committee  on 
Time  and  Place  of  Meeting);  Committee  on  Cre- 
dentials; Committee  on  Time  and  Place  of  An- 
nual Meeting;  Committee  on  Tellers  and  Judges 
of  Election;  and  other  committees  considered 
necessary  by  the  President. 

One  new  House  of  Delegates  reference  commit- 
tee is  created  by  this  section,  namely:  Committee 
on  Time  and  Place  of  Annual  Meeting.  The 


duties  of  such  a committee  would  be  to  study  in 
advance  invitations  from  cities  seeking  the  next 
annual  meeting,  investigate  the  convention  facili- 
ties of  such  cities,  check  up  on  suitable  dates  for 
the  succeeding  annual  meeting,  and  report  its 
findings  and  recommendations  to  the  House  of 
Delegates. 

Sec.  5.  Delegates  to  the  American  Medical 
Association.  The  House  of  Delegates  shall  elect 
representatives  to  the  House  of  Delegates  of  the 
American  Medical  Association  in  accordance  with 
the  Constitution  and  By-Laws  of  that  body. 

Sec.  6.  Councilor  Districts.  The  House  of 
Delegates  shall  establish  ten  councilor  districts. 
A district  society  may  be  organized  in  any  of  the 
districts  to  meet  at  such  time  or  times  as  the 
society  may  fix,  provided  the  dates  chosen  do  not 
fall  within  a period  of  two  weeks  preceding  or 
two  weeks  following  the  annual  meeting  of  this 
Association. 

The  presidents  of  the  component  societies  in 
the  several  districts  shall  be  vice-presidents  of 
their  respective  district  societies. 

Section  6 of  Chapter  4,  prohibits  a district  so- 
ciety from  meeting  two  weeks  before  or  two 
weeks  after  the  annual  meeting  of  the  State  As- 
sociation. This  is  recommended  in  an  effort  to 
prevent  a,  conflict  which  might  interfere  seriously 
with  the  attendance  at  the  State  Association 
meeting. 

Sec.  7.  Special  Committees.  Any  member  who 
is  in  good  standing  in  this  Association  may  be 
appointed  to  serve  on  any  committee  created  for 
a special  purpose.  All  members  of  committees 
who  are  not  members  of  the  House  of  Delegates 
shall  have  the  right  to  present  their  reports  to 
the  House  in  person  and  to  participate  in  the  de- 
bate thereon,  but  shall  not  have  the  right  to  vote. 

Sec.  8.  Order  of  Business.  The  following  shall 
be  the  order  of  business  for  the  opening  and  final 
sessions  of  the  House  of  Delegates: 

A.  Opening  Session. 

1.  Call  to  order  by  the  President. 

2.  Roll  call. 

3.  Consideration  of  minutes  of  last  annual 
meeting. 

4.  Appointment  of  reference  committees  by 
the  President. 

5.  Reports  of  officers. 

6.  Reports  of  standing  committees. 

7.  Reports  of  special  committees. 

8.  Election  of  Committee  on  Nominations. 

9.  Introduction  of  resolutions. 

10.  Submission  of  invitations  for  next  annual 
meeting. 

11.  Miscellaneous  business. 
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B.  Final  Session. 

1.  Roll  call. 

2.  Consideration  of  unfinished  business  of 
preceding  session. 

3.  Reports  of  reference  committees. 

4.  Miscellaneous  business. 

5.  Election  of  President-Elect. 

6.  Report  of  Committee  on  Nominations  and 
election  of  other  officers. 

7.  Installation  of  officers  for  ensuing  year. 

8.  Announcement  of  committee  appointments 
by  newly-installed  President  and  action 
thereon  by  House  of  Delegates. 

9.  Unfinished  business. 

10.  Final  adjournment. 

The  order  of  business  may  be  modified  for  any 
session  by  a majority  vote  of  those  delegates 
present  at  that  session. 

This  is  a new  section.  It  provides  a definite 
order  of  business  for  sessions  of  the  House  of 
Delegates  and  will  tend  to  minimize  confusion 
such  as  has  occurred  at  some  previous  sessions 
of  the  House  of  Delegates. 

CHAPTER  5 

NOMINATION  AND  ELECTION  OF  OFFICERS 

Section  1.  Committee  on  Nominations.  On  the 
first  day  of  the  annual  meeting  the  House  of 
Delegates  shall  elect  a Committee  on  Nomina- 
tions, consisting  of  ten  delegates,  one  from  each 
councilor  district.  The  Committee  on  Nomina- 
tions shall  report  to  the  House  of  Delegates  a 
ticket  containing  the  name  of  one  or  more  mem- 
bers for  each  of  the  offices  to  be  filled  at  that  an- 
nual meeting  except  that  of  President-Elect. 
Each  nominee  for  Councilor  must  be  a resident 
of  the  district  for  which  he  is  nominated.  Nomi- 
nations for  the  office  of  President-Elect  shall  be 
made  from  the  floor  of  the  House  of  Delegates. 

One  change  has  been  made  in  the  procedure 
for  nominating  officers.  Under  the  provisions  of 
this  new  section  the  Committee  on  Nominations 
may  submit  a ticket  containing  more  than  one 
nominee  for  any  office  to  be  filled  except  that  of 
President-Elect.  The  present  section  limits  the 
committee  to  one  nominee  for  each  office. 

Sec.  2.  Nomination  of  Officers.  The  report  of 
the  Committee  on  Nominations  shall  be  posted  at 
the  registration  desk  of  the  Association  at  the 
earliest  time  practicable  and  at  least  three  hours 
before  the  final  session  of  the  House  of  Dele- 
gates. Nominations  for  the  office  of  President- 
Elect  shall  be  submitted  at  the  final  session  of 
the  House  of  Delegates.  Each  nominating  speech 
shall  be  limited  to  three  minutes.  Not  more  than 


one  speech  shall  be  made  in  seconding  a given 
nomination  and  it  shall  be  limited  to  one  minute. 

Part  of  the  foregoing  section  is  new,  namely, 
the  provision  which  requires  the  Committee  on 
Nominations  to  post  its  report  at  the  registration 
desk  at  least  three  hours  before  the  final  session 
of  the  House  of  Delegates.  This  will  give  mem- 
bers of  the  House  of  Delegates  an  opportunity  to 
secure  pertinent  information  regarding  the  nomi- 
nees before  the  election. 

Sec.  3.  Election  of  Officers.  All  elections  shall 
be  by  ballot.  In  case  no  nominee  receives  a ma- 
jority of  the  votes  on  the  first  ballot,  the  nominee 
receiving  the,  lowest  number  of  votes  shall  be 
dropped  and  a new  ballot  taken.  This  procedure 
shall  be  continued  until  one  of  the  nominees  re- 
ceives a majority  of  all  votes  cast,  when  he  shall 
be  declared  elected. 

This  section  relating  to  the  method  of  electing 
officers  has  been  amended  to  provide  that  any 
nominee  must  receive  a majority  of  all  votes  cast 
to  be  elected.  Under  the  present  method,  nomi- 
nees for  the  office  of  delegate  to  the  American 
Medical  Association  may  be  elected  without  a 
majority  vote. 

Sec.  4.  Nominations  from  the  Floor.  Nothing 
in  this  chapter  shall  be  construed  to  prevent 
additional  nominations  from  the  floor  by  dele- 
gates. 

CHAPTER  6 

DUTIES  OF  OFFICERS 

Section  1.  President.  The  President  shall  pre- 
side at  all  general  sessions  of  this  Association 
and  sessions  of  the  House  of  Delegates.  He  shall 
appoint  all  committees  for  the  selection  of  which 
other  provision  is  not  made.  He  shall  deliver  an 
annual  address  at  a general  session  during  the 
annual  meeting.  He  shall  be  chairman  of  the 
Council  and  shall  perform  such  other  duties  as 
pertain  to  the  principal  administrative  officer  of 
a corporation.  He  shall  be  ex-officio  a member  of 
all  committees  of  this  Association.  As  Immediate 
Past-President  he  shall  be  a member  of  Council 
for  a period  of  one  year  immediately  succeeding 
his  term  of  office. 

Sec.  2.  President-Elect.  The  President-Elect 
shall  be  a member  of  the  Council,  and  shall  as- 
sume the  duties  of  the  President  during  the  ab- 
sence or  disability  of  the  latter.  If  the  office  of 
President  becomes  vacant  the  President-Elect 
shall  succeed  to  the  presidency. 

Sec.  3.  Treasurer.  The  Treasurer  shall  receive 
all  funds  due  this  Association  from  every  source 
whatever,  except  current  accounts  due  The  Jour- 
nal in  the  conduct  of  its  business.  He  shall  de- 
posit and  keep  the  funds  of  the  Association  in  a 
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bank  or  banks  of  deposit  approved  by  the  Council. 
He  shall  keep  a complete  set  of  books  concerning 
the  receipts  and  expenditures  of  this  Association, 
except  those  of  The  Journal.  Subject  to  direction 
of  the  House  of  Delegates  he  shall  sell  or  lease 
any  estate  belonging  to  this  Association  and 
execute  the  necessary  papers.  He  shall  pay 
money  out  of  the  treasury  upon  voucher  as  di- 
rected by  the  Auditing  and  Appropriations  Com- 
mittee, rendering  a monthly  trial  balance  of  his 
accounts  to  each  member  of  Council.  At  the 
expense  of  the  Association  he  shall  give  bond  in 
such  amount  as  shall  be  required  by  the  Council. 
He  shall  be  a member  of  Council. 

V 

Sec.  3 of  Chapter  6,  outlines  the  duties  and  re- 
sponsibilities of  the  Treasurer.  Wording  of  the 
present  section  pertaining  to  the  Treasurer  has 
been  changed  somewhat  for  the  sake  of  clarity 
and  to  require  him  to  secure  the  advice  and  ap- 
proval of  the  Council  in  connection  with  im- 
portant financial  transactions. 

Sec.  4.  Executive  Secretary.  The  Executive 
Secretary  shall  be  ex-officio  the  secretary  of  this 
Association,  of  its  Council,  and  of  all  its  com- 
mittees. He  shall  be  the  executive  agent  of  the 
Association  transacting  its  business  under  the 
direction  of  its  officers.  He  shall  collect  all  dues 
from  members  of  the  Association  through  the 
secretaries  of  the  component  societies  and  pay 
them  to  the  Treasurer. 

He  shall  be  the  managing  editor  and  business 
manager  of  The  Journal.  He  shall  pay  over  the 
profits  of  The  Journal  to  the  Treasurer  at  the  end 
of  each  fiscal  year,  or  whenever  ordered  to  do  so 
by  the  Auditing  and  Appropriation  Committee  or 
the  House  of  Delegates.  Whenever  the  income 
of  The  Journal  does  not  meet  its  expense,  he  shall 
make  requisition,  which  must  be  approved  by  the 
Auditing  and  Appropriations  Committee  and  the 
Council,  on  the  Treasurer  for  the  necessary 
amount. 

He  shall  have  charge  of  the  business  offices  of 
this  Association  and  may  employ  such  aid  as 
shall  be  authorized  by  the  Council.  He  shall  be 
the  custodian  of  all  books  and  papers  belonging 
to  this  Association  except  those  of  the  Treasurer. 

He  shall  provide  for  the  registration  of  the 
members  at  the  annual  meeting  and  shall  provide 
for  reporting  the  proceedings  of  the  annual  meet- 
ing. He  shall  conduct  the  official  correspondence, 
notifying  members  of  meetings,  officers  of  their 
election,  committees  of  their  appointments  and 
duties,  and  shall  perform  such  other  duties  as 
may  be  assigned  to  him  by  the  Council.  At  the 
expense  of  the  Association  he  shall  give  bond  in 
such  amount  as  shall  be  required  by  the  Council. 

This  section  outlines  the  duties  of  the  Execu- 
tive Secretary.  It  includes  the  provisions  found  in 
several  scattered  sections  of  the  present  By-Laws 


but  makes  no  material  changes  in  his  present 
duties  and  responsibilities. 

CHAPTER  7 

ELIGIBILITY  OF  OFFICERS  FOR  RE-ELECTION 

Section  1.  Re-election  of  Officers.  A retiring 
President  shall  not  be  eligible  for  election  as 
President-Elect.  No  Treasurer  shall  serve  for 
more  than  two  consecutive  terms.  No  Councilor 
shall  serve  in  such  capacity  for  more  than  three 
consecutive  terms.  Any  officer  originally  elected 
to  serve  a year  or  less  of  an  unexpired  term  shall 
not  be  regarded  thereby  as  having  served  a term. 

Nothing  in  this  By-Law  shall  be  construed  as 
forbidding  later  re-election  of  officers,  except 
President,  after  an  interruption  in  consecutive 
service. 

Section  1,  Chapter  7,  is  one  of  the  most  im- 
portant proposed  revisions  of  the  By-Laws.  It 
places  a limit  on  the  number  of  consecutive  terms 
which  may  be  served  by  the  Treasurer  and  a 
Councilor.  This  provision  should  have  the  effect 
of  encouraging  younger  men  to  assume  responsi- 
bilities in  the  activities  of  the  State  Association 
and  should  stimulate  active  interest  generally 
among  those  qualified  for  official  positions. 

CHAPTER  8 

THE  COUNCIL 

Section  1.  Council  Meetings.  The  Council 
shall  hold  meetings  during  the  annual  meeting  of 
this  Association  and  at  such  other  times  as  neces- 
sity may  require,  subject  to  the  call  of  the  Presi- 
dent or  on  petition  of  three  Councilors. 

Sec.  2.  Publication  of  Proceedings.  The  Coun- 
cil shall  cause  to  be  published  in  The  Journal  of 
this  Association,  a record  of  its  meetings  and 
actions. 

Sec.  3.  Individual  Duties  of  Councilors.  Each 
Councilor  shall  be  organizer,  peacemaker  and 
censor  for  his  district.  He  shall  visit  each  county 
in  his  district  at  least  once  each  year  for  the  pur- 
pose of  organizing  component  societies  where 
none  exist,  for  inquiring  into  the  condition  of 
the  profession,  for  improving  and  increasing  the 
zeal  of  the  component  societies  and  their  mem- 
bers, and  to  keep  in  touch  with  activities  of  the 
various  societies,  aiding  in  their  betterment.  He 
shall  make  a written  report  of  his  activities  and 
of  the  conditions  of  each  of  the  societies  in  his 
district  to  the  House  of  Delegates  at  the  annual 
meeting,  submitting  such  report  to  the  Executive 
Secretary  at  least  sixty  days  prior  to  the  annual 
meeting  for  publication  in  The  Journal. 

The  final  sentence  of  the  foregoing  section  is 
new.  It  requires  each  Councilor  to  submit  a 
written  report  on  his  district  to  the  House  of 
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Delegates  annually.  This  should  have  the  effect 
of  encouraging  friendly  and  wholesome  com- 
petition between  districts  and  will  provide  a 
medium  for  the  exchange  of  valuable  information 
on  activities  in  the  various  districts. 

Sec.  4.  Collective  Duties  of  Councilors.  The 
Council  shall  be  the  executive  body  of  the  House 
of  Delegates  and  between  meetings  shall  exercise 
all  the  powers  conferred  on  the  House  of  Dele- 
gates by  this  Constitution  and  By-Laws. 

In  the  exercise  of  the  interim  powers  thus  con- 
ferred upon  it,  the  Council  shall  take  no  action 
contravening  any  general  policy  which  shall  have 
been  adopted  by  the  House  of  Delegates  and 
which  at  the  time  is  still  in  effect. 

The  Council  shall  have  direction  of  the  invest- 
ment and  re-investment  of  the  funds  of  this 
Association. 

It  shall  determine  the  character  and  scope  of 
the  scientific  proceedings  of  this  Association  and 
at  least  thirty  days  prior  to  each  annual  meeting, 
shall  cause  to  be  issued  a program  announcing 
the  order  in  which  papers  and  discussions  are  to 
be  presented. 

The  Council  shall  be  the  board  of  censors  of 
this  Association,  considering  all  questions  in- 
volving the  rights  and  standing  of  members, 
whether  in  relation  to  other  members,  to  the  com- 
ponent societies,  or  to  this  Association.  All  ques- 
tions of  an  ethical  nature  brought  before  the 
House  of  Delegates  or  a general  meeting  shall  be 
referred  to  the  Council  without  discussion.  It 
shall  hear  and  decide  all  questions  of  discipline 
affecting  the  conduct  of  members  or  of  a com- 
ponent society.  Its  decisions  in  all  cases,  includ- 
ing questions  regarding  the  right  of  membership 
in  this  Association,  shall  be  final. 

The  Council  shall  provide  for  and  superintend 
the  issuance  of  The  Ohio  State  Medical  Journal, 
referred  to  herein  otherwise  as  The  Journal.  It 
shall  have  authority  to  appoint  a medical  editor 
or  publication  board,  or  both,  and  make  any  other 
provisions  for  the  publication  of  The  Journal 
which  in  its  judgment  are  feasible.  Such  ap- 
pointee or  appointees  shall  serve  at  the  pleasure 
of  Council,  which  shall  have  full  discretionary 
power  to  promulgate  rules  and  regulations  gov- 
erning the  publication  of  The  Journal;  enumerate 
and  define  the  powers  and  duties  of  the  medical 
editor  or  publication  board  or  committee,  or  both; 
and  fix  the  terms  and  conditions  of  their  appoint- 
ment. 

The  Council  shall  have  power  to  employ  the 
Executive  Secretary  who  need  not  be  a physician 
or  member  of  this  Association,  and  such  other 
employes  as  it  may  deem  necessary. 

The  Council  shall  provide  such  offices  for  the 
headquarters  of  this  Association  as  may  be  re- 
quired to  properly  conduct  its  business. 


Sec.  4,  Article  9,  is  another  important  revised 
section  of  the  By-Laws.  It  summarizes  the  col- 
lective duties  of  the  Councilors.  Some  parts  of 
the  present  section  have  been  re-worded  but  their 
meaning  remains  unchanged.  One  of  the  new 
provisions  of  this  section  is  that  which  specifically 
states  the  Council  shall  have  the  direction  of  the 
investment  and  re-investment  of  the  funds  of  the 
Association.  Another  new  provision  prohibits  the 
Council  from  taking  any  action  contravening  any 
general  policy  made  by  the  House  of  Delegates 
and  still  in  effect.  The  revised  section  also  makes 
the  Council  the  final  court  of  appeal  on  questions 
of  discipline  and  membership  rather  than  the 
House  of  Delegates  so  as  to  expedite  final  ad- 
judication of  such  questions  and  minimize  con- 
fusion and  complications. 

Sec.  5.  Auditing  and  Appropriations  Commit- 
tee. An  Auditing  and  Appropriations  Committee 
of  three  members  shall  be  appointed  from  the 
Council  by  the  President  with  the  consent  of  the 
Council,  to  serve  for  one  year.  This  committee 
shall  prescribe  the  method  of  accounting  and 
shall  audit  any  and  all  accounts  of  the  Associa- 
tion. It  shall  prepare  and  present  annually  to  the 
Council  a budget  providing  for  the  necessary  ex- 
penses of  this  Association.  Any  surplus  or  bal- 
ance of  funds  for  a given  year  shall  revert  to  the 
general  fund. 

Sec.  6.  Salaries  and  Expenses  of  Officers  and 
Employes.  The  Auditing  and  Appropriations 
Committee  may  allow  the  payment  of  necessary 
traveling  and  other  expenses  incurred  by  officers 
and  Councilors  in  the  discharge  of  their  duties  to  . 
this  Association.  This  shall  not  include  expenses 
paid  in  connection  with  the  annual  meeting,  ex- 
cept that  when  a meeting  of  Council  is  held  on 
the  day  preceding  an  annual  meeting,  thereby 
necessitating  attendance  of  officers  and  Council- 
ors for  a day  more  than  required  for  the  annual 
meeting  proper,  the  Auditing  and  Appropriations 
Committee  may  allow  the  payment  to  each  off  a 
sum  not  to  exceed  five  dollars. 

The  salaries  of  all  employes  of  this  Associa- 
tion shall  be  fixed  by  Council. 

One  new  provision  will  be  found  in  the  above 
section,  namely,  that  authorizing  the  payment  to 
each  Councilor  of  a sum  not  to  exceed  five  dollars 
for  expenses  incurred  in  attending  a meeting  of 
the  Council  on  the  day  preceding  an  annual 
meeting  thereby  necessitating  attendance  for  a 
day  more  than  required  for  the  annual  meeting 
proper. 

Sec.  7.  Vacancies.  The  Council  shall  fill  by 
appointment  any  vacancy  in  office  occurring  in 
the  interval  between  the  annual  meetings  of  the 
House  of  Delegates  unless  otherwise  provided 
for  in  the  Constitution  and  By-Laws.  The  ap- 
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pointee  shall  serve  until  his  successor  has  been 
elected  and  qualified. 

CHAPTER  9 

STANDING  COMMITTEES 

Section  1.  Titles  of  Committees.  The  standing 
committees  of  this  Association  shall  be  the  fol- 
lowing: 

1.  Committee  on  Public  Relations  and  Eco- 
nomics. 

2.  Committee  on  Scientific  Work. 

3.  Committee  on  Education. 

4.  Committee  on  Medical  Defense. 

In  Section  I,  Chapter  9,  is  incorporated  one  of 
the  most  important  recommendations  of  this  com- 
mittee. It  establishes  a new  committee  set-up  for 
the  State  Association,  the  reason  for  which  will 
be  found  in  the  explanatory  remarks  following 
succeeding  sections  of  Chapter  9.  The  present 
Committee  on  Public  Policy,  Committee  on  Medi- 
cal Economics,  and  Committee  on  Medical  Edu- 
cation and  Hospitals  are  abolished  and  three  new 
committees  established.  The  provision  for  a 
Committee  on  Medical  Defense  is  unchanged. 

Sec.  2.  Method  of  Appointment.  The  standing 
committees  shall  be  appointed  by  the  President 
with  the  approval  of  the  House  of  Delegates. 
The  President  shall  designate  the  chairman  of 
each  committee  from  among  its  members.  One 
member  shall  be  appointed  to  each  of  the  followT- 
ing  standing  committees  each  year,  for  a term 
of  five  years,  provided,  however,  that  at  the 
1936  meeting,  five  members  shall  be  appointed 
to  serve  for  terms  of  one,  two,  three,  four  and 
five  years  respectively:  Committee  on  Public  Re- 
lations and  Economics,  Committee  on  Scientific 
Work,  and  Committee  on  Education.  The  Com- 
mittee on  Medical  Defense  shall  consist  of  three 
members,  one  of  whom  shall  be  appointed  each 
year  for  a term  of  three  years. 

Section  2,  Chapter  9,  provides  the  method  of 
appointment  of  the  standing  committees.  The 
present  plan  of  having  the  committeemen  ap- 
pointed by  the  President  with  the  approval  of 
the  House  of  Delegates  is  retained. 

Sec.  3.  The  Committee  on  Public  Relations  and 
Economics.  The  Committee  on  Public  Relations 
and  Economics  shall  consist  of  five  members  to- 
gether with  the  President,  President-Elect,  and 
Immediate  Past-President  ex-officio. 

This  committee  shall  consider  especially  gov- 
ernmental, social,  legislative  and  economic  move- 
ments affecting  public  health  and  the  practice  of 
medicine.  With  the  advice  of  the  President  and 
subject  to  the  approval  of  Council,  the  chairman 
of  the  committee  may  appoint  annual  sub-com- 


mittees on  medical  economics,  legislation,  work- 
men’s compensation,  public  health,  and  other 
topics  within  the  scope  of  its  authority,  the  ac- 
tivities of  all  such  sub-committees  to  be  corre- 
lated by  the  standing  committee  and  subject  to 
its  direction.  In  case  any  sub-committee  is  ap- 
pointed, its  members  may  be  designated  from  the 
membership  of  the  Association  at  large,  but  the 
chairman  must  be  chosen  from  the  members  of 
the  Committee  on  Public  Relations  and  Eco- 
nomics. 

Section  3,  Chapter  9,  provides  for  the  appoint- 
ment of  five  members  to  the  new  Committee  on 
Public  Relations  and  Economics,  and  enumerates 
the  duties  of  that  committee.  By  placing  the 
duties  and  responsibilities  heretofore  belonging 
to  the  Committee  on  Public  Policy  and  the  Com- 
mittee on  Medical  Economics  in  the  hands  of  one 
committee,  with  increased  personnel,  overlapping 
of  responsibility  and  duplication  of  effort  will  be 
avoided.  The  provision  permitting  the  new  com- 
mittee to  conduct  its  activities  through  sub-com- 
mittees is  an  important  forward  step.  This  will 
provide  an  opportunity  for  the  State  Association 
to  make  use  of  a greater  number  of  well-qualified 
and  alert  members  in  committee  work;  permit 
more  thorough  study  and  consideration  of  major 
problems;  and  minimize  the  necessity  for  a few 
willing  but  over-worked  committeemen  to  shoul- 
der the  entire  burden  of  strenuous  committee 
activities.  It  is  essential  that  a greater  number 
of  members  take  an  active  part  in  the  activities 
of  the  State  Association.  This  plan  of  increasing 
the  size  of  important  committees  through  sub- 
committees is  one  way  to  create  interest  and 
activity  among  good  organization  workers.  By 
making  the  terms  of  members  of  the  Committee 
on  Public  Relations  and  Economics  five  years, 
continuity  will  be  secured  and  experienced  men 
will  be  available  at  all  times  for  conferences  and 
negotiations  on  legislative,  economic,  and  other 
serious  problems. 

Sec.  4.  Committee  on  Scientific  Work.  The 
Committee  on  Scientific  Work  shall  consist  of 
five  members.  This  committee  shall  have  charge 
of  the  general  arrangements  for  the  annual 
meetings  of  the  Association,  including  the  scien- 
tific programs  both  for  general  sessions  and  such 
sections  as  may  be  authorized  by  Council,  as  well 
as  the  scientific  exhibits. 

On  recommendation  of  this  committee  the 
Council  shall  appoint  a general  chairman  of  a 
Local  Committee  on  Arrangements,  who  with  the 
president  of  the  component  society  shall  appoint 
and  organize  the  personnel  of  a Local  Committee 
on  Arrangements  from  the  members  of  the  com- 
ponent society  in  the  county  in  which  the  meeting 
is  to  be  held.  Through  sub-committees  of  its 
choice  the  Local  Committee  on  Arrangements 
shall  have  charge  of  all  local  arrangements,  in- 
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eluding  provision  of  suitable  meeting  places,  sub- 
ject to  the  approval  of  the  Committee  on  Scien- 
tific Work. 

All  receipts  from  the  annual  meeting  shall  be 
turned  over  to  the  Treasurer  of  this  Association. 
All  expenditures  must  be  authorized  in  advance 
by  the  Auditing  and  Appropriations  Committee. 

With  the  advice  of  the  President  and  subject 
to  approval  of  Council,  the  chairman  of  this  com- 
mittee may  appoint  annual  sub-committees  on 
program,  scientific  exhibits,  local  arrangements, 
or  other  topics  within  the  scope  of  its  authority, 
the  activities  of  all  such  sub-committees  to  be 
correlated  by  the  standing  committee  and  subject 
to  its  directions.  In  case  any  sub-committee  is 
appointed,  its  members  may  be  designated  from 
the  membership  of  the  Association  at  large,  but 
the  chairman  must  be  chosen  from  the  members 
of  the  Committee  on  Scientific  Work. 

Section  4,  Chapter  9,  summarizes  the  duties 
and  functions  of  the  new  Committee  on  Scientific 
Work,  consisting  of  five  members  appointed  for 
terms  of  five  years.  One  of  the  weaknesses  in  the 
set-up  of  the  State  Association  has  been  the  lack 
of  continuity  in  matters  pertaining  to  the  pro- 
gram and  arrangements  for  the  annual  meeting. 
That  situation  will  be  corrected  by  this  provision 
for  a standing  committee,  composed  of  men  of 
experience,  to  handle  all  annual  meeting  details, 
including  the  program  for  the  Scientific  As- 
sembly, the  Scientific  Exhibit,  local  and  general 
arrangements,  etc.  The  American  Medical  As- 
sociation as  well  as  a number  of  other  state 
medical  associations  have  such  a set-up  and  have 
found  it  practical  and  valuable.  It  is  suggested 
in  the  model  constitution  and  by-laws  of  the 
A.M.  A. 

Sec.  5.  Committee  on  Education.  The  Com- 
mittee on  Education  shall  consist  of  five  mem- 
bers. This  committee  shall  consider  and  devise 
means  of  (1)  extending  the  educational  work  of 
this  Association  for  the  benefit  of  its  members, 
working  with  the  component  societies  and  affili- 
ated district  societies,  whenever  possible;  and  (2) 
furthering  the  education  of  the  general  public  in 
health  matters  and  fostering  a sane  point  of 
view  about  medical  care. 

Section  5,  Chapter  9,  lists  the  functions  of  the 
new  Committee  on  Education  composed  of  five 
members  appointed  for  terms  of  five  years.  This 
committee  will  assume  the  activities  of  the 
present  committee  on  Medical  Education  and 
Hospitals  and  will  be  expected  to  extend  and  im- 
prove the  educational  work  of  the  State  Associa- 
tion among  the  medical  profession  and  the  public. 
Inspection  and  classification  of  hospitals  is  now 
being  done  on  a national  scale  by  the  American 
Medical  Association.  For  that  reason  it  is  un- 
necessary to  provide  a committee  for  that  pur- 


pose, and  the  new  committee  can  concentrate  on 
educational  activities  and  direct  that  function  of 
the  State  Association  which  is  becoming  more 
and  more  important. 

Sec.  6.  Committee  on  Medical  Defense.  The 
Committee  on  Medical  Defense  shall  consist  of 
three  members.  This  committee  shall  prepare 
plans  and  establish  rules  for  the' defense  of  mem- 
bers of  this  Association  against  whom  suits  for 
civil  malpractice  have  been  brought.  It  shall  as- 
sist in  the  defense  of  any  member  who  is  in  good 
standing  when  sued  for  civil  malpractice  if  the 
member  was  in  good  standing  and  had  complied 
with  the  rules  of  the  committee  when  the  service, 
on  account  of  which  suit  was  brought,  was  ren- 
dered, as  well  as  when  the  alleged  cause  of  action 
arose.  There  shall  be  one  member  elected  or  ap- 
pointed annually  by  each  component  society  to 
serve  as  auxiliary  to  said  committee. 

Sec.  7.  Responsibility  of  Committees.  The 
actions  of  all  standing  and  special  committees 
shall  be  subject  to  the  approval  of  the  Council. 
Annual  reports  must  be  in  the  hands  of  the  Ex- 
ecutive Secretary  at  least  sixty  days  prior  to  the 
annual  meeting  of  the  Association  and  shall  be 
published  in  The  Journal  at  least  one  month  be- 
fore the  annual  meeting  of  this  Association. 

Section  7,  Chapter  9,  requires  that  the  annual 
reports  of  the  standing  committees  must  be  in 
the  hands  of  the  Executive  Secretary  at  least  60 
days  prior  to  the  annual  meeting.  This  time  limit 
has  been  established  to  expedite  publication  of 
committee  reports  in  The  Ohio  State  Medical 
Journal. 

CHAPTER  10 

COMPONENT  SOCIETIES 

Section  1.  Organization  of  Societies.  Upor- 
application  to  the  House  of  Delegates,  all  county 
societies  now  in  affiliation  with  the  Ohio  State 
Medical  Association  or  those  hereafter  organized 
in  this  state,  which  have  adopted  principles  of 
organization  in  conformity  with  this  Constitution 
and  By-Laws  shall  receive  charters  from  this 
Association,  provided  that  their  constitutions  and 
by-laws  shall  have  been  submitted  to  the  Council 
and  received  its  approval. 

Sec.  2.  Charters  of  Societies.  Upon  applica- 
tion to  and  recommendation  by  the  Council,  the 
House  of  Delegates  shall  provide  and  issue  char- 
ters to  county  medical  societies  organized  to  con- 
form to  this  Constitution  and  By-Laws.  Such 
charter  shall  be  signed  by  the  President  and  the 
Executive  Secretary.  The  House  of  Delegates 
shall  have  authority  to  revoke  the  charter  of  any 
component  society  whose  actions  are  in  conflict 
with  this  Constitution  and  By-Laws.  Only  one 
component  society  shall  be  chartered  in  each 
county. 
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Lack  of  representation  by  a duly  accredited 
delegate  or  alternate  at  three  successive  annual 
meetings  of  the  House  of  Delegates  of  this  As- 
sociation shall  be  sufficient  grounds  for  with- 
drawal of  charter  by  majority  vote  of  the  House 
of  Delegates. 

One  new  provision  will  be  found  in  the  above 
section,  namely,  that  which  gives  the  House  of 
Delegates  grounds  for  the  revocation  of  the 
charter  of  any  component  society  unrepresented 
in  the  House  of  Delegates  at  three  successive 
annual  meetings.  It  is  essential  that  every  com- 
ponent society  be  represented  at  every  session  of 
the  House  of  Delegates  and  the  object  of  the  new 
provision  is  to  stimulate  attendance  and  to  pro- 
vide a method  whereby  negligent  societies  may 
be  disciplined. 

Sec.  3.  Title  of  a Component  Society.  The 
name  and  title  of  each  component  society  shall 
read  exactly  as  found  in  its  charter.  No  change 
in  such  name  shall  be  made  without  the  approval 
of  the  Council  of  the  Ohio  State  Medical  Associa- 
tion. 

Sec.  4.  Custody  of  Charter.  The  charter  of 
each  component  society,  as  issued  by  the  Ohio 
State  Medical  Association,  shall  be  preserved  and 
shall  be  in  the  custody  of  the  secretary  of  such 
component  society  at  all  times. 

Sec.  5.  Constitutions  of  Component  Societies. 
Each  component  society  shall  have  a constitution 
and  by-laws.  These  shall  be  in  conformity  with 
the  Constitution  and  By-Laws  of  the  Ohio  State 
Medical  Association,  and  a copy  thereof  shall  be 
transmitted  to  the  headquarters  of  the  Ohio  State 
Medical  Association  for  approval  and  record.  The 
by-laws  of  each  component  society  shall  set  forth 
specifically  the  duties  of  the  several  officers  and 
of  its  executive  body  (council  or  trustees). 

Sec.  6.  Changes  in  Constitution  and  By-Laws 
of  Component  Societies.  Whenever  a component 
society  shall  have  made  a change  or  amendment 
in  its  constitution;  or  by-laws,  such  change  shall 
be  submitted  to  the  Council  of  the  Ohio  State 
Medical  Association  for  approval,  and  such 
change  shall  not  become  effective  until  such  ap- 
proval shall  have  been  given. 

Sec.  7.  Function  and  Duties  of  Component  So- 
cieties. Each  component  society  shall  have  gen- 
eral direction  of  the  affairs  of  the  profession  in 
the  county,  and  its  influence  shall  be  constantly 
exerted  for  bettering  the  scientific,  moral  and 
material  condition  of  its  members.  Systematic 
efforts  shall  be  made  by  each  member,  and  by  the 
society  as  a whole,  to  increase  the  membership 
until  it  includes  every  eligible  physician  in  the 
county. 

Sec.  8.  Date  Membership  Dues  are  Payable. 
The  membership  dues  in  all  component  societies 


shall  be  due  and  payable  on  or  before  December 
1 preceding  the  calendar  year  for  which  such 
dues  are  collectible. 

Sec.  9.  Official  Records  of  Component  Societies. 
The  official  copy  of  the  constitution  and  by-laws 
of  each  component  society  shall  be  kept  in  a 
special  book  provided  for  that  purpose.  In  it  shall 
be  entered  all  amendments  which  have  been 
ratified  by  the  Council  of  the  Ohio  State  Medical 
Association.  It  shall  contain  the  signature  of 
each  member  who  is  entitled  to  membership  in 
the  Ohio  State  Medical  Association,  together 
with  the  date  of  his  election,  decease,  resignation 
or  expulsion.  It  shall  be  the  duty  of  the  secre- 
tary to  preserve  this  book  and  hold  it  available 
when  required  for  reference. 

Sec.  10.  Certification  of  Delegates  of  Com- 
ponent Societies.  Each  component  society  at  its 
regular  annual  meeting  shall  elect  delegates  to 
represent  it  in  the  House  of  Delegates  of  this 
Association  in  accordance  with  these  By-Laws, 
unless  other  definite  procedure  for  the  selection 
of  delegates  is  provided  in  its  constitution  and 
by-laws.  The  secretary  of  each  component  society 
shall  send  a list  of  such  delegates  and  alternates 
to  the  Executive  Secretary  of  this  Association  at 
least  thirty  days  before  the  annual  meeting. 
Representation  in  the  House  of  Delegates  shall 
be  contingent  on  compliance  with  the  foregoing 
provisions.  In  the  absence  of,  or  the  disability  or 
disqualification  of  a delegate,  his  duly  certified 
alternate  may  be  seated  in  his  place. 

Sec.  11.  Auxiliary  Committee  on  Public  Re- 
lations and  Economics.  Each  component  society 
at  its  regular  annual  meeting  shall  elect  one  of 
its  members  as  a member  of  the  auxiliary  com- 
mittee on  Public  Relations  and  Economics,  unless 
other  definite  procedure  for  the  selection  of  such 
committeeman  is  provided  in  its  constitution  and 
by-laws,  and  its  secretary  shall  send  his  name 
and  address  at  once  to  the  Executive  Secretary 
of  the  Ohio  State  Medical  Association.  The  Com- 
mittee on  Public  Relations  and  Economics  of  the 
Ohio  State  Medical  Association  shall  formulate 
the  duties  of  this  auxiliary  committee  and  supply 
each  member  with  a copy.  The  auxiliary  commit- 
teemen shall  be  accountable  to  their  societies  and 
to  the  Council  of  the  Ohio  State  Medical  Associa- 
tion for  prompt  response  to,  and  continued  co- 
operation with,  this  Association’s  Committee  on 
Public  Relations  and  Economics. 

Sec.  12.  Multiple  Societies.  The  House  of 
Delegates  shall  have  authority  to  organize  the 
physicians  of  two  or  more  counties  into  societies 
to  be  designated  by  hyphenating  the  names  of 
two  or  more  counties  so  as  to  distinguish  them 
from  district  or  other  classes  of  societies.  Such 
societies,  when  organized  and  chartered,  shall  be 
entitled  to  all  the  privileges  and  representation 
provided  herein  for  component  societies. 


CHAPTER  11 
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ME  MISERS  HIP 

Section  1.  Membership  Qualifications.  Each 
component  society  shall  judge  of  the  qualifica- 
tions of  its  members.  Every  reputable  physician 
who  does  not  practice  or  profess  to  practice  sec- 
tarian medicine,  who  is  a bona  fide  resident  of 
the  county,  and  who  possesses  the  qualifications 
enumerated  in  Chapter  1 of  these  By-Laws  may 
be  considered  eligible  for  election  to  membership. 

A member  of  a component  society  whose  license 
has  been  revoked  shall  be  dropped  from  member- 
ship automatically  as  of  the  date  of  revocation. 
Original  charges  against  a member  may  be  heard 
by  the  Council  in  the  same  manner  as  provided 
in  these  By-Laws  for  disciplinary  action  by  com- 
ponent societies.  The  Council  of  the  Ohio  State 
Medical  Association  shall  have  final  authority  to 
expel  a member  should  a component  society  fail 
to  do  so  after  being  so  requested  by  the  Council. 

Where  it  is  more  convenient  for  a member  to 
attend  the  meetings  of  the  component  society  in 
an  adjoining  county,  upon  approval  of  the  society 
in  the  county  of  his  residence,  his  membership 
may  be  transferred  and  accredited  to  said  adjoin- 
ing component  society. 

Section  1,  Chapter  11,  dealing  with  membership 
qualifications,  has  been  partially  reworded  for  the 
sake  of  emphasis  and  clarity  but  the  meaning 
and  intent  of  the  section  remain  unchanged. 

Sec.  2.  Roster  of  Members.  The  secretary  of 
each  component  society  shall  keep  a roster  of  its 
members,  in  which  shall  be  shown  the  full  name, 
address,  college  and  date  of  graduation,  date  of 
license  to  practice  in  this  state,  and  such  other 
information  as  may  be  deemed  necessary  by 
Council.  He  shall  send  a copy  of  the  program  of 
each  meeting  of  the  society  to  his  district  Coun- 
cilor and  to  the  Executive  Secretary. 

Sec.  3.  Removal  of  Members.  When  a mem- 
ber in  good  standing  in  a component  society 
moves  to  another  county  in  this  state,  he  shall  be 
given  a written  certificate  of  those  facts  by  the 
secretary  of  his  society,  without  cost,  for  trans- 
mission to  the  secretary  of  the  component  society 
in  the  county  to  which  he  moves.  Pending  his 
acceptance  or  rejection  by  the  society  in  the 
county  to  which  he  removes  such  member  shall 
be  considered  to  be  in  good  standing  in  the  com- 
ponent society  from  which  he  was  certified  and 
in  the  Ohio  State  Medical  Association  to  the  end 
of  the  period  for  which  his  dues  have  been  paid. 

Sec.  4.  Disciplinary  Procedure.  No  disciplin- 
ary action  shall  be  taken  against  a member  of  a 
component  society  without  serving  the  accused 
at  least  ten  days  in  advance  of  trial  with  a written 
copy  of  the  charges  against  him  and  affording 
him  the  opportunity  of  a hearing.  Should  such 


hearing  be  held,  a record  thereof  shall  be  kept  by 
the  secretary  of  the  component  society,  to  be  sub- 
mitted to  the  Council  of  the  Ohio  State  Medical 
Association  in  case  of  appeal. 

Section  4,  Chapter  11,  dealing  with  disciplinary 
procedure,  has  been  amended  to  provide  that  an 
accused  member  must  be  presented  with  a writ- 
ten copy  of  the  charges  against  him  at  least  ten 
days  in  advance  of  his  trial. 

Sec.  5.  Appeals.  Any  member  against  whom 
disciplinary  action  has  been  taken  who  feels  that 
he  has  not  been  given  a trial  in  accordance  with 
the  provisions  of  this  Constitution  and  By-Laws 
or  the  constitution  and  by-laws  of  his  component 
society  shall  have  the  right  to  appeal  to  the 
Council. 

To  be  considered  by  the  Council,  appeals  must 
be  made  in  writing  within  sixty  days  after  the 
appellant  has  been  given  written  notice  of  cen- 
sure, suspension  or  expulsion. 

Upon  receipt  of  an  appeal,  the  Executive  Secre- 
tary of  this  Association  shall  write  immediately 
to  both  the  president  and  the  secretary  of  the 
component  society  notifying  them  that  appeal 
has  been  made  and  demanding  a copy  of  the 
society’s  records  in  the  case.  If  the  component 
society  fails  to  submit  a copy  of  records  within 
thirty  days  of  demand,  the  appellant  shall  be  re- 
instated to  membership  in  good  standing  by  the 
Council  of  this  Association. 

In  an  appeal  the  Councilor  of  the  district  shall 
make  every  effort  to  effect  conciliation  and  hon- 
orable compromise,  if  such  be  possible.  When 
such  efforts  prove  unavailing,  the  appeal,  if  made 
in  due  form,  shall  be  heard  by  the  Council  within 
six  months  of  the  date  of  its  receipt  by  the  Ex- 
ecutive Secretary,  after  advance  notice  to  both 
the  appellant  and  the  officers  of  the  component 
society  of  the  date  of  the  hearing. 

In  hearing  appeals,  the  Council  shall  permit 
both  the  appellant  and  the  officers  of  the  com- 
ponent society  art  opportunity  to  be  heard,  and 
the  Council  may  admit  such  oral  and  document- 
ary evidence  as  in  its  judgment  will  present  the 
facts  most  fairly. 

Sections  of  the  present  By-Laws  relating  to 
appeals  have  been  amended  and  consolidated  to 
form  Section  5,  Chapter  11.  Changes  have  been 
made  to  simplify  the  procedure  and  make  the 
provisions  for  appeal  so  clear  and  definite  that 
there  can  be  little  chance  of  misunderstanding  or 
misinterpretation  on  the  part  of  component  so- 
cieties or  accused  members. 

CHAPTER  12  . 

ETHICAL  PRINCIPLES 

The  ethical  principles  governing  the  members 
of  the  American  Medical  Association  shall  govern 
members  of  this  Association. 
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CHAPTER  13 

RULES  OF  PROCEDURE 

The  deliberations  of  this  Association  shall  be 
conducted  in  accordance  with  parliamentary 
usage  as  defined  in  Robert’s  Rules  of  Order. 

CHAPTER  14 

AMENDMENTS 

Section  1.  Method  of  Amending.  These  By- 
Laws  may  be  amended  at  any  annual  meeting  of 
the  House  of  Delegates  by  a majority  vote  of  the 
delegates  present  at  that  session,  if  the  proposed 
amendment  has  been  published  in  The  Journal 
one  month  before  the  annual  meeting. 

Sec.  2.  Conformity  by  Component  Societies. 
When  an  amendment  to  these  By-Laws  has  been 
made  as  provided  by  Section  1,  it  shall  be  the 
duty  of  the  Executive  Secretary  to  notify  the 
secretary  of  each  component  society  within  sixty 
days  after  it  has  become  effective.  It  shall  be- 
come ineumbent  upon  each  component  society  to 
make  such  changes  in  its  by-laws  as  will  bring 


about  conformity  to  the  change  in  the  By-Laws 
of  the  Ohio  State  Medical  Association.  Written 
notice  of  compliance  with  this  provision  shall  be 
sent  to  the  headquarters  of  the  Ohio  State  Medi- 
cal Association  within  six  months  and  shall  be 
submitted  to  the  Council  for  approval. 

Sec.  3.  Repeal.  Upon  the  adoption  of  these 
By-Laws,  all  previous  By-Laws  are  hereby  re- 
pealed. 

Section  3,  Chapter  14,  provides  for  repeal  of 
the  present  By-Laws  upon  the  adoption  of  the 
By-Laws  recommended  by  your  committee. 

Signed:  Special  Committee  on  Constitutional 

Revision. 

Clyde  L.  Cummer,  M.D.,  Chrm. 
John  A.  Caldwell,  M.D., 
Albert  H.  Freiberg,  M.D., 
Herbert  M.  Platter,  M.D. 
Chester  W.  Waggoner,  M.D., 
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CAUSES  FOR  FAILURE  IN  THE  TREATMENT  OF  DIARETES 

By  RICHARD  WILLIAM  FINLEY,  M.D.,  Cleveland,  Ohio 


THE  fact  that  diabetes  is  incurable,  that  it 
yields  so  completely  to  proper  treatment 
that  the  patient  may  lead  a daily  life  very 
closely  approaching  his  normal,  and  that  success 
of  treatment  is  so  largely  a matter  of  the  pa- 
tient’s willingness  to  follow  instructions,  offer 
both  unusual  responsibility  and  unusual  oppor- 
tunity to  the  patient  and  physician  alike.  The 
physician  serves  as  guide  and  counselor  to  his 
patient,  and  is  charged  with  the  duty  to  keep  the 
patient  physically  and  emotionally  able  to  engage 
continuously  in  all  of  the  various  activities  of  his 
daily  life;  a task  especially  difficult  because  it 
must  be  accomplished  by  methods  which  may  be 
either  disappointing  or  at  times  almost  unac- 
ceptable to  the  average  patient.  The  willing  co- 
operation of  the  patient,  therefore,  is  essential 
if  failure  is  to  be  avoided,  and  may  be  stimulated, 
I believe,  in  w’ays  to  be  discussed. 

One  may  consider  the  object  of  treatment  of 
diabetes  as  being  divided  into  three  parts.  First, 
to  clear  up  or  prevent  the  immediate  symptoms 
of  glucose  deprivation  such  as  glycosuria,  dehydra- 
tion, malnutrition,  and  the  profound  cellular 
chemical  changes  antecedent  to  and  productive  of 
severe  acidosis  and  coma.  Second,  to  guard  the 
patient  against  considering  his  diabetes  a threat 
against  his  self-esteem.  Third,  to  help  the  patient 
evolve  a plan  or  pattern  of  dietary  and,  therefore, 
of  social  and  work  conduct  which  he  is  willing  to 
follow,  and  which  gives  most  promise  of  avoiding 

Read  before  the  Medical  Section,  Ohio  State  Medical 
Association,  at  the  39th  Annual  Meeting,  Cincinnati,  Octo- 
ber 2-4,  1935. 
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the  development  or  the  advance  of  arterio- 
sclerosis. These  three  objects  run  concurrently, 
of  course,  and  are  best  begun  at  the  first  con- 
ference with  the  patient. 

The  most  pressing  need  in  the  beginning  of 
treatment,  usually,  is  to  bring  the  metabolic  de- 
fect under  control.  This  usually  is  not  difficult 
because  patients  are  anxious  to  cooperate  at  this 
stage  of  treatment  in  order  to  regain  their  health. 
Once  having  regained  their  health,  many  of  them 
find  it  difficult  to  follow  their  program  because  it 
seems  less  necessary.  It  is  during  this  seemingly 
endless  stretch  of  time,  after  control  is  established 
and  when  patients  must  be  unrelenting  in  the 
pursuit  of  their  program,  that  it  is  most  difficult 
to  hold  them  in  line.  To  this  end,  there  are  a 
few  points  about  undernutrition,  glycosuria  and 
hyperglycemia,  and  about  the  patient’s  accept- 
ance of  his  diabetes,  which  are  helpful  to  observe. 

UNDERNUTRITION 

It  used  to  be  regarded  as  acceptable  practice 
to  keep  a person  with  diabetes  a little  under- 
nourished and  underweight  because  it  was  about 
the  best  that  could  be  done.  Some  still  seem  to 
regard  it  good  practice.  Insulin,  of  course,  has 
made  such  practice  unnecessary.  Without  much 
doubt  undernutrition  is  a factor  in  the  develop- 
ment of  diabetic  arteriosclerosis,  and  Peters,  Kydd 
and  Eisenman1  have  shown  that  it  is  a factor  in 
the  production  of  diabetic  coma.  Aside  from  the 
restraint  of  some  degree  of  physical  disability  im- 
posed by  undernutrition,  therefore,  the  condition 
must  definitely  be  looked  upon  as  a sign-post  to 
disaster.  One  must  avoid  undernutrition,  and  a 
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hyperglycemia  alone  or  a glycosuria  alone  can 
not  be  accepted  as  a trustworthy  evidence  of  the 
condition. 

Attempts  to  keep  a patient  on  a diet  too  low 
in  nutritional  value  in  order  to  clear  the  urine  of 
sugar  when  the  blood  sugar  is  within  acceptable 
limits,  or  in  order  to  keep  a blood  sugar  at 
some  conventionally  accepted  normal  level  when 
the  kidneys  are  not  leaking  sugar,  or  in  order  to 
avoid  the  use  of  insulin  can  not  be  accepted  as 
the  best  medical  practice  because  it  may  be  using 
a state  of  undernutrition  as  the  means  to  treat  a 
laboratory  finding. 

GLYCOSURIA 

Persistent  glucosuria,  when  present  with  per- 
sistent hyperglycemia,  is  bound  to  lead  sooner  or 
later  to  undernutrition,  and  must  be  cleared  if 
possible.  Glycosuria  may  be  present  in  diabetes, 
however,  in  the  presence  of  an  acceptable  normal 
blood  sugar,  and  in  the  absence  of  undernutrition. 
In  the  absence  of  a chronic  focus  of  infection  it  is 
due  to  a delayed  absorptive  activity  of  the  tubules 
of  the  kidney  which  returns  the  sugar  from  the 
glomerular  urine  to  the  blood. 

Glycosuria  may  persist  in  spite  of  the  most 
rigid  control  on  a diet  far  below  the  food  require- 
ment of  the  patient’s  activity.  To  try  to  clear 
this  type  of  glycosuria  by  diet  reduction  means, 
in  the  average  case,  so  much  withdrawal  of  food 
that  the  patient  soon  becomes  too  discontent  to 
try  to  follow  his  diet,  and  hunger  compels  rebel- 
lion sooner  or  later.  To  attempt  to  clear  the  sugar 
by  increasing  the  dosage  of  insulin  may  and 
usually  does  lead  to  such  profound  hypoglycemic 
reactions  as  to  be  dangerous. 

The  logical  treatment  seems  to  be  to  allow  a 
diet  which  yields  enough  glucose  to  supply 
both  that  lost  in  the  urine,  and  that  needed 
to  maintain  a normal  state  of  nutrition,  and 
then  to  follow  the  blood  sugar  more  frequently 
than  would  be  called  for  otherwise  in  order  to 
be  sure  that  the  glycosuria  and  a hyperglycemia 
are  not  occurring  together.  This  type  of  glycos- 
uria may  persist  for  years,  even  in  the  child,  and 
cause  no  characteristic  disturbance  of  nutrition. 
In  my  experience  it  occurs  mostly  in  the  more 
severe  cases,  or  after  the  diabetes  has  been 
present  for  a long  time. 

On  the  other  hand,  a persistent  glycosuria  may 
be  evidence  of  discontent  with  a diet  which  is  so 
small  to  begin  with  that  the  patient  must  over- 
eat to  have  even  a moderately  satisfied  appetite. 
The  cause  is  usually  not  the  unwillingness  of  the 
patient  to  cooperate,  but  the  fact  that  his  daily 
food  requirement  far  exceeds  his  food  allowance. 
To  decrease  his  diet  further  invites  further  over- 
eating, with  the  result  that  he  follows  his  diet 
even  less  than  before.  To  increase  his  diet  to 
meet  his  food  requirement  gives  him  opportunity 
to  cooperate,  and  time  and  again  without  either 


starting  the  use  of  insulin  or  without  increasing 
insulin  dosage,  the  glycosuria  disappears  and  the 
patient  becomes  satisfied.  In  some  cases,  of 
course,  insulin  must  be  increased  or  begun  with 
the  diet  increase. 

HYPERGLYCEMIA 

Although  hyperglycemia  is  one  of  the  cardinal 
signs  of  diabetes,  it  has  lost  some  of  its  prestige 
in  the  last  few  years.  When  unaccompanied  by 
anything  more  than  an  occasional  glycosuria,  less 
attention  is  paid  to  it  than  formerly.  The  question 
of  whether  hyperglycemia  itself  characteristically 
ravages  the  tissues  of  the  body,  or  causes  the 
tissues  to  be  more  subject  to  deleterious  in- 
fluences from  other  forces,  may  not  be  con- 
clusively determined  at  the  present  time.  There 
are,  however,  some  authoritative  opinions  which 
indicate  that  hyperglycemia  plays  no  such  part. 
Shields  Warren,2  in  his  volume  on  the  pathology 
of  diabetes,  believes  that  hyperglycemia  is  not 
injurious  to  heart  muscle.  Apparently  hyper- 
glycemia fails  to  produce  hypertension,  for  Mosen- 
thal3  has  followed  patients  from  four  to  thirteen 
years  who  have  had  a persistent  hyperglycemia 
without  more  than  an  occasional  transient  glycos- 
uria, and  who  have  developed  neither  a hyper- 
tension nor  an  undernutrition. 

Kirby,  Este,  Keith  and  Weiner,4  growing  lense 
epithelium  in  culture  have  shown  that  inhibition 
of  cellular  growth  did  not  occur  until  the  con- 
centration of  glucose  in  the  culture  media  reached 
578  mgm.  per  100  gm.  of  media.  In  fact,  Cori5 
shows  that  a hyperglycemia  promotes  the  forma- 
tion of  glycogen  in  the  liver,  and  suggests  that 
in  diabetes  a high  blood  sugar  level  is  necessary 
for  sugar  to  be  utilized  in  the  tissues.  It  seems 
then,  that  a hyperglycemia  when  unaccompanied 
by  a glycosuria,  or  a glycosuria  accompanied  by 
an  acceptable  normal  blood  sugar  are'  not  to  be 
regarded  as  harmful,  and  that  the  patient  who 
falls  into  either  classification  is  more  likely  to 
be  successful  in  working  out  his  acceptance  of  his 
handicap  when  not  harassed  by  dietary  or  insulin 
manipulations  which  are  unnecessary.  Obviously, 
a hospital  study  is  not  essential  to  work  out  these 
problems. 

In  performing  the  function  of  counselor  to  the 
patient,  I want  to  mention  very  briefly  some  con- 
siderations elaborated  by  my  colleague,  Dr.  A.  B. 
Denison,  and  myself.  We  feel  that  helping  the 
patients  to  mold  an  acceptable  point  of  view  to- 
ward their  handicap  and  toward  their  subsequent 
usefulness  has  a large  influence  upon  the  ultimate 
degree  of  success  with  which  they  will  accept 
their  treatment,  and  with  which  they  will  meet 
life.  We  feel  this  is  true  because  we  believe  that 
the  difficulty  which  most  patients  have  lies  not 
with  the  fact  that  they  are  unable  to  control  their 
diabetes,  but  with  the  fact  that  too  often  their 
feeling  of  competence  is  so  shaken  that  they  have 
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difficulty  in  controlling  their  accustomed  belief  in 
themselves. 

To  elaborate,  I think  most  people  would  agree 
that  in  the  prosecution  of  his  various  personal  en- 
deavors in  life,  and  irrespective  of  diabetes,  every- 
one likes  to  feel  that  he  is  self-sufficient.  He  may 
know  that  under  some  circumstances  this  may  not 
be  true,  and  he  will,  therefore,  avoid  those  cir- 
cumstances as  much  as  possible.  But  in  the  strict 
privacy  of  his  emotional  thinking,  everyone  must 
be  confident  that  he  is  self-sufficient  in  order  to 
be  content  with  the  quality  of  person  he  thinks 
himself  to  be. 

When,  therefore,  it  comes  about  for  some  rea- 
son that  this  confidence  in  his  self-sufficiency  is 
challenged  or  actually  shaken,  he  usually,  and 
reflexly,  pursues  one  of  three  types  of  conduct. 

1.  He  may  meet  the  challenge  by  applying  such  a 
high  order  of  intelligence  to  it  that  he  overcomes 
the  threat  and  either  saves  or  successfully  re- 
establishes his  confidence  in  his  self-sufficiency. 

2.  Through  emotionalizing  preponderantly,  he 
may  attempt  to  avoid  or  to  solve  the  threat.  In 
this  case,  of  course,  he  is  bound  to  register  some 
grade  of  failure,  and  when  he  finally  realizes  that 
his  efforts  are  misdirected,  he  will  either  make  an 
about  face  and  rationalize  his  way  through,  or  he 
will  consider  the  threat  so  great  that  his  efforts 
are  bound  to  be  futile,  and  will  drift  into  a morass 
of  doubt,  disappointment,  discouragement  and 
final  failure.  3.  Because  of  the  magnitude  of  his 
problem  as  he  sees  it,  he  may  be  unable  at  any 
time  to  make  a determined  stand  which  gives 
promise  of  success. 

No  one  of  these  types  of  conduct  is  deliberately 
planned.  On  the  contrary,  each  one  mirrors  the 
degree  of  confidence  the  individual  is  able  to  hold 
in  his  self-sufficiency  in  face  of  a particular 
threatening  circumstance,  and  does  not  indicate 
unequivocally  how  he  would  meet  other  threats. 
It  is  difficult  to  accumulate  even  approximate 
statistical  data  concerning  these  three  types  of 
reaction,  but  Dr.  T.  Wingate  Todd,6  Professor  of 
Anatomy  at  Western  Reserve  University,  has 
published  a study  of  the  third  group  which  is 
extremely  interesting.  In  1913  he  began  to  study 
the  brain  volume  of  human  unfortunates  who 
had  been  outmaneuvered  by  life  and  had  termi- 
nated their  corporeal  existence  in  his  department. 
He  concluded  that  the  average  intellectual  person 
can  boast  of  no  more  than  1550  c.c.  of  brains.  He 
found  that  in  Cleveland  during  1913  to  1917  the 
average  brain  volume  of  the  social  ineffectives 
was  1480  c.c. ; that  in  the  boom  times  of  1918, 
when  the  much  less  intellectually  gifted  could 
easily  make  a living,  the  brain  volume  of  the 
social  ineffectives  dropped  to  1410  c.c.;  and  that 
in  the  depression  time  of  1921,  when  making  a 
living  required  a higher  order  of  creative  intel- 
ligence than  that  demanded  by  normal  times,  the 
brain  volume  of  the  social  ineffectives  rose  to 


1550  c.c.,  or  to  the  figure  which  represents  the 
average  brain  volume  of  the  intellectual  man. 

The  first  type  of  conduct  is  no  doubt  the  usual 
one  in  most  of  life’s  affairs.  The  third  type  is 
rare.  I have  had  one  patient,  whom  I know  of, 
who  was  a successful  business  man,  who  moved 
himself  and  family  from  Cleveland  to  the  west 
coast  within  a month  of  being  told  that  he  had  a 
mild  diabetes,  and  after  a few  months  in  the 
sunshine  on  the  ocean  beach,  killed  himself.  I 
have  understood  from  a relative  that  at  the  time 
of  death  his  diabetes  was  better  than  moderately 
well  controlled.  The  second  type  with  its  many 
modifications  is  to  be  seen  in  some  degree  all 
around  us  in  every-day  life  all  the  time  if  we  care 
to  look.  The  person  who  can  not  cope  well  with 
his  problem,  whatever  its  nature,  must  have  in- 
telligent and  sympathetic  guidance.  Furthermore, 
it  makes  no  difference  what  influence  has  caused 
the  threat.  A threat  to  one  person  may  not  be  a 
threat  to  another. 

Diabetes  is  just  such  an  influence.  It  offers  a 
threat  to  all  who  develop  it.  Besides  offering  a 
threat  to  the  physical  health  and  life,  it  offers  ser- 
ious threat  to  the  self-esteem  of  the  patient.  A few 
patients,  of  course,  refuse  to  be  seriously  dis- 
turbed. By  studied  attention  to  advice,  not  only 
are  they  able  to  maintain  their  belief  in  the  quality 
of  person  they  think  themselves  to  be,  but  they 
often  feel  that  their  quality  is  elevated  by  a newly 
revealed  ability  to  meet  sucessfully  a threat 
which  is  never  ending.  They  are  of  course  the 
ideal  patients,  and  exhibit  the  first  type  of  re- 
action mentioned  above. 

Many  patients,  however,  are  unable  to  guard 
themselves  so  sucessfully.  They  exhibit  the 
second  type  of  reaction.  Hearsay  and  gossip  fre- 
quently has  its  influence  in  leading  them  to  believe 
that  diabetes  is  certain  to  be  a debilitating  disease 
in  any  event,  often  that  it  marks  one  as  coming 
from  a tainted  stock,  that  any  kind  of  treatment 
is  only  temporizing  with  an  ultimately  forlorn 
situation,  and  that  only  an  ignoble  end  is  to  be 
found  at  the  end  of  the  road.  Feeling  thus,  they 
suffer  profound  depreciation  of  their  self-esteem, 
and  by  making  gallant  effort  to  restore  their  self- 
sufficiency,  they  produce  a pattern  of  action  and 
of  thought  which,  though  usually  only  an  exag- 
geration of  one  or  more  components  of  normal 
personality  expression,  is  inadequate  to  their 
problem.  For  example,  they  may  show  extreme 
over-caution  about  each  detail  of  instruction. 
They  may  give  a profusion  of  assurances  that 
eating  never  has  been  especially  attractive  to  them, 
and  that  following  any  diet  will  be  an  easy  matter. 
Again  they  may  ask  the  same  questions  many 
times  with  the  explanation  that  they  want  to  be 
sure  that  they  understand;  or  they  may  throw  the 
control  of  their  fate  completely  into  their  doctor’s 
hands,  pay  no  attetnion  to  instructions,  and  rely 
upon  a third  person  to  see  that  all  directions  are 
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correctly  carried  out.  These  are  a few  of  the  types 
of  reaction  shown.  Whatever  the  type,  however, 
we  must  recognize  that  it  is  not  an  expression  of 
the  patient’s  sincerity  or  insincerity,  or  of  his 
desire  or  intent,  but  of  confusion,  fear,  disap- 
pointment, or  a feeling  of  futility,  and  that  if 
allowed  to  grow  may  lead  to  a debilitating  type  of 
emotionalizing  entirely  unworthy  of  the  true 
value  and  quality  of  the  person.  Also,  we  must 
recognize  that  if  allowed  to  go  on,  such  reactions 
lead  to  relative  or  complete  technical  failure  of 
treatment  which  can  not  be  laid  entirely  to  the 
patient’s  door. 

How  then,  shall  self-esteem  be  supported,  and 
the  patient  held  in  line?  I have  found  the  follow- 
ing points  to  be  helpful.  To  begin  with,  examine 
the  patient  thoroughly.  Other  possible  organic  or 
systemic  disease  may  modify  the  conception  of 
the  scope  of  treatment;  and  a thorough  physical 
examination,  besides  giving  this  information,  will 
help  to  promote  a sense  of  security  in  the  pa- 
tient’s mind  by  exciting  confidence  in  the  thor- 
oughness of  his  care.  Satisfy  the  patient’s  hun- 
ger, and  his  appetite  as  well  as  much  as  possible. 
Do  not  give  him  a list  of  foods  to  avoid.  This 
practice  entirely  sidesteps  the  patient’s  needs,  and 
can  not  be  too  strongly  condemned. 

In  the  first  place,  foods  not  eaten  will  have  no 
influence  on  the  patient’s  health  one  way  or  the 
other;  and  in  the  second  place,  the  patient  is  still 
left  to  choose  his  own  diet  without  knowing  any 
more  about  how  to  choose  it  than  he  knew  before. 
Give  him  a written  diet  of  the  foods  he  is  to  eat 
and  the  amount  of  each,  and  divide  the  diet  into 
three  meals  for  him.  Have  him  measure  his  diet 
by  the  common  household  utensil  method,  using 
the  teaspoon,  tablespoon  and  the  eight  ounce 
kitchen  measuring  cup.  This  method  is  as  ac- 
curate for  all  clinical  purposes  when  employed 
with  accuracy  as  weighing  by  scale.  By  its  use 
the  patient  teaches  himself  in  terms  of  common 
table  silverware  how  to  estimate  most  of  his  food 
portions  in  his  own  home,  and,  therefore,  is  not  so 
likely  to  feel  branded  when  dining  away  from 
home.  Moreover,  errors  arising  from  variation  in 
food  composition  are  equally  constant  with  either 
weighing  or  measuring;  100  gms.  of  peas,  for  in- 
stance, whether  weighed  on  a scale  or  measured 
by  the  half  cup,  will  vary  in  carbohydrate  content 
by  5 to  8 gms.  depending  upon  whether  a small, 
immature  or  a large,  mature  pea  is  chosen.  And 
yet,  for  practical  purposes  the  difference  is 
negligible  in  clinical  practice. 

Emphasizing  the  practically  complete  com- 
petence which  the  diabetic  may  enjoy  compared 
to  the  relative  incompetence  of  people  with  other 
ailments  and  especially  to  the  person  with  heart 
disease,  who  is  compelled  to  be  idle  from  his  usual 
employment,  or  on  his  back  from  ten  to  eighteen 
hours  a day,  helps  the  patient  to  adjust  a proper 
perspective.  Patients  are  impressed  to  realize 


that  they  have  nothing  c-ontageous,  that  they  need 
not  fear  being  a health  menace  to  others,  and  that 
their  social  acceptance  has  not  changed  since  the 
development  of  their  diabetes,  but  will  depend  as 
before  upon  how  useful  they  want  to  make  them- 
selves socially.  Many  patients  appreciably  gain 
confidence  in  their  self-sufficiency  by  merely  hav- 
ing it  explained  to  them  that  they  are  uncon- 
sciously using  their  uncontrolled  diabetic  state  as 
an  excuse  for  not  being  able  to  regain  confidence 
in  their  self-esteem,  instead  of  controlling  their 
diabetes  and  using  their  controlled  state  as  an 
evidence  of  their  ability  to  re-establish  their  con- 
fidence in  themselves. 

With  his  metabolic  defect  under  control,  and  his 
confidence  in  his  self-esteem  intact,  the  patient 
will  set  about  developing  a pattern  of  social  and 
work  conduct  with  which  he  is  satisfied.  He  will 
need  help  from  time  to  time,  but  his  final  ad- 
justment is  almost  inevitable.  Any  doctor  who 
hasn’t  the  time,  the  temperament  or  the  interest 
to  go  all  the  way  with  his  diabetic  patient  had 
better  ask  to  be  relieved  of  the  responsibility,  be- 
cause otherwise,  the  patient  fails  to  get  his 
training,  and  too  often  fails  to  re-develop  his 
belief  that  he  is  self-sufficient;  both  of  which  he 
must  have  to  avoid  being  a failure. 

1510  Keith  Building. 
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DISCUSSION 

Albert  F.  Kuhl,  M.D.,  Dayton,  Ohio:  Among 
other  things,  I am  impressed  with  the  following 
points  which  Dr.  Finley  has  stressed  in  his  paper. 

1.  Do  not  avoid  the  use  of  insulin  at  the  expense 
of  undernutrition.  The  early  use  of  insulin  in 
diabetes  where  the  pancreatic  function  is  be- 
coming inadequate,  increases  the  chances  for  re- 
covery and  for  eventually  discontinuing  insulin. 
This  is  a hope  shared  by  most  patients  and  a 
pleasant  reward  to  the  patient  and  his  physician. 

2.  Preserving  his  confidence  and  self-esteem. 
This,  as  he  has  stated  is  best  supported  by  the 
following.  3.  A thorough  physical  examination. 
4.  Instructions  which  are  written  and  specific  on 
his  diet.  The  last  two  points,  when  neglected  are 
the  causes  for  most  of  the  failures  in  the  treat- 
ment of  diabetes  and  account  for  those  that  I 
have  observed. 

The  initial  physical  examination  and  the  suc- 
ceeding examinations  provide  the  indispensable 
data  for  charting  a safe  journey  through  a dia- 
betic life,  fraught  with  many  a danger.  Infection 
tends  to  decrease  the  carbohydrate  tolerance  and 
increase  the  demand  for  insulin.  We  must,  if 
possible,  know  of  its  presence.  Pulmonary  tuber- 
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c-ulosis  is  often  overlooked  until  it  becomes  dan- 
gerously advanced.  Particularly,  in  children  it 
occurs  more  frequently  in  the  diabetic  than  in 
the  non-diabetic.  In  a well  reg’ulated  case  there 
may  be  no  unusual  demand  in  the  amount  of  in- 
sulin. 

Education  is  the  most  effective  means  against 
incompetence  and  fear,  which  give  rise  to  loss  of 
confidence  and  self-esteem.  The  art  of  teaching  is 
a gift  possessed  by  few.  The  most  of  us  should 
depend  on  simple  and  well  arranged  pages  of  in- 
structions or  approved  diabetic  manuals  with 
which  our  patients  should  be  supplied.  Time  must 
be  spent  in  familiarizing  the  patient  with  the  mat- 
ters of  importance  to  him,  about  the  care  of  his 
body  and  the  treatment  of  his  disease.  Besides 


his  diet  and  the  sucessful  substitution  of  foods* 
he  should  be  well  posted  on  the  causes  and  symp- 
toms of  diabetic  coma  and  those  of  insulin  react- 
ion. He  should  know  how  to  prevent  them  and 
to  what  extent  to  treat  them. 

The  physician  himself  must  first  be  sold  on  the 
importance  of  details  in  the  care  of  diabetes  be- 
fore he  can  succeed  in  teaching  his  patient.  For 
example,  the  technique  of  administering  insulin 
is  so  commonly  slighted,  that  many  patients  ex- 
hibit the  effects  of  repeated  injections  in  the  same 
areas,  with  tumefaction,  wTiere  incomplete  ab- 
sorption of  the  dose  of  insulin  results.  It  ob- 
viously follows  that  fewer  failures  in  the  treat- 
ment of  diabetes  will  depend  first,  on  the  educa- 
tion of  the  physician  and  then  his  patient. 


INDICATIONS  FOR  SPLENECTOMY 

By  R.  VM.  GOOD,  M.D.,  F.A.C.S.,  Cincinnati,  Ohio 


THE  spleen  always  has  captivated  the  fas- 
cinated attention  of  man.  In  the  first  cen- 
tury Anno  Domino,  Galen  spoke  of  the 
spleen  as  “being  full  of  mystery”.  As  late  as 
1851,  when  organized  knowledge  had  grown  suf- 
ficiently to  justify  spelling  its  various  branches 
with  capital  letters  again,  Carpenter  wrote  “the 
structure  and  functions  of  the  Spleen  . . . have 
been  among  the  most  obscure  subjects  in 
Anatomy  and  Physiology”.  In  the  twentieth  cen- 
tury, the  spleen  retains  much  of  its  ancient 
mystery.  It  resists  our  detective  methods  so 
doggedly  that  the  few  normal  and  pathological 
secrets  wrung  from  it  do  not  by  any  means  settle 
the  questions  of  its  action  in  health  and  disease. 
Present  methods  in  the  fields  of  gross  and  micro- 
scopic anatomy,  pathology,  physiology,  and 
chemistry  appear  to  have  been  exhausted  and 
with  slight  rewards.  Brand-new  approaches  must 
be  sought. 

HISTORICAL  NOTES 

The  historical  background  concerning  the 
knowledge  of  the  spleen  comes  from  poetry  and 
general  literature  rather  than  from  medical 
writings.  In  the  stubborn  effort  to  attach  a func- 
tion to  the  spleen,  notions  of  all  sorts  were 
gathered  about  the  organ.  One  of  the  most 
curious,  persisting  since  antiquity,  is  the  discus- 
sion on  the  supposed  influence  of  the  spleen  on 
ability  to  run.  It  can  not  be  said  whether  this  belief 
arose  from  the  hindrance  of  large  spleens  in  those 
afflicted  with  malaria  or  through  the  erroneous 
observation  that  fleet-footed  animals,  particularly 
giraffes,  did  not  possess  spleen.  Its  perpetuation 
to  this  day  may  have  a basis  in  the  reservoir 
function  of  the  spleen.  The  “stitch”  in  the  left 
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side  during  strenuous  exercise  can  be  due  to  the 
violent  contraction  of  the  organ  in  response  to 
the  demand  by  the  peripheral  circulation  for  more 
blood.  In  France,  there  is  still  current  a proverb 
“Courir  comme  un  derate”,  meaning  to  run  like 
one  without  a spleen.  It  is  said  that  splenectomy 
was  a requisite  for  all  contestants  in  the  Olympic 
races.  The  Talmud  also  attributes  a relationship 
between  the  spleen  and  speed. 

The  introduction  of  short  arms  into  warfare 
gave  opportunity  to  observe  what  happened  to  a 
spleen  that  prolapsed  through  a stab  wound.  The 
safety  of  a two-stage  operation  was  established 
when  it  was  found  that  a string  tied  about  the 
protrusion  hastened  its  shrinking  and  falling  off. 

Pliny  (A  D.  23-79)  in  his  Natural  History  at- 
tributes to  the  spleen  another  function  besides 
noting  another  form  of  treatment.  “This  member 
(spleen)  hath  the  proprietie  by  itself  sometimes 
to  hinder  a man’s  running:  whereupon  professed 
runners  in  the  race  that  be  troubled  with  the 
spleene  have  a device  to  burne  and  waste  it  with 
a hot  iron.  And  no  marvielle;  for  why?  They  say 
that  the  spleene  may  be  taken  out  of  the  body  by 
way  of  incision,  and  yet  the  creature  live  never- 
theless : but  if  it  be  a man  or  woman  that  is  cut 
for  the  spleene,  he  or  she  looseth  their  laughter 
by  the  means.  For  sure  it  is  that  intemperate 
laughers  have  always  great  spleenes.” 

“The  mynde  is  in  the  Brayne  . . . Gladnes  in 
the  spleene”  was  a belief  about  1398.  Maria  in 
Twelfth  Night  invites  “If  you  desire  the  spleen 
and  will  laugh  yourselves  into  stitches,  follow 
me.”  Holland  (1610)  said  “Such  matters  as  will 
make  you  laugh  your  fill  if  you  have  a laughing 
spleen”.  How  earnest  and  vigorous  laughter  may 
be  is  intimated  by  Colvil  (1681),  “Some  for 
laughter  burst  their  reins,  And  other  some  did 
split  their  spleens”. 

In  the  flux  of  opinions,  the  function  of  good-- 
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nature  gave  way  to  that  of  melancholy  and 
morose  feelings.  Elyot  (1541)  thought  “The 
splene  or  mylte  is  of  yl  juice,  for  it  is  the  cham- 
ber of  melancholy”. 

At  another  time  it  was  the  seat  of  sudden  im- 
pulsiveness, whims,  caprice,  impetuosity,  and 
eagerness.  In  Venus  and  Adonis  “A  thousand 
spleens  bear  her  a thousand  ways”.  Worcester  in 
the  first  part  of  Henry  IV  speaks  of  “a  haire- 
brain’d  Hotspurre,  gouern’d  by  a Spleene”.  In 
King  John,  the  Bastard  exclaims  “Oh,  I am 
scalded  with  my  violent  motion  and  splene  of 
speede,  to  see  your  Maiesty”. 

“Venting  one’s  spleen”  has  come  down  to  us  as 
an  expression  of  ill-humor,  irritability,  temper, 
and  peevishness.  That  no  human  is  above  this  is 
indicated  in  the  manuscript  of  the  Minutes  of  the 
Archdiocese  Colchester  (1616),  “There  is  a 
spleene  between  betwixt  the  Churchwardens  . . . 
and  this  partie”.  Vicars  (1642-44)  mentions 
“The  poysonous  malice  and  incorrigible  spight 
and  splene  of  the  malignant  partie”.  In  the 
Tatler  (1710),  Steele  was  pricked  to  write  “His 
spleen  is  so  extremely  moved  on  this  Occasion  that 
he  is  going  to  publish  a Treatise  against  Operas”. 

Furthermore,  the  spleen  did  not  escape  being 
the  spring  for  virile  passion  and  lust.  “When 
Goths  were  Goths  and  Tamora  was  queen”  (Titus 
Andronicus),  cried  the  queen,  “Now  will  I . . . 
let  my  spleeneful  Sonnes  this  Trull  defloure”. 

To  actually  have  suffered  from  the  spleen  gave 
the  victim  a definite  social  status,  just  as  suffer- 
ing from  repressions  and  frustrations  does  today. 
In  Gulliver,  Swift  (1726)  noted,  “Yet  here  I could 
discover  the  true  seeds  of  the  spleen,  which  only 
seizeth  on  the  lazy,  the  luxurious,  and  the  rich”. 
Killigrew  (1664)  diagnosed  the  moronisms  of  his 
time  as  “Onely  some  fumes  from  his  heart, 
Madam,  makes  his  head  addle.  ’Tis  call’d  the 
spleen  of  late,  and  much  in  fashion”.  Shenstone 
(1763)  made  an  attempt  to  account  physiologi- 
cally for  this  dilemma  in  the  following  statement, 
“Spleen  is  often  little  else  than  obstructed  per- 
spiration”. 

For  a simple  people  there  was  a simple  remedy 
for  these  afflictions  in  the  form  of  spleen-stones, 
which  were  worn  or  applied  over  the  part.  Ral- 
eigh (1595)  in  describing  Guinea  recorded  “A 
kind  of  greene  stones,  which  the  Spaniards  call 
Piedras  Hijadas,  and  we  use  for  spleen-stones”. 
Harcourt  (1613)  said  “There  are  divers  kinds  of 
Stone  of  great  vse,  and  good-price,  as  Jasper, 
Purphery,  and  Spleene-stone”.  Motherby’s  medi- 
cal dictionary  (1775)  defines  spleen-stones  as 
ophites,  also  called  serpentinus.  Here  is  an  item 
from  the  London  Gazette  (1691)  No.  2680/4 
“Lost:,  a Green  Spleen  Stone  cut  Triangular”. 

The  present  history  of  the  spleen  is  as  con- 
fusing and  erratic  as  its  past;  it  is  no  subject  as 
yet  for  the  logical,  orderly,  sequential  mind. 


THE  ANATOMY  AND  FUNCTION- 

The  architecture  and  structural  material  of  the 
spleen  are  given  due  consideration  in  assigning 
roles  to  the  organ.  It  is  recognized  as  an  elastic 
reservoir  in  the  blood  system.  Other  adult  at- 
tributes are  the  destruction  of  erythrocytes  and 
playing  part  in  the  metabolism  of  fats  and  iron. 
As  a concentrated  mass  of  reticulendothelial  tis- 
sue, its  position  in  the  defense  mechanism  of  the 
body  is  conceded.  Less  clear  functions  have  to  do 
with  the  sympathetic  and  hormonal  systems.  Ex- 
tracts apparently  activate  the  bone  marrow  and 
one  fraction  causes  the  contraction  of  smooth 
muscle. 

Among  the  pathologic  roles  of  the  spleen  are 
included  alteration  in  structure  so  as  to  diminish 
its  capacity  and  elasticity  as  a reservoir,  and 
errors  in  action  on  the  erythrocytes  and  the 
leucocytes.  Underaction  on  erythrocytes  would 
account  for  polycythemia,  overaction  account  for 
anemia.  Underaction  on  leucocytes  would  result 
in  an  accumulation  of  either  myeloid  or  lympho- 
cytic cells  in  the  blood  stream  to  manifest  itself 
as  leukemia.  These  explanations  in  the  end  will 
in  all  probability  be  found  to  be  much  too  simple. 
The  spleen  again  may  exert  nothing  more  than 
its  normal  action,  but  it  may  be  that  abnormal 
erythrocytes  are  shunted  out  from  the  marrow 
system,  not  sub-standard  enough  to  be  unable  to 
carry  on  in  a fashion  the  function  of  erythrocytes, 
but  counterfeit  enough  for  the  spleen  to  recognize 
them  for  their  worth  and  therefore  sort  them  out 
for  destruction.  Metabolic  alterations  lead  to  an 
accumulation  of  cholesterin  in  the  spleen  to  pro- 
duce Gaucher’s  and  Nieman-Pick’s  syndromes. 
The  spleen  also  functions  abnormally  in  the 
granulomatous  diseases. 

THE  ORGAN  AND  THE  BLOOD 

This  paper  deals  particularly  with  the  relation- 
ship of  the  spleen,  to  certain  symptom  complexes, 
which  are  described  as  dyserasias,  involving  the 
blood.  The  term  dyscrasia  is  derived  from  the 
Greek  signifying  an  “evil  mixture”.  So  these 
syndromes  begin  with  an  apt  name.  Over  twenty 
years  ago,  in  searching  for  a cure  for  pernicious 
anemia,  the  historic  operation  of  splenectomy  was 
revived  on  the  basis  that  the  spleen  was  over- 
zealous  in  its  destructive  capacity  and  that  from 
the  constant  drain  on  the  bone  marrow,  immature 
erythrocytes  were  produced.  The  pioneers  in  this 
quest  were  rewarded  with  a mortality  rate  nearly 
perfect. 

In  a field  with  very  ill-defined  borders  and  with 
a determination  not  so  easily  set  aside,  splenec- 
tomy was  continued  for  other  symptom  com- 
plexes on  the  part  of  the  blood.  As  a consequence 
of  this  empirical  and  clinical  trial,  sufficient  data 
were  collected  to  show  that  splenectomy  is  of 
value  in  clinically  arresting  the  dyserasias  recog- 
nized as  hemolytic  (acholuric)  jaundice,  splenic 
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anemia,  and  thrombocytopenic  purpura,  all  of  un- 
known cause.  In  all  other  splenomegalias,  the 
organ  is  removed  for  size  and  weight  alone,  with 
no  intention  of  checking  the  course  of  the  disease. 
It  is  likewise  performed  to  control  hemorrhage 
from  lacerated  and  ruptured  spleens  resulting 
usually  from  automobile  accidents.  Occasionally 
splenectomy  must  be  done  for  torsion  of  an  over- 
long,  mobile  pedicle. 

Hemolytic  jaundice  is  a congenital,  often 
familial,  peculiarity  which  at  anytime  in  an  in- 
dividual’s infancy  or  youth  manifests  symptoms. 
These  include  a chronic  recurring  series  of 
hemoclastic  crises  marked  by  an  abnormal  de- 
struction of  erythrocytes.  This  causes  an  acute 
secondary  anemia,  jaundice,  and  is  accompanied 
by  a marked  enlargement  of  the  spleen.  When 
the  erythrocytes  are  subjected  to  the  action  of 
hypotonic  salt  solution,  they  are  found  to  undergo 
hemolysis  sooner  than  normal  cells.  This  is 
spoken  of  as  increased  fragility  or  diminshed  re- 
sistance of  the  cells.  There  is  usually  a high 
reticulocyte  count  and  nucleated  erythrocytes 
may  be  found.  With  the  jaundice  there  is  a 
strongly  positive  indirect  Van  den  Bergh  serum 
reaction  and  a high  icterus  index.  The  urine  is 
dark  from  pigments  and  not  bilirubin.  The  quan- 
tity of  bile  pigments  in  the  stool  is  greatly  aug- 
mented. With  a great  increase  in  the  pigment 
content  of  the  bile,  in  over  half  of  the  cases,  pig- 
ment is  thrown  out  to  form  pigment  stones  in  the 
gallbladder.  This  group  must  be  differentiated 
from  the  other  causes  for  anemia  and  jaundice. 
In  general,  the  most  satisfactory  results  from 
splenectomy  are  obtained  in  this  group. 

Splenic  anemia  is  a term  applied  to  a large 
group  of  cases  exhibiting  a secondary  anemia 
associated  with  an  enlarged  spleen.  This  em- 
braces the  von  Jaksch’s  anemia  of  infancy  and  a 
terminal  picture  described  by  Banti  involving 
portal  cirrhosis  of  the  liver  complicated  by 
jaundice  and  ascites.  The  advanced  cases  are 
prone  to  hematemesis  from  esophageal  and  gas- 
tric varices.  Usually  there  are  few  signs  of  blood 
regeneration.  Splenectomy  if  carried  out  early  in 
the  disease  gives  a symptomatic  cure.  This  group 
ranks  high  as  surgical  risks  because  of  the  ex- 
tensive liver  damage.  It  is  frequently  seen  in 
young  and  middle  aged  adults  after  the  state  has 
been  present  for  years  because  of  non-recognition. 
It  is  distinguished  from  hemolytic  jaundice  by  the 
absence  of  hemolytic  crises  and  the  normal  re- 
sistance of  the  erythrocytes  to  hypotonic  salt 
solution. 

Thrombocytopenic  purpura  or  purpura  hemor- 
rhagica is  seen  oftenest  in  childhood.  The  chief 
symptom  is  bleeding  from  or  under  the  skin  or 
mucous  membrane.  The  tourniquet  test  often 
reveals  diminished  capillary  resistance  by  the  ap- 
pearance of  crops  of  petechial  hemorrhages  on 
the  part  below  the  constricting  band.  Hemorrhage 


from  minor  wounds  may  be  intractable  and  in  my 
experience  with  a lad  four  years  of  age,  hemor- 
rhage occurred  into  the  joints.  Further  study 
proved  him  not  to  be  hemophiliac.  Other  signifi- 
cant findings  are  the  anemia,  the  great  reduction 
in  the  platelet  count  of  the  blood,  and  a dis- 
tinctly abnormal  clot  formation.  Instead  of  con- 
gealing and  retracting  with  an  expression  of 
serum,  the  clot  in  this  disease  remains  slushy 
and  does  not  retract.  The  coagulation  time  is 
normal  and  the  bleeding  time  is  greatly  pro- 
longed, frequently  in  proportion  to  the  platelet  re- 
duction. The  spleen  is  not  enlarged  to  any  extent 
with  this  condition.  This  syndrome  must  be 
recognized  from  other  causes  for  purpura  and 
from  hemophilia  in  males.  In  the  latter,  the 
bleeding  time  is  normal,  but  the  coagulation  time 
is  much  prolonged. 

Other  surgical  measures  directed  at  the  spleen 
include  simple  ligation  of  the  splenic  vessels 
where  its  removal  is  not  feasible  because  of  ad- 
hesions or  varices.  To  reduce  the  further  hazard 
from  hemorrhage  from  varices,  ligation  of  the 
coronary  veins  of  the  stomach  has  been  done. 
Where  portal  obstruction  is  present,  an  attempt 
to  establish  collateral  circulation  may  be  made  by 
bringing  a large  flap  of  omentum  through  the 
abdominal  wall  to  occupy  a subcutaneous  position. 
In  ascites,  due  to  large  intra-abdominal  varices, 
abdominal  paracentesis  becomes  a major  opera- 
tion. 

Surgical  success  in  dealing-  with  the  spleen  de- 
pends on  a thorough  understanding  of  the  con- 
dition beforehand  and  pre-operative  preparation 
in  the  presence  of  severe  anemia,  ascites,  and 
undernutrition.  Blood  transfusions  are  of  the 
greatest  temporary  benefit.  In  thrombocytopenic 
purpura,  the  patient  -may  be  operated  on  in  the 
acute  stage  of  his  disease  with  no  great  increase 
in  risk,  because  the  effect  of  removal  is  almost 
instantaneous. 

A short  pedicle  usually  confines  the  operation 
to  a very  limited  space  and  permits  little  mobili- 
zation of  the  organ.  Care  must  be  taken  not  to 
amputate  part  of  the  pancreas,  the  kidney,  and  if 
the  stomach  or  intestine  are  accidentally  opened, 
one  should  be  aware  of  it  at  the  time.  The  fre- 
quency of  multiple  or  accessory  spleens  is  so  great 
that  a thorough  search  of  the  entire  abdominal 
cavity  must  be  made  for  them.  Hemorrhage  rep- 
resents the  greatest  hazard  in  the  operation  and 
the  splenic  pedicle  should  never  be  out  of  direct 
control. 

SUMMARY 

To  recapitulate,  the  functions  of  the  spleen  still 
are  little  known,  the  nature  of  the  blood  dyscras- 
ias  is  little  understood,  and  there  remains  plenty 
of  opportunity  for  imaginative,  lusty,  empiric  and 
minute,  careful,  laboratory  observation.  Clinical 
experience  today  concedes  that  splenectomy  is  a 
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valuable  procedure  in  clinically  arresting  the 
dyscrasias  known  as  hemolytic  jaundice,  splenic 
anemia,  and  thrombocytopenic  purpura. 

902  Carew  Tower. 


discussion 

George  M.  Curtis,  M.D.,  Columbus,  Ohio:  These 
remarks,  concerning  the  indications  for  splenec- 
tomy, are  based  upon  29  splenectomies  which  I 
have  made  during  the  past  three  years.  The  ma- 
jority of  these  were  made  for  congenital  hemoly- 
tic jaundice,  thrombocytopenic  purpura  or  splenic 
anemia  (Banti’s  disease).  These  all  present  defi- 
nite and  generally  accepted  indications  for  splen- 
ectomy. About  a third  were  made  experimentally, 
in  an  attempt  better  to  control  certain  other 
blood  diseases  in  which  the  spleen  was  enlarged. 
From  these  valuable  information  concerning  the 
pathologic  physiology  of  the  spleen  was  obtained. 
This  is  being  reported  elsewhere. 

The  outstanding  success  of  splenectomy  is  for 
congenital  hemolytic  jaundice.  All  these  patients 
survived  and  were  immediately  and  permanently 
improved.  The  results  were  as  brilliant  as  those 
following  subtotal  thyroidectomy  for  exophthal- 
mic goiter.  As  a consequence  it  behooves  every 
surgeon  to  become  familiar  with  the  diagnosis  of 
this  unusual  disease.  Clinically  the  triad  of 
splenomegaly,  jaundice  and  a hemoglobin  type  of 
anemia  is  pathognomonic.  In  addition  the  hema- 
tologist finds  microcytosis,  reticulocystosis  and 
an  increased  fragility  of  the  red  cells.  Too,  it  is 
important  to  remember  that  the  disease  is 
familial.  Usually  other  members  of  the  family 
may  be  shown  to  present  the  characteristic  stig- 
mata. 

It  is  commonly  taught  that  the  spleen  should 
not  be  removed  during  the  acute  exacerbation  of 
this  disease  which  is  known  as  an  “hemoclastic 
crisis.”  My  experience  is  otherwise.  The  early 
investigations  of  my  colleagues,  Doan  and  Wise- 
man, revealed  that  immediately  following  re- 
moval of  the  spleen  there  ensues  an  often  enor- 
mous increase  in  the  circulating  red  cells  and 
hemoglobin.  There  is  still  debate  as  to  whether 
the  bone  marrow  or  the  spleen  is  primarily  at 
fault.  Our  cooperative  study  pointed  convincingly 
to  the  spleen.  As  a consequence  it  seemed  logical 
to  remove  the  spleen  during  the  manifestation  of 
increased  blood  destruction  and  to  expect  the  re- 
sultant autotransfusion.  Based  upon  this  reason- 
ing I have  made  three  splenectomies  during  acute 
hemoclastic  crises.  My  colleagues  have  made  two 
more.  All  five  patients  are  living  and  well.  To 
none  have  transfusions  been  given,  either  before 
or  following  the  splenectomy.  While  this  work 
presents  another  indication  for  splenectomy,  its 
principal  value  lies  in  the  light  it  throws  upon  the 
pathologic  physiology  of  the  spleen  in  the  patho- 
genesis of  hemolytic  jaundice. 

Splenectomy  is  also  of  definite  benefit  to  pa- 
tients with  thrombocytopenic  purpura.  In  this 
disease  the  spleen  exerts  a thrombocytoclastic 
function.  Subsequent  to  splenectomy  the  throm- 
bocytes steadily  increase.  I have  also  made  one 
successful  splenectomy  for  an  acute  thrombo- 
cytoclastic crisis.  In  contradistinction  to  the  pa- 
tients with  hemolytic  jaundice,  this  patient  was 
transfused  preoperatively. 

In  late  Banti’s  disease  splenectomy  is  a hazard- 
ous procedure  because  of  the  adhesions  and  in- 
creased vascularity.  For  these  patients  ligature 


of  the  splenic  artery  would  seem  to  be  a wiser 
procedure  although  I have  not  attempted  it. 

Our  group  has  investigated  the  effect  of  splen- 
ectomy upon  the  course  of  hypoplastic  anemia. 
Certainly  the  spleen  exerts  an  erythroclastic 
function.  It  is  possible,  judging  from  some  of  our 
results,  that  it  exerts  an  inhibitory  effect  upon 
marrow  hemopoiesis.  As  a consequence  I have 
made  four  splenectomies  for  hypoplastic  anemia. 
These  patients  all  recovered.  They  have  sub- 
sequently required  less  transfusions.  Their  life 
span  has  been  prolonged.  In  this  regard  they  are 
improved.  Experimentally  this  may  prove  to  be 
another  indication  for  splenectomy. 

F.  K.  Harder,  M.D.,  Cincinnati,  Ohio:  Classi- 
fied according  to  therapeutic  achievements  there 
are  three  types  of  splenectomy. 

First — where  there  is  a large  probability  of 
benefit  to  the  patient.  In  this  group  are  the 
cases  of  hemolytic  jaundice  and  chronic  thrombo- 
penic  purpura. 

Second — where  there  is  a fair  chance  of  benefit 
provided  that  the  operation  is  done  reasonably 
early  in  the  course  of  the  disease.  This  group 
includes  Banti’s  disease  and  Gaucher’s  disease. 

Third — a miscellaneous  group  where  the  opera- 
tion is  done  as  something  of  a last  resort,  and 
with  a hope  that  some  benefit  may  be  achieved, 
or  that  some  worthwhile  clinical  studies  may  be 
carried  out.  This  group  includes  leukemia  where 
the  weight  and  size  alone  of  the  spleen  are  a 
burden  to  the  patient,  cirrhosis  of  the  liver  with 
esophageal  varices  and  various  miscellaneous  con- 
ditions. Occasionally  there  are  very  startling  and 
unexpected  benefits  following  splenectomy.  One 
case  comes  to  mind  where  a patient  was  taken  to 
the  operating  room  in  place  of  the  pernicious 
anemia  patient  in  the  adjacent  bed  in  the  days 
when  splenectomy  was  being  tried  in  pernicious 
anemia.  Despite  the  mistaken  identity,  the  leuke- 
mia went  into  a complete  remission  which  has 
persisted  for  many  years.  Unfortunately,  the  re- 
sults of  deliberate  splenectomy  in  leukemia  have 
not  been  so  happy. 

Splenectomy  is  a serious  operation  and  should 
be  undertaken  only  after  due  consideration.  Even 
in  Banti’s  and  Gaucher’s  diseases  where  delays 
of  months  and  years  may  be  disastrous,  the  few 
days  or  weeks  spent  in  firmly  establishing  diag- 
nosis are  well  worth  while.  Complete  blood  stud- 
ies, and  if  necessary,  biopsy,  will  prevent  hope- 
less operations  in  aleukemic  leukemia  and  pur- 
puras secondary  to  infections  such  as  tuber- 
culosis. 

There  should  always  be  adequate  preparation 
for  operation.  Liver,  iron,  stomach  preparations, 
and  general  hygienic  care  all  have  their  places; 
but  the  most  useful  pre-operative  agent  is  trans- 
fusion— as  often  as  is  necessary — to  make  the 
patient  a decent  operative  risk. 

The  functions  of  the  spleen  are  obscure  and 
new  knowledge  is  gained  but  slowly  even  in  the 
laboratory.  Although  clinical  application  lags 
still  farther  behind,  several  indications  and  con- 
traindications for  splenectomy  have  already  been 
clearly  defined.  In  hemolytic  jaundice  and  chronic 
thrombopenic  purpura  it  is  neglect  not  to  advise 
splenectomy;  in  aleukemic  leukemia  it  is  equally 
reprehensible  to  make  a diagnosis  of  Banti’s  dis- 
ease and  remove  the  spleen.  On  the  borderland  of 
knowledge  a reasonably  restrained  experimental 
approach  is  justified,  provided  that  both  physi- 
cian and  patient  realize  the  risks  and  the  doubtful 
prospect  of  benefit. 
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THE  first  attempt  to  cure  antrum  disease  by 
operative  procedure  was  made  by  Meiborn 
in  1718.  The  procedure  consisted  in  the 
well-known  method  of  removing:  a tooth  and  irri- 
gating the  cavity  through  the  opening.  It  was 
abandoned  long  ago  by  the  rhinologist  because  of 
the  unsatisfactory  results. 

Zuckerkand  and  others  made  attempts  to  drain 
the  antrum  through  the  middle  meatus  but  the 
method  was  discarded  because  of  bleeding  and 
danger  to  the  orbit.  In  1886  Mikulicz  recom- 
mended the  approach  through  the  inferior  meatus 
and  described  a trocar  and  canula  which  he  had 
devised.  Not  long  thereafter  Kuster  described  the 
operation  which  consisted  in  opening  the  antrum 
through  the  canine  fossa  and  leaving  an  opening 
in  this  region. 

It  remained  for  Caldwell  in  1893  to  adopt  the 
more  satisfactory  method  of  making  a counter 
opening  into  the  nose  instead  of  leaving  a fistula 
in  the  canine  fossa  as  Kuster  had  recommended. 
In  1897  Luc  published  a paper  describing  the 
Caldwell  method  and  since  that  time  the  operation 
has  been  called  the  Caldwell-Luc. 

Williams  states  that  Luc  was  the  first  one  to 
mention  the  complete  removal  of  sinus  mucus 
membrane.  The  Caldwell-Luc  operation  sup- 
planted all  other  methods  because  it  gave  excel- 
lent exposure,  the  diseased  mucosa  could  be  dealt 
with  easily  and  the  counter  opening  in  the  nose 
could  be  made  with  precision.  Objections  have 
gradually  arisen  as  experience  with  the  method 
has  grown  and  today  we  have  a decided  difference 
of  opinion  as  to  whether  the  Caldwell-Luc  should 
be  done  or  the  window  resection.  The  objection  on 
the  part  of  the  surgeon  seems  to  be  the  destruction 
of  the  nerves  to  the  teeth.  The  patients  at  times 
complain  of  post-operative  neuralgia.  Many  pa- 
tients will  refuse  any  type  of  radical  sinus  sur- 
gery but  will  submit  to  the  window  resection. 
Unfortunately  there  is  no  definite  agreement 
among  rhinologists  as  to  which  cases  should  have 
the  radical  operation  and  which  the  simple  win- 
dow resection.  It  is  obvious  to  any  one  who  has 
dealt  with  these  cases  to  any  extent  that  the  win- 
dow operation  is  inadequate  in  a certain  per- 
centage. Williams  of  Mayo  Clinic  recently  re- 
ported 200  cases  with  85  per  cent  cured.  His  in- 
dications for  the  Caldwell-Luc  operation  are  in 
cases  in  which  there  is  a question  of  malignancy 
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— evidence  of  sequestration,  and  for  that  small 
percentage  of  cases  in  which  enough  tissue  cannot 
be  removed  by  the  intra-nasal  method. 


Fig.  1.  X-Ray  of  the  Maxillary  Antrum  with  Iodized 
Oil  before  Intra-Nasal  Operation. 


Fig.  2.  X-Ray  of  the  Maxillary  Antrum  with  Iodized 
Oil  following  Intra-Nasal  Operation. 

This  is  an  extremely  conservative  viewpoint. 
Certainly  the  operation  is  simple.  There  is  little 
or  no  shock  and  very  much  less  expense.  Most 
of  us  do  not  believe,  however,  that  the  intra-nasal 
operation  can  be  done  successfully  in  any  such 
percentage  as  quoted.  It  is  with  the  idea  of 
evaluating  the  results  of  the  intra-nasal  operation 
that  I am  presenting  the  conclusions  from  a study 
of  a few  cases  of  maxillary  sinusitis  before  and 
after  operation  by  means  of  X-ray  and  iodized  oil. 
A similar  study  of  12  cases  was  reported  in  June, 
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Fig.  3.  X-Ray  of  the  Maxillary  Antrum  with  Iodized  Oil 
before  Intra-Nasal  Operation. 

1934,  at  the  A.M.A.  meeting.  The  method  consists 
in  instilling  iodized  oil  into  the  antrum  and  taking 
A-ray  views  anterior,  posterior  and  lateral  for 
diagnosis.  Each  antrum  must  be  examined 
separately.  The  post-operative  pictures  were 
taken  the  same  way.  It  is  necessary,  of  course,  to 
block  the  window  with  wet  gauze  and  cotton. 

The  operation  in  the  first  12  cases  reported 
previously  consisted  in  pushing  the  inferior  tur- 
binates upward  and  making  a large  window  into 
the  antrum  without  attempting  to  remove  any 
diseased  tissue.  In  the  last  year  I have  been  mak- 
ing the  window  the  same,  but  in  addition  at- 
tempting to  remove  some  of  the  swollen  diseased 
mucosa.  It  is  my  experience,  however,  that  ade- 
quate removal  of  the  lining  membrane  is  difficult 
and  improbable  through  the  inferior  meatus  win- 
dow. 

In  the  previous  report  of  12  cases  50  per  cent 
were  cured  by  the  intra-nasal  method.  In  the 
present  series  of  cases  amounting  to  14,  the  re- 
sults are  practically  the  same.  In  this  last  series 
six  have  complete  relief  of  symptoms  and  the 
A-ray  with  iodized  oil  shows  a normal  mucosa. 
Of  the  other  cases  three  show  clinical  cure  but 
the  A-rays  with  iodized  oil  revealed  filling  de- 
fects. Five  cases  did  not  get  symptomatic  relief 
nor  did  the  A-rays  improve  much  after  operation. 

The  conclusion  of  most  of  the  writers  who 
recommend  the  intra-nasal  operation  is  that  when 
the  operation  fails  it  is  due  to  a failure  to  make 
a large  window.  My  experience  has  been  that  no 
matter  how  large  the  window,  failure  will  occur 
in  50  per  cent  of  the  cases  because  the  operation 
is  inadequate  in  that  the  entire  diseased  mucosa 
needed  to  be  removed.  In  some  cases  it  is  impos- 
sible to  make  a large  window.  In  the  small  antrum 
with  thick  walls  the  opening  is  very  limited  in 
size  and  tends  to  close  up  rapidly.  I have  seen  a 
thin  walled  antrum  with  a large  window  close  up 
completely  in  three  weeks.  After  all  it  seems  to 


Fig.  4.  X-Ray  of  the  Maxillary  Antrum  with  Iodized  Oil 
following  Intra-Nasal  Operation. 

me  that  the  opening  in  the  inferior  meatus  is  of 
value  only  in  so  far  as  it  lets  air  into  the  antrum 
and  facilitates  the  irrigation. 

Drainage  takes  place  through  the  middle  meatus 
opening  as  has  been  proved  by  the  experiments  of 
Hilding  and  confirmed  by  me  in  A-ray  studies  on 
the  function  of  the  maxillary  antrum.  Almost  all 
of  our  cases  have  been  studied  to  determine  the 
function  of  the  antrum.  This  method  consists  in 
dropping  a small  quantity  of  iodized  oil  into  the 
antrum  and  observing  by  means  of  a series  of 
A-ray  pictures  the  direction  which  the  oil  takes 
out  of  the  antrum.  In  spite  of  a large  intra-nasal 
window,  sufficient  evidence  is  now  at  hand  to 
prove  that  the  drainage  path  is  through  the 
natural  orifice. 

Williams  in  his  report  on  the  intra-nasal  opera- 
tion raises  the  question  as  to  whether  it  is  neces- 
sary to  remove  the  lining  membrane  of  the 
antrum.  There  has  been  considerable  evidence  to 
show  that  the  lining  membrane  regenerates  fol- 
lowing its  complete  removal.  In  the  few  cases 
which  I have  studied  with  A-ray  and  oil  the  lining 
membrane  has  been  very  thick  and  the  antrum 
cavity  very  much  reduced  in  size,  indicating  that 
there  is  much  scar  tissue  present.  None  of  these 
cases  following  radical  operation  have  been 
studied  for  function. 

That  there  is  a definite  place  for  the  operation 
through  the  inferior  meatus  is  beyond  any  doubt. 
From  the  studies  which  are  presented  represent- 
ing a small  group  of  cases,  the  operation  will 
succeed  in  50  per  cent  of  the  patients.  It  seems 
to  me  that  the  operation  can  be  tried  in  cases 
where  there  is  doubt  as  to  its  success.  The  com- 
plete operation  can  be  performed  later  if  neces- 
sary provided  the  patient  has  been  told  that  the 
conservative  method  may  not  be  adequate. 

By  continued  study  and  discussion  of  this  sub- 
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A Series  of  X-Rays  taken  with  a small  amount  of  iodized  oil  instilled  into  the  left  antrum.  In  spite  of  the  intra- 
nasal opening  in  this  patient,  the  oil  can  be  seen  emptying  from  the  antrum  through  the  middle  meatus. 


ject  the  rhinologists  may  be  able  to  state  some 
definite  grounds  for  the  type  of  operation  best 
suited  to  the  patient. 

1002  Carew  Tower. 

discussion 

A.  K.  Buell,  M.D.,  Athens,  Ohio : For  the  past 
several  years  I have  been  greatly  interested  in 
maxillary  sinus  operations  and  having  done  a 
great  many,  both  radical  and  window  sections,  I 
am  still  at  a loss  in  some  cases  as  to  the  best 
method  to  follow.  Several  years  ago,  I was  in- 
clined to  do  the  radical  operation,  and  felt  that 
to  do  so  was  to  do  what  the  word  indicated — clean 
out  every  vestige  of  pathology  including  the 
lining.  In  some  cases  I got  excellent  results,  and 
in  others  I did  not. 

Dr.  Lewis  spoke  of  the  lining  membrane  re- 
forming. Some  say  it  does  and  some  say  it  does 
not,  but  granting  that  it  does,  is  it  not  true  that 
the  new  lining  membrane  does  not  possess  the 
cilia  that  is  in  the  original  membrane,  therefore, 
it  does  not  have  the  power  to  resist  infection  as  in 
the  original  membrane.  Therefore,  in  many  cases, 
a window  resection  that  will  re-establish  ventila- 
tion and  drainage  will  probably  give  better  and 
more  permanent  results. 

Another  point  of  interest,  and  one  that  I think 
has  a great  deal  to  do  with  the  final  results,  is 


the  after-care.  In  my  experience,  patients  coming 
to  the  city  from  the  country  or  neighboring  towns 
are  put  to  a great  disadvantage  because  we  cannot 
see  them  as  often  as  we  should.  I feel  that  the  after 
treatment  is  of  equal  importance  with  the  opera- 
tion. In  other  words,  the  success  of  our  operative 
procedures  depends  entirely  upon  the  follow-up 
treatment,  regardless  of  the  type  of  operation. 

— oSMJ  — 

control  of  syphilis 

It  is  encouraging  to  note  that  our  newly  ap- 
pointed Surgeon  General  of  the  United  States 
Public  Health  Service  wishes  to  inculcate  a 
scientific  attitude  toward  syphilis  among  the 
people  of  this  country.  This,  he  believes,  is  to  be 
furthered  by  removing  the  taboo  from  discussion 
of  venereal  disease.  We  apparently  are  lagging 
far  behind  in  our  combat  with  syphilis,  and  cer- 
tainly the  taboo  will  have  to  be  removed  along 
with  a good  many  other  things  if  we  are  to  keep 
in  pace  with  more  progressive  parts  of  the  world 
in  this  particular.  We  possess  the  means  of  com- 
pletely eradicating  syphilis  if  we  could  simply 
apply  them.  The  difficulty  of  their  application  is 
admittedly  great,  but  must  we  admit  that  even 
in  a free  country  it  is  impossible? — H.  McClure 
Young,  M.D.,  The  Urologic  and  Cutaneous  Re- 
view, 40:372,  May,  1936. 


THE  SIGNIFICANCE  OF  THE  MID-PELVIC  TRAPEZOID 

By  JOHN  P.  GARDINER,  M.D.,  Toledo,  Ohio 


THE  terms  superior  strait  and  inferior 
strait  are  familiar  to  all  obstetricians,  but 
an  understanding*  of  the  mid-pelvis  is  not 
so  general.  This  communication  is  an  effort  to 
draw  attention  to  the  obstetric  contour  of  the 
mid-pelvis.  To  assist  in  this  effort  a figure  called 
the  mid-pelvic  trapezoid  is  used. 

DEFINITION 

The  mid-pelvic  trapezoid*  has  for  its  widest  end, 
the  left  ischialramic  diameter,  which  is,  the  dis- 
tance between  the  left  ischial  spine  and  a point, 
on  the  right  side  at  the  junction  of  the  ascending 
ramus  of  the  ischium  and  of  the  descending 
ramus  of  the  pubis.  The  sides  of  the  trapezoid 
are  the  anterior,  the  distance  between  the  point 
of  junction  of  the  rami  mentioned  above  and  the 
right  ischial  spine;  the  posterior,  the  distance  be- 
tween the  left  ischial  spine  and  the  right  lower 
edge  of  the  fourth  segment  of  the  sacrum.  The 
narrowest  end  of  the  trapezoid  is  the  distance 
between  the  lower  right  edge  of  the  fourth  seg- 
ment of  the  sacrum  and  the  right  ischial  spine. 

The  significance  of  the  mid-pelvic  trapezoid  in 
relation  to  the  left  occipito-anterior  presentation 
and  to  that  of  the  right  occipito-posterior  pre- 
sentation will  be  discussed. 

Since  the  days  of  Ambroise  Pare,  modern  inita- 
tive  has  devoted  much  time  and  research  to  the 
study  of  the  female  pelvis  in  its  relation  to  ob- 
stetrics. Deventer,1  because  of  the  then  recently 
developing  anatomical  knowledge  of  the  female 
pelvic  organs  and  probably  also  because  of  the 
yet  poor  illustrations  by  the  artists  of  the 
anatomical  relations,  held  that  most  difficult 
labors  were  due  to  the  unfavorable  positions  of 
the  uterus.  It  was  Mauriceau’s2  impressive  de- 
scription of  Hugh  Chamberlen’s  visit  to  Paris  and 
of  his  unsuccessful  effort  while  there  to  deliver 
one  of  the  patients  in  the  clinic,  having  a pelvic 
disproportion,  with  the  new  instrument  (the  for- 
ceps, which  had  been  invented  by  his  shrewd  lay 
relative),  that  inadvertantly  stimulated  all  suc- 
ceeding obstetricians.  On  that  day  modern  ob- 
stetrics was  born.  The  names  of  Smellie,3  Baude- 
loque,4  Michaelis3  and  Litzmann,6  Naegele,7 
Hodge3  and  on  down  to  J.  W.  Williams9  are  out- 
standing in  the  study  of  the  female  pelvis  from 
the  obstetric  point  of  view. 

The  female  pelvis  differs  from  the  male  in  that, 
anteriorly,  the  rami  of  the  two  sides  flare  out- 
ward and  downward  from  the  body  of  the  pubes 
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more  than  they  do  in  the  male,  thus  increasing 
the  width  of  the  pubic  arch  causing  the  two 
bodies  of  the  ischial  bones  to  be  more  widely 
separated  and  enlarging  the  inter  tuber  diameter, 
thus  causing  more  distance  posteriorly  between 
the  ischial  bones  and  the  sacrum.  The  upper  por- 
tion of  the  female  pelvis,  from  the  superior  strait 
down  to  the  plane  of  the  ischial  spines  may  be 
regarded,  from  the  obstetrical  viewpoint  as 
cylindrical,  also  that  portion  of  the  female  pelvis 
below  the  plane  of  the  ischial  spines  may  be  re- 
garded as  cylindrical  but  with  a variably  sized 
notch  in  its  anterior  portion,  formed  by  the  pubic 
arch.  Here  the  idea  of  a cylinder  may  be  more  or 
less  confusing  because  attention  has  been  cen- 
tered on  the  so-called  pelvic  curve  of  Carus  or 
the  angle  of  Sellheim.10  This  cylindrical  shape 
can  be  better  understood  when  it  is  realized  that 
in  the  average  pelvis  and  with  the  average  size 
child,  the  fetal  head  cannot  be  born  until  it  has 
passed  the  inter-tuber  diameter  of  the  pelvic  out- 
let, the  coccyx  yielding  accommodatingly  back- 
wards. The  plane  of  the  inter-tuber  outlet  is 
parallel  with  the  superior  strait  and  about  two 
centimeters  below  the  plane  of  the  ischial  spines. 
In  the  living  subject  the  inter-tuber  diameter 
passes  through  the  anus. 

RELATION  OF  THE  SOFT-PARTS  OF  MID-PELVIS 
TO  PELVIC  OUTLET 

The  most  instructive  dissections  of  the  pelvic 
outlet  are  of  the  male,  due  to  the  development  of 
urology,  pointing  thus  to  the  anterior  portion  of 
the  outlet.  But  from  the  obstetric  viewpoint  the 
attention  is  centered  on  the  posterior  portion.  In 
the  female  the  bony  outlet  is  closed  by  fibrous  and 
muscular  tissue.  The  fibrous  tissue  can  be  as- 
sumed to  be  a continuation  of  the  abdominal 
fascia.  It  meets  its  analogue  of  the  other  side  in 
the  mid-line.  This  tissue  is  so  attached  as  to 
sufficiently  close  the  bony  outlet  and  to  efficiently 
support  the  outlet  organs,  the  anus,  the  vaginal 
outlet  and  the  urethra.  The  muscular  tissue,  also 
a development  of  the  original  cloacal  closing 
tissue,  is  evolved  at  stragetic  points  to  increase 
the  function  of  the  outlet  pelvic  organs.  This 
well  placed  supporting  muscular  tissue  and  fascia 
are  found  to  have  their  origin  in  the  interior  of 
the  pelvis  for  the  most  part  in  the  plane  of  the 
mid-pelvic  trapezoid.  Anteriorly,  the  pelvic  floor 
is  attached  above  the  plane  of  the  mid-pelvic 
trapezoid,  to  the  posterior  surface  of  the  pubes. 
Laterally,  no  bony  attachment  for  the  support  of 
the  pelvic  floor  is  reached  until  the  pully  or  spine 
of  the  ischium  under  which  the  belly  of  the  ob- 
turator internus  muscle  runs  out  of  the  pelvis. 
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The  ischial  spine  is  the  only  lateral  bony  at- 
tachment as  the  tissue  of  the  pelvic  floor  passes 
on  to  be  attached  posteriorly  to  the  sides  of  the 
sacrum  and  coccyx.  It  can  be  readily  visualized 
how,  from  this  ring1  of  attachment,  the  fleshy  pel- 
vic floor  passes  downward  and  inward,  to  sur- 
round the  anus  and  to  include  the  slit  for  the 
vagina  and  urethra  to  the  lower  plane  of  Hodge 
which  passes  through  the  tuberosities  of  the 
ischium.  With  this  picture  in  mind  it  is  seen  to 
what  extent  the  lateral  support  of  the  pelvic  floor 
is  dependent  upon  the  attachment  to  the  ischial 
spines  (and  how  much  more  favorable  are  L.O.A. 
than  R.O.P.  presentations  to  the  musculature  of 
the  pelvic  outlet).  The  ischial  spines  are  of  defi- 
nite interest  to  the  obstetrician.  Some  years  ago 
the  importance  of  the  ischial-ramic  diameter11 
was  pointed  out.  Perhaps  the  pointing  out  of  the 
significance  of  the  mid-plane  trapezoid  will  as- 
sist in  a more  clear  undertsanding  of  the  passage 
of  the  fetus  through  the  mid-pelvis. 

right  occipito-posterior  presentations 

During  pregnancy  the  fetal  head  is  usually  in 
close  proximity  to  or  is  in  the  superior  strait. 
At  term  in  primiparae  the  head  is  often  in  the 
pelvic  cavity  as  far  down  as  the  mid-pelvic 
trapezoid.  The  fetal  head  enters  the  pelvis  usu- 
ally with  the  occiput  turned  toward  the  left  side, 
left  occipito-anterior  presentation,  and  descends 
to  the  mid-pelvic  trapezoid.  In  the  left  occipito- 
anterior presentation  if  there  is  the  usual  re- 
lation in  size  between  the  fetal  head  (biparietal 
diameter)  and  the  ischial-ramic  diameter  of  the 
pelvis  (the  widest  end  of  the  rnid-pelvic  trape- 
zoid), the  head  descends  and  the  forehead  (bi- 
temporal diameter)  faces  the  right  sacro-iliac 
joint,  fitting’  into  the  narrowest  end  of  the  mid- 
pelvic  trapezoid.  In  an  average  labor  with  a left 
occipito-anterior  presentation  the  fetal  head 
passes  through  the  plane  of  the  mid-pelvic  trape- 
zoid without  trouble.  It  is,  however,  in  the  right 
occipito-posterior  presentation  especially,  that 
the  conception  of  the  mid-pelvic  trapezoid  con- 
tributes to  the  better  understanding  of  the 
mechanism  concerned  in  right  occipito-posterior 
presentations. 

Four  different  conditions  present  themselves: 

First.  In  a labor  in  which  there  is  no  dispro- 
portion between  the  size  of  the  mid-pelvic  trape- 
zoid and  the  size  of  the  fetal  head  there  is  little 
delay  in  the  birth. 

Second.  In  a left  occipito-anterior  presentation, 
the  passage  of  the  fetal  head  is  more  easily  ac- 
complished than  in  a right  occipito-posterior  pre- 
sentation for,  from  the  geometrical  viewpoint,  in 
the  latter  case  the  largest  diameter,  the  biparietal, 
descends  into  the  narrowest  end  of  the  mid-pelvic 
trapezoid.  If  the  cranial  sutures  are  sufficiently 
open  (delayed  ossification  of  the  bones  of  the 
fetal  head)  the  head  will  pass  through,  but  the 


Normal  female  pelvis  showing  the  trapezoid  drawn  in  the 
plane  of  the  ischial  spines.* 

labor  is  accordingly  delayed  due  to  the  time  re- 
quired for  molding  to  take  place. 

Third.  Not  infrequently  the  fetal  head  de- 
scends to  the  mid-pelvic  trapezoid  in  the  right 
occipito-posterior  presentation  and  is  here  con- 
verted spontaneously  into  a left  occipito-anterior 
presentation  as  it  passes  through  the  mid-pelvic 
trapezoid.  The  labor  then  continues  in  this  usual 
presentation. 

Fourth.  However,  in  other  cases  of  right  oc- 
cipito-posterior presentations  the  relation  be- 
tween the  size  of  the  mid-pelvic  trapezoid  and  the 
degree  of  molding  of  the  average  fetal  head 
causes  the  fetal  head  to  be  driven  into  the  nar- 
rowest end  of  the  trapezoid  and  to  become  im- 
pacted. The  labor  can  progress  no  farther  and 
the  child  dies  unless  relief  is  given. 

The  proper  management  of  a right  occipito- 
posterior  presentation  is  to  push  the  engaged  head 
up  out  of  the  narrow  end  of  the  mid-pelvic  trape- 
zoid, as  Smellie  recommended,  and  to  convert  the 
presentation  into  a left  occipito-anterior  pre- 
sentation allowing  the  large  diameter,  biparietal 
diameter,  to  descend  in  the  wide  end  of  the  mid- 
pelvic  trapezoid,  the  ischial-ramic  diameter.  It  is 
also  recommended,  if  there  is  room  in  the  cylin- 
drical portion  of  the  pelvis  below  the  mid-pelvic 
trapezoid  and  if  the  engagement  will  permit,  that 
the  fetal  head  be  brought  down  and  here  con- 
verted into  the  left  occipito-anterior  presentation 
and  delivered. 

The  pelvis  in  the  above  illustration  Williams 
accepts  as  normal.  The  mid-pelvic  trapezoid  is 
drawn  in.  (A)  is  the  largest  end  of  the  mid- 
pelvic  trapezoid  (the  ischial-ramic  diameter). 
(C)  and  (D)  are  the  sides  and  (B)  the  narrowest 
end. 

In  a right  occipito-posterior  presentation  with 

*Illustriation  reprinted  through  permission  of  Williams’ 
Obstetrics  published  by  D.  Appleton-Century  Company. 

The  word  trapezoid  in  its  original  Greek  meaning : a 
quadrilateral  having  no  two  sides  parallel  as  opposed  to 
trapezium,  a quadrilateral  having  two  sides  parallel.  The 
New  International  Encyclopedia,  Vol.  22,  p.  433. 
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the  head  driven  down  and  molded  into  the  nar- 
rowest end  (B)  of  the  mid-pelvic  trapezoid,  the 
over-riding  parietal  and  occipital  bones  may  be 
locked  on  the  point  of  the  right  ischial  spine  or  on 
the  right  edge  of  the  fourth  sacral  segment,  im- 
pacting the  fetal  head  and  preventing  further 
descent  or  rotation. 

370  W.  Bancroft  Street. 
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STRON GYLOIDES  STERCORALIS 


By  EDWARD  A.  WAGNER,  M.D.,  Cincinnati,  Ohio 


STRONGYLOIDES  stercoralis  is  a nematode 
found  in  many  mammals,  amphibian  rep- 
tiles and  birds.  In  the  tropics,  human  infec- 
tion with  this  parasite  is  rather  common  while  in 
the  temperate  zone  the  disease  is  uncommon. 
Faust  estimated  that  6 per  cent  of  the  clinic 
population  of  New  Orleans  was  infected. 

The  disease  was  first  discovered  by  A.  Nor- 
mand,1  a French  navy  medical  officer,  who  found 
the  parasite  in  the  stools  of  men  returning  to 
Toulon  after  contracting  severe  diarrhea  in 
Cochin,  China,  in  1876.  In  1876  Bavay  described 
the  parasite  in  detail.  During  the  construction 
period  of  the  St.  Gothard’s  tunnel  strongyloides 
infection  was  common  in  the  workers,  affording 
much  material  for  study.  P.  Strong  was  the  first 
to  discover  strongyloides  in  the  United  States. 

Strongyloides  stercoralis  is  found  in  the  feces  of 
infected  individuals  hence  the  soil,  water,  vege- 
tables and  intimate  contact  with  individuals  har- 
boring the  nematode  are  possible  sources  of  in- 
fection. The  portals  of  entrance  are  the  mouth,  to 
the  gastro-intestinal  tract,  and  the  skin,  just  as 
in  the  case  of  the  hookworm. 

Strongyloides  stercoralis  bores  into  the  skin  of 
the  feet,  hands  or  other  parts  of  body,  enters  the 
circulation,  is  carried  to  the  lungs,  leaves  the 
capillaries  and  enters  the  bronchioles,  moving  up 
the  trachea  and  is  then  swallowed.  After  entering 
the  gastro-intestinal  tract  the  female  worm  buries 
itself  in  the  crypts,  most  commonly  in  the  pyloric 
end  of  the  stomach,  duodenum  and  upper  jejunum. 
The  tail  ends  are  folded  back  so  that  the  genital 
pores  are  exposed.  One  to  five  ova  are  deposited 
in  each  crypt  (Ophiils).2 

Ova  show  all  stages  of  development  to  the 
hatching  of  rhabditiform  embryos.  Eosinophilic 

Read  before  the  Section  on  Pediatrics,  Ohio  State  Medical 
Association,  at  the  89th  Annual  Meeting,  Cincinati,  October 
2-4,  1935. 

For  information  relative  to  the  author,  see  Who’s  Who 
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leucocytes  are  attracted  to  the  region  as  soon  as 
the  shells  are  broken.  Embryos  leave  the  crypts 
and  enter  the  intestinal  canal  passing  through  the 
epithelium  or  one  of  the  crypts.  In  the  feces  they 
develop  directly  into  the  filariform  type  (direct 
method)  or  develop  into  sexually  mature  worms 
which  copulate  and  produce  fertilized  ova.  These 
later  develop  into  rhabditiform  embryos  which  in 
turn  change  into  filariform  types,  the  form  which 
can  infect  man  (indirect  type).  This  infective 
stage  may  last  for  weeks  outside  the  body.  In  the 
very  active  cases  a so-called  hyperinfective  form 
is  found  in  which  the  rhabditiform  embryos 
metamorphose  before  feeding,  producing  the  filari- 
form larvae  in  the  bowel  before  they  are  evacu- 
ated from  the  rectum.  The  filariform  type  can 
penetrate  the  mucus  membrane  of  the  rectum  or 
the  skin  about  the  anus,  enter  the  circulation  and 
produce  a new  cycle.  This  form  is  responsible  for 
auto  infection  and  presents  a therapeutic  problem. 

Until  recently  the  male  strongyloides  was  not 
found  as  a parasite  in  the  human  body.  Kreis  in 

1932  was  able  to  demonstrate  the  male  and  in 

1933  Faust  substantiated  his  work  by  experimen- 
tal studies  in  40  dogs.  In  this  study  the  strongy- 
loides were  traced  from  the  lungs,  upper  respira- 
tory tract  via  the  esophagus  into  the  stomach  and 
lower  levels  of  the  digestive  tract.  It  was  found 
that  migration  from  the  lungs  to  the  digestive 
tract  occurs  during  the  adolescent  stage.  A con- 
siderable number  of  adult  females  and  males  re- 
main in  the  lungs  and  produce  progeny  there.  The 
presence  of  adolescent  and  mature  male  parasites 
of  strongyloides  in  the  lungs,  intestine  and  cystic 
duct,  suggests  that  they  function  in  fertilizing 
the  adolescent  females  before  they  become  em- 
bedded in  the  intestinal  mucosa  and  possibly  before 
they  migrate  from  the  lungs.  The  fact  that 
mature  males  and  females  occur,  and  their  prog- 
eny develops  to  the  filariform  stage  in  the  respira- 
tory tract,  constitutes  an  important  seat  of  hyper- 
infection apart  from  the  intestinal  tract  and  gives 
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us  a good  reason  for  therapeutic  failure  in  many 
instances. 

PATHOGENICITY 

The  role  of  strongyloides  in  producing  symp- 
toms or  disease  has  been  doubted  by  some  who 
feel  that  associated  amoebae  histolytica  or  dysen- 
tery infections  produced  the  symptoms.  It  is  well 
known  that  not  all  individuals  with  parasites  in 
the  stools  present  symptoms.  Sandground’s3  ex- 
perimental work  on  dogs  shows  rather  conclusively 
that  strongyloides  can  produce  symptoms. 
Strongyloides  stercoralis  can  be  found  in  any 
cavity  or  organ  of  the  body,  chiefly  in  the  pyloric 
end  of  stomach,  the  common  duct,  the  proximal 
biliary  and  pancreatic  passages  and  the  ileum, 
cecum  and  colon. 

SYMPTOMS 

At  the  site  of  infection  in  the  skin,  in  a period 
of  twenty-four  hours  profound  erythema  develops 
increasing  to  the  fourth  day,  often  accompanied 
by  itching.  The  reaction  is  more  marked  in  sen- 
sitized individuals.  In  twenty-four  to  forty-eight 
hours  an  acute  inflammatory  reaction  may  take 
place  in  the  lungs  as  a result  of  the  migration  of 
strongyloides  from  the  capillaries  into  the  bronch- 
ioles. In  mild  cases  there  are  often  no  symptoms. 
Diarrhea  and  epigastric  distress  are  common. 
General  malaise,  anorexia,  pallor,  failure  to  gain 
in  weight  are  frequently  observed  in  children. 
In  hyper-infective  cases  diarrhea,  epigastric  dis- 
tress, blood  in  stools,  undigested  food,  emaciation 
and  at  times  toxic  edema  occur.  Recurring  urti- 
caria is  not  uncommon.  In  certain  types  neuras- 
thenia occurs. 

BLOOD  FINDINGS 

As  a rule  an  eosinophilic  increase  occurs  al- 
though in  many  cases  reported  this  was  not 
present.  An  eosinophilia  as  high  as  50  per  cent  is 
not  uncommon.  Hemsen  reports  an  eosinophilia 
of  82  per  cent.  As  a rule  there  is  a secondary 
anemia.  A leucocytosis  is  often  present. 

DIAGNOSIS 

Complement  deviation  tests  and  cutaneous  re- 
actions were  found  to  be  of  little  value  by  Cossack 
and  Schmidt.4  The  diagnosis  is  made  by  finding 
the  rhabditiform  larvae  in  the  stools.  The  ordi- 
nary cover  slip  preparation  of  a fresh  stool  will 
show  actively  motile  rhabditiform  larvae.  Con- 
fusion with  hookworm  is  possible  but  as  a rule  the 
embryos  of  hookworm  are  in  unhatched  eggs.  The 
hookworm  has  a much  longer  pre-esophageal 
mouth  cavity.  The  filariform  larvae  which  occur 
in  the  hyper-infective  form  may  be  identified  by 
their  small  size  and  minute  terminal  notch  in  the 
tail. 

COURSE 

The  disease  is  essentially  chronic  and  not  self- 
limited. The  prognosis  for  cure  was  not  favorable 


until  the  introduction  of  the  use  of  gentian  violet 
by  DeLangen5  in  1928.  Faust6  in  1929  was  the 
first  to  use  this  form  of  treatment  in  this  country. 

TREATMENT 

Many  forms  of  treatment  including  cheno- 
podium  and  thymol  have  been  used  with  varying 
results.  Faust  reports  excellent  results  with  the 
DeLangen  method  of  treatment.  Gentian  violet 
2V2  grn.  (0.03  G.M.)  in  enteric  coated  tablets  is 
given,  one  tablet  before  each  meal  for  a period  of 
seven  to  ten  days.  Sometimes  two  courses  are 
needed.  There  are  no  contra-indications.  Mild 
nausea  sometimes  occurs.  The  dye  stains  the 
mucous  membrane  and  the  adult  worm  absorbs 
the  dye.  The  parasite’s  suceptibility  to  the  toxic 
effect  of  the  dye  causes  it  to  become  free  and 
often  passed.  The  eggs  and  young  are  not  readily 
killed.  Hexylresorcinal  was  tried  in  crystoids,  by 
duodenal  tube  and  by  rectum  without  apparent 
effect  on  the  nematode.  Many  observers  report 
discouraging  results  with  all  methods  of  treat- 
ment. 

CASE  REPORTS 

Case  No.  1 — L.  C.,  age  7 years,  a white  male, 
first  born  of  twins,  was  brought  to  me  from  Lon- 
don, Kentucky,  because  of  failure  to  gain  in 
weight,  and  poor  color.  His  aunt,  who  brought 
him  from  a very  poor  environment,  stated  that  he 
is  very  sluggish  in  his  movements  and  mental  pro- 
cesses. For  the  past  few  years  he  has  had  ab- 
dominal distress  after  eating.  At  times  this  is  ac- 
companied by  generalized  abdominal  pain  and 
vomiting. 

Thirty  days  ago  he  developed  a generalized 
redness  of  the  skin  which  persisted  for  two  days. 
Since  this  time  the  abdominal  pain  and  vomiting 
have  been  much  worse  and  occasionally  there  is 
diarrhea. 

This  boy  had  measles  at  three  years  and  diph- 
theria at  five  years.  The  mother  and  father,  twin 
brother  and  sister  are  living  and  well  but  the 
aunt  thinks  that  the  brother  and  sister  are  very 
pale. 

Physical  examination — A poorly  nourished,  pale 
white  boy  with  a marked  fatigue  posture.  Weight 
44  ^ pounds,  height  49%  inches,  temperature 
98.6,  pulse  90.  The  tonsils  and  adenoids  are  en- 
larged, but  the  head  is  otherwise  negative.  Chest 
— moist  rales  are  present  in  both  lungs  due  to  a 
subacute  bronchitis.  Heart  negative.  Fluoroscopic 
examination  of  chest  negative.  Abdomen — The 
liver  is  palpable  three  finger  breadths  below  cos- 
tal margin,  no  tenderness  noted.  The  spleen  is 
not  palpable.  Extremities  negative.  Urine  nega- 
tive. Human  and  bovine  tuberculin  reactions 
negative  using  0.1  mg.,  intracutaneously. 

Blood  Count:  Red  Blood  Count,  4,000,000; 

White  Blood  Count,  23,600;  P.M.N.,  46  per  cent; 
Lymph.,  17  per  cent;  L.  M.  & T.,  9 per  cent;  Eosin, 
28  per  cent. 

Stool  Examination — 15-20  motile  larvae  identi- 
fied as  the  rhabditiform  type  of  strongyloides 
stercoralis  were  found  in  each  field.  Oxyuris  eggs 
were  also  present. 

A diagnosis  of  strongyloides  stercoralis  was 
made  and  treatment  with  gentian  violet  started. 
2V2  grain.  Gentian  violet  enteric  coated  tablets 
(National  Aniline  and  Chemical  Company)  were 
given,  one  before  each  meal  for  ten  days.  No 
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other  treatment  was  advised.  The  boy  remained 
with  his  aunt  in  Covington. 

November  13,  1934 — Weight  47%  pounds,  all 
symptoms  disappeared  after  five  days  and  the  boy 
is  apparently  in  excellent  condition.  Stool  ex- 
amination is  negative  for  larvae. 

Since  this  time  we  have  not  seen  the  patient 
but  have  had  a report  that  he  is  apparently  nor- 
mal. 

Case  No.  2 — Wm.  McD.,  age  10  years,  a white 
male  boy,  well  developed  and  well  nourished.  Chief 
complaint  is  vomiting  and  diarrhea  which  started 
nine  days  ago.  Four  days  before  the  onset  of 
symptoms  he  visited  a camp  up  the  river.  Two 
other  members  of  the  family  had  the  same  symp- 
toms. In  the  last  two  hours  there  were  eleven 
watery  stools.  Therapy  has  had  no  effect. 

Family  History — Mother  and  father  and  two 
sisters  and  brothers  living  and  well  except  for 
the  above  mentioned  intestinal  condition. 

Previous  History — Has  had  measles,  chicken- 
pox,  whooping  cough  and  influenza.  Tonsils  and 
adenoids  were  removed  at  three  years.  Acute  ap- 
pendicitis with  operation  at  three  years.  General 
health  otherwise  has  been  good.  In  1933  the 
family  spent  the  winter  in  Florida. 

Present  state,  July  23,  1934 — Examination 

on  admission  to  Good  Samaritan  Hospital  dis- 
closed an  acutely  ill  boy,  quite  prostrated,  with 
marked  evidence  of  dehydration.  General  phy- 
sical examination  otherwise  was  negative, 
ture  100  1/5°.  Urine  amber,  specific  gravity  1020, 
acid,  albumen  and  slight  reduction  to  Fehlings 
Solution,  Acetone  -j — bSrK  diacetic  acid  trace,  no 
casts. 

Blood  Count:  Hb.,  103  per  cent;  Red  Blood 

Count,  6,000,000;  White  Blood  Count,  5,300; 
Poly.,  73  per  cent;  Small,  20  per  cent;  Large 
Mono.;  4 per  cent;  Eosin,  3 per  cent;  Stabs,  25 
per  cent. 

Stools — watery,  foul.  Culture — Gram  negative 
bacilli  and  many  long  chain  streptococci.  Four 
days  later — mucosus  capsulatus,  B.  coli.,  non- 
hemolytic gram  positive  diplococcus.  No  para- 
sites or  eggs  found. 

Recovery  was  rapid  and  uneventful  under 
regime  of  rest  for  the  gastro-intestinal  tract  and 
5 per  cent  glucose  subcutaneously.  Discharged 
July  23,  1934.  One  week  after  discharge  from 
hospital  he  developed  pyelitis  which  responded 
rapidly  to  treatment. 

September  19,  1934 — Re-admitted  to  Good 

Samaritan  Hospital  for  diarrhea  which  recurred 
five  or  six  days  ago.  Severe  intermittent  head- 
ache occurs,  associated  with  vomiting  of  a pro- 
jectile type.  The  head  pain  is  more  pronounced 
over  the  right  eye  and  extends  posteriorly  over 
the  tempero-parietal  region.  No  visual  disturb- 
ances are  noted. 

Examination — General  examination  of  head 
negative.  Stereoscopic  X-ray  of  head  and  nasal 
sinuses  is  negative.  Eyes — react  to  L.  and  A. 
Fundi — normal  red,  retinae  good  color.  Disc  mar- 
gins are  not  distinct  over  nasal  side.  Vessels 
normal.  Examination  is  otherwise  negative. 

A careful  neurological  examination  by  Dr.  H. 
McIntyre  at  this  time  was  negative.  Urine  S.G. 
1010,  alkaline.  A few  granular  and  hyaline  casts 
were  seen. 

Blood  Count:  Hb.,  80  per  cent;  Red  Blood 

Count,  4,940,000;  White  Blood  Count,  8,000;  Poly., 
15  per  cent;  Small  Lymph,  22  per  cent;  Large 
Lymph.,  0;  Large  Mononuclear,  2 per  cent;  Eosin., 
58  per  cent;  Baso.,  3 per  cent. 


Blood  Culture  negative.  Widal  negative.  Feces 
— show  actively  motile  larvae  of  strongyloides 
stercoralis.  Sept.  17,  1934 — Stools  again  show 
larvae.  A diagnosis  of  strongyloides  stercoralis 
was  made,  and  oil  of  chenopodium  m.x.  on  sugar 
given.  This  was  repeated  in  two  hours  and  wyas 
followed  by  epsom  salts  in  two  hours. 

The  stools  remained  persistently  positive.  On 
October  2nd  gentian  violet  therapy  was  in- 
stituted giving  one  enteric  coated  pill  three  times 
per  day.  No  marked  change  occurred  in  the  stools. 
The  eosinophilia  dropped  to  25  per  cent. 

Dec.  3,  1934 — Hexylresorcinal  therapy  was  in- 
stituted by  mouth,  by  rectum  and  later  by  duo- 
denal tube.  Parasites  were  constantly  found  in 
stomach  and  duodenal  contents,  obtained  through 
the  tube  and  by  vomiting. 

Dec.  4,  1934 — The  boy  was  readmitted  with 
nasal  discharge,  erythema  and  cough  associated 
with  a little  blood.  No  larvae  were  found  in  the 
sputum. 

Jan.  8,  1935 — 20  c.c.  of  5 per  cent  gentian  violet 
was  given  by  duodenal  tube.  Some  of  this  solu- 
tion was  introduced  into  the  stomach  also.  Marked 
improvement  followed  this  treatment.  The  para- 
sites disappeared  from  the  stools  and  the  eosino- 
philia dropped  to  5 per  cent.  The  patient’s  gen- 
eral condition  has  improved  markedly  but  larvae 
can  be  found  in  the  stools  occasionally.  He  is  at 
present  taking  gentian  violet  by  mouth,  cracking 
the  enteric  coating  to  permit  action  on  adult 
worms  in  the  stomach.  The  eosinophilia  fluctuates 
now  between  6 and  8 per  cent.  A stool  examina- 
tion this  morning  was  negative.  Eosinophilia  14 
per  cent. 

This  case,  although  not  completely  recovered, 
shows  marked  improvement  and  demonstrates 
the  persistance  of  this  type  of  infection.  None  of 
the  other  members  of  the  family  have  shown  evi- 
dence of  infection. 

OBSERVATIONS 

1 —  Strongyloides  stercoralis  does  occur  in  this 
region  whether  imported  or  not. 

2 —  Eosinophilic  increase  should  always  be  an 
indication  for  careful  stool  examination. 

3 —  Motile  larvae  are  as  a rule  readily  found  in 
ordinary  microscopic  examination  of  the  stools. 

4 —  The  life  cycle  of  the  parasite  as  recently 
described  gives  us  the  cause  for  therapeutic  fail- 
ure in  many  cases. 

5 —  Gentian  violet  is  at  present  our  best  means 
of  combating  the  infection.  It  is  possible  that  in 
the  violent  hyper-infective  form  the  intravenous 
administration  of  gentian  violet  might  be  of  value, 
although  I have  had  no  experience  with  this 
method  of  administration. 

3144  Jefferson  Avenue. 
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DISCUSSION 

Merlin  L.  Cooper,  M.D.,  Cincinnati,  Ohio: 
Doctor  Wagner  has  covered  this  subject  very 
thoroughly  and  completely  and  I feel  there  is  little 
to  say  in  discussion  except,  possibly,  to  emphasize 
that  this  is  an  important  parasitic  infestation  to 
bear  in  mind;  that  it  is  a comparatively  easy  con- 
dition to  diagnose;  and  that  there  is  available  at 
present  a therapeutic  measure  which  has  much  in 
its  favor. 

The  importance  of  this  condition  in  children  is 
significant  when  we  appreciate  that  it  is  not  only 
a condition  which  may  result  in  death  of  the  pa- 
tient but  that  it  is  a chronic  debilitating  infesta- 
tion. It  is  usually  not  accompanied  by  serious 
symptoms.  There  is  frequently  an  absence  of 
intestinal  symptoms  although  the  eosinophilia 


which  generally  is  present  should  attract  one’s  at- 
tention to  a possible  parasitic  infestation.  On  the 
other  hand,  early  there  may  be  intestinal  dis- 
turbances without  any  unusual  eosinophilia.  Both 
of  these  situations  warrant  an  examination  of  the 
stools  for  parasites.  Such  is  an  easy  procedure, 
quickly  done,  and  the  larvae  are  readily  recog- 
nized. 

Doctor  Wagner  has  mentioned  the  use  of  gen- 
tian violet  enteric  coated  tablets  as  the  thera- 
peutic measure  of  choice.  I would  like  to  empha- 
size that  the  introduction  of  this  therapeutic 
measure  into  this  country  by  Faust  marks  the 
only  recent  advance  made  in  the  treatment  of  this 
disease.  I would  also  emphasize  in  this  connec- 
tion the  importance  of  disturbing  the  enteric 
coating  of  these  tablets  to  facilitate  the  liberation 
of  the  gentian  violet  in  the  duodenum  and  first 
portion  of  the  small  intestine.  In  our  experience 
we  puncture  the  coating  in  several  places  with  a 
pin.  We  have  seen  the  intact  tablet  voided  in  the 
stool  unless  the  coating  was  punctured. 


CHRONIC  GASTRITIS,  DUODENITIS.  AND  THEIR  RELATION  TO 

PEPTIC  ULCER 

By  WALTER  STIX,  M.D.,  Cincinnati,  Ohio 


CHRONIC  gastritis,  duodenitis,  and  peptic 
ulcer  form  a triad  in  that  they  have  in 
common  the  same  etiology,  pathology, 
symptoms,  course  and  treatment.  In  this  paper 
there  is  no  attempt  to  differentiate  between  gas- 
tric and  duodenal  ulcer,  and  both  are  described 
under  the  term,  peptic  ulcer.  V.  Bergman  says, 
“Any  theory  of  peptic  ulcer  to  be  valid,  must  ex- 
plain not  only  its  occurrence,  but  also  its  chronic 
nature  and  localization,  as  well  as  the  great  ten- 
dency to  occur  in  several  members  of  the  same 
family.” 

The  diagnosis  of  chronic  gastritis  goes  back  to 
the  very  beginning  of  medicine.  But  it  was  not 
until  1803,  that  Broussias  first  described  its 
pathological  appearance.  Shortly  afterwards, 
Cruvellier,  1829,  advanced  the  theory  that  gas- 
tritis was  the  cause  of  gastric  ulcer.  This  was 
the  first  of  the  many  theories  that  have  been  held 
regarding  the  origin  of  peptic  ulcer.  About  1845, 
Rokitansky  proposed  the  theory  that  ulcer  was 
of  neurogenic  origin.  In  1853,  Virchow  came  for- 
ward with  his  theory  that  ulcer  was  caused  by 
the  cutting  off  of  the  blood  supply  of  a small  area 
of  the  stomach,  either  through  spasm,  embolism, 
or  thrombus.  This  local  vascular  lesion  depriving 
the  affected  area  of  alkaline  blood  and  rendering 
it  vulnerable  to  the  acid  gastric  juice. 

About  1911,  the  theory  of  focal  infection  was 
put  forward  largely  by  Rosenow,  Billings,  Pass- 
ler,  and  their  collaborators.  Today  we  are  be- 
ginning to  go  back  to  the  early  theories  of  Cru- 
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vellier  and  Rokitansky,  and  while  infection  is 
still  held  to  play  a part,  it  has  not  the  predomi- 
nant role  it  had  a few  years  ago. 

The  views  of  the  medical  world  regarding 
chronic  gastritis  have  gone  through  a curious 
cycle  of  changes.  A century  ago  it  was  re- 
garded as  a very  common  condition.  Then  Robert 
Carswell,  of  England,  and  later,  Virchow,  showed 
that  the  microscopic  appearances  which  Broussias 
regarded  as  inflammatory,  were  merely  autolytic 
changes  after  death.  Later,  Kussamaul  and  V. 
Leube  questioned  the  clinical  diagnosis  of  gas- 
tritis, and  held  that  most  of  these  cases  were  due 
to  functional  disturbances  in  the  secretion  of  the 
stomach. 

Medical  opinion  made  a complete  change,  and 
the  diagnosis  of  chronic  gastritis  was  rarely 
made.  At  present  the  cycle  is  being  completed, 
for  gastritis  is  again  becoming  popular.  This  is 
due  to  four  outstanding  advances  made  in  the 
last  ten  years: 

(1)  New  technique  in  Z-ray  examination. 

(2)  Fixation  of  suitable  material  immediately 
after  death,  by  the  injection  of  10  per  cent 
formalin. 

(3)  Removal  of  parts  of  the  stomach  by  sur- 
geons, which  can  be  immediately  examined. 

(4)  The  improved  gastroscope. 

FREQUENCY 

Boyd  states,  “Gastritis  is  a perfectly  definite 
pathological  entity  which  is  very  much  more  com- 
mon than  has  hitherto  been  supposed.  It  may  be 
suggested  that  this  frequency  could  be  antici- 
pated from  the  ease  with  which  the  large  surface 
of  the  mucosa  can  be  reached  by  external  irri- 
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tants,  in  the  form  of  food  and  drink.  We  must 
get  away  from  this  conception  of  gastritis  being 
merely  a result  of  surface  irritation.  The  most 
important  part  of  the  gastric  mucosa  is  not  the 
surface  epithelium,  but  the  deep  portions  con- 
taining the  gastric  glands.  Inflammation  of  the 
deep  portion  will  be  produced  by  any  irritant 
brought  by  the  blood  stream,  rather  than  one 
acting  from  the  surface.  Such  a deep  seated  in- 
flammation is  likely  to  be  a different  matter  from 
a mere  catarrh  of  the  surface,  resulting  from 
some  superficial  irritation.” 

Hurst  says  that  every  one,  if  he  lives  a reason- 
able length  of  time,  must  have  suffered  at  one 
time  or  another  from  gastritis.  Paschkis  and 
Orator  investigated  all  autopsies  at  Franz  Joseph 
Hospital  in  Vienna  during  nine  months,  and 
found  only  ten  stomachs  which  could  be  called 
normal.  On  the  basis  of  2500  gastroscopic  ex- 
aminations, that  he  had  done  up  to  1929,  Korbsch 
states  that  cases  of  chronic  gastritis  far  out- 
numbered all  the  cases  of  ulcer  and  carcinoma  of 
the  stomach  combined.  How  great  this  number  is 
can  be  estimated  from  the  statistics  on  ulcers. 
Post  mortem  examinations  by  Carl  Hart  of  Ber- 
lin showed  peptic  ulcer  in  from  10  to  12  per  cent 
of  the  population.  Robertson  and  Hargis  found  it 
in  20  per  cent  in  2,000  autopsies. 

ETIOLOGY 

The  etiology  in  many  cases  is  unknown.  Typi- 
cal cases  are  constantly  seen  where  the  most 
painstaking  examination  reveals  no  known  cause. 
Cases  in  general  may  be  divided  into  those 
caused  by  exogenous  irritation,  and  those  by 
endogenous.  To  the  first  belong  mechanical, 
chemical,  thermal  irritants,  and  bacterial  toxins. 
To  the  endogenous  belong  the  acute  infectious 
diseases,  disorders  of  nutrition  or  the  endocrine 
glands,  such  as  pituitary  disease,  diabetes,  hyper- 
thyroidism, Addison’s  disease,  pernicious  anemia, 
nephritis,  dysentery,  cholangitis,  and  finally 
ulcer  and  cancer  of  the  stomach.  Bad  habits  in 
eating,  especially  insufficient  mastication  of  food, 
is  most  important.  Henning  states  that  a poor 
set  of  teeth  is  the  one  most  frequent  cause  of 
chronic  gastritis,  and  found  it  present  in  over 
66  per  cent  of  his  cases.  He  regards  focal  in- 
fection of  the  teeth  and  tonsils  of  much  less  im- 
portance, as  they  were  present  in  less  than  25  per 
cent  of  his  cases. 

There  is  a striking  similarity  in  the  etiology 
of  chronic  gastritis  and  peptic  ulcer  in  many 
things. 

(1)  Constitution:  All  authorities  today  stress 
the  importance  of  the  physical  constitution  in 
peptic  ulcer.  The  nervous,  high  strung,  emotional 
type,  with  the  costal  angle  rather  sharp,  and 
with  marked  vasomotor  instability.  Konjetzny 
and  Korbsch  say  the  same  constitutional  type  is 
present  in  chronic  gastritis,  although  Henning 


says  in  his  cases  there  were  no  marked  differ- 
ences. (2)  Age:  Chronic  gastritis  is  most  fre- 
quent between  the  ages  20  to  40 — the  same  as 
peptic  ulcer.  (3)  Sex:  Chronic  gastritis  is  more 
frequent  in  men  than  in  women  in  a proportion 
of  three  to  one.  (4)  Season:  Season  acts  in  the 
same  way  as  ulcer,  and  the  Spring  and  Fall  are 
the  time  when  relapses  are  apt  to  occur  in  chronic 
gastritis.  (5)  Nervous  influence  plays  an  im- 
portant role  in  both  diseases. 

SYMPTOMS 

The  symptoms  of  chronic  gastritis  and  peptic 
ulcer  are  identical.  There  is  no  one  symptom 
present  in  ulcer  that  may  not  be  present  in  gas- 
tritis. In  fact,  more  and  more  authors  are  be- 
ginning to  ascribe  the  symptoms  of  ulcer  as  due 
to  the  accompanying  gastritis.  As  Korbsch  says, 
“Why  should  not  the  symptoms  be  the  same,  as 
ulcer  is  only  a later  stage  of  gastritis.” 

DIAGNOSIS 

The  differential  diagnosis  between  chronic  gas- 
tritis and  ulcer  is  always  difficult  and  often  im- 
possible. Positive  X-ray  findings  of  gastritis  are 
only  present  in  about  10  per  cent  of  the  cases. 
Negative  ~X-ray  findings  in  cases  of  gastritis 
mean  nothing.  X-ray  of  ulcer  is  a little  more 
satisfactory,  but  according  to  Stepp,  even  here 
half  the  cases  are  missed.  The  only  reliable  and 
positive  diagnosis  possible  is  by  means  of  the 
gastroscope. 

Before  proceeding  further  in  the  description  of 
gastritis,  it  might  be  well  to  review  briefly,  the 
leading  theories  held  today  in  regard  to  the  gen- 
esis of  peptic  ulcer.  (1)  Gastritis  theory,  (Cru- 
vellier).  The  chief  proponents,  Faber,  Korbsch, 
Konjetzny,  Puhl,  Kalina,  and  others;  (2)  Neuro- 
genic theory,  (Rokitansky).  V.  Bergman,  Cush- 
ing, Westphal,  Robinson,  Levison,  and  others; 
(3)  Circulatory  theory,  (Virchow-Hauser)  ; (4) 
Mechanical  theory,  ( Aschoff-Bauer)  ; (5)  In- 

fectious theory,  (Rosenow,  Billings,  Passler)  ; 
(6)  Peptic  theory,  (Buchner-Sippey)  ; (7)  A 

combination  of  two  or  more  theories.  Rivers, 
Westphal,  V.  Bergman,  Krehl. 

After  reading  all  these  theories,  one  is  re- 
minded of  the  six  blind  men  of  Hindustan,  who 
went  to  view  the  elephant. 

“Though  each  was  partly  in  the  right, 

And  all  were  in  the  wrong.” 

Probably  there  is  no  one  agent  in  every  case, 
but  one  or  more  may  be  present.  Rivers  states, 
“There  seems  no  doubt  that  the  factors  involved 
etiologically  in  the  formation  of  ulcer  vary  in 
different  subjects  at  different  times.”  There  are 
many  more  theories  too  numerous  to  enumerate. 
In  fact,  Durante  (quoted  by  Kellog) , gives  seven- 
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teen  different  methods  by  which  ulcers  may  be 
produced  experimentally. 

The  arguments  in  favor  of  the  gastritis  theory 
are  as  follows: 

(1)  Every  case  of  peptic  ulcer  is  accompanied 
by  gastritis. 

(2)  Cases  of  gastritis  have  been  observed  with 
the  gastroscope,  in  which  an  erosion  changed  to 
an  ulcer. 

(3)  There  are  innumerable  examples  reported 
in  the  literature  where  cases  of  gastritis  with 
negative  X-ray  findings  for  ulcer,  where  later  in 
the  course  of  disease,  a typical  ulcer  developed. 

(4)  Animal  experiments: 

(1)  That  every  case  of  peptic  ulcer  is  ac- 
companied by  gastritis  is  stated  by  Konjetzny, 
who  found  it  present  in  100  per  cent  of  the  cases 
on  whom  he  operated.  Aschner  and  Grossman 
report  on  124  cases  operated  by  Berg  for  ulcer, 
all  of  which  showed  varying  degrees  of  gas- 
tritis or  duodenitis. 

(2)  Wellbrock  reports  a study  of  200  cases 
operated  for  ulcer  at  the  Mayo  Clinic.  All  of 
these  showed  either  gastritis  or  duodenitis.  Judd 
and  Naegel  from  the  Mayo  Clinic  say,  “The  as- 
sociation between  duodenitis  and  chronic  duo- 
denal ulcer  is  close.  All  chronic  ulcers  probably 
originate  from  duodenitis.  The  reason  that  duo- 
denitis is  not  always  followed  by  chronic  ulcer 
has  not  been  determined.” 

Kellog  and  Rivers  both  agree  that  duodenitis 
cannot  be  differentiated  from  peptic  ulcer,  the 
ulcer  being  only  a later  stage  of  the  disease. 

Kauffman  reports  several  cases  of  chronic  gas- 
tritis without  demonstrable  ulcer.  Later,  follow- 
ing a general  infection,  such  as  pneumonia  or 
pleurisy,  an  ulcer  developed.  Kauffman  believes 
that  gastritis  alone  is  not  the  cause  of  ulcer,  but 
that  it  furnishes  a fertile  ground  on  which  an 
ulcer  easily  develops  when  another  exciting  cause, 
such  as  a general  infection,  arises. 

Cases  of  gastritis  with  an  erosion  have  been 
observed  with  the  gastroscope  in  which  the 
erosion  could  be  seen  to  change  to  an  ulcer. 
Korbsch  reports  that  he  has  seen  this  several 
times.  Henning  has  seen  it  once.  On  the  other 
hand,  Schindler,  Gutzeit,  and  Hollweg  have  never 
observed  it.  Korbsch  states,  “The  disposition  for 
the  occurrence  of  gastritis  or  ulcer,  depends  on 
an  unknown  factor,  but  that  gastritis  is  the 
preparation,  die  conditio  sine  qua  non  in  the 
genesis  of  the  ulcer  is  beyond  question. 

(3)  Cases  of  gastritis  where  no  ulcer  could  be 
found,  but  later  in  the  course  of  the  disease  de- 
veloped ulcer,  are  reported  by  Konjetzny, 
Korbsch,  Henning,  Norpoth,  Overgaard,  West- 
phal,  etc. 

(4)  Animal  experiments:  It  is  a fact  "well- 


known  to  vetenarians  that  calves  taken  off  milk 
at  too  early  an  age,  and  fed  with  other  foods,  de- 
velop a severe  gastritis,  which  disappears  if  they 
are  quickly  put  back  on  milk.  If  the  gastritis  is 
allowed  to  continue,  ulcers  of  the  stomach  de- 
velop. Overgaard  experimented  on  dogs  with  a 
gastric  fistula,  by  injecting  histamine  on  an 
empty  stomach.  In  this  way  hyperacidity  and 
hypersecretion  were  produced.  If  the  treatment 
continued,  there  followed  antrum  gastritis,  which 
in  turn  is  followed  by  typical  ulcer  formation. 
Westphal  stimulated  the  vagi  in  dogs,  first  pro- 
ducing a spasm  of  the  blood  vessels,  followed  by 
increased  size  and  tortuosity  of  the  rugae,  then 
minute  hemorrhages,  then  gastritis  which  finally 
went  on  to  ulceration. 

Keith  Simpson  writes,  “Experiment  shows  the 
high  frequency  of  ulcer  following  an  attack  of 
gastritis,  (in  itself  relatively  innocuous)  in  the 
presence  of  hyperchlorhydria.  Evidence  is  pro- 
duced to  show  directly  and  by  deduction  the 
astonishing  frequency  of  gastritis  from  a very 
early  age,  its  production  by  a wide  variety  of 
agents  to  which  the  gastric  mucosa  is  exposed 
from  time  to  time,  and  the  steady  increase  of 
gastritis  with  advancing  years.  It  was  shown 
that  under  conditions  of  experimental  hyper- 
chlorhydria not  in  excess  of  those  attained  under 
physiological  conditions  in  man,  gastric  ulcers 
could  be  produced  by  inducing  an  attack  of  gas- 
tritis. When  gastritis  is  found  appreciably  de- 
veloped in  100  per  cent  of  biopsy  specimens  of 
ulcer  and  cancer,  irrespective  of  the  length  of 
history  or  situation  and  size  of  the  growth,  there 
is  the  strongest  evidence  that  it  was  precedent 
and  not  the  result  of  the  major  lesion.” 

treatment 

Before  concluding,  I want  to  say  a word  about 
therapy.  Boas  says  we  must  revise  our  ideas 
about  the  treatment  of  ulcer  in  the  light  of  re- 
cent discoveries.  He  writes,  “The  correct  time  to 
treat  an  ulcer  is  before  it  develops  and  is  still  a 
gastritis.”  Hurst  says,  “I  have  brought  forward 
evidence  to  show  that  most  organic  disorders  of 
the  stomach  ultimately  depend  on  the  same  ex- 
citing causes.  If  these  views  are  correct,  gas- 
tritis, gastric  and  duodenal  ulcer,  and  carcinoma 
of  the  stomach  could  be  prevented  by  the  adoption 
of  the  simple  hygenic  measures  required  to  avoid 
the  existing  causes  I have  enumerated.”  B. 
Crohn, — “Any  discussion  of  the  subject  of  gas- 
tritis is  incomplete  without  reference  to  the 
newer  point  of  view  of  gastritis  in  relation  to 
peptic  ulcer  and  carcinoma.  The  opinion  that 
such  an  etiological  relationship  does  exist,  is 
ardently  championed  by  Konjetzny,  and  is  gain- 
ing ground  in  sufficient  circles  to  warrant  a ref- 
erence to  the  subject.”  V.  Bergman. — who  be- 
lieves that  gastritis  is  only  a contributing  cause 
writes,  “In  the  future  when  we  treat  peptic  ulcer, 
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we  must  pay  more  attention  to  the  accompanying 
gastritis.” 

Krehl,  who  does  not  believe  that  ulcer  is  due 
to  only  one  agent,  also  stresses  the  importance  of 
treating  the  associated  gastritis. 

SUMMARY 

(1)  Gastritis  or  duodenitis  always  accom- 
panies peptic  ulcer. 

(2)  That  it  precedes  ulcer  in  many  cases  has 
been  shown  both  clinically  and  by  animal  experi- 
ment. 

(3)  That  it  is  the  cause  of  ulcer  has  not  been 
definitely  proved,  but  that  it  is  a very  important 
factor  is  now  believed  by  an  increasing  number 
of  investigators  of  the  subject. 

(4)  Early  treatment  of  gastritis  may  prevent 
the  subsequent  development  of  ulcer. 

DISCUSSION 

Leon  Schiff,  M.D.,  Cincinnati,  Ohio:  Dr. 

Stix  is  to  be  commended  for  bringing  before  us 
the  timely  subject  of  gastritis.  Many  gastric  dis- 
turbances often  believed  to  be  functional  in 
origin,  are  undoubtedly  caused  by  gastritis.  This 
condition  is  overlooked  because  it  is  generally  not 
considered  among  the  causes  of  digestive  disturb- 
ance and  because  of  the  difficulty  in  establishing 
its  presence.  In  the  past,  one  has  been  safe  in 
assuming  its  existence  in  the  presence  of  long- 


standing achlorhydria.  It  is  now  accepted,  how- 
ever, that  gastritis  may  be  associated  with  nor- 
mal or  even  increased  acidity. 

The  symptoms  of  gastritis  may  closely  simulate 
those  of  ulcer  of  the  stomach  or  duodenum.  Not 
only  may  the  pain  occur  post-prandially,  but  it 
may  be  periodic  or  seasonal.  A history  of  haeme- 
temesis  may  be  obtained.  An  ulcer  syndrome 
with  negative  X-ray  findings  should  therefore, 
among  other  things,  suggest  the  presence  of  gas- 
tritis. 

Berg  and  his  students  have  elaborated  the  so- 
called  “relief  technique”  by  means  of  which  the 
lesions  of  gastritis  may  be  revealed  on  X-ray  ex- 
amination. Abnormalities  may  be  demonstrated 
in  the  mucosal  folds  or  rugae  by  the  use  of  small 
amounts  of  barium  made  to  spread  over  the  sur- 
face of  the  stomach  through  external  compression, 
changes  in  the  patient’s  position  and  by  deep 
breathing.  One  can  thus  demonstrate  atrophy 
(atrophic  gastritis)  or  hypertrophy  of  the  rugae 
(hypertrophic  gastritis).  While  the  method  is 
very  helpful  in  detecting  mucosal  changes  in  gen- 
eral, it  is  unfortunately  unreliable  in  the  diag- 
nosis of  gastritis. 

Due  largely  to  the  introduction  of  the  flexible 
gastroscope  by  Dr.  R.  Schindler,  a safe  method 
for  examining  the  interior  of  the  stomach  has 
become  available.  This  method  affords  an  ac- 
curate means  of  determining  the  presence  of  gas- 
tritis in  the  living  patient,  and  promises  to  come 
into  more  general  use.  By  checking  clincal  ma- 
terial with  gastroscopy  much  more  should  be 
learned  about  gastritis  in  general. 


END  RESULTS  OF  THE  TREATMENT  OF  LUNG  ABSCESS 

By  S.  0.  FREEDLANDER,  M.D.,  Cleveland,  Ohio 


TWO  hundred  and  thirty-eight  cases  of  lung 
abscess  occurring  at  Cleveland  City  Hos- 
pital between  1927  and  1934  serve  as  the 
basis  for  this  discussion.  Most  of  the  patients 
who  were  discharged  were  followed  in  the  out- 
patient department,  while  autopsies  were  secured 
on  about  60  per  cent  of  those  who  died.  This 
series  includes  only  those  cases  of  clinical  lung 
abscess  as  the  primary  disease,  and  does  not  in- 
clude cases  in  which  lung  abscess  was  demon- 
strated by  autopsy  or  X-ray  as  part  of  a septi- 
cemia. 

Putrid  lung  abscess  is  a definite  clinical  en- 
tity whether  it  be  called  abscess,  gangrene,  or 
spirochetal  pulmonary  infection. 

ETIOLOGY 

Aspiration  of  infected  material  from  the  upper 
respiratory  tract  is  the  most  important  single 
initiating  factor.  Sometimes  this  sequence  is 
definite,  as  following  operations  on  the  nose  and 
throat,  or  other  operations  under  general  anes- 
thesia. In  other  cases  the  manner  of  aspiration  is 
not  so  clear,  as  in  vomiting  with  decreased  sen- 
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sibility  during  intoxication,  following  sub- 
mersion in  water,  aspiration  of  foreign  bodies,  et 
cetera.  Forty-nine  cases  definitely  followed 

operation,  27  of  which  were  post-tonsillectomies. 
However,  in  141  patients  or  55  per  cent  of  the 
total  group  the  history  was  such  as  to  make  it 
reasonable  to  assume  that  the  abscess  resulted 
from  the  aspiration  of  infected  material  from  the 
upper  respiratory  tract. 

bacteriology 

While  aspiration  is  established  as  a frequent 
cause  of  lung  abscess,  the  exact  organism  or  or- 
ganisms responsible  have  not  been  so  clearly 
proved.  The  lesion  is  probably  initiated  by  path- 
ogenic anaerobes  of  the  type  inhabiting  the  upper 
respiratory  tract,  but  which  of  the  20  or  30  known 
varieties  found  is  responsible  has  not  been 
definitely  proved.  The  frequent  presence  of  Vin- 
cent’s spirochetes  and  fusiform  bacilli  in  the 
sputum  and  tissue  is  not  adequate  evidence  that 
they  are  the  sole  agents,  unless  one  disregards  the 
many  other  organisms  which  are  also  found.  The 
experimental  evidence,  to  my  mind,  has  not  been 
sufficiently  confirmed.  The  lack  of  response  to 
arsenical  therapy  in  this  series  and  in  many  other 
large  series,  such  as  Massachusetts  General  Hos- 
pital, seems  to  argue  somewhat  against  the  im- 
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portance  of  spirochetes  as  etiological  agents. 
Anaerobic  streptococci,  anaerobic  diphtheroids, 
bacillus  melanino-genicum,  bacillus  furcosis,  are 
among  the  many  anaerobic  organisms  which  have 
been  cultured  from  the  sputum  and  tissue  of  lung 
abscesses.  Many  of  these  give  rise  to  a foul 
smelling  exudate  when  grown  on  organic  media. 

SYMPTOMS 

The  onset  and  course  of  the  disease  vary 
greatly.  It  may  begin  very  insidiously  with 
fatigue,  malaise,  or  slight  non-productive  cough 
which  gradually  becomes  severe  with  expectoration 
of  foul  sputum.  Often  the  onset  is  dramatic  with 
sharp  pain  in  the  chest,  fever,  chills  and  prostra- 
tion. The  course  may  be  mild  with  cough  and 
expectoration  as  the  chief  symptoms  with  little 
constitutional  reaction,  or  it  may  be  fulminating 
with  signs  of  severe  toxemia  and  a rapidly  fatal 
outcome.  The  majority  of  the  cases  have  cough 
and  expectoration  as  the  more  prominent  symp- 
toms with  varying  degrees  of  intoxication  such  as 
fever,  loss  of  weight,  et  cetera.  Hemoptysis  is  a 
common  symptom  in  all  types. 

Because  of  the  great  variation  in  onset  and 
symptomatology,  it  is  futile  to  try  to  classify 
lung  abscess  as  post-pneumonic  or  primary.  It 
can  be  definitely  stated  that  it  very  rarely  fol- 
lows a typical  lobar  pneumonia.  However,  there 
are  several  definite  groups  which  can  be  selected 
for  discussion.  The  post-operative  group  already 
has  been  mentioned.  There  is  a type  with  a long 
history  of  chronic  pulmonary  suppuration,  prob- 
ably bronchiectatic,  which  at  some  period  flares 
up  with  signs  of  acute  abscess.  These  are  prob- 
ably cases  of  bronchiectasis  with  abscess  forma- 
tion. The  prognosis  is  poor.  In  this  series  there 
were  three  cases  of  bronchiogenic  carcinoma 
which  had  all  the  symptoms  of  subacute  abscess 
clinically  and  by  roentgenograms.  The  diagnosis 
was  made  only  when  a section  of  the  wall  was 
examined  microscopically.  Some  cases  of  lung 
abscess  rupture  into  the  pleural  cavity  and  pre- 
sent all  the  signs  of  an  empyema.  Occasionally 
rib  resection  with  drainage  brings  about  a cure. 

LOCATION 

The  great  majority  of  solitary  lung  abscesses 
localize  in  a relatively  small  area,  comprising 
the  apex  of  the  lower  lobe  posteriorly  and  the 
posterior  tongue  of  the  upper  lobe.  At  some  point 
they  are  nearly  always  close  to  the  surface  in  a 
region  between  the  third  and  seventh  ribs  pos- 
terior to  the  scapular  line.  The  distribution  in 
this  group  was: 


Right  upper  lobe 

59 

24.7% 

Right  lower  lobe 

63 

26.4% 

Right  middle  lobe 

21 

8.8% 

Left  upper  lobe 

20 

8.4% 

Left  lower  lobe 

55 

23.1% 

Multilobular  

20 

8.4% 

The  location  of  the  abscess  seemed  to  bear  no 
relation  to  the  prognosis. 

DIAGNOSIS 

In  general  the  diagnosis  rests  upon  the  history, 
character  of  the  sputum,  and  roentgenologic  ex- 
amination. The  physical  signs  are  not  character- 
istic and  may  be  minimal.  There  is  frequently  a 
marked  discrepancy  between  the  paucity  of  physi- 
cal signs  and  the  large  amount  of  sputum,  or 
marked  involvement  as  shown  by  the  roentgeno- 
gram. 

SPECIAL  DIAGNOSTIC  PROCEDURES 

Bronchoscopy  should  always  be  considered  when 
there  is  localized  pulmonary  suppuration,  espe- 
cially when  there  is  any  evidence  of  broncho- 
stenosis which  might  be  due  to  a foreign  body, 
tumor,  or  inflammatory  narrowing.  It  is  some- 
times of  aid  in  more  adequately  localizing  an  ab- 
scess by  determining  the  bronchus  from  which 
pus  is  exuding.  However,  in  our  experience  tha 
expulsion  of  pus  by  cough  from  one  bronchus  to 
another  makes  it  difficult  to  determine  its  source. 
In  the  absence  of  foreign  body  it  has  been  of  little 
value  in  treatment.  Occasionally  following  bron- 
choscopy there  has  been  a severe  reaction  with 
pneumonia. 

Lipioaol  is  of  little  value  in  the  diagnosis  or 
localization  of  lung  abscess.  In  most  cases  it  is 
not  necessary,  and  it  is  rarely  possible  because  of 
obstructing  granulation  tissue  to  fill  the  cavity. 
It  is  very  useful,  however,  in  differentiating  lung 
abscess  from  bronchiectasis. 

The  roentgenogram  is  the  chief  means  for  ac- 
curate localization.  Views  must  be  taken  in  sev- 
eral planes,  and  the  direct  lateral  view  has  been 
of  the  greatest  aid. 

PROGNOSIS 

The  outlook  for  a patient  with  lung  abscess  is 
serious  as  can  be  confirmed  by  examining  the 
statistics  of  many  large  clinics.  In  this  group  the 
total  mortality  rate  was  40  per  cent.  (Table  1). 


TABLE  1 

RESULTS  OF  TREATMENT 

(Entire  Series) 


Recovered  

79 

33.1% 

-54.1% 

Improved  

50 

21.0% 

Unimproved  

13 

5.4% 

Died  

96 

40.3% 

Total  238 


Total 


238 
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TABLE  2 

NON-OPERATIVE  TREATMENT 


Recovered  

38 

S 

23.8% 

' 44.5% 

Improved  

33 

20.7% 

Unimproved  

12 

7.5% 

Died  

76 

47.7%) 

Total  

159 

It  is  difficult  to  separate  out  the  factors  altering 
prognosis.  Of  the  cases  following  tonsillectomy, 
68  per  cent  had  complete  recovery  without  opera- 
tion and  only  10  per  cent  died.  The  most  im- 
portant single  factor  was  the  duration  of  the  dis- 
ease. In  165  cases  where  the  date  of  onset  was 
accurately  determined,  118  had  a duration  of  less 
than  two  months,  and  76  or  60  per  cent  of  these 
recovered  or  improved,  while  of  47  cases  with 
a duration  of  more  than  two  months,  only  12  or 
25  per  cent  recovered  or  improved.  (Table  2). 
Many  of  the  older  cases  were  those  who  had  a 
complicating  bronchiectasis. 

TREATMENT 

Conservative — Most  patients  with  lung  abscess 
should  have  a period  of  observation  in  order  to 
determine  the  best  method  of  treatment.  With 
bed  rest  and  postural  drainage  many  cases  will 
become  well.  As  was  stated  before,  the  number  in 
this  series  was  definitely  dependent  upon  the 
duration  of  the  disease  as  the  following  table 
will  show.  (Table  3). 

TABLE  3 

NOT  OPERATED* 

RESULT  ACCORDING  TO  DURATION 


Duration 


Less  than  2 months....  60 — (66%)  8 23 

More  than  2 months..  12 — (31%)  8 19 


*Includes  only  cases  in  which  onset  could  be  accurately 
determined. 

Expectant  treatment  was  persisted  in  usually 
for  at  least  two  months  before  operative  meas- 
ures were  attempted.  It  must  be  remembered 
that  expectant  treatment  even  for  this  length  of 
time  suffers  from  the  danger  of  extension  of  the 
suppuration,  development  of  another  lung  abscess, 
empyema,  cerebral  abscess  and  septicemia.  How- 
ever, because  of  the  surgical  risk,  an  ample  trial 
of  the  simple  measures  should  be  given.  If  prog- 


ress is  not  definite,  more  radical  measures  must 
be  used.  As  was  shown  above,  the  best  chance 
for  conservative  measures  is  in  the  patient  with  a 
short  history.  The  location  of  the  abscess  in  this 
series  had  no  definite  relation  to  spontaneous  re- 
covery. 

Arsenical  Therapy — Neo-arsphenamine  has  been 
widely  used  in  the  treatment  of  lung  abscess.  Its 
advocacy  is  based  on  the  supposed  etiological  re- 
lationship of  the  various  spirochetes  found  in  the 
mouth.  In  our  experience  it  has  been  of  little 
value  as  the  following  table  will  show.  (Table 
4).  The  number  who  recovered  or  improved  was 

TABLE  4 

ARSENICAL  THERAPY 


10  12.3%. 

r 35.6% 

27  33.3% 


Unimproved  7 8.6% 

Died  37  45.6% 

Total  81 


Recovered 


Improved 


35.6  per  cent  as  contrasted  with  54.1  per  cent  in 
the  whole  series  and  44.5  per  cent  in  those  not 
operated  on,  while  45.6  per  cent  died  as  con- 
trasted with  40.3  per  cent  in  the  whole  group  and 

45.7  per  cent  in  those  not  operated. 

The  recovery  rate  is  lower,  and  the  death  rate 
is  about  the  same  in  those  treated  with  arsphena- 
mine  than  in  the  whole  non-operated  group.  Cases 
in  which  this  drug  was  used  were  not  selected  ac- 
cording to  severity,  and  the  dose  was  adequate 
enough  to  produce  toxic  symptoms  frequently  and 
in  one  case  a definite  agranulocytosis  with  death. 
We  saw  no  appreciable  clinical  benefit. 

Collapse  Therapy — Since  compression  methods 
have  been  so  effective  in  pulmonary  tuberculosis, 
it  was  hoped  that  they  might  be  of  benefit  in  sup- 
purative lesions  of  the  lung.  In  tuberculosis, 
however,  rest  is  the  most  important  feature,  while 
in  suppurative  diseases  drainage  is  paramount. 
As  has  been  the  experience  in  other  clinics,  col- 
lapse measures  have  proved  of  little  value  and 
often  produced  definite  harm  in  this  group  of 
cases. 

Artificial  pneumothorax  was  attempted  in  nine 
cases  and  failed  in  three.  In  the  six  cases  where 
collapse  was  effected,  two  developed  empyema 
requiring  surgical  drainage,  one  died  and  none 
were  cured.  Even  if  the  pleural  space  is  free, 
pneumothorax  frequently  does  not  collapse  the 
abscess  .pnd  in  some  cases  blocks  drainage.  The 
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danger  of  virulent  empyema  from  cavity  rupture 
is  imminent,  and  it  must  be  remembered  that 
most  lung  abscesses  are  close  to  the  surface  at 
some  point  in  their  circumference  even  though  in 
the  roentgenogram  the  bulk  of  the  abscess  ap- 
pears centrally  placed. 

Phrenic  nerve  operations  were  done  on  21  cases. 
In  itself  this  operation  rarely  proved  effective  and 
occasionally  seemed  to  block  drainage.  A tem- 
porary paralysis  of  the  diaphragm  by  crushing 
the  nerve  may  be  of  some  value  in  resting  the 
lung  during  the  acute  phase. 

Collapse  by  thoracoplasty,  either  partial  or 
complete,  might  be  considered  when  there  are 
multiple,  diffuse,  unilateral  abscesses  which  have 
not  responded  to  expectant  treatment.  It  is 
probable  that  most  of  these  cases  would  be  more 
suitable  for  cautery  pneumonectomy  or  lobec- 
tomy. It  necessitates  a multiple-stage  operation 
on  patients  with  a large  amount  of  sputum  and 
weakened  by  disease  of  long  duration.  Even  if 
the  operation  is  successful  technically,  it  is 
doubtful  whether  enough  compression  can  be  se- 
cured to  effect  a cure.  In  four  cases  in  which  it 
was  done  in  this  series,  one  recovered  and  three 
died. 

Surgical  Drainage — The  most  frequently  used 
measure  is  incision  and  drainage  of  the  abscess. 
It  is  not  done  before  an  adequate  trial  of  con- 
servative measures  has  been  given.  Accurate 
localization  of  the  point  where  the  abscess  comes 
closest  to  the  surface  is  imperative.  In  this,  one 
must  depend  upon  fluoroscopy  and  roentgeno- 
grams in  various  planes.  As  was  emphasized  be- 
fore, the  majority  of  abscesses  are  in  the  apex  of 
the  lower  lobe  or  the  posterior  tongue  of  the 
upper  lobe,  and  consequently  must  be  drained 
posteriorly.  Occasionally  an  upper  or  middle  lobe 
abscess  must  be  drained  from  the  axilla  or  an- 
terior chest  wall.  Details  of  the  operation  will 
not  be  given.  They  are  usually  done  under  local 
anesthesia.  Sections  of  several  ribs  are  removed 
to  permit  adequate  excision.  The  intercostal 
bundles  are  removed  in  this  area.  If  the  pleura  is 
not  definitely  and  adequately  adherent,  the  wound 
should  be  packed  for  several  days  to  produce  firm 
adhesions.  After  these  are  established  or  if  they 
are  present  at  the  first  operation,  the  entire  roof 
of  the  abscess  is  removed  with  the  cautery  and 
the  wound  is  packed. 

Seventy-nine  cases  had  surgical  drainage, 
(Table  5);  73.3  per  cent  recovered  or  improved, 
and  25.3  per  cent  died.  Those  patients  were 
called  improved  who  lost  all  their  clinical  symp- 
toms of  toxemia,  cough  and  expectoration  but  had 
persistent  bronchial  fistula.  In  most  cases  the 
fistula  closed  spontaneously,  in  others  a plastic 
operation  was  necessary.  Some  patients  in  whom 
the  fistula  persisted  refused  further  treatment 
because  it  caused  them  such  slight  inconvenience. 


TABLE  5 


OPERATED  CASES 


Recovered  

41 

51.8% 

^ 73.3% 

Improved  

17 

21.5% 

Unimproved  

1 

1.2% 

Died  

20 

25.3% 

Total  

79 

SUMMARY 

Putrid  lung  abscess  is  a definite  clinical  entity 
frequently  initiated  by  the  aspiration  of  infected 
material  from  the  upper  respiratory  tract.  In 
analyzing  238  cases  observed  during  a period  of 
eight  years,  it  was  found  that  54.1  per  cent  re- 
covered or  improved  while  40.3  per  cent  died. 
Conservative  treatment  should  always  be  tried. 
Its  effectiveness  is  dependent  largely  on  the  dur- 
ation of  the  disease.  With  a duration  under  two 
months  two-thirds  recovered  or  improved,  while 
if  the  duration  was  over  two  months,  only  31  per 
cent  recovered  or  improved.  Arsphenamine  was 
found  to  be  of  no  value  in  this  series.  Artificial 
pneumothorax  proved  to  be  hazardous  and  rarely 
effective,  Phrenicectomy  in  itself  was  only  oc- 
casionally of  value.  Thoracoplasty  has  a limited 
usefulness.  Surgical  drainage  was  the  most  ef- 
fective measure  when  conservative  measures 
failed.  Seventy-nine  cases  were  operated,  73.3 
per  cent  recovered  or  improved,  and  25.3  per  cent 
died. 

DISCUSSION 

Carl  R.  Steinke,  M.D.,  Akron,  Ohio:  Dr. 

Freedlander  has  given  us  a most  interesting  and 
instructive  paper.  He  is  unusually  fortunate  in 
having  had  the  opportunity  of  studying  238  cases 
of  lung  abscess  and  the  conclusions  reached  are 
most  worthy  of  serious  consideration  in  formu- 
lating proper  treatment.  We  are  still  at  a loss 
to  know  the  cause  of  lung  abscess  in  a great  num- 
ber of  cases. 

Myerson  in  1924  reported  finding  blood  below 
the  vocal  cords  in  76  per  cent  of  cases  examined 
by  immediate  bronchoscopy,  following  tonsillec- 
tomy in  children  operated  under  general  anes- 
thesia. Iglauer  in  1928  wrote  of  blood  being 
present  in  the  larynx  and  trachea  following  ton- 
sillectomy in  20  per  cent  of  50  adults  operated 
under  local  anesthesia. 

In  the  treatment  of  acute  lung  abscess,  ade- 
quate postural  drainage  is  of  prime  importance 
along  with  continuous  rest  and  at  times  broncho- 
scopic  drainage.  The  position  for  postural  drain- 
age varies  with  the  location  of  the  abscess.  I 
agree  with  Dr.  Freedlander  that  phrenic  nerve 
interference  and  artificial  pneumothorax  are  ad- 
visable in  only  a few  selected  cases.  The  further 
the  cavity  from  the  pleura,  the  more  easily  col- 
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lapsed.  If  expectant  treatment  does  not  get  favor- 
able results  within  a few  weeks,  external  drain- 
age is  best  when  possible. 

The  curability  depends  upon  etiology,  location 
of  the  abscess,  the  patient’s  general  condition, 
time  cavity  has  existed  and  the  fibrosis  of  its 
wall,  together  with  the  time  devoted  to  treatment 
and  proper  after  care. 

Chronic  cases  and  abscesses  with  heavy  walls 
should  be  operated  as  soon  after  proper  study  as 
circumstances  permit. 

The  mortality  is  far  too  high  and  it  behooves 
us  to  start  proper  treatment  earlier  and  to  con- 
tinue study  to  determine  means  of  reducing  this 
high  death  rate.  There  is  much  for  us  to  learn 
regarding  pulmonary  abscess  and  its  correct 
treatment. 

— oSM  J — 

SITUS  INVERSUS  VISCERUM 

By  A.  C.  SIDDALL,  M.D.,  Oberlin,  Ohio 

COMPLETE  transposition  of  the  viscera  is  a 
rare  condition  and  the  case  here  reported 
is  that  of  a colored  girl  three  years  of  age. 
In  the  course  of  a routine  examination  of  this 
child  for  an  upper  respiratory  infection,  the  apex 
beat  of  the  heart  was  observed  one  inch  beyond 
the  right  margin  of  the  sternum  in  the  fifth  in- 
terspace with  liver  dullness  on  the  left  side. 
These  findings  stimulated  interest  for  further 
study  and  a fluoroscopic  examination  showed  that 
this  condition  was  not  simply  a dextracardia  but 
one  of  situs  inversus  viscerum  or  symmetry  re- 
versal. As  shown  in  Figs.  1 and  2,  the  greater 
curvature  of  the  stomach  and  the  apex  of  the 


Figure  1. 
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Figure  2. 

heart  are  on  the  right  side  with  the  cecum  in  the 
left  lower  abdominal  quadrant.  No  abnormalities 
of  the  extremities  were  observed. 

Newman’s1  observations  are  of  interest  in  con- 
nection wth  this  condition.  He  states  that  in 
human  conjoined  twins,  especially  those  in  which 
there  are  two  separate  heads  while  the  bodies  are 
united  in  the  thoracic  and  abdominal  regions, 
symmetry  reversal  is  quite  common.  He  further 
observes  that  “Rare  instances  appeared  in  which 
a single  born  individual  exhibited  symmetry  re- 
versal but  it  has  commonly  been  suggested  that 
such  individuals  are  probably  surviving  right 
hand  components  of  twin  pairs  in  which  the  left 
hand  component  was  either  formerly  a parasite, 
afterward  completely  resorbed,  or  else  had  died 
at  an  early  stage.”  The  mother  of  the  patient 
here  reported  states  that  this  child  was  a full 
term,  single  born  individual.  Fluoroscopic  exami- 
nation of  this  patient’s  mother,  father,  brother 
and  sister  showed  no  abnormalities. 

It  is  of  practical  importance  to  this  patient  to 
understand  her  condition  of  transposed  viscera  so 
that  in  case  of  acute  appendicitis  or  other  dis- 
ease a correct  diagnosis  can  readily  be  made. 

33  West  College  Street. 
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A SURGICAL  CAUSERIE 


Desultory  Discussion  of  Certain  Commonplace  Features  of  Surgical  Practice  Often 
Ignored  as  Simple  and  Obvious  But  Worthy  of  Re-Statement  and  Emphasis 

By  LESLIE  LAWSON  BIGELOW,  M.D.,  Columbus,  Ohio 


IT  happened  at  a meeting-  of  a County  Medical 
Society  several  years  ago.  A specialist  in 
obstetrics  had  delivered  an  address  on  the 
subject  of  puerperal  sepsis.  Pleasant  comments 
had  been  expressed  and  the  speaker  was  feeling 
the  warm  glow  that  accompanies  the  conviction 
that  a good  job  has  been  well  done,  when  his  self- 
satisfaction  was  rudely  shattered  by  an  elderly 
doctor  who  arose  from  his  seat  in  the  rear  of  the 
room,  and  spoke  as  follows: 

“I  presume  our  colleague  from  Columbus  is  a 
successful  specialist  in  the  field  of  obstetrics.  At 
least  he  has  sought  to  convey  that  impression. 
What  I cannot  understand  is  why  he  should  take 
his  time  to  come  half  way  across  the  state,  and 
waste  the  time  of  some  thirty-five  of  us  who  are 
reasonably  busy  ourselves,  to  tell  us  what  every- 
body in  this  room  knows  as  well  as  he  does.  I 
came  here  expecting  to  hear  something  new  and 
startling.  I have  been  grievously  disappointed.” 
The  guest  of  the  society  thus  rudely  sat-upon 
had  been  warned  that  the  old  doctor  prided  him- 
self on  being  a death’s-head  at  the  feast  and  was 
not,  as  it  seems  to  me,  unequal  to  the  occasion. 

“Doctor,  you  go  to  church  on  Sunday,  don’t 
you?” 

The  doctor  gave  puzzling  assent. 

“You  sing  hymns  with  the  rest  of  the  congrega- 
tion, don’t  you?” 

“Yes,  I suppose  so,  but  what’s  that  got  to  do 
with  puerperal  sepsis?” 

“They  are  the  same  hymns  that  are  sung  Sun- 
day after  Sunday,  aren’t  they?” 

“Yes,”  again  replied  the  doctor,  who  now  caught 
in  the  Socratic  current  obviously  did  not  relish 
being  the  “Socrate”  but  could  not  help  himself. 

“The  same  hymns,  as  a matter  of  fact,  that 
you  sang  as  a boy,  aren’t  they?” 

Again  a faltering  assent. 

“Well,  why,  I ask  you,”  burst  out  the  speaker, 
whose  paper  had  been  belittled,  “do  you  sing  these 
same  hymns  Sunday  after  Sunday  all  your  life? 
I’ll  tell  you.  God  knows  it’s  not  because  you  are  a 
Chaliapin  or  a Caruso;  it’s  because  you  hope  that 
if  you  sing  them  often  and  loud  enough  you’ll 
finally  become  a good  Christian.” 

This  whimsical  rebuff  to  the  Anthenian  cry  for 
something  new  was  no  denial  of  the  need  for  the 
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fruits  of  the  creative  spirit  or  an  appreciation  of 
them.  There  must  always  be  daring  adventure- 
some explorers  with  special  gifts  and  equipment 
to  push  forward  the  frontier  of  medicine.  Meet- 
ings such  as  these  are  properly  the  occasion  for 
the  display  of  new  trophies  and  previews  of  the 
promised  land.  My  friend’s  adroit  reception  of 
the  harsh  criticism  to  which  he  had  been  sub- 
jected, however,  drew  sharp  and  needed  attention, 
as  it  keems  to  me,  to  the  importance  of  emphasis 
on  certain  simple,  homely,  aspects  of  every-day 
practice,  which  for  the  very  reason  that  they  are 
simple  and  obvious,  are  often  overlooked  and 
neglected  to  the  subsequent  discomfort  of  the 
doctor  and  the  present  or  future  distress  of  the 
sick  or  injured  patient  or  those  who  are  respon- 
sible for  him. 

I have,  therefore,  chosen  to  draw  attention  to 
a few  trivial  aspects  of  practice,  the  importance 
of  which  will  be  illustrated  by  episodes  in  my 
personal  experience.  My  Columbus  colleague  al- 
ready has  replied  to  those  whose  intelligence  is 
about  to  be  insulted  with  trivialities.  Necessarily 
my  discourse  must  be  desultory,  and  the  list  of 
trivia  which  might  be  indefinitely  prolonged, 
limited  by  time  requirements. 

IMPORTANCE  OF  COMPLETE  RECORDS 

Industrial  and  traffic  accidents  account  each 
year  for  an  increasing  portion  of  the  surgeon’s  as 
well  as  the  general  practitioner’s  work.  The  auto- 
mobile takes  an  appalling  annual  total  of  36,000 
lives  on  our  public  highways.  It  has  been  esti- 
mated by  insurance  companies  that  for  every  per- 
son killed,  one  hundred  are  injured  in  greater  or 
less  degree  requiring  the  services  of  a physician. 
All  of  these  patients  are  potential  medico-legal 
cases,  and  the  same  may  be  said  for  the  thousands 
of  industrial  accidents  that  jam  the  Industrial 
Commission.  Without  a doubt  it  is  the  failure  to 
set  down  at  the  time  of  the  original  accident  an 
accurate  description  of  the  local  lesion  together 
with  a plain  statement  of  its  effects,  and  an  ap- 
praisal of  the  patient’s  general  condition,  that 
has  led  to  the  abuse  of  the  Industrial  Commission 
since  the  depression  began  and  an  effort  on  the 
part  of  the  jobless  by  reviving  symptoms  from  an 
ancient  injury  to  make  of  the  Industrial  Com- 
mission’s reserve  an  unemployment  insurance 
fund.  Certain  it  is  that  much  of  the  time  of  the 
Commission  has  been  employed  in  the  considera- 
tion of  revived  cases,  a large  proportion  of  which 
could  be  promptly  disposed  of  if  the  records  of 
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the  original  injury  had  been  complete,  clear  and 
available. 

It  goes  without  saying  that  the  physician’s  im- 
mediate concern  at  his  first  contact  with  the 
patient  is  the  diagnosis.  This  involves  the  taking 
of  a history  and  the  making  of  a physical  exami- 
nation. The  lesion  may  be  obvious  at  a glance  and 
the  history  obtained  in  a word.  The  urgent 
present  duty  is  to  stop  the  hemorrhage,  suture  the 
wound  or  reduce  the  fracture,  in  short  to  meet  the 
emergency  as  its  nature  suggests.  Of  equal  im- 
portance— and  this  is  too  commonly  overlooked — 
is  to  record  at  once  all  of  those  data,  the  lack  of 
which  weeks  or  months  later  when  controversy 
arises  as  to  just  what  did  happen,  how  much 
damage  was  done  and  what  disability  or  suffering 
resulted,  makes  final  justice  difficult. 

How  did  the  accident  occur?  Who  saw  it? 
What  happened  to  the  patient  immediately  after- 
wards? What  was  done  for  him;  what  could  he 
do  for  himself?  Did  he  lose  consciousness?  did  he 
vomit?  was  there  a period  of  mental  confusion? 
Could  he  walk,  or  was  he  carried,  or  did  he  walk 
with  assistance?  Did  he  complain  of  pain?  What 
was  its  location?  If  there  was  an  open  wound 
what  of  its  location,  length,  direction,  depth;  was 
it  grossly  contaminated;  was  there  a possibility 
of  lodged  foreign  bodies?  What  was  the  pulse 
rate,  the  temperature,  the  respiration?  What 
precisely  did  the  physician  do  for  the  patient? 
What  arrangement  or  understanding  was  there 
for  subsequent  visits  or  attention? 

The  answers  to  these  questions  were  all  quite 
evident  at  the  time,  but  written  down  only  in  the 
mind  of  the  physician  they  blur  and  fade  with  the 
passing  of  days — a catastrophe,  for  it  sometimes 
amounts  to  that,  which  could  not  have  happened 
if  all  these  data  had  been  set  down  in  black  and 
white. 

several  pertinent  examples 

One  or  two  illustrative  cases  are  cited  to  give 
point  to  what  has  just  been  said. 

An  employe  injured  two  years  previously  in  a 
factory  accident  was  suing  for  ten  thousand  dol- 
lars because  of  persistent  lameness  in  his  right 
foot.  Examining  him  to  determine  the  nature  of 
his  injury  and  the  degree  of  his  disability,  I found 
that  he  had  been  seen  on  the  day  of  the  accident 
by  a physician  who  rendered  first-aid  and  sent 
him  to  the  hospital.  The  physician  vaguely  re- 
called that  he  had  seen  the  patient  in  the  Spring 
or  Fall  of  such  and  such  a year,  but  that  was  all 
that  he  could  remember.  He  was  sorry  he  had 
misplaced  his  notes  which  I could  not  help  be- 
lieving had  never  been  made.  Three  notations 
appeared  on  the  hospital  record  which  was  found 
only  after  considerable  search.  The  first  read, 
“Mr.  John  Smith  came  to  the  hospital  this  after- 
noon with  a crushed  foot”;  the  second,  made  ten 
days  later,  stated,  “pneumonia  clearing  up”;  the 
third,  a week  following,  conveyed  the  information 


that  Mr.  Smith  “left  the  hospital  with  a limp  and 
a cane” — a record  almost  without  value  either  to 
the  patient  or  his  employer  beyond  establishing 
the  fact  and  date  of  the  injury.  “Crushed  foot” 
is  a vague  term  that  might  equally  apply  to  a 
hopeless  compound  fracture  requiring  amputa- 
tion, or  to  a mild  contusion  of  the  big  toe  with  a 
little  hemorrhage  under  the  nail.  The  record  did 
not  even  state  which  foot  had  been  injured. 

A MIXUP  IN  EYES 

Another  revealing  example  is  supplied  by  a 
surly  individual  who  slouched  into  the  office  one 
day,  and  without  removing  the  hat  from  his  head 
or  the  stogie  from  his  mouth,  announced  belliger- 
ently, “I  gotta  have  my  eye  out”.  The  swollen 
grayish,  sightless,  protuberant  mass  that  repre- 
sented his  right  eye  made  his  statement  readily 
acceptable.  “Better  see  an  eye  surgeon  and  have 
the  operation  at  once”,  I replied.  “I  have  seen 
one”,  he  rejoined,  “and  he  told  me  this  is  the  re- 
sult of  something  I got  in  my  eye  while  I was 
working  for  the  railroad.  You  took  care  of  me 
then,  you  and  the  railroad  are  responsible  and 
you’ll  have  to  pay  for  the  operation  and  the  loss 
of  my  eye”.  I consulted  his  record  at  once,  and 
found  that  he  had  indeed  come  to  me  some  seven 
months  before  with  a small  bit  of  emery  embedded 
in  the  cornea  of  his  left  eye.  The  record  noted  its 
exact  location  on  the  eye  ball,  its  removal  under 
cocaine,  the  eye  wash  provided  for  a conjunctival 
irritation,  and  his  final  discharge  after  two  sub- 
sequent visits  with  no  trace  of  his  injury  remain- 
ing. I gave  him  the  record.  He  read  it,  tossed  it 
on  the  desk  and  said,  “I  guess  that  lets  you  out.” 
A trivial  incident.  True  enough.  But  if  through 
hurry,  carelessness  or  neglect  the  record  had 
noted  only  the  presence  of  a patient  with  a for- 
eign body  in  the  cornea  without  specifying  its 
location  in  the  left  eye,  how  could  I or  the  rail- 
road have  denied  or  escaped  the  responsibility  for 
what  had  developed  in  his  right  eye  as  the  result 
of  the  lodgement  of  a foreign  body  there? 

FOUR  WORDS  WORTH  $1,500 

Another  railroad  employe  presented  himself 
with  a deep  incised  wound  over  the  back  of  the 
right  thumb.  My  record  described  the  manner  of 
the  wound’s  receipt,  its  location,  direction, 
length  and  depth,  its  closure  with  interrupted 
sutures,  the  application  of  a splint  and  dry  dress- 
ing. It  closed  with  the  words  “report  in  three 
days.”  In  three  days  the  patient  returned,  the 
wound  was  inspected,  found  clean,  dry  and  white 
with  no  swelling.  Alternate  stitches  were  re- 
moved, the  splint  re-applied,  and  again  the  record 
closed  with  the  words  “report  in  three  days.” 
The  patient  did  not  return  till  seven  weeks  there- 
after when  he  walked  in  to  show  me  a swollen, 
red,  suppurating  thumb  covered  with  a dirty  rag 
that  was  alive  with  maggots.  Asked  why  he  did 
not  return  as  directed  he  replied  that  he  thought 
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he  could  take  care  of  it  himself.  I declined  to 
have  anything  to  do  with  him  at  my  office,  though 
I offered  to  take  care  of  him  as  a charity  patient 
at  the  Dispensary  where  I happened  to  be  on 
service.  He  flung  out  of  my  office,  angry  and 
breathing  threats.  I never  saw  him  again.  Two 
years  later  the  head  of  the  claim  department 
called  me  for  what  information  I had  on  this 
patient.  1 read  him  the  record  over  the  telephone. 
“Just  a minute  please”,  he  said.  I heard  the  click 
of  another  phone.  “Now,  doctor,  read  to  me  your 
record  once  more  from  beginning  to  end”.  “Thank 
you  very  much”,  he  stated  when  I had  finished. 
I saw  him  the  next  day  and  he  told  me  that  my 
former  patient  had  walked  into  his  office  with  an 
attorney,  demonstrated  an  ankylosed  thumb  and 
demanded  a large  sum  of  money.  “I  put  his 
attorney  on  the  extension  phone”,  he  continued, 
“to  listen  to  your  record.  That  settled  the  matter. 
The  attorney  admitted  he  had  no  case.  Those 
words  on  your  record — ‘report  in  three  days’ — 
were  worth  fifteen  hundred  dollars  to  us.  At 
least  that  is  what  this  man’s  attorney  demanded.” 

If  it  is  true  that  the  physician  cannot  be  held 
responsible  for  what  may  happen  through  failure 
to  follow  his  advice,  should  he  not  be  able  to 
establish  by  his  record  just  what  his  advice  was? 
“One  day”,  “one  week”,  “one  month”, — whatever 
the  arrangements  made  for  the  next  appointment 
is  should  always  be  noted  on  the  record. 

PERPETUATE  WHAT  IS  SEEN  AND  DONE 

Objectify  and  perpetuate  in  writing  what  is 
seen  and  done  at  every  professional  contact.  It  is 
hard  to  describe  a vague  impression  with  a pen. 
Abnormalities,  measurements,  locations,  impair- 
ments, effects,  if  they  are  going  to  be  set  down  in 
black  and  white  demand  precision,  accuracy  and 
care  in  the  examination  that  are  not  going  to  be 
brought  to  bear  if  the  physician  is  willing  to 
content  himself  with  a record  that  notes  only,  for 
instance,  that  the  patient  had  a “fractured  wrist.” 
The  very  least  he  might  have  added  is  that  it  was 
the  right  or  the  left  wrist.  Even  this  meager  but 
essential  descriptive  adjective  has  more  than  once 
through  its  absence  proved  to  be  of  tremendous 
importance  in  legal  disputes  that  have  arisen 
months  or  even  years  afterwards. 

I would  hesitate  to  insist  on  the  importance  of 
so  simple  and  obvious  a requirement,  if  several 
years  experience  during  which  my  office  served  as 
a clearing  house  for  reports  on  industrial  ac- 
cidents from  scores  of  doctors,  had  not  involved 
me  in  a tedious  and  unnecessary  correspondence 
to  get  exact  information.  Only  essentials  need  be 
concerned  with  on  the  record.  With  the  system  of 
abbreviations  each  one  will  adopt  for  himself,  all 
necessary  data  in  the  average  case  of  trauma  may 
readily  be  set  down  on  a three  by  five  card.  If 
your  record  enables  you  to  reconstruct  the  situa- 
tion as  it  existed  weeks  or  months  or  years  before, 


it  is  a successful  literary  composition  regardless 
of  its  form. 

ACCURATE  RECORD  CONCLUSIVE  EVIDENCE 

Furthermore,  information  obtained  by  physical 
examination  and  recorded,  is  often  of  value  in  the 
corroboration  or  refutation  of  future  claims. 
Three  times  the  notation  on  my  records  of  ab- 
sence of  hernia  has  helped  to  establish  the  truth 
of  claims  that  hernias  have  arisen  as  a result  of 
or  at  least  during  employment.  Even  more  im- 
pressive was  the  case  of  an  employe,  58  years  of 
age,  who  came  in  because  of  a blow  on  the  front 
of  the  chest  wall.  He  was  stripped  to  the  waist 
to  determine  if  there  were  fractured  ribs.  It  was 
easy  as  he  sat  before  me  to  listen  also  to  his 
heart  sounds,  to  locate  the  apex  beat  in  its  normal 
position  and  the  right  border  at  the  right  sternal 
margin,  and  these  observations  were  noted  on  his 
record  together  with  a description  of  an  area  of 
tenderness  over  the  sternum  which  led  to  the 
diagnosis  of  a mild  contusion.  The  man  returned 
to  work  in  three  days.  Two  months  later  his  son 
came  in  to  inform  me  that  his  father  had  been 
unable  to  work  for  three  weeks  because  of  pain 
in  his  chest  and  that  he  could  not  sleep  lying  down. 
I went  to  see  him  at  once  and  was  amazed  to  ob- 
serve what  was  apparently  the  apex  of  his  heart 
beating  strongly  in  the  fourth  right  interspace 
two  and  a half  inches  from  the  median  line.  The 
A-ray  picture  taken  showed  the  presence  of  a 
large  aneurysm.  The  Wassermann  test  proved 
positive.  Ten  days  later  the  man  was  found  dead 
in  the  chair  where  he  spent  his  nights.  The  cor- 
poration for  which  this  man  worked  accepted  the 
evidence  that  appeared  in  my  notes,  assumed  that 
the  aneurysm  which  followed  the  blow  to  his 
chest  wall  probably  was  precipitated  by  it,  and, 
without  compulsion  made  a quick  and  generous 
settlement  with  the  patient’s  family.  It  is  always 
worthwhile  to  record  information  obtained  in  a 
physical  examination  even  though  it  seems  to  be 
of  negative  importance  with  reference  to  the  im- 
mediate injury. 

WHAT  WOULD  YOU  HAVE  DONE? 

An  engineer,  seventy  years  of  age,  who  was 
injured  in  a head-on  collision  was  examined  with 
his  family  physician  for  the  purpose  of  making 
the  required  initial  report.  There  were  multiple 
lacerated  wounds  about  the  head  and  body  and 
several  fractured  ribs.  During  the  examination 
I noted  an  enlargement  of  his  heart  and  a harsh 
double  murmur  in  the  aortic  region  which  I inter- 
preted as  being  caused  by  aortic  stenosis  with  re- 
gurgitation. I thought  his  injuries  would  surely  put 
a period  to  his  career  as  an  engineer,  and  so  made 
no  report  of  his  heart  lesion  to  the  railroad.  Three 
months  later  to  my  astonishment  he  reported  at 
my  office  to  announce  that  he  was  returning  to 
his  “run”  the  following  day.  Here  was  a man, 
who  drove  a fast  passenger  train,  seventy  years 
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of  age,  with  a heart  lesion  that  might  cause  sud- 
den death  at  any  moment  or  apoplexy  from  lodge- 
ment of  an  embolus  detached  from  his  crippled 
aortic  valve.  I tried  to  dissuade  him  from  re- 
turning to  work,  but  he  was  deaf  to  all  my  en- 
treaties. He  knew  nothing  of  his  serious  heart 
condition,  and  I did  not  have  the  heart  to  tell  him. 

Did  I have  the  right  to  tell  about  this  man’s 
physical  condition?  Was  it  my  duty  to  insist  that 
he  was  a menace,  and  to  urge  his  dismissal  from 
the  service  in  which  he  had  spent  his  whole  life? 
He  was  sure  that  he  was  as  capable  as  he  had 
ever  been.  No  one  but  me  knew  what  a danger  he 
was  to  himself  and  the  public. 

I worried  over  this  matter  for  a week,  when  it 
suddenly  occurred  to  me  that  someday  someone  of 
my  family  might  be  riding  on  his  train.  This  pos- 
sible disaster  brought  home  to  me  the  risk  to  which 
hundreds  of  other  families  were  being  subjected, 
and  I reported  the  heart  lesion  at  once  with 
the  indicated  recommendations.  I was  thanked 
for  my  interest  in  the  operation  of  the  road,  and 
was  advised,  having  now  transferred  the  responsi- 
bility, to  go  back  to  my  work  with  a clear  con- 
science. The  good  natured  intimation  was  plain 
that  I was  a bit  over-zealous  and  a needless 
alarmist.  Within  less  than  one  month  I helped  to 
lift  from  a baggage  car  my  friend  with  the  aortic 
lesion,  who  had  that  day  made  the  last  of  his 
good  runs.  Alarmed  because  the  train,  traveling 
sixty  miles  an  hour,  had  passed  the  point  where 
the  power  was  always  shut  off  to  allow  the  train 
to  coast  into  the  station,  the  fireman  found  the 
engineer  slumped  in  his  seat,  groping  blindly  with 
his  off  hand  for  the  throttle.  He  caught  the 
stricken  man  as  he  slid  to  the  floor  and  succeeded 
in  stopping  the  train  with  a grinding  of  brakes 
which  brought  the  conductor  and  the  crew  on  a 
run  to  see  what  was  wrong.  The  old  man  had  a 
complete  left  hemiplegia,  lapsed  shortly  into  un- 
consciousness and  died  at  the  hospital  on  the  fifth 
day.  It  is  possible,  of  course,  that  his  sudden  col- 
lapse, which  might  easily  have  been  the  cause  of 
an  appalling  disaster,  was  due  to  an  apoplexy  in 
no  wise  related  to  his  crippled  heart.  I cite  the 
case  to  raise  in  your  mind  the  troublesome  ques- 
tion of  conduct  that  will  frequently  stare  at  you 
from  the  notes  on  your  record. 

THE  PATIENT  MAY  FORGET 

If  unpleasant  potentialities  are  inherent  in  the 
case,  no  matter  how  assiduous  or  expert  the  care, 
or  if  the  convalescence  promises  to  be  prolonged, 
the  matter  not  only  should  be  explained  to  the 
patient,  but  should  be  set  down  on  the  record.  The 
patient  will  forget  what  he  has  been  told,  but  his 
distress  of  mind  because  of  the  swelling  of  his 
foot  and  ankle,  for  example  that  is  so  long  sub- 
siding after  a Pott’s  fracture,  or  from  the  limita- 
tion of  motion  that  may  follow  a bad  fracture  of 
the  elbow,  will  be  allayed  when  he  is  shown  the 


record  and  reminded  that  these  things  were  care- 
fully explained  to  him  in  the  beginning.  Without 
this  evidence  of  the  physician’s  forethought,  ex- 
planations made  to  quiet  impatience  or  to  relieve 
anxiety  are  apt  to  sound  like  lame  excuses  for 
faulty  treatment. 

Robert  T.  Morris  in  his  fascinating  book, 
“Fifty  Years  a Surgeon”,  tells  of  an  irate  patient 
who  had  a return  of  a hernia  two  years  after  the 
operation.  Dr.  Morris  was  disappointed  too.  “Did 
you  bring  with  you  my  formal  statement  that  it 
was  a direct  hernia  and  therefore  likely  to  return 
at  some  time”,  he  asked.  “No”,  replied  the  patient, 
“I  put  it  away  and  forgot  about  it.”  A reading 
of  Dr.  Morris’  duplicate  that  was  on  file  changed 
the  whole  attitude  of  the  patient.  He  was  ready 
for  another  operation. 

AN  AMUSING  RITUAL 

The  patient  for  whose  protection,  . as  well 
as  that  of  the  physician,  the  record  is  made 
and  kept,  has  every  right  to  expect  what  is  there 
set  down  to  be  accurate  and  dependable.  Inten- 
tional errors  we  may  assume  will  not  occur,  but 
more  than  once  it  has  happened  through  careless- 
ness that  a right  inquinal  hernia  has  been  noted 
on  the  record  of  the  examination  when,  as  a mat- 
ter of  fact,  the  rupture  was  on  the  left,  and  the 
operation  has  consequently  been  performed  on  the 
wrong  side.  This  error  having  proved  costly  to 
one  hospital,  a ritual,  that  seems  amusing  to  the 
visitor,  is  gone  through  with  in  the  operating 
rooms  whenever  a patient  is  subjected  to  a hernio- 
tomy. Just  before  beginning  his  ministrations, 
the  anesthetist  asks  the  patient  in  a loud  tone 
of  voice  “Which  side  is  your  rupture  on?”  “The 
right  side”,  replies  the  patient.  Turning  to  the 
head  operating  room  nurse  the  anesthetist  calls 
out,  “He  says  his  rupture  is  on  the  right  side”, 
and  the  nurse  in  her  turn  announces,  “The  rup- 
ture is  on  the  right  side”.  The  mass  may  be 
bulging  under  the  sheet  as  large  as  a cocoanut, 
its  location  apparent  to  all,  but  the  little  ritual 
born  out  of  bitter  experience  is  not  dispensed 
with,  nevertheless. 

Instances  of  the  wrong  finger  or  leg  being 
amputated  have  been  reported,  the  error  being 
easy  in  the  latter  case  if  the  patient  is  placed  in 
the  prone  position  during  the  operation.  Through 
a similar  misadventure  the  wrong  kidney  has 
been  explored  and  cruel  tragedies  have  occurred 
in  ophthalmic  surgery  from  confusion  between 
the  right  and  left  hand  sides.  The  possibility  of 
such  a tragic  accident  should  never  be  absent 
from  the  surgeon’s  mind. 

DANGER  OF  ERRONEOUS  RECORD 

An  incredible  instance  of  false  record  of  an 
operation  was  related  to  me  by  the  surgeon  who 
was  himself  the  principal.  A Caesarean  section 
had  been  performed  on  a patient  at  death’s  door 
from  eclampsia,  and  the  surgeon  was  gratified  to 
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have  his  patient  recover  and  the  baby  live.  He 
dictated  at  once  his  findings  and  the  steps  of  the 
operation  which  he  had  concluded  as  was  his  cus- 
tom with  a detachment  of  the  tubes  from  the 
uterus,  and  an  appendectomy.  When  the  patient 
left  the  hospital  he  explained  to  her  what  he  had 
done  and  why,  telling  her  that  she  could  never 
again  become  pregnant,  and  so  would  not  have  to 
risk  again  an  experience  which  might  the  next 
time  cost  her  life. 

Nine  months  later  the  family  physician  phoned 
in  to  say  that  his  patient  was  pregnant.  “Impos- 
sible”, cried  the  surgeon.  “You  have  made  a 
blunder.  Send  her  to  me  and  I’ll  try  to  let  you 
down  easy”.  The  patient  came  and  was  examined. 
Her  Aschheim-Zondek  test  was  positive,  fetal 
movements  could  be  seen  and  felt,  a fetal  heart 
heard,  and  the  Y-ray  confirmed  the  evidence  that 
the  patient  was  indeed  pregnant. 

The  surgeon  could  not  believe  that  he  had  mis- 
taken the  round  ligaments  for  the  Fallopian 
tubes,  and  had  detached  them  instead.  He  was 
utterly  at  a loss  for  an  explanation.  It  was  a 
moment  of  great  embarrassment;  and  the  weeks 
that  followed  were  a worrisome  period  to  all  con- 
cerned. The  patient  came  finally  to  another 
Caesarean,  and  the  explanation  for  a pregnancy 
that  seemed  impossible  was  at  once  apparent.  The 
surgeon  had  not  touched  the  Fallopian  tubes  at 
all  at  his  former  operation! 

The  patient  and  her  husband  were  so  happy 
over  the  outcome  of  the  second  operation  that  a 
medico-legal  question  based  upon  the  inaccuracy 
of  the  operative  record  was  never  raised.  But 
what  if  she  had  lost  her  life  as  a result  of  a preg- 
nancy* which  she  had  been  assured  was  an  impos- 
sibility ! 

PROVIDES  COPIES  FOR  PATIENTS 

The  practice  of  a busy  surgeon  of  my  acquaint- 
ance who  provides  patients  who  have  had  ab- 
dominal operations  with  a copy  of  his  record 
showing  what  was  found  and  done,  is  to  be  com- 
mended. He  admonishes  them  to  file  these  notes 
away  with  their  wedding  licenses,  and  in  the 
event  of  any  trouble  later,  to  present  the  record 
to  the  physician  at  once.  Anyone  who  has  en- 
deavored by  telephone  or  correspondence  to  find 
out  what  may  lie  below  the  scar  he  sees  on  the 
belly  of  a patient  with  obscure  abdominal  symp- 
toms will  appreciate  the  value  of  this  surgeon’s 
thoughtful  practice. 

The  elusive  sponge  has  been  the  cause  of  much 
distress,  even  loss  of  limb  and  life,  not  to  mention 
a heavy  depletion  of  the  pocket-book,  with  which 
some  surgeons  are  sadly  familiar.  There  are  prob- 
ably few  in  this  group  who  have  not  at  one  time 
or  other  had  experience  with  sponges,  wicks,  or 
tubes,  whose  presence  in  the  abdomen,  vagina  or 
operative  wound  has  been  overlooked.  It  hap- 
pens in  the  best  of  families.  I watched  in  Paris 
a surgeon  of  international  reputation  repair  a 


large  incisional  hernia  and  was  distressed  to  note 
that  he  had  completely  closed  the  peritoneum 
without  removing  the  sizeable  sponge  he  had  in- 
serted to  hold  back  the  intestines.  It  was  obvious 
that  neither  the  surgeon,  his  assistants,  nor  any 
one  else  among  the  spectators  had  observed  this 
misadventure.  Being  a stranger  in  a strange  land 
I wondered  if  this  was  their  way  of  doing  things, 
and  the  sponge  had  been  left  in  by  intention.  By 
the  time  I had  decided  I had  a duty  to  perform, 
brushed  the  dust  of  twenty  years  from  my  college 
French,  and  explained  with  many  a detour  and 
gesture  to  a bystander  what  had  happened,  the 
wound  was  entirely  closed.  There  followed  a 
voluble  interchange  between  this  man  and  the 
surgeon  too  rapid  for  me  to  follow,  and  an  argu- 
ment with  the  assistants  and  the  nurse,  after 
which  the  wound  was  reluctantly  re-opened.  I 
am  sure  I was  much  happier  than  any  one  in  the 
room  to  see  that  sponge  emerge. 

VIRTUE  AND  A QUICK  WIT 

Less  fortunate  was  a prominent  surgeon  in  New 
England  who  had  relieved  by  a difficult  and 
tedious  operation  a serious  abdominal  complaint. 
The  patient  recovered  and  left  the  hospital. 
Within  a few  weeks  a new  set  of  symptoms 
brought  her  to  the  hospital  again  and  the  surgeon 
was  distressed  to  find  a sponge  that  had  been  left 
in  the  abdomen  at  the  former  operation.  He  wrote 
at  once  to  the  family  telling  what  had  happened, 
refunding  the  fee  which  he  had  received  with  a 
check  that  covered  also  the  hospital  expense  in- 
curred by  the  two  operations.  He  was  sued,  never- 
theless, and  had  to  pay  a large  sum  of  money.  In 
this  instance  virtue  was  its  own  and  only  reward. 

Only  the  quick  wit  of  one  of  our  departed  col- 
leagues saved  him  from  a somewhat  similar  ex- 
perience. Six  weeks  after  a woman  on  whom  he 
had  performed  a pelvic  operation  had  left  the 
hospital,  the  family  doctor  telephoned  from  the 
patient’s  home  to  say  that  he  had  been  summoned 
because  of  a profuse  foul-smelling  discharge,  and 
had  found  a sponge  in  the  vagina.  “What  shall  I 
do  about  it”,  he  asked.  “Don’t  take  it  out  till  Mon- 
day”, the  surgeon  replied  without  an  instant’s 
hesitation.  “I  forgot  to  write  and  tell  you  to  take 
the  sponge  out  on  the  forty-fifth  day.  Thank  you 
for  calling”.  The  sponge  was  removed  on  Mon- 
day, the  discharge  promptly  ceased,  and  every- 
body was  happy. 

The  abdomen  and  the  vagina  are  not  the  only 
locations  where  foreign  bodies  left  by  the  surgeon 
may  cause  trouble.  A few  years  ago  I amputated 
an  arm  for  gangrene  that  had  its  origin  in  an 
extensive  knife  wound  over  the  front  of  the  elbow. 
The  wound  had  been  sutured  tightly  in  another 
city  six  days  before.  The  patient  had  been  on  the 
run,  dodging  the  police  till  his  condition  drove  him 
to  seek  relief.  An  examination  of  the  arm  after 
the  amputation  disclosed  a sponge  in  the  depth 
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of  the  sutured  wound.  It  was  the  pressure  of  this 
overlooked  sponge  ag-ainst  the  brachial  artery 
that  caused  the  patient  to  lose  his  arm. 

I have  removed  a small  sponge  that  occasioned 
a persistent  discharge  after  a laminectomy;  and 
a large  drainage  tube  that  had  been  placed  into 
the  pelvis  and  had  disappeared  below  the  level  of 
the  abdominal  incision,  the  interne  thinking  he 
had  removed  it  when  he  no  longer  saw  a pro- 
truding end.  Both  of  these  were  my  own  cases. 
I have  twice  needlessly  prolonged  abdominal 
operations  for  half  an  hour  in  a fruitless  search 
for  sponges  which  a nurse  in  one  instance  and  an 
orderly  in  another  had  heedlessly  carried  out  of 
the  operating-  room.  I have  withdrawn  through 
the  anus  a piece  of  handkerchief  gauze  nearly  a 
yard  in  length,  left  in  the  abdomen  after  an  in- 
testinal resection;  and  I have  twice  removed 
sponges  from  the  vagina  which  were  the  sole 
cause  of  a profuse  and  foul  discharge.  At  the 
hospital  with  the  previously  described  hernia 
ritual,  no  female  adult  patient  could  be  dis- 
charged without  a vaginal  examination  made  just 
before  she  left.  The  interne  then  wrote  at  once  on 
the  record,  “Vaginal  examination  made.  No  gauze 
in  the  vagina”,  and  signed  his  name.  The  menace 
of  the  overlooked  sponge  hangs  over  every  opera- 
tion. 

the  unwelcome  subpoena 

In  a search  of  one’s  experience  for  episodes 
that  will  portray  in  a pleasant  or  a disagreeable 
manner  the  importance  of  trivial  things,  the  prob- 
lem becomes  one  of  selection.  I find  that  I have 
exhausted  most  of  my  time  in  an  effort  to  prove 
the  value  of  the  written  record,  which  is  objective 
and  final,  over  a memory  which  grows  dim  with 
the  passing  of  time.  I leave  this  question  remind- 
ing you  that  the  unwelcome  subpoena  may  appear 
upon  your  desk  at  any  time.  A record  that  will 
answer  all  legitimate  questions  will  then  be  a 
source  of  comfort  that  will  make  an  appearance 
before  the  jury  a not  unpleasant  experience  in 
place  of  a trying  ordeal. 

MISTAKEN  HERNIA  DIAGNOSIS 

I had  hoped  to  say  a word  on  the  subject  of 
hernia,  and  to  recount  in  some  detail  the  case  of  a 
little  boy  whom  I referred  to  an  orthopedic  sur- 
geon for  Pott’s  disease  of  the  spine,  only  to  have 
him  referred  back  to  me  six  months  later  for  the 
operative  cure  of  an  inguinal  hernia  that  had  de- 
veloped in  the  meantime.  Yes,  I operated,  and  as 
the  knife  went  through  the  external  ring  a gush 
of  a pint  or  more  of  thin  pus  liberally  besprinkled 
with  fragments  of  bone  betrayed  at  once  the  fact 
that  I had  mistaken  a Pott’s  abscess  for  an  in- 
guinal hernia.  The  acuteness  of  my  chargin  has 
become  attenuated  after  two  decades,  with  the 
knowledge  gained  from  discrete  inquiries  that  I 
was  far  from  being  the  first  or  the  only  surgeon 
whc  had  made  that  same  mistake. 


I had  intended  to  refer  to  hydrocele,  and  recite 
an  instance,  personally  observed, where  a genito- 
urinary surgeon  of  repute,  after  demonstrating 
to  a group  of  medical  students  a large  tumor  of 
the  scrotum,  and  proving  by  transillumination 
that  it  contained  fluid  and  not  bowel,  plunged  his 
trocar  into  a loop  of  large  intestine.  This  simply 
could  not  happen,  of  course.  The  answer  is  that 
it  did  happen,  and  might  any  day  occur  again,  if, 
as  in  the  case  of  the  Pott’s  abscess  mistaken  for 
hernia,  we  close  our  minds  and  are  content  with 
hasty  judgments. 

NO  HEAD  INJURY  TRIVIAL 

I must  omit  the  illustrations  that  readily  come 
to  mind  to  prove  in  a dramatic  way  the  truth  of 
an  observation  as  old  as  Hippocrates  that  no  head 
injury  is  so  trivial  that  it  can  be  despised.  And 
I may  not  enlarge  upon  the  simplicity,  ease  and 
effectiveness  of  novocaine,  locally  injected,  as  an 
anesthetic  for  the  manipulation  and  the  reduction 
of  fractures — a procedure  that  should  be  more 
widely  employed.  Neither  have  I time  to  speak  of 
the  almost  instantaneous  and  satisfactory  anes- 
thesia provided  by  the  intravenous  administration 
of  evipal  under  which  we  have  amputated  the 
thigh,  done  a simple  mastectomy  and  a large  num- 
ber of  less  important  operations,  all  without  un- 
toward results  from  the  drug. 

I bring  my  talk  to  a close  with  a brief  ref- 
erence to  a simple  procedure  of  great  value  in  the 
recognition  of  acute  appendicitis.  This  is  a dis- 
ease as  old  as  the  human  race.  Celsus  to  whom 
we  are  indebted  for  the  “redness,  heat,  swelling 
and  pain”,  that  is  the  classic  description  of  in- 
flammation, wrote  in  the  first  century  of  “a  dis- 
temper seated  in  the  large  intestine  principally 
affecting  that  part  where  I mentioned  the  cecum 
to  be,  accompanied  by  violent  inflammation  and 
vehement  pains,  particularly  in  the  right  side”; 
and  Hippocrates  who  antedated  Celsus  by  five 
hundred  years  described  a “swelling  in  the 
hypochondrium  that  is  hard  and  painful  and  very 
bad”.  Both  these  sentences  undoubtedly  refer  to 
inflammation  originating  in  the  appendix.  There 
is  evidence  too  that  the  ancient  Egyptians  were 
plagued  with  appendicitis.  It  remained  for  Fitz 
of  Boston,  just  forty-nine  years  ago,  to  recognize 
the  true  significance  of  these  right-sided  abdomi- 
nal inflammations,  and  to  establish  on  a firm  and 
lasting  basis  the  role  of  the  appendix  in  their 
causation.  He  coined  the  term  appendicitis  in  his 
epoch-making  paper,  and  though  thousands  of 
pages  have  been  written  on  this  subject  since, 
little  of  fundamental  importance  has  been  added 
to  what  Fitz  wrote  in  his  original  contributions 

Even  at  that  early  date,  one  of  Fitz’  colleagues, 
who  advocated  immediate  operation  as  soon  as  the 
diagnosis  could  be  made,  insisted  that  it  was  im- 
possible to  tell  what  cases  are  going  to  be  bad, 
and  added,  what  we  all  know  to  be  true  that 
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“sometimes  the  end  of  the  first  day  is  later  than 
the  end  of  the  first  week  in  other  cases”. 

Of  late  we  have  been  reading  reports  of  pa- 
tients with  general  peritonitis  arising  from  the 
appendix  who  had  been  cured  by  medical  treat- 
ment in  less  than  three  weeks,  although  they  were 
in  an  almost  moribund  condition  on  their  admis- 
sion to  the  hospital.  We  have  our  own  opinion 
about  these  reports  with  their  tendency  to  turn 
the  clock  back  fifty  years.  The  cynical  remark  of 
Bastianelli  may  be  here  repeated.  “When  physi- 
cians are  discussing  whether  the  case  is  appen- 
dicitis or  not,  it  is ; when  they  are  inclined  to 
admit  the  possibility  of  appendicitis  without  being 
perfectly  sure  of  it,  it  not  only  is,  but  it  is  about 
to  perforate;  when  the  diagnosis  is  sure,  there  is 
already  perforation  with  a more  or  less  circum- 
scribed peritonitis”. 

RECTAL  EXAMINATION  AND  APPENDICITIS 

This  is  a stinging  rebuke,  the  justification  for 
which  would  largely  disappear  if  the  physician 
whenever  he  is  called  to  see  a patient  with  ab- 
dominal pain  of  such  severity  as  to  interfere  with 
work  or  play  or  sleep  will  conclude  his  investiga- 
tion by  making  a digital  examination  through 
the  rectum.  Abdominal  pain  will  always  be 
present  in  acute  appendicitis  and  it  is  the  initial 
symptom  as  well.  Nausea  and  vomiting  may  be 
absent  however;  there  may  be  no  elevation  of 
temperature  or  pulse  rate;  the  total  white  cell 
count  and  the  differential  may  be  little  altered  if 
at  all;  there  may  be  no  rigidity  of  the  abdominal 
muscles,  not  even  an  increase  of  resistance,  and 
tenderness  on  pressure  over  MeBurney’s  point 
'may  be  slight  or  entirely  absent;  and  yet  despite 
the  lack  of  one  or  several  of  these  classic  signs, 
the  case  may  be  one  of  such  severity  that  im- 
mediate operation  is  demanded.  Here  the  rectal 
examination  is  of  inestimable  value  and  the  winc- 
ing sensitiveness  that  invariably  will  appear  when 
pressure  is  made  by  the  examining  finger  high  up 
on  the  right  side  will  establish  the  diagnosis. 

Bend  over  the  patient  who  lies  on  his  back  with 
the  knees  drawn  up.  Press  the  ball  of  the  well 
lubricated  finger  against  the  anal  orifice  and  ask 
the  patient  to  strain  down.  The  sphincter  which 
would  be  outraged  and  resistant  to  a vigorous 
thrust,  will  yield  and  the  finger  will  be  received 
without  discomfort.  Press  upward  on  the  pa- 
tient’s left  side  watching  the  expression  on  his 
face.  Now  withdraw  the  finger  slightly  and  then 
pass  it  up  making  the  same  degree  of  pressure  on 
the  right  side.  The  grimace  of  pain  that  will 
show  on  the  face,  or  the  quick  flinching  move- 
ment the  patient  will  make  to  escape  the  examin- 
ing finger  will  never  be  absent  in  acute  ap- 
pendicitis, except  in  those  rare  cases  where  the 
cecum  and  consequently  the  appendix  has  failed 
to  descend  in  its  developmental  march  to  the  right 
lower  quadrant. 


I have  heard  the  late  Maurice  Richardson  say 
more  than  once,  if  he  were  limited  to  a single  ob- 
servation on  a patient  suspected  of  having  ap- 
pendicitis, he  would  choose  that  information  that 
comes  from  a properly  made  digital  examination 
through  the  rectum. 

I dare  to  conclude  by  stressing  the  importance 
of  this  simple  but  important  diagnostic  procedure 
and  by  describing  it  in  such  an  elementary  fashion 
in  order  to  overcome  the  reluctance  of  the  average 
practitioner  to  make  a rectal  examination.  He 
sees  patients  with  appendicitis  in  the  early  hours 
of  their  disease.  His  responsibility  is  therefore 
large  in  the  effort  that  must  be  made  to  reduce 
the  mortality. 

My  discourse  has  been  desultory  as  was  prom- 
ised in  the  beginning.  It  contains  nothing  that  is 
new  and  no  episode  that  cannot  be  matched  in  the 
experience  of  all  who  have  listened.  I have  pre- 
sented it  in  the  conviction,  that  however  much 
we  may  need  to  be  informed,  we  need  also  on  oc- 
casion to  be  simply  reminded. 

327  East  State  Street. 
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INDICATIONS  FOR  THORACOPLASTY 

1.  Sauerbruch  ideal  indication  is  unilateral 
fibrosing  tuberculosis  with  rigid  mediastinum, 
capable  heart,  youth  and  good  resistance. 

2.  Positive  sputum  that  can  not  be  cleared  up 
with  other  measures. 

3.  Severe  recurrent  hemorrhage,  uncontrollable 
by  other  means,  wrhen  the  source  of  bleeding  is 
definitely  ascertained  and  the  contra-lateral  lung 
does  not  prohibit. 

4.  Severe  unilateral  bronchiectasis  after  fail- 
ure of  other  means. 

5.  Selected  bilateral  cases  with  retrogressive 
changes  in  better  lung. 

6.  Unilateral  cavitation  where  pneumothorax 
or  other  surgical  means  have  failed  or  are  in- 
applicable. 

7.  Tuberculous  empyema  with  failure  of  re- 
expansion. 

8.  Bronchial  fistula. — A.  A.  Tombaugh,  M.D., 
Diseases  of  the  Chest,  Vol.  II,  No.  6.  June,  1936. 

— OSMJ  — 

MAGGOT  STUDY  YIELDS  NEW  FACTS  ON  UREA 

Digging  deeper  into  the  recent  mystery  of  how 
blowfly  maggots  stimulate  healing  in  stubborn 
wounds,  a fact  observed  by  surgeons  during  the 
World  War,  Dr.  William  Robinson  of  the  U.  S. 
Department  of  Agriculture  now  announces  the 
possibility  that  urea,  a well-known  and  wfidely 
distributed  chemical,  may  be  responsible  along 
with  allantoin  for  this  remarkable  healing  pro- 
duced by  maggots. 

Doctor  Robinson  has  been  investigating  this 
subject  in  the  Division  of  Insects  Affecting  Man 
and  Animals,  Bureau  of  Entomology  and  Plant 
Quarantine.  He  announced  last  year  the  dis- 
covery of  allantoin  in  maggot  excretions.  He  now 
finds  that  urea  is  present  also.  Preliminary  tests 
indicate  that  the  pure  synthetic  chemical  by 
itself  induces  the  same  healing  as  maggots  or 
allantoin.  These  preliminary  observations,  of 
course,  must  be  supplemented  by  additional 
clinical  tests  by  competent  physicians. 


THE  TREATMENT  OF  ABORTIONS 

By  JOSEPH  D.  HEIMAN,  M.D.  an  cl  JEAN  M.  STEVENSON,  M.D.,  Cincinnati,  Ohio 


THE  treatment  of  incomplete  abortions  has 
been  the  subject  of  much  controversy,  prin- 
cipally as  to  the  advisability  of  surgical 
interference.  Among  the  many  contributors  who 
advocate  strictly  conservative  methods  are:  Gor- 
don (1921),  Gellhorn  (1928),  Blair  (1931),  Wat- 
kins (1933),  and  Witherspoon  (1933).  On  the 
other  hand,  Yates  (1922),  Hillis  (1924),  Tuttle 
(1925),  King  (1929),  Hadley  (1930),  and  Schultz 
(1930)  favor  more  radical  treatment.  Most  of 
these  authors  do  not  interfere  surgically  until 
the  patient’s  temperature  is  normal.  Tuttle  is 
one  of  the  few  who  favors  immediate  removal 
of  the  fetal  contents,  irrespective  of  the  presence 
or  absence  of  fever. 

In  view  of  the  divergent  opinions  expressed  in 
the  literature  concerning  the  method  of  treat- 
ment, we  projected  a study  which  would  allow  us 
to  compare,  objectively,  cases  treated  by  every 
possible  procedure.  Our  material  consisted  of 
300  cases  of  incomplete  abortion  admitted  con- 
secutively to  the  gynecologic  department  of  the 
Cincinnati  General  Hospital,  and  to  the  private 
service  at  the  Jewish  Hospital,  since  March,  1934. 
No  selection  of  patients  was  attempted,  each  be- 
ing classified  according  to  the  method  of  treat- 
ment. We  arbitrarily  took  300  cases  as  a fair- 
sized number  to  give  us  a working  basis  on  which 
to  compare  our  results,  but  this  number  was  not 
sufficiently  large  to  permit  an  equal  division  of 
patients  treated  by  the  various  procedures.  The 
series  was  divided  into  four  groups,  as  follows: 
Group  I — 41  patients  not  submitted  to  any  sur- 
gical procedure  (Noninterference). 

Group  II — 97  patients  subjected  to  sponge- 
forcep  or  placental-forcep  evacuation  of  the 
uterus  (Evacuation  Group). 

Group  III — 122  patients  in  whom  the  uterus 
was  curetted  (Curettement  Group) . 

Group  IV — 40  patients  who  received  both 
sponge-forcep  evacuation  and  curettage  (Evacu- 
ation and  Curettement  Group). 

The  entire  series  is  summarized  in  Table  I, 
which  reveals  that,  with  few  exceptions,  the  four 
groups  are  essentially  the  same  when  compared 
as  to  age,  color,  duration  of  pregnancy,  history 
of  previous  abortion,  presence  of  infection,  and 
interval  between  onset  of  symptoms  and  admis- 
sion to  the  hospital. 

The  patients  in  Group  I,  (Non-interference 
Group),  were  confined  to  bed  until  the  uterine 
contents  were  passed  simultaneously  and  the  tem- 
perature returned  to  normal  for  at  least  two 

Read  before  the  Section  on  Obstetrics  and  Gynecology, 
Ohio  State  Medical  Association,  at  the  89th  Annual  Meeting, 
Cincinnati,  October  2-4,  1935. 
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days.  Ergot  or  pituitrin  was  frequently  used  to 
aid  in  the  expulsion  of  the  uterine  contents  or  to 
control  bleeding.  Additional  supportive  treat- 
ment, such  as  intravenous  fluids,  infusions,  blood 
transfusions,  etc.,  were  employed  alike  in  all 
groups  when  indicated. 

In  the  second  group  of  cases,  the  uterus  was 
emptied  with  sponge  forceps  and  packed  with 
iodoform  gauze  immediately  upon  arrival  at  the 
ward.  When  the  cervix  was  found  to  be  insuffi- 
ciently dilated  to  admit  the  forceps,  the  patient 
was  put  to  bed  until  dilation  occurred. 

The  third  and  largest  group  of  patients  re- 
ceived gentle  but  thorough  curettage  of  the 
uterus  with  a large,  sharp  curette.  This  pro- 
cedure was  performed  under  gas  anesthesia  as 
soon  as  possible  after  admission.  If  necessary, 
the  cervix  was  mechanically  dilated  at  the  time 
of  operation.  After  curettement,  the  uterus  was 
packed  with  iodoform  gauze  for  twenty-four 
hours. 

The  fourth  method  adopted  was  a preliminary 
evacuation  of  the  uterus  with  sponge  forceps  at 
the  time  of  admission,  as  in  Group  II,  and  a sub- 
sequent curettage  within  twenty-four  to  forty- 
eight  hours,  followed  by  packing. 

As  may  be  noted  from  Table  I,  the  presence 
or  absence  of  infection  was  not  regarded  as  a 
criterion  for  the  type  of  therapy  instituted.  Each 
group  included  about  the  same  percentage  of  in- 
fected cases. 

In  order  to  analyze  adequately  the  value  of  the 
different  types  of  treatment,  we  first  determined 
the  morbidity  as  expressed  by  the  average  num- 
ber of  hospital  days  and  the  average  duration  of 
fever.  We  then  adopted  these  standards  as  a 
measure  of  the  efficacy  of  the  treatment  employed 
(Table  I). 

We  found  that  any  form  of  surgical  interfer- 
ence (or  radical  treatment)  results  in  a decrease 
in  the  average  duration  of  fever,  as  compared 
with  the  group  treated  conservatively,  but  that 
the  average  length  of  hospitalization  is  not  ma- 
terially affected.  (Patients  were  discharged 
when  fever  free  for  two  days,  bleeding  had  com- 
pletely stopped,  and  there  were  no  complaints). 
However,  a more  detailed  study  of  our  data  re- 
vealed that  the  average  number  of  hospital  days 
does  not  portray  a true  picture  of  the  results, 
because  a few  cases  in  each  group  remained  in 
the  hospital  an  unusually  long  time  (as  long  as 
seventy-five  days  in  one  instance),  thus  ma- 
terially raising  the  average.  We,  therefore,  ana- 
lyzed the  results  on  the  basis  of  percentage  of 
cases  leaving  the  hospital  at  definite  time  in- 
tervals. 

Figure  1 illustrates  the  result  obtained  by  this 
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TABLE  I 

Summary  of  Cases  of  Abortion  Treated  by  Different  Procedures 


os 


4)  C 

bo  o u 

SS'-g^g!  g 
© g o S a 

> 3 Q 

*<0 


t- 


to 

•>d 


o 

"d 


co 

CO 


to 

CO 


CO 

co" 


co* 


© t- 

be  © 


S c'w 

SCO 
> c 

<z 


oS 

o 

w 


l> 

OS 


03 

t> 


o 

oo 


03 

Os 


lO 

oc 


co 


3* 


03 


to 

05 


lO 

to 


LO 

os" 


CO 

oo 


© 

1—1 

co 


to 

id 

CM 


© 

id 


o 

i-H 

'tt< 


O 

00* 


C— 

03 


© 

00 


CS 

to 


gSo'os 

£ g •■?  < .8 

c © o c c 
««<3<  S 


s Q 


to 

Os* 


to 


LQ 

■<d 


© 

id 


OS 

00 


oj  C 

P o 


,2°®o 
M i--5 

K CL,^ 


rti  o w 


r-H 

co 


os 

co 


LO 


00 


r o 


is 


os 

03* 


to 

oi 


00 

03* 


00 

03* 


00 

03* 


LO 

id 


© 


o 

id 


© 

r-5 


O 

'd 


LO 

id 


O 


•C^ 

£ 


LO 

© 


« 


LO 

os* 


oo 


LO 

id 


00 

C-* 


03 

03 


o 

Os 


co 

00 


© 

© 


oo 

to 


> S 
<J>^ 


© 

be 

< 


•5  2 


X m 
ci  - 


lO 

03 


00 

co 


r~ 

03 


03 


t- 

03 


t- 

03 


to 

03 


to 


to 


oi 

C O cj 
* U 


C- 

os 


03 

03 


o 

'tf 


o 

o 

CO 


3. 

>i 

H 


P 

£ 

O 

« 

o 


c 

os 

u 

as 

u 

as 


3 

o 

£ 


PL. 

P 

O 

PS 

a 


3 

.2 

"--j 

ca 

3 

ts 

CS 

> 

H 

a 

os 

ts 

u 

o 

p 

o 

bfi 

3 

o 

a 


Ph 

P 

O 

Ph 

O 


-M 

s 

as 


3 

u 


p 

p 

o 

Ph 

O 


3 

.2 

P 

3 

ts 

W as 
a S 
g-2 

o 

P 3 

0SU 

PO'-o 
3 <-! 
o 


p 

<1 

H 

O 

Eh 


a 

CQ 


845 


^Presence  of  Infection:  Mild  — Headache,  Vomiting,  Temp.  100°  F 

Moderate  — “ “ , Temp.  101°  F 

Severe  — “ “ , Chills,  Temp.  102°-|-F 


Vol.  32— No.  9 


846  The  Ohio  State  Medical  Journal 


Fig.  1.  Surgical  and  non-surgical  treatment  of  incom- 
plete abortions.  The  solid  line  ( . .)  represents  the 

percentage  of  non-interference  cases  leaving  the  hospital 
at  various  intervals.  The  dotted  line  rep- 

resents the  time  surgically  treated  cases  left  the  hospital. 
(Text) 

method  of  analysis.  This  curve  is  so  constructed 
that  the  non-interference  group  is  compared  with 
the  rest  of  the  patients  treated  surgically,  and  it 
is  obvious  at  once  that  surgical  intervention  of 
any  kind  definitely  reduced  the  period  of  hospital- 
ization for  the  largest  percentage  of  cases. 
Whereas  the  first  group  shows  a peak  at  seven 
to  eight  days,  the  curve  of  the  surgically  treated 
group  shows  a peak  at  five  to  six  days.  It  is  also 
noteworthy  that  relatively  fewer  cases  remained 
in  the  hospital  more  than  ten  days  after  surgical 
treatment  than  in  the  group  treated  by  noninter- 
ference. 

In  order  to  determine  the  particular  surgical 
procedure  chiefly  responsible  for  the  reduction  of 
hospitalization,  we  analyzed  each  group  of  cases 
in  a similar  way.  Figure  2 represents  the  per- 
centage of  patients  leaving  the  hospital  at  definite 
time  intervals,  divided  according  to  each  of  the 
four  methods  of  treatment.  Again  it  may  be 
noted  that  each  surgical  procedure,  per  se,  re- 
duced the  period  of  hospitalization.  For  example, 
only  26.9  per  cent  of  the  patients  went  home  in 
five  to  six  days  in  the  non-interference  group, 
while  62  per  cent  of  the  evacuation,  58.1  per  cent 
of  the  curettement,  and  42.5  per  cent  of  the  com- 
bination groups  went  home  in  the  same  period  of 
time. 

Further,  it  is  also  obvious  that  the  best  results, 
as  far  as  hospitalization  is  concerned,  were  ob- 
tained in  the  group  treated  by  sponge-forcep 
evacuation,  and  that  the  group  treated  by  curet- 
tement also  showed  a similar  significant  diminu- 
tion in  the  number  of  hospital  days.  The  re- 
sults obtained  by  the  combination  of  evacuation 
and  curettage  are  not  as  striking  as  with  each 
procedure  alone,  though  significantly  better  than 
the  non-interference  group. 

The  mortality  rate  was  4.7  per  cent  in  the  un- 
treated group.  It  is  striking  that  surgical  in- 
terference of  any  kind  did  not  increase  the  mor- 


tality rate,  even  though  infected  cases  were  in- 
cluded in  each  group.  However,  the  series  are 
too  small  to  allow  us  to  state  that  surgical  inter- 
ference results  in  a diminution  of  mortality,  al- 
though this  may  be  indicated  by  our  results. 

DISCUSSION 

Our  study  of  four  different  types  of  treatment 
of  patients  with  incomplete  abortions  reveals  that 
surgical  intervention,  and  particularly  sponge- 
forcep  evacuation  and  curettage,  reduced  the  mor- 
bidity of  these  cases,  as  indicated  by  the  dura- 
tion of  fever  and  period  of  hospitalization.  The 
safety  of  these  procedures  is  further  indicated  by 
the  fact  that  there  was  no  increase  in  mortality. 

We  find  it  difficult  to  explain  the  increased 
morbidity  and  mortality  obtained  by  many  gyne- 
cologists following  surgical  therapy,  in  view  of 
the  fact  that  with  us,  even  two  interventions 
(sponge-forcep  evacuation  and  curettage)  did 
not  materially  affect  the  results.  The  difference 
may  be  due  to  the  fact  that  we  did  not  wait  until 
fever  ceased,  but  instituted  our  treatment  as  soon 
as  possible,  whereas  others  wait  for  several  days 
of  normal  temperature  before  emptying  the 
uterus  of  its  toxic  contents.  We  feel  that  a high 
temperature  does  not  necessarily  indicate  the 
presence  of  infection,  but  that  in  many  instances 
it  is  the  index  of  the  absorption  of  toxic  material 
in  the  uterus. 

An  analysis  of  the  histories  showed  that  in 
many  of  the  patients  with  cramps,  bleeding, 
nausea,  and  fever,  sometimes  up  to  104°,  the 
onset  of  the  abortion  had  occurred  from  12  to  36 
hours  before  admission.  There  were  no  obvious 
signs  of  infection  in  the  pelvic  organs,  although 
there  was  a bloody  discharge  from  the  cervix. 
The  immediate  removal  of  the  uterine  contents 
showed  that  the  material  was  becoming  gan- 
grenous from  separation  or  there  was  a beginning 
bacterial  decomposition.  The  secundines  were  evi- 
dently the  source  of  toxic  absorption,  because  the 
temperature  immediately  dropped  and  remained 
within  normal  limits.  It  is  quite  probable  that 
sepsis  and  spread  of  infection  to  extrauterine 
tissues  cannot  be  judged  from  the  fever  alone. 
Similar  fever  curves  also  occurred  in  the  non- 
surgical  group,  but  at  a much  later  date,  and  it 
is  probable  that  during  the  interim  the  loss  of 
blood  continues  and  infection  spreads  into  the 
uterus  and  parametrium. 

Evacuation  of  the  uterus  is  often  criticized  for 
its  uncertaintly  as  to  completeness.  We  have  no 
follow-up  record  of  all  the  groups,  but  a good 
check  was  offered  by  the  cases  in  Group  IV.  We 
already  have  noted  that  all  surgically  treated 
cases  were  packed  after  operation.  When  the 
cases  of  Group  IV  were  curetted  after  evacuation, 
about  60  per  cent  of  the  curretages  yielded  small 
fragments  of  placental  tissue,  which  had  not  come 
out  with  the  pack,  but  were  easily  removed  with 
the  curette.  These  fragments  had  they  not  been 
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removed,  would  probably  have  had  very  little 
effect  on  the  hospital  course,  because  the  same 
situation  existed  in  Group  II,  who  received  evacu- 
ation alone  and  had  satisfactory  results.  Nev- 
ertheless, large  pieces  sometimes  do  escape  the 
sponge  forcep.  One  case  in  Group  II  returned 
several  weeks  later  with  menorrhagia,  which 
stopped  after  curetting  away  a piece  of  pla- 
centa. This  would  lead  us  to  believe  that  a 
curettement  is  more  thorough  than  any  other  sur- 
gical procedure. 

The  question  arises  as  to  the  results  of  early 
surgical  interference  in  cases  having  a recog- 
nizable complication  at  the  time  of  admission. 
These  complications  consist,  in  the  main,  of 
parametritis  and  pelvic  or  generalized  peritonitis. 
In  Table  II  are  listed  all  the  cases  in  each  group 
whom  we  knew  to  be  complicated  before  treat- 
ment. 

In  Group  I,  of  41  cases  there  were  six  instances 
(14.6  per  cent)  of  complications  at  the  time  of 
admission.  Of  this  number,  two  died  from  a 
streptococcus  septicemia.  The  average  hospital 
stay  of  those  who  lived  was  16.2  days,  and  the 
average  duration  of  fever  was  9.7  days. 

In  Group  II,  (97  cases)  four  (4.1  per  cent) 
had  complications  on  admission.  Of  this  num- 
ber, three  died;  one  had  a streptococcus  septi- 
cemia, one  a perforated  uterus  with  B.  Welchi 
cultivated  from  retained  placenta,  and  the  third 
an  extensive  peritonitis.  The  period  of  hospitali- 
zation and  duration  of  fever  in  the  one  remain- 
ing case  cannot  be  used  in  a comparison  with  the 
averages. 


In  Group  III,  (122  cases),  there  were  16  pa- 
tients with  complications  (13.1  per  cent).  Four 
deaths  occurred:  One,  with  a foreign  body  in  the 
uterus,  developed  surgical  scarlet  fever;  two  had 
generalized  peritonitis  from  perforated  uteri — the 
retained  placenta  of  one  of  these  again  yielding 
B.  Welchi;  the  fourth,  in  addition  to  a fairly  well 
controlled  peritonitis,  had  an  extensive  strepto- 
coccus cellulitis,  involving  the  arm  and  chest  wall, 
from  a hypodermic  received  before  admission  to 
the  hospital.  Those  that  recovered  had  an  aver- 
age hospital  stay  of  17.2  days,  with  a duration 
of  fever  of  10.3  days. 

In  Group  IV  there  were  no  recognized  compli- 
cations on  admission,  and  there  was  no  mortality. 

These  fatalities  include  all  but  one  in  the  en- 
tire study;  a case  which  was  uncomplicated  but 
died  of  pneumonia  following  curettage. 

Obviously,  adequate  comparison  is  difficult,  but 
it  is  apparent  that  deaths  occurred  in  those  in- 
stances in  which  almost  hopeless  complications 
were  present  at  the  time  of  admission.  We  feel 
that  the  outcome  would  have  been  the  same,  re- 
gardless of  the  type  of  treatment.  In  Groups  I 
and  III,  which  represent  extremes  of  therapy,  the 
frequency  of  complications  on  admission  is  essen- 
tially the  samjj,  and  the  period  of  hospitalization 
and  fever  is  almost  identical.  We  believe  that 
surgical  interference  did  not  materially  affect  the 
outcome  in  these  complicated  cases  one  way  or 
the  other.  Deaths  occurred  from  complications 
already  existing  and  not  from  the  state  of  the 
uterus  at  the  time,  although  this,  at  first,  was 
contributing  to  the  complication.  In  cases  with 
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TABLE  II 

Summary  of  Complicated  Cases  of  Abortion  Treated  by  Different  Methods 


Type  of 
Treatment 

Complications 

Hospital 

Days 

Days  of 
Fever 

Result 

1 Slight  Parametritis 

10 

6 

Recovered 

2 Metritis,  Peritonitis, 

10 

10 

Died 

Strept.  Septicemia 

Group  I 

3 Peritonitis,  Parametritis 

16 

7 

Recovered 

4 Parametritis 

24 

24 

Improved 

5 Peritonitis,  Parametritis, 

7 

7 

Died 

Strept.  Septicemia 

6 Parametritis 

15 

2 

Recovered 

Total  14.6% 

*Avr.  16.2  da. 

*Avr.  9.7  da. 

Two  deaths 

1 Pertitonitis,  Strept. 

Septicemia 

13 

13 

Died 

Group  II 

2 Pertitonitis,  Parametritis, 

Died — Perforated 

B.  Welchi 

6 

6 

Uterus 

3 Parametritis 

12 

3 

Recovered 

4 Peritonitis,  Parametritis 

41 

41 

Died 

Total  4.1% 

*Avr.  12  da. 

*Avr.  3 da. 

Three  deaths 

1 Parametritis 

9 

5 

Recovered 

2 Parametritis 

22 

13 

Recovered 

3 Peritonitis,  Parametritis, 

Strept.  Cellulitis  of 

chest  wall 

3 

3 

Died 

4 Parametritis 

8 

6 

Recovered 

5 Pertitonitis,  Parametritis 

10 

6 

Recovered 

6 Parametritis 

16 

9 

Recovered 

Group  III 

7 Parametritis 

8 

5 

Recovered 

8 Parametritis 

10 

9 

Recovered 

9 Parametritis 

75 

51 

Recoverd  after 

10  Parametritis,  Foreign 

pneumonia 

Body,  Surgical  Scarlet 

24 

24 

Died 

. 11  Parametritis 

18 

7 

Recovered 

12  Parametritis 

7 

1 

Recovered 

13  Parametritis 

14 

10 

Recovered 

14  Parametritis 

10 

3 

Recovered 

15  Parametritis,  Peritonitis, 

Died — Perforated 

B.  Welchi 

12 

11 

Uterus 

16  Parametritis,  Peritonitis 

3 

3 

Died — Perforated 

Uterus 

Total  13.1% 

*Avr.  17.2  da. 

*Avr.  10.3  da. 

Four  deaths 

Group  IV 

None 

* Exclusive  of  deaths. 


obvious  complications,  we  do  not  recommend  im- 
mediate surgical  interference  except  for  profuse 
bleeding  on  the  removal  of  necrotic  tissue  from 
the  cervical  canal.  It  should  be  added  that  in  no 
case  did  a septicemia  develop  subsequent  to  any 
surgical  manipulation. 

conclusion 

Surgical  intereference,  either  by  sponge-forcep 
evacuation  or  by  curretage,  results  in  a definite 
decrease  in  morbidity  with  no  increase  in  mor- 
tality, and  is  advocated  as  the  immediate  treat- 
ment in  uncomplicated  incomplete  abortion. 
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DISCUSSION 

J.  L.  Bubis,  M.D.,  Cleveland,  Ohio: — Except 
in  the  presence  of  considerable  active  hemor- 
rhage, we  generally  wait  about  twenty-four  hours 
to  see  whether  there  is  any  sign  of  spreading  in- 
fection. In  the  meantime  the  patient  is  placed 
in  the  Fowler  position,  an  ice  bag  is  put  on  the 
supra-pubic  region,  and  the  patient  is  given  one 
ampule  of  pituitrin  by  hypodermic  injection  twice 
daily.  She  frequently  expells  the  fetus  and 
membranes  intact  within  that  time,  and  if  there 
is  any  fever  due  to  a sapremia,  it  drops  imme- 
diately. 

If  the  case  is  not  infected,  she  is  taken  to 
the  operating  room  and  the  uterus  is  emptied  by 
a placental  forceps  and  curettement  with  a large 
curette  after  giving  the  patient  a hypodermic  in- 
jection of  pituitrin.  This  decreases  the  size  of 
the  uterus  and  the  amount  of  bleeding,  helps  to 
dislodge  and  force  out  the  retained  secundines, 
and  thickens  the  uterine  walls  so  that  there  is 
less  danger  of  perforating  the  uterus. 

We  feel  that  conservatism  and  building  up  the 
strength  of  the  patients  by  infusions,  transfusion, 
fresh-air,  sunlight,  etc.,  followed  by  early  incision 
and  drainage  for  cellulitis  or  accumulations  in 
the  septic  cases,  with  strict  peritonitis  care,  have 
given  the  best  results  in  that  type  of  cases.  On 
the  other  hand,  thorough  cleansing  of  the  uterus 
in  non-infected  cases  is  the  method  of  choice. 

G.  Mombach,  M.D.,  Cincinnati,  Ohio: — When 
I was  an  interne  over  twenty-five  years  ago,  the 
gynecological  service  was  divided  into  two  sec- 
tions, the  East  and  the  West.  The  East  division 
treated  all  of  their  incomplete  abortions  by  clean- 
ing out  the  uterus  with  a curette;  while  the  West 
division  treated  the  patients  conservatively  by 
keeping  them  in  bed  and  merely  treating  them 


symptomatically.  Cases  on  the  East  division 
usually  went  home  within  five  to  eight  days, 
while  those  on  the  West  division  usually  remained 
anywhere  from  two  to  eight  weeks.  There  was 
no  greater  morbidity  or  mortality  in  one  division 
than  in  the  other,  whereas  the  hospitalization 
was  considerably  reduced  by  the  radical  form  of 
treatment. 

During  my  entire  practice  I have  always  main- 
tained that  an  incomplete  abortion  should  be 
thoroughly  cleaned  out  and  this  should  be  done  as 
early  as  possible.  The  technique  that  I have  used 
for  a number  of  years  is  to  dilate  the  cervix  with 
Hegar  dilators  and  then  with  the  index  finger  in- 
serted into  the  cervix  the  uterus  is  pushed  down 
on  the  index  finger  with  the  other  hand  very 
much  as  one  would  put  on  a glove.  The  index 
finger  is  then  very  gently  and  carefully  swabbed 
around  the  inside  of  the  uterus,  loosening  the 
large  masses  of  placenta  and  membranes  which 
are  still  attached.  These  are  then  removed  with 
a placenta  or  sponge  forceps  and  then  the  uterus 
is  gently  curetted  with  a large  curette  (Bumm 
curette).  After  this  I pack  the  uterus  wih  iodo- 
form gauze  which  I permit  to  remain  there  for 
six  to  eight  hours.  Occasionally  one  will  find  an 
initial  temperature  of  102  to  103  degrees  during 
the  first  two  to  three  hours.  Usually  the  tem- 
perature rapidly  subsides  and  within  twenty-four 
hours  drops  to  normal  and  remains  there  for  the 
rest  of  the  patient’s  stay  in  the  hospital.  My 
experience  has  been  with  this  method  of  treat- 
ment I have  had  no  mortality. 

I forgot  to  mention  that  prior  to  anesthetizing 
the  patient  I always  give  her  ampoule  of  obstet- 
rical pituitrin. 

Dr.  Heiman  is  to  be  congratulated  on  his  pre- 
sentation and  upon  the  courageous  stand  he  has 
taken  in  this  matter. 


intracranial  arteriovenous  aneurysm 

Case  Report : Recovery  After  Internal  Carotid  Artery  Ligation. 

Bv  M.  D.  FRIEDMAN,  M.D.,  and  H.  M.  GANS,  M.D.,  Cleveland,  Ohio 


MRS.  B.  J.  M.,  33  years  old,  and  six  months 
pregnant  when  first  seen,  was  referred 
to  one  of  us  (M.  D.  F.)  for  neurological 
examination  by  Dr.  J.  L.  Bubis,  the  attending  ob- 
stetrician. First  examination  was  on  September 
29,  1933,  and  the  history  was  as  follows: 

One  week  prior  to  this  visit,  the  patient  awak- 
ened during  the  night  and  went  to  the  bathroom. 
The  room  was  dark  and  as  she  entered  she  tripped 
over  something  on  the  floor,  fell  forward  and 
struck  her  head  against  the  bowl.  She  was  dazed 
for  a moment  but  got  right  up  and  went  back  to 
sleep.  She  slept  the  remainder  of  the  night,  but 
when  she  awoke  the  following  morning  she  noted 
a rather  severe  headache  and  a peculiar  noise  in 
her  right  ear.  As  the  day  wore  on  the  headache 
grew  worse,  the  noise  became  much  more  appar- 
ent and  the  patient  was  forced  to  remain  in  bed 
all  that  day.  That  night  a physician  was  called 
but  his  examination  disclosed  nothing  unusual. 
However,  the  patient  seemed  miserable  enough 
to  warrant  giving  her  morphine  for  relief.  She 
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states  that  she  rested  a little  better  following  the 
hypodermic  but  her  discomfort  was  still  present 
and  persisted  for  the  next  two  days.  On  the 
third  day  following  the  injury  she  noticed  that 
her  vision  was  indistinct  and  that  her  right  eye 
felt  sensitive  and  lacrimated  excessively.  She 
was  re-examined  on  one  or  two  occasions  but 
since  the  doctor  could  find  no  signs  significant  of 
organic  injury  she  was  advised  to  see  her  regular 
obstetrician.  It  was  following  this  visit  to  Dr. 
Bubis  that  she  was  referred  for  neurological  ex- 
amination. 

The  examination  was  negative  except  for  the 
following  findings:  There  was  a weakness  of  the 
superior  oblique  muscle  of  the  right  eye  and  a 
marked  hyperesthesia  in  the  region  supplied  by 
the  ophthalmic  branch  of  the  fifth.  The  disks 
were  entirely  negative  and  no  other  abnormal 
findings  could  be  elicited. 

This  evidence  of  injury  to  the  fourth  and  fifth 
cranial  nerves  on  the  right  was  interpreted  as 
having  been  caused  by  a skull  injury  during  her 
fall.  The  roaring  noise  in  her  head  had  not 
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Fig.  1.  Anatomical  diagram  (from  Cunningham)  show- 
ing relationship  of  the  carotid  artery  as  it  runs  through  the 
cavernous  sinus. 


yet  been  accounted  for.  Auscultation,  however, 
revealed  a loud  bruit  which  could  be  heard  along 
the  right  ear  up  to  the  right  temple  and  directly 
over  the  eyeball  itself.  No  such  bruit  was  heard 
on  the  left  side.  Interestingly  enough,  promptly 
after  compressing  the  carotid  vessel  on  the  right 
the  noise  completely  disappeared  and  the  patient 
stated  that  for  the  first  time  since  the  accident 
she  was  free  from  that  terrible  noise  in  her  head. 
As  soon  as  compression  was  removed  the  noise 
recurred.  It  was  clear,  therefore,  that  we  were 
dealing  with  an  unusual  head  trauma  which  had 
injured  the  internal  carotid  artery  as  it  passed 
through  the  cavernous  sinus,  and  that  some  of 
the  structures  passing  through  the  sinus  were 
affected  by  the  marked  increase  in  pressure 
within  the  sinus.  (Fig.  1.)  Each  time  that  the 
internal  carotid  artery  was  compressed  the  noise 
ceased,  thus  bearing  out  our  concept  of  the  case. 
A skull  plate  revealed  definite  evidence  of  a frac- 
ture in  the  posterior  portion  of  the  right  frontal 
bone.  Question  of  management  then  came  up 
and  this  was  complicated  by  the  fact  that  our 
patient  was  six  months  pregnant. 

It  was  decided  to  try  conservative  measures 
first.  The  patient  was  hospitalized  and  gradual 
compression  of  the  carotid  vessel  instituted.  A 
mechanical  truss-like  device  was  rigged  up  and 
starting  with  five  minutes  of  compression  several 
times  a day  the  time  was  gradually  increased 
until  the  patient  could  stand  complete  compres- 
sion for  an  hour  three  and  four  times  a day. 
With  this  compression  her  fourth  nerve  paresis 
promptly  cleared  up  as  also  did  the  hyperesthesia 
of  the  ophthalmic  branch  of  the  fifth.  During 
the  first  week  of  compression  a Horner’s  syn- 
drome developed  on  the  right  which  we  felt  was 
due  to  interruption  of  the  sympathetic  fibers  by 
the  compression  device.  (Fig.  2.)  This  can  be 
seen  in  the  photograph.  After  a two  weeks’  stay 
in  the  hospital  the  patient  felt  very  much  better 
and  was  discharged  to  her  home  with  the  advice 
that  she  keep  at  rest  and  continue  the  compres- 


sion. It  was  our  hope  that  with  this  conservative 
management  the  slit  in  the  carotid  might  obliter- 
ate itself  and  that  further  surgery  would  not  be 
indicated.  She  remained  fairly  comfortable  for 
the  next  three  months  and  nothing  further  was 
done  until  the  patient  arrived  at  term.  With 
the  first  signs  of  impending  labor  she  was  sent 
back  to  the  hospital.  Since  the  bruit  was  still 
evident  it  was  decided  to  do  an  internal  carotid 
artery  ligation  and  effect  delivery  by  Caesarean 
section.  On  January  >1,  1934,  this  procedure  was 
carried  out.  Carotid  ligation  was  done  (H.  M.  G.) 
using  a piece  of  fascia  lata  for  a ligature.  Com- 
plete compression  with  ligature  was  instituted 
for  fifteen  minutes  under  local  anesthesia  and 
since  the  patient’s  condition  remained  perfectly 
good  and  since  there  were  was  no  evidence  of 
paresis  on  the  contralateral  side  the  ligature  was 
left  on  permanently  and  the  wound  closed.  A 
fews  hours  later  Dr.  J.  L.  Bubis  did  a Caesarean 
section  and  delivered  a normal  baby  without  in- 
cident. The  Caesarean  method  was  decided  upon 
because  of  the  fear  that  normal  labor  with  its 
tendency  for  increasing  intracranial  pressure 
might  reopen  the  fistula.  The  patient  withstood 
both  of  these  measures  admirably  and  was  re- 


Fig.  2.  Photograph  of  patient  after  the  Horner’s  Syn- 
drome had  developed. 


turned  to  her  room  in  good  condition.  Her  condi- 
tion remained  good  for  the  next  two  days.  On 
the  third  postoperative  day,  however,  she  com- 
plained of  some  numbness  in  her  left  hand  and 
face  and  slight  weakness  of  her  left  leg.  Gradu- 
ally the  left  arm  became  weak  and  there  was  a 
moderate  paresis  of  the  left  face.  Because  of  the 
lateness  with  which  these  symptoms  developed 
and  the  slowness  with  which  the  paresis  occurred, 
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we  felt  that  these  signs  were  most  likely  evidence 
of  impaired  cerebral  circulation.  It  was  gratify- 
ing to  find  that  the  above  signs  soon  began  to 
abate  and  within  two  or  three  days  the  paresis 
had  completely  cleared  up  and  the  patient  left  the 
hospital  two  weeks  from  the  time  of  her  ad- 
mission relieved  of  her  symptoms  and  apparently 
quite  well. 

It  is  over  two  years  now  since  the  above  pro- 
cedures were  carried  out  and  we  are  pleased  to 
report  that  when  she  was  last  seen  only  a few 


days  ago  she  was  perfectly  well  and  free  of  all 
discomfort.  She  states  that  at  times  during  the 
still  of  the  night  she  can  still  hear  a slight 
noise  in  her  head  and  objectively  one  can  hear  a 
slight  bruit  when  listening  directly  over  the  eye- 
ball on  the  right  side.  It  would  seem  therefore 
that  the  obliteration  of  the  fistula  is  not  complete. 
However,  her  vision  has  remained  entirely  un- 
changed, her  disks  are  completely  normal  and 
there  is  no  evidence  of  further  trouble  of  any 
kind. 


THE  MANAGEMENT  OF  CROSS  EYED  CHILDREN 


By  H.  V.  PHELAN,  M.D.,  Cleveland,  Ohio 


IN  the  management  of  strabismus  cases  by  the 
oculist,  it  is  first  necessary  for  him  to  see 
the  patient,  and  that  responsibility  rests  upon 
the  shoulders  of  you  men  who  are  doing  general 
work.  There  is  nothing  more  pitiful  than  to  see 
these  cases  when  they  are  brought  to  us  after 
having  a squinting  eye  for  five  or  more  years  and 
have  the  parents  tell  us — “Oh  yes,  Doctor  so  and 
so  is  our  family  Doctor,  we  first  noticed  it  when 
Johnnie  was  one  year  old,  but  the  Doctor  said  he 
would  outgrow  it.  Or  to  wait  until  he  goes  to 
school  and  then  have  his  eyes  examined”. 

The  time  to  have  these  cases  examined  is  when 
the  squint  is  first  noticed.  Now  please  DON’T 
tell  them  just  to  have  his  eyes  examined.  It  is 
your  DUTY  to  see  that  they  get  to  an  oculist. 
The  average  individual  does  not  know  the  dif- 
ference between  an  oculist  or  ophthalmologist, 
optometrist,  optician  and  eye  specialist.  Just  to 
make  sure  everyone  does  know  I will  explain.  An 
oculist  is  an  M.D.  Optometrist  fits  glasses  and 
is  not  an  M.  D.  Opticians  are  two  kinds — one  fits 
glasses  and  grinds  lenses.  The  other  is  known  as 
a dispensing  optician  and  fills  the  oculist’s  pre- 
scription the  same  as  the  druggist  fills  your  pre- 
scription. An  eye  specialist  is  found  in  any  large 
department  store.  Now  why  is  it  so  necessary 
that  you  see  that  your  patients  are  referred  to  an 
oculist? 

A neglected  squint  case  will  develop  ambylopia 
or  loss  of  vision  down  to  6/60  or  20/200  in  the 
squinting  eye  unless  a properly  fitted  glass  is 
prescribed.  In  young  children  this  can  only  be 
done  when  the  pupil  is  under  full  mydriasis  by 
means  of  the  shadow  test.  This  can  only  be  done 
by  an  oculist  as  no  one  else  can  prescribe  medi- 
cine for  an  eye.  You  may  say  that  they  are  too 
young.  These  children  will  accept  and  wear  their 
correction  and  as  we  prescribe  shatterproof 

Read  before  the  Clinical  and  Pathological  Section  of  the 
Cleveland  Academy  of  Medicine,  at  St.  Alexis  Hospital, 
March  6,  1936. 
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Case  No.  1 — A.  K.  15  years  old — 60°  Internal  Squint- 
Bilateral  Recession  and  advancement. 

lenses  there  is  no  fear  of  breakage  or  injuring  the 
eye  and  we  can  preserve  the  vision.  So  refer  these 
squinting  cases  when  the  squint  is  first  noticed. 

Now  supposing  Johnnie  waited  until  he  went 
to  school,  what  then.  He  has  had  a squinting  eye 
from  three  to  four  years.  The  vision  in  his  good 
eye  is  normal,  but  with  his  squinting  eye  he  can 


Case  No.  2 — M.  M.  10  years  old — 60°  Internal  Squint 
Bilateral  Recession  and  advancement. 

only  see  the  top  letter  on  the  test  card.  Again, 
don’t  tell  the  parents  just  have  the  child’s 
eyes  examined,  because  they  must  be  examined  by 
an  oculist  under  atrophine.  A shadow  test  is  done 
and  I might  mention  this  examination  is  within: 
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Case  No.  4 — E.  H.  27  years  old — 50°  internal  squint  O. 
S.  bilateral  recession. 


Case  No.  6 — A.  P.  7 years  old — alternating  internal 
squint  and  vertical  deviation  bilateral  recession  of  internal 
recti — Tenotomy  of  left  inferior  oblique. 


The  above  cases  have  cosmetically  perfect  results. 


one  quarter  of  one  diopter  accurate.  We  know 
what  lens  he  requires  without  the  co-operation  of 
the  child.  As  they  are  usually  of  a high  degree 
of  correction,  we  may  not  be  able  to  give  him  his 
full  correction  at  the  first  prescription,  but  may 
have  to  re-examine  him  after  six  months.  We 
will  have  him  wear  his  glasses  that  long.  At  the 
end  of  that  time  his  eyes  may  or  may  not  be 
straight.  If  he  has  his  full  correction  we  will 
then  start  in  with  the  so-called  fusion  exercises. 
It  isn’t  that  he  is  blind  in  the  squinting  eye,  his 
vision  is  merely  suppressed  as  demonstrated  in 
cases  when  the  good  eye  is  lost  from  injury  the 
vision  returns  in  the  squinting  eye. 

The  instrument  I prefer  for  the  development  of 
vision  is  the  Wottring  Rotoscope.  But  supposing 
after  the  patient  has  worn  glasses  from  two  to 
five  years  or  that  they  only  consulted  an  oculist 
later  in  life  for  cosmetic  purposes.  It  is  then 
necessary  to  operate  and  the  operation  will  de- 
pend on  the  amount  of  squint,  the  type,  etc.  We 
measure  the  amount  in  degrees  and  the  operation 
I prefer  is  Jameson’s  recession.  I detach  the- 
internal  recti  muscle  from  the  globe  and  set  it 
back  5 mm.  and  suture  it  to  the  sclera.  If  I set 
one  back  I get  22%  degree  of  correction.  If  I set 
both  internal  recti  back  5 mm.  I get  45  degrees  of 
correction.  If  the  squint  is  more  than  that  I do 
an  advancement  of  the  external  recti  in  the 


squinting  eye  which  will  correct  60  degree  to  65 
degree.  The  accompanying  illustrations  are  not 
of  selected  cases  but  six  out  of  a series. 

1058  Rose  Building. 

— OSMJ  — 

TREATMENT  OF  CANCER 

There  has  developed  a field  of  palliation  by 
means  of  X-ray.  The  most  notable  form  of  this 
phase  of  therapy  is  the  relief  of  pain  from  bone 
metastases,  especially  those  following  carcinoma 
of  the  breast.  The  spine,  the  pelvis  and  the  long 
bones  are  frequently  involved  in  this  type.  In 
many  instances  the  suitable  application  of  very 
moderate  amounts  of  radiation  will  relieve  the 
patients’  pain  completely  and  often  render  them 
capable  of  doing  a considerable  amount  of  work 
or  even  wholly  returning  to  their  normal  activi- 
ties. This  palliation  may  last  for  a year  or  in 
unusual  instances  two  or  three  years,  rarely 
longer.  Into  this  group  fall  the  treatment  of 
Hodgkin’s  disease,  leukemia  and  lymphosarcoma. 
It  is  sometimes  possible  to  keep  a case  of  chronic 
lymphatic  leukemia  or  even  myelogenous  leuke- 
mia alive  for  many  years  and  in  great  comfort. 
Hodgkin’s  also  may  be  palliated  and  a number 
of  cases  are  now  on  record  in  which  the  disease 
has  remained  wholly  quiescent  for  eight  to  ten 
years.  The  large  follicle  type  of  lymphosarcoma 
described  by  Baehr  and  Klemperer  is  amenable  to 
therapy  and  the  patients  often  live  five  or  six 
years  without  serious  discomfort.  Ultimately  of 
course  the  disease  extends  and  becomes  radio- 
resistant so  that  no  further  treatment  is  of  value. 
— F.  C.  Wood,  M.D.,  Bulletin  of  N.  Y.  Acad,  of 
Med.,  12:438,  July,  1936. 


CASE  RECORD  PRESENTING  CLINICAL  PROBLEMS 

ACUTE  PAIN  IN  UPPER  ABDOMEN  OF  SUDDEN  ONSET  IN  MAN,  AGED  35 

Presented  by 

S.  A.  HATFIELD,  M.D.,  and  H.  L.  REINHART,  M.D. 


CASE  HISTORY 

A WHITE’  male,  aged  35,  went  to  his  phy- 
sician about  11  A.  M.  complaining  of 
“cramping  pains  in  the  pit  of  his  stomach”. 
He  was  pale,  sweating,  and  evidently  in  acute  dis- 
tress. He  vomited  while  the  physician  was  ex- 
amining him.  Castor  oil  was  administered  and 
he  was  advised  to  go  to  bed.  His  physician  was 
called  to  see  him  again  at  2 P.  M.,  his  condition 
apparently  having  become  worse.  He  was  com- 
plaining of  pain  and  tenderness  in  his  right  lower 
quadrant  and  had  a leucocyte  count  of  22,000 
with  a “high  percentage  of  polys”.  He  was  then 
sent  to  the  hospital. 

On  admission  to  the  hospital  his  complaints 
were  essentially  unchanged.  His  bowels  had  not 
moved,  but  some  gas  had  been  passed.  There  was 
no  evidence  of  urinary  distress.  His  past  history 
was  essentially  negative. 

Physical  Examination:  A well  developed  and 
nourished  white  male  about  35  years  of  age  lying 
in  bed  on  his  right  side,  with  thighs  semi-flexed 
and  an  anxious  facial  expression.  He  said  he  was 
unable  to  lie  on  his  back  or  straighten  his  legs 
because  of  the  pain  in  his  belly.  T.  98.8°.  R.  40. 
P.  96.  Respirations  shallow. 

Examination  of  head,  neck,  lungs  and  heart 
was  essentially  negative.  The  B.  P.  was  118/70. 
The  abdomen  was  more  tense  on  the  right  side 
than  the  left.  There  was  generalized  tenderness 
over  the  entire  abdomen,  with  acute  tenderness 
on  deep  pressure  in  the  hypogastrium  and  right 
lower  quadrant.  There  was  no  costovertebral  ten- 
derness. Rectal  examination  revealed  marked 
tenderness  on  the  right  side.  The  extremities 
were  negative. 

Laboratory  Examination:  Urine:  S.  G.  1.028: 
acid  reaction:  albumen  and  sugar  negative:  oc- 
casional leucocyte.  Blood  Count:  R.B.C.  4,400,000: 
Hb.  80  per  cent.:  W.B.C.  4,450:  68  per  cent  neutro- 
philes,  with  44  per  cent  bands:  26  per  cent 

lymphocytes  and  6 per  cent  monocytes. 

Progress:  A laparotomy  was  performed  at  8 
P.  M.,  approximately  nine  hours  after  the  onset 
of  the  illness.  On  return  to  his  room  his  pulse 
was  140,  dropping  to  88  by  midnight,  under  the 
influence  of  morphine.  The  following  morning  he 
was  complaining  of  severe  abdominal  pain  and 
sweating  profusely.  Temperature  97.8°;  pulse 
108;  respiration  24.  By  noon  the  pulse  was  imper- 
ceptible and  he  was  restless  and  apprehensive. 
At  4 P.  M.  the  temperature  was  107°,  pulse  too 
rapid  to  count  and  respirations  30.  His  extremi- 
ties were  cold  and  damp.  The  terminal  tempera- 
ture was  108,  death  occurring  about  24  hours 
after  operation. 

Dr.  Hatfield: 

A history  of  a sudden  onset  of  acute  upper  ab- 
dominal pain  with  a patient  apparently  in  mild 

This  is  the  ninth  of  a series  of  cases  to  be  published 
under  the  heading,  “Case  Record  Presenting  Clinical  Prob- 
lems.” The  cases  presented  are  selected  by  Dr.  Harry  L. 
Reinhart  as  the  most  instructive  among  those  discussed  at 
the  weekly  pathologic  conferences  at  Starling-Loving  Hos- 
pital, Ohio  State  University,  Columbus,  Ohio. 


shock  at  the  onset,  always  offers  a problem  in 
differential  diagnosis. 

The  course  of  events  from  the  onset,  as  de- 
veloped by  the  history,  physical  and  laboratory 
findings  is  rapid  and  dramatic.  The  use  of  opiates 
to  control  pain,  or  active  catharsis  until  one  is 
reasonably  sure  of  his  diagnosis  is  fraught  with 
danger.  In  the  one  instance,  symptoms  may  be 
masked  that  would  lead  to  a correct  diagnosis  and 
in  the  other,  the  active  peristalsis  excited  by  the 
catharsis  would  increase  the  chance  for  a per- 
foration of  an  acute  process  in  the  gastro-in- 
testinal  tract,  or,  if  the  perforation  had  occurred, 
the  chance  for  localization  and  walling  off  would 
certainly  be  decreased. 

Apparently  in  a period  of  three  or  four  hours, 
the  leucocyte  count  had  gone  up  to  22,000,  a count 
that  we  ordinarily  think  of  as  indicating  an  acute 
pyogenic  infection.  After  admission  to  the  hos- 
pital, the  symptoms  were  still  those  of  an  acute 
gastro-intestinal  accident,  i.e.,  expression,  posture 
and  inability  to  lie  on  back  with  legs  extended. 
The  temperature  and  pulse  are  normal  and  res- 
pirations accelerated.  Physical  findings  above 
the  level  of  the  diaphragm  are  negative  and  the 
blood  pressure  is  normal  118/70,  which  would  tend 
to  rule  out  any  acute  process  in  the  heart  or 
lungs.  Further  examination  of  the  abdomen  re- 
veals generalized  abdominal  tenderness,  with 
rigidity  more  marked  in  the  right  half  and  par- 
ticularly in  the  right  lower  quadrant.  Rectal  ex- 
amination localized  the  most  marked  tenderness 
in  the  right  iliac  fossa.  The  white  count  of  4,450 
with  44  band  forms  would  indicate  an  over- 
whelming infection  with  a marked  shift  to  the 
left  on  the  differential. 

For  the  first  few  hours  post  operative,  his  con- 
dition was  fairly  good  as  indicated  by  the  tem- 
perature— pulse — respiration  relation  but  in  less 
than  24  hours  he  was  complaining  of  severe  ab- 
dominal pain,  perspiring  profusely,  pulse  had  be- 
come more  rapid  and  weak,  temperature  rapidly 
rising  until  a peak  of  108  was  reached  before 
death. 

In  considering  the  differential  diagnosis  the 
whole  course  of  events  would  tend  to  point  to  an 
acute  upper  abdominal  accident.  However,  it  is 
not  uncommon  for  coronary  vessel  disease  to 
simulate  closely  an  acute  upper  abdomen  with 
nausea,  vomiting,  localization  of  pain,  etc.  The 
blood  pressure  level,  lack  of  physical  findings  and 
the  age  of  the  individual  would  tend  to  rule  that 
out. 

In  the  abdomen  one  would  have  to  consider 
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rupture  of  a hollow  viscus  into  the  major  peri- 
toneal cavity,  acute  pancreatitis,  mechanical  ob- 
struction as  in  strangulation,  volvulus  or  intus- 
susception or  again  vascular  accident  as  throm- 
bosis or  embolism  of  the  mesenteric  vessels  might 
give  a similar  clinical  picture. 

The  rapidity  with  which  the  abdominal  findings 
progressed  would  lead  me  to  consider  perforation 
of  the  gastro-intestinal  tract  with  a terminal  gen- 
eral peritonitis.  As  to  location  of  the  lesion  per- 
forating ulcer  of  the  anterior  wall  of  the  stomach 
or  duodenum  or  an  acute  appendix  with  perfora- 
tion would  have  to  be  considered.  While  there  is 
no  previous  story  that  would  suggest  ulcer,  yet 
we  know  that  hemorrhage  or  perforation  many 
times  occur  with  no  history  of  previous  difficulty. 
The  original  pain  was  epigastric  and  later  tended 
to  localize  low  on  the  right  side.  This  is  the  com- 
mon path  of  gravitation  of  material  from  per- 
forated peptic  ulcer. 

I have  seen  a retro-cecal  appendix  with  the  tip 
near  the  duodenum,  perforate  and  the  clinical 
picture  and  physical  findings  led  to  a diagnosis 
of  a perforated  duodenal  ulcer. 

Acute  pancreatitis  might  closely  simulate  the 
presenting  picture  for  the  first  twelve  hours. 
Mechanical  obstruction  would  seem  to  be  ruled  out 
by  lack  of  early  distention,  with  associated 
colicky  pain  and  the  patient  was  passing  gas. 

There  is  no  underlying  demonstrable  pathology 
to  account  for  embolic  block  of  the  mesenteric 
vessels  and  this  individual  is  rather  young  to  have 
enough  arterial  change  to  suspect  a thrombosis. 

My  first  choice  would  be  a perforation  of  the 
anterior  wall  of  the  stomach  or  duodenum  and  the 
second,  an  acute  suppurative  appendix  with  per- 
foration and  in  either  instance,  I would  feel  that 
a diffuse  purulent  peritonitis  was  the  secondary 
cause  of  death. 

I)r.  Reinhart:  Anatomic  Diagnosis: 

1.  Recent  right  rectus  laparotomy  wound. 

2.  Acute  diffuse  fibrino-purulent  peritonitis. 

3.  Perforated  duodenal  ulcer,  anterior  wall  of 
duodenum. 

4.  Atelectasis  of  left  lung. 

5.  Surgical  pathology  of  appendix.  “Acute  ap- 
pendiceal peritonitis”. 

' The  laparotomy  revealed  an  acute  diffuse  peri- 
tonitis; the  appendix  was  removed  but  the  per- 
forated duodenal  ulcer  was  not  discovered.  Cases 
of  perforated  duodenal  ulcer  have  been  described 
with  stomach  contents  in  the  peritoneal  cavity, 
without  demonstration  of  the  perforation  either 
surgically  or  during  necropsy.  Only  the  ex- 
perienced realize  how  difficult  the  surgical  demon- 
stration of  a perforated  peptic  ulcer  may  be. 

The  preoperative  diagnosis  in  this  case  was 
acute  appendicitis.  Certainly  with  such  a history 
and  physical  examination  acute  appendicitis  will 
be  the  etiological  factor  in  the  large  majority  of 


cases.  But  while  the  physician  must  know  and 
utilize  statistics,  he  should  not  be  dominated  by 
them  to  such  an  extent  that  intelligent  individual- 
ization is  impossible.  A calm  consideration  of  all 
potentialities  is  better  than  a snap  diagnosis,  even 
though  apparently  supported  by  statistics. 

If  we  add  an  ulcer  history  to  this  case,  the 
diagnosis  is  simplified,  yet  approximately  25  per 
cent  of  acute  perforations  of  peptic  ulcers  have 
no  previous  history  of  stomach  trouble.  Perfora- 
tions occur  most  frequently  in  males  between 
35  and  45  years  of  age,  and  are  rare  in  females. 
A valuable  diagnostic  aid  when  present  was  over- 
looked in  this  case.  X-ray  of  the  abdomen  may 
reveal  air  between  the  liver  and  diaphragm  or 
spleen  and  diaphragm  in  perforated  peptic  ulcer. 
Perforation  may  be  single  or  multiple  and  may 
recur  in  an  individual  previously  operated  upon 
for  perforation. 

The  pathological  anatomy  of  the  Craveilhier 
type  of  ulcer  is  an  infarction — or  death  of  tissue 
due  to  interruption  of  blood  supply, — of  the 
gastric  or  duodenal  wall  including  the  mucosa, 
with  proteolytic  digestion  of  the  “devitalized” 
tissue.  Numerous  factors  such  as  arterial  spasm, 
hemorrhage,  vagus  stimulation,  bacteria,  exces- 
sive smoking,  etc.,  have  been  alleged  to  be  cap- 
able of  inducing  the  ischemia.  “Peptic  ulcer 
arises  ‘spontaneously’  in  the  human  family  and 
in  no  other  group  of  living  creatures.” 

The  atelectasis  of  the  left  lung  was  the  path- 
ological manifestation  of  a “massive  collapse”  of 
the  left  lung  induced  by  shallow  painful  respira- 
tions, and  the  anesthetic. 

— OSMJ  — 

FAILURES  WITH  HAY  FEVER 

To  return  to  those  sensitive  to  ragweed  and 
also  to  other  proteins,  this  is  the  group  in  which 
partial  relief  is  the  rule,  but  complete  relief  is 
difficult  to  obtain.  It  would  be  easy  to  cite  cases: 
the  woman  sensitive  to  feathers  who  goes  through 
the  chicken  house  at  the  County  Fair,  or  sleeps 
on  a feather  pillow;  the  man  sensitive  to  dog  hair, 
who  cannot  bear  to  part  with  his  best  friend  for 
even  six  weeks,  and  on  and  on.  The  figures  are 
enough  to  show  that  the  simple  picture  is  the 
rarity.  The  failures  are  usually  the  patients  with 
the  more  complex  pattern. — R.  V.  Ellis,  M.D., 
Minn.  Med.,  19:  507,  August,  1936. 

— OSM  J — 

COMMUNITY  RESPONSIBILITY 

The  service  we  owe  to  our  community  is  in 
reality  a service  to  ourselves.  It  helps  to  round 
out  a life  that  because  of  its  every  demand  is  quite 
narrow.  It  will  make  the  community  learn  to 
know  our  own  problems  and  to  respect  them.  It 
will  make  careless  politicians  realize  that  they 
cannot  take  liberties  with  health  problems  with- 
out first  consulting  recognized  medical  agencies 
to  get  unbiased  viewpoints.  It  will  do  much  to 
overcome  the  false  impression  many  members  of 
every  locality  feel  toward  physicians.  We  are 
public  servants;  it  is  in  our  keeping  to  make  that 
an  enviable  position  in  the  community  in  which 
we  live. — A.  J.  Kuehn,  M.D.,  Bulletin,  Toledo 
Acad,  of  Med.,  20:10,  June,  1936. 


A SUCCESSFUL  MEDICAL  CAREER  ON  THE  WESTERN  RESERVE 
Based  on  the  letters  of  Dr.  Henry  Manning,  1787  to  1869 
By  Sidney  M.  McCurdy,  M.D.,  Columbus,  Ohio 


SUCCESS  is  a relative  term,  depending  upon 
the  ideals  of  the  one  defining  it,  and  the  im- 
portance of  the  ingredients  entering  into  it. 
Credit,  due  a very  useful  life,  is  too  often  with- 
held by  a contemporary  generation.  The  record 
of  the  life  of  Dr.  Henry  Manning,  as  depicted  by 
his  letters  to  his  family,  furnished  a panoramic 
view  of  medical  and  social  events  on  the  old 
Western  Reserve. 

Heredity,  which  plays  such  an  important  part 
in  our  adaptation  to  environment,  was  exceed- 
ingly kind  to  this  man.  His  father  was  a de- 
scendent  of  Governor  Winthrop  of  Connecticut 
whose  ancestor  was  Governor  Winthrop  of 
Massachusetts.  Manning’s  father  owned  a large 
farm  at  Lebanon,  Connecticut,  and  with  the  aid 
of  his  family,  profitably  developed  it.  His  early 
training  was  a Christian  one  which  made  for  him 
good  and  thrifty  habits.  The  farm  life  gave  him 
a rugged  body  and  a healthy  mind. 

Times  were  stirring  in  NewT  England  in  those 
days,  for  all  ties  with  Great  Britain  had  just 
been  severed.  Connecticut  placed  great  emphasis 
upon  education  and  as  a result  we  find  Manning 
matriculated  at  Cholchester  Academy,  which  was 
about  ten  miles  from  home.  It  was  while  here  that 
he  decided  to  study  medicine  and,  as  was  the  cus- 
tom of  the  times,  he  looked  about  for  a preceptor. 
Dr.  Hutchinson,  who  was  revered  at  Lebanon  for 
his  high  ideals  both  socially  and  medically,  was, 
after  proper  thought,  his  choice.  He  studied  and 
worked  for  this  grand  old  man  two  years  and 
absorbed  the  preceptor’s  social  and  medical  phil- 
osophies, which  stood  him  in  good  stead  through- 
out his  life.  Further  study  was  as  necessary  then 
as  now,  so  next  we  find  him,  for  two  years  more, 
associated  with  Dr.  White  at  Cherry  Valley,  New 
York.  When  his  preparation  was  completed  he 
was  accorded  a diploma,  giving  him  the  right  to 
practice  on  his  own. 

HAD  URGE  TO  GO  WEST 

The  urge  to  go  West  to  the  Reserve  was  acti- 
vated perhaps  by  an  inherent  pioneer  spirit  but 
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also  as  he  writes  in  his  letters,  a desire  for 
greater  opportunity,  a condition  denied  him  in 
Connecticut  because  the  field  of  medicine  was 
overcrowded.  In  1811  he  set  forth  on  horseback 
to  explore  the  new  territory  and  to  make  a 
“stand”  if  he  found  a suitable  location.  Fifteen 
days  later  he  arrived  at  John  Young’s  Town,  a 
sparsely  settled  grant  and  village  of  seven  hun- 
dred people.  He  investigated  Poland,  Canfield, 
Kinsman,  Ellsworth  and  the  Cleveland  enterprise, 
the  latter  smaller  and  less  promising  to  him. 
Youngstown,  he  decided,  was  the  best  place, 
even  though  it  had  one  physician,  Dr.  Dutton, 
who  had  been  there  since  1802.  This  village  he 
believed  to  be  the  gateway  to  the  Northwest,  for 
it  was  then  the  route  selected  for  explorers  going 
west  by  means  of  the  rivers  from  Forts  Pitt  and 
Duquesne.  He  was  also  influenced  by  the  fact 
that  Allen  was  at  Kinsman,  Kirkland  at  Poland 
and  other  physicians  of  good  caliber  in  neighbor- 
ing villages.  It  was  with  such  medical  asso- 
ciates that  he  braved  the  wilderness,  and  made 
his  stand. 

Manning  was  not  long  in  discovering  that 
making  a stand  was  far  different  than  making  a 
living.  It  was  especially  difficult,  when  he  be- 
gan in  1811,  as  crops  had  been  poor,  due  to  ex- 
cessive rains,  industry  was  paralyzed  by  the 
British  and  French  quarrel  which  rendered  the 
Indians  hostile  and  ugly.  As  to  his  first  year’s 
progress  we  learn  from  a letter  to  his  father  the 
following:  “Tho  it  has  been  a most  healthy  year 
that  was  ever  known,  my  business  increases  by 
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slow  and  believe  sure  degrees,  notwithstanding 
all  the  disadvantages  of  being  a youth,  (23  years 
old)  ; a stranger,  and  surrounded  by  older  physi- 
cians and  one  in  this  place.  I mean  to  be  moderate 
in  my  charges,  to  conduct  with  strict  justice  and 
liberality  toward  everyone,  especially  the  poor, 
most  of  whom  have  been  sick  this  year.  As  to  my 
circumstances  they  are  worth  just  this,  value  of 
paid  for  land  and  improvements  forty-five  dollars, 
(land  was  worth  $1.00  to  $1.25  per  acre,  ed.),  but 
consider  it  worth  more.  Instruments  and  medi- 
cines, thirty  dollars.  My  horse  is  not  quite  so 
valuable  as  the  one  I rode  from  home.  I am  some 
behind  in  my  board.  My  expenses  have  been  con- 
siderable, having  my  board  and  everything  to  pay 
money  for  and  waiting  six  months  before  I had 
half  enough  to  support  me.  Now  I am  on  the 
mend  and  have  more”.  This  was  his  condition 
in  1812,  yet  he  held  fast  to  his  ethical  ideals. 

MAJOR  IN  THE  ARMY 

The  war  with  Britain  was  the  topic  of  the  day 
in  this  territory  for  Britain  controlled  Detroit 
and  Lake  Erie.  Men  were  mustered  into  service 
for  six-month  periods,  so  we  find  Manning  next 
as  a Major,  at  Camp  Avery,  located  not  far  from 
Sandusky.  He  served  his  time  but  much  of  camp 
life  was  unpleasant.  He  wrote:  “There  (Camp 
Avery)  I met  good  physicians  from  whom  I got 
good  information.  There  were  many  patients  and 
I learned  a good  deal.  It  was  very  fatiguing  and 
a disagreeable  society”.  His  pay  was  fifty  dol- 
lars a month,  out  of  which  he  saved  enough  to 
pay  his  debts  and  have  enough  left  to  begin  again 
his  practice.  Business  improved,  which  he  wrote 
was  due  to  an  epidemic  of  “dumb  ague  with  fever 
but  no  chills”.  After  Perry  cleared  the  British  off 
from  Lake  Erie  in  1813  the  confidence  of  the  set- 
tlers returned  and  business  picked  up  so  that 
soon  he  had  more  than  he  could  do. 

The  Indians  pretty  much  left  his  locality'  and 
those  who  remained  were  not  hard  to  get  along 
with.  The  settlers  were  no  longer  called  away 
from  their  work  to  fight,  so  were  able  to  stay  at 
home  and  produce.  Dr.  Manning  was  frequently 
called  to  Poland  and  visited  socially  the  Kirkland 
family.  He  fell  in  love  with  Lucretia  Kirkland,  a 
cousin  of  Dr.  Jared  Potter  Kirkland,  who  later 
taught  at  Willoughby  University  and  was  one  of 
the  founders  of  the  Medical  Department  of 
Western  Reserve.  The  naive  way  in  which  he 
told  his  father  of  his  marriage  is  interesting.  He 
wrote:  “I  have  not  much  news  to  write  except 
that  on  last  Thursday  I married  the  daughter  of 
Mr.  Jared  Kirkland  of  Poland. — Pardon  me  for 
proceeding  thus  without  a father’s  consent  and 
blessing.  Accept  her  as  a child.  I think  she  is 
not  unworthy  of  it”.  And  she  wasn’t,  though  she 
died  early  in  life.  In  1815  the  doctor  wrote  home 
that  he  could  not  visit  there  that  year  since  the 
“bloody  flux”  was  epidemic  and  very  mortal.  It 


was  in  this  year  that  he  entered  the  drug  busi- 
ness. It  was  very  difficult  to  handle  the  drug 
situation  so  he  and  a relative,  Mr.  Wick,  opened 
as  he  says  an  apothecary’s  shop.  All  supplies  had 
to  be  bought  at  and  delivered  from  Philadelphia. 
This  venture  turned  out  well  so  he  soon  built  an 
addition  to  his  house  for  the  store.  In  1816  he 
wrote  his  father  that,  “It  was  middling  healthy”, 
but  that  in  riding  considerably  (on  horseback, 
ed.)  and  for  long  distances  he  had  as  much  medi- 
cal business  as  he  could  do.  This  year  he  and 
Dr.  Dutton  “Trepanned”  a patient  at  Canfield, 
who  had  been  injuried  seriously  by  a falling  tree. 
This  operation,  he  writes,  was  the  most  difficult 
he  had  ever  done  or  seen  before,  owing  to  the 
amount  of  the  depression  and  the  distance  the 
fractures  radiated.  In  a later  letter  it  is  men- 
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tioned  that  this  case  recovered.  He  speaks  of  a 
recovery  of  a strangulated  hernia  that  he 
operated  about  this  same  time. 

MEMBER  OF  LEGISLATURE 

Apparently  Dr.  Manning  enjoyed  a fine  popu- 
larity for  during  1819  he  represented  his  county 
in  the  State  Legislature.  He  writes  of  the  work 
at  Columbus,  saying  that  he  was  assisting  to 
make  over  the  general  laws  of  the  state.  He  was 
engaged  at  Columbus  about  four  months  but  his 
practice  was  held  together  by  an  able  assistant. 
In  1821  he  writes  his  sister  Mary  as  follows: 
“I  had  progressed  but  a few  lines  when  I had  a 
call  to  ride  about  twelve  miles  to  trepan  a child 
with  a fractured  skull.  I have  been  and  found 
the  operation  not  necessary.  I mention  the  fact, 
however,  that  I had  occasion  to  perform  the 
operation  ten  days  ago  in  a neighboring  town- 
ship.” 

Manning  now  had  an  excellent  reputation  as  a 
physician  and  surgeon  and  his  practice  was 
among  the  best  people.  He  had  saved  his  money 
and  put  it  into  land  as  was  the  custom  of  the 
times.  We  see  him  adding  the  vocation  of  farm- 
ing to  his  cares  yet  he  says,  even  as  now,  he  did 
not  find  it  especially  profitable  as  he  had  to  hire 
all  his  work  done.  He  reiterates  that  he  never 
sues  but  acknowledges  that  he  settles  some  bills 
by  taking  horses  in  trade.  He  made  some  money 
putting  them  out  to  pasture  on  his  acres  and  then 
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sending  them  to  New  England  to  sell.  He  bar- 
tered grain  for  whiskey  which  brought  fifty  cents 
a gallon  and  the  natives  traded  a bushel  of  grain 
for  a gallon  of  the  spirits. 

During  1825  and  1826  he  was  a State  Senator 
and  helped  obtain  the  charter  for  a canal  which 
connected  Lake  Erie  through  Akron  with  the 
Ohio  River.  This  charter  was  granted  in  1827 
but  the  canal  was  not  completed  until  1839.  The 
delay  was  caused  by  the  great  depression  and 
associated  political  uncertainty.  He  served  as 
Associate  Justice  of  the  Common  Pleas  Court  for 
thirteen  years  but  never  discontinued  his  medical 
work.  I think  this  was  possible  because  he  al- 
ways was  preceptor  for  one  or  two  students.  Such 
well-known  men  as  Dr.  C.  R.  Fowler  and  Dr. 
Timothy  Woodbridge  were  among  his  students. 

HIS  PRACTICE  AND  EXPERIENCES 

A practice  at  that  time  was  the  usual  run  of 
obstetrics,  children’s  infectious  diseases,  and  ac- 
cidents. He  writes  of  the  terrible  inroads  ulcera- 
tive tonsillitis  (diphtheria)  made  and  the  fre- 
quency of  measles,  scarlet  fever  and  whooping 
cough;  malaria  and  typhoid  were  prevalent  and 
he  mentions  cholera,  typhus  and  smallpox.  Frac- 
tures of  skulls  and  other  bones  were  commonly 
caused  by  trees  getting  out  of  hand  when  felled. 
Later,  when  coal  mines  were  opened,  and  mills 
built,  the  modern  accidents  appeared.  He  must 
have  developed  a keen  business  sense,  different 
from  most  present-day  medicine  men,  for  we  find 
him  trying  to  locate  a factory  to  make  lead  pipe 
for  the  water  systems.  It  seems  that  their  pump 
log  water  lines  bothered  because  they  filled  up 
with  some  vegetation  which  obstructed  the  water 
flow.  He  and  his  friends  sponsored  the  first  iron 
rolling  mill  in  these  parts.  In  a letter  written  to 
his  brother  Samuel  in  1835  he  speaks  of  wanting 
laborers  on  the  canal  construction  job.  They 
were  offering  $10  to  $16  a month  and  the  worker 
boarded  himself.  He  says:  “I  should  have  no 

objection  to  colored  people  but  the  laws  of  Ohio 
hardly  permit  them  to  live  here  for  their  em- 
ployer must  give  bail  that  they  will  behave  and 
be  no  public  charge”. 

In  a letter  to  his  sister  Mary  in  1835  he  gives 
his  medical  opinion  concerning  cancer  in  general 
and  cancer  of  the  breast  in  particular  as  fol- 
lows: “from  the  description  Mrs.  R.  gave  me  I 
was  fearful  that  it  was  scirrhous  or  such  a tumor 
as  when  open  would  be  a cancer,  though  I was 
not  certain  and  might  not  be  positive  if  I saw  it. 
If  this  conclusion  is  true  I can  unhesitatingly  say 
that  I believe  the  best  way  to  remedy  it  is  by  the 
knife.  The  reasons  for  this  opinion  are  that  it  is 
more  likely  to  succeed,  and  although  painful,  not 
as  severe  as  any  escharotic  which  will  afford  any 
prospect  of  success.  I have  had  opportunities  of 
examining  quite  a number  of  tumors  situated  on 
the  breast  and  have  assisted  several  times  to  re- 


move them  and  have  been  intimately  acquainted 
with  the  removal  of  others  which  were  successful. 
When  removed  by  a knife  they  are  too  apt  to  be 
delayed  until  past  hope  before  the  mind  can  be 
brought  to  submit  to  expected  pain.  About  can- 
cer doctors,  professedly  such,  little  need  be  said. 
I do  not  believe  there  is  any  specific  for  the  dis- 
ease known  that  is  any  medium  which  will 
neutralize,  correct  and  destroy  the  “Virus”  with- 
out injurying  the  healthy  parts  as  some  pretend 
to  think  and  say.  Cancer  doctors  are  common  in 
all  countries.  We  have  one  within  ten  miles  of 
us.  If  I had  a cancer  or  scirrhous  would  do  one 
of  two  ways — have  it  cut  out  as  early  as  con- 


DR.  HENRY  MANNING 


venient  or  make  the  most  soothing  application  to 
it  and  wait  patiently  all  the  days  of  my  ap- 
pointed time. 

Dr.  Manning  represented  his  county  medical 
society  in  Columbus  in  1829.  The  character  of 
the  business  is  not  mentioned. 

His  business  duties  became  more  and  more 
exacting,  still  he  continued  his  medical  activities. 
With  his  reputation  for  honesty,  fairness,  and 
financial  integrity  firmly  established  in  1854  at 
the  ripe  age  of  67,  he  was  elected  president  of  the 
Mahoning  County  Bank.  This  office  he  filled 
satisfactorily  for  nine  years  and  then  became  the 
first  president  of  the  First  National  Bank.  He 
died  in  his  82nd  year. 

All  histories  of  primal  New  England  settle- 
ments relate  the  important  parts  played  by  medi- 
cal pioneers.  No  matter  what  the  motive  of  these 
doctors  was,  their  service,  as  they  rendered  it, 
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deserves  suitable  memorials.  Dr.  Manning  elected 
to  suffer  the  hardships  of  wild  lands  and  gave  his 
efforts  as  only  an  enthusiast  for  progress  could. 
He  became  a medical  and  social  leader,  and  at 
the  last  of  his  years,  the  financial  advisor  of  his 
neighbors.  He  offered  for  the  use  of  his  associates 
the  best  talents  that  he  had.  He  died  a man  of 
honor  and  integrity,  and  he  was  loved,  where  he 
lived  for  82  years,  because  his  character  had  been 
moulded  by  his  New  England  conscience  which 
had  always  separated  truth  from  falseness,  right 
from  wrong,  loyalty  from  treachery,  and  which 
made  him  treat  others  as  he  desired  others  to 
treat  him. 

— OSMJ  — 

PRACTICAL  PREVENTIVE 
MEDICINE 

Editor’s  Note : The  Committee  on  Preventive  Medicine 

and  Periodic  Health  Examinations  of  the  Ohio  State  Medical 
Association  has  propounded  certain  questions  to  a number 
of  authoritative  physicians  throughout  the  state.  Each  ques- 
tion deals  with  some  problem  in  preventive  medicine.  The 
answers  will  be  published  in  The  Journal  to  assist  all 
physicians  in  determining  how  these  problems  might  be  met. 
The  sixth  of  this  series  follows : 

What  may  the  examiner  say  and  do  to  a middle- 
aged  man  who  in  the  course  of  a periodic  health 
audit  expresses  concern  about  the  possibility  of 
an  on-coming  prostatic  hypertrophy  and  who  is 
beginning  to  show  some  of  the  earlier  symptoms? 

With  a 40  per  cent  chance  that  your  prostate 
will  become  enlarged  after  you  reach  the  age  of 
50,  and  with  a 12  to  15  per  cent  probability  that 
it  will  cause  obstructive  symptoms  later,  is  it  not 
a reasonable  thought  that  one  should  give  some 
consideration  to  this  problem? 

Prostatic  hypertrophy  is  not  a new  condition 
and  it  is  not  one,  so  far  as  we  know,  which  is  re- 
lated to  the  habits  of  present  civilization.  Symp- 
toms of  prostatic  hypertrophy  were  recognized 
and  recorded  in  the  earliest  medical  history,  and 
only  in  comparatively  recent  times  have  we  been 
able  to  treat  it  successfully  by  means  of  operative 
procedures.  In  the  earlier  days  of  prostatectomy, 
the  operation  carried  with  it  a high  mortality,  but 
the  increasing  attention  which  has  been  given  to 
pre-  and  post-operative  care,  the  control  of  shock 
and  hemorrhage,  the  proper  choice  of  anesthetic 
and  the  employment  of  a proper  surgical  technic 
have  altered  this  considerably. 

Frequency  of  urination — especially  at  night, 
slowing  of  the  stream  and  the  requirement  of 
more  time,  and  increasing  difficulty  to  completely 
empty  the  bladder  are  some  of  the  forerunners  of 
prostatic  obstruction.  When  such  a group  of 
symptoms  is  present,  a careful  examination  should 
be  made  to  determine  the  cause.  If  this  is  found 
to  be  due  to  prostatic  obstruction,  treatment 
should  be  instituted  before  complete  obstruction 
occurs. 

Can  this  condition  be  prevented  ? Preventive 
measures  can  only  be  instituted  when  we  know 


the  cause  of  a disease.  Apparently,  nothing  in 
our  habits  can  be  assigned  as  a definite  source  of 
this  process.  Infection  alone  is  not  responsible. 
What  then,  may  be  the  causative  factor  of  this 
condition  which  is  so  prevalent  and  which  causes 
such  a high  morbidity?  From  a better  under- 
standing of  the  endocrine  system  and  from  data 
collected  from  much  experimental  evidence,  there 
is  a strong  conviction  that  an  endocrine  imbalance 
is  one  of  the  factors,  if  not  the  chief  factor  in  the 
production  of  benign  prostatic  hypertrophy.  If 
this  be  true,  we  may  then  expect  that  some  cor- 
rection of  this  imbalance  will  be  a preventive 
method  of  treatment.  Some  favorable  clinical  re- 
sults are  shown  by  such  a method  of  treatment 
but  until  this  theory  is  more  definitely  established 
and  further  clinical  results  substantiated,  relief 
must  be  obtained  by  some  surgical  procedure. 

Prostatectomy  has  been  the  treatment  of  choice 
of  genito-urinary  surgeons  for  a number  of  years. 
Lately,  however,  transurethral  resection  of  the 
obstructive  part  of  the  gland  has  been  revived  and 
in  suitable  cases,  this  procedure  offers  a satis- 
factory method  for  the  relief  of  symptoms.  Its 
advantages  are  that  the  operative  risk  is  much 
reduced,  convalescence  is  greatly  shortened,  and 
patients  who  could  not  withstand  prostatectomy 
are  given  relief.  However,  this  is  not  the  simple 
procedure  one  is  often  led  to  believe,  and  unless 
it  is  carefully  and  skillfully  executed,  the  post- 
operative results  are  far  from  encouraging.  To 
obtain  the  best  results,  the  cases  suitable  for  this 
treatment  should  be  selected,  and  it  must  be  re- 
membered that  all  cases  cannot  be  treated  suc- 
cessfully by  a single  method.  In  certain  cases, 
prostatectomy  is  still  the  method  of  choice. 

The  cases  suitable  for  transurethral  resection 
are:  (1)  solitary  commissural  hypertrophy;  (2) 

solitary  subcervical  hypertrophy  (except  those 
rare  glands  which  attain  immense  size);  (3)  pos- 
terior commissural  and  bilateral  lobe  hypertrophy 
with  predominance  of  the  former;  that  is,  without 
marked  intraurethral  encroachment  of  the  lateral 
lobes  and  marked  lengthening  of  the  prostatic 
urethra;  (4)  subcervical  and  bilateral  lobe  hyper- 
trophy, in  which  the  same  holds  true;  (5)  anterior 
lobe  hypertrophy;  (6)  sclerotic  median  bars;  and 
(7)  patients  having  had  previous  prostatectomy. 

Another  group  of  patients  are  those  who  might 
be  called  the  “neglected  prostatic  patients”.  This 
group  includes  those  patients  who  have  definite 
symptoms  of  urinary  obstruction  over  a period  of 
years,  who  unfortunately  believe  that  these  are 
the  necessary  accompaniments  of  advancing  years, 
and  who  pay  no  attention  to  the  symptoms  until 
acute  retention  occurs.  If  these  symptoms  were 
checked  and  early  treatment  instituted,  the  more 
serious  complications  might  be  avoided. — Wm.  E. 
Lower,  M.D.,  Cleveland,  Ohio. 


CINCINNATI  PLAN  OF  SENDING  CLINIC  PATIENTS  TO  PRIVATE 
PHYSICIANS  BEFORE  ADMISSION  PROVES  SUCCESSFUL 


RESTRICTION  of  treatment  at  out-patient 
clinics  to  those  who  are  actually  deserving 
is  one  of  the  real  problems  of  the  medical 
profession,  particularly  in  the  larger  cities. 

A recent  issue  of  The  Journal  of  Medicine 
describes  the  dispensary  plan  inaugurated  by 
the  Academy  of  Medicine  of  Cincinnati  three 
years  ago,  which  has  not  only  reduced  the  num- 
ber of  out-patients,  but  has  resulted  in  treatment 
by  private  physicians  of  many  patients  who 
under  less  stringent  regulations  would  have  been 
patients  at  the  dispensary. 

A description  of  the  plan  and  the  results  ob- 
tained follow: 

In  September,  1933,  the  academy  of  medicine 
instituted  a plan  whereby  patients  applying  for 
admission  to  the  out-patient  dispensary  of  the 
Cincinnati  General  Hospital  would  be  referred  to 
private  physicians  before  their  acceptance  for 
treatment  at  the  clinic. 

The  reason  for  the  plan  was  that  the  physicians 
of  the  academy  felt  that  patients  ineligible  for 
clinic  care  were  being  treated  at  the  dispensary. 
So  the  private  physician  has  been  made  a social 
investigator,  and  except  in  relief  cases,  dental, 
tumor,  and  emergent  cases,  he  is  the  only  referral 
agency  for  admission  to  the  out-patient  depart- 
ment. Prior  to  the  plan  personal  applications 
comprised  75  per  cent  of  admissions  while  in 
1934  they  comprised  only  25  per  cent. 

Every  patient  applying  for  treatment,  with  the 
exception  of  the  few  mentioned  above,  is  inter- 
viewed. An  effort  is  made  to  find  out  who  the 
family  physician  is  or  the  last  physician  who 
treated  the  patient.  Then  a card  is  given  to  the 
patient  to  take  to  this  physician.  In  cases  where 
there  is  no  private  physician  the  name  of  one  in 
the  census  tract  of  the  patient  is  given.  This  is 
determined  from  a list  of  physicians  who  have 
declared  their  intention  of  cooperating  in  the 
plan,  and  have  been  grouped  according  to  the 
census  tracts  in  which  their  offices  are  located. 
The  patient  takes  the  card  to  the  physician  who 
decides  whether  or  not  he  is  eligible  for  clinic 
care.  If  so,  the  physician  signs  the  card  refer- 
ring the  patient  to  clinic,  otherwise  he  signs  the 
card,  treats  the  patient  and  mails  the  card  back 
to  the  dispensary. 

It  has  been  found  advisable  to  carry  on  a fol- 
low-up system  in  order  to  obtain  more  accurate 
results.  When  no  word  is  heard  from  a patient 
within  a week  or  10  days  after  the  interview, 
the  physician  to  whom  the  patient  has  been  re- 
ferred is  contacted  by  telephone.  Often,  it  is 
learned  that  the  patient  has  visited  the  physician 
without  saying  that  he  has  applied  at  the  dis- 
pensary, or  he  goes  to  the  physician,  is  treated 


by  him,  and  the  physician  neglects  to  mail  the 
card  back  to  the  dispensary. 

Our  figures  show  that  of  the  patients  referred 
50  per  cent  return  to  clinic  for  treatment,  while 
approximately  30  per  cent  are  retained  by  the 
physicians,  and  about  20  per  cent  fail  to  contact 
designated  physicians.  An  investigation  made  of 
a small  number  (25)  of  the  latter  revealed  that 
half  of  them  were  treated  by  private  physicians, 
mostly  other  than  those  to  whom  they  were  sent, 
about  one-fifth  had  their  cards  signed,  but  failed 
to  return  to  the  clinic,  while  another  fifth  re- 
covered without  going  to  physicians  and  a few 
were  either  treated  in  other  dispensaries,  or 
moved  out  of  town,  or  could  not  be  found  on  ac- 
count of  change  of  address. 

In  order  to  visualize  the  results  of  the  dis- 
pensary plan  for  the  32  months  (September  15, 
1933,  to  May  15,  1936)  the  attention  of  the  acad- 
emy of  medicine  is  called  to  the  following  data: 

RESULTS  OF  THE  DISPENSARY  PLAN 


Total  number  of  patients  interviewed 7,145 

Patients  retained  by  designated 

physicians  2,194 

Patients  referred  back  to  Dispen- 
sary   3,554 

Patients  failing  to  contact  desig- 
nated physicians  1,397 


Since  October  15,  1934,  patients  discharged 
from  the  General  Hospital  are  also  interviewed, 
and  no  longer  are  these  patients  referred  to  the 
out-patient  dispensary  without  due  interroga- 
tion. Only  those  who  have  attended  clinic  before 
hospitalization  or  are  on  relief  are  referred  to 
their  physicians  by  the  same  methods  as  those 
for  patients  applying  for  clinic  care.  The  num- 
ber of  patients  treated  in  the  dispensary  after 
discharge  from  the  hospital  has  been  very  much 
reduced  since  the  plan  has  been  adopted  for 
hospital  patients. 

The  results  of  the  plan  in  the  hospital  for  19% 
months  (October  15,  1934,  to  June  1,  1936)  are  as 
follows: 

RESULTS  OF  THE  DISPENSARY  PLAN  IN  THE 


HOSPITAL 

Patients  given  cards  to  physicians 1,301 

Patients  retained  by  designated  phy- 
sicians   93 

Patients  referred  back  to  dispensary..  359 
Patients  unaccounted  for  so  far 849 


At  the  present  writing  the  academy  dispensary 
plan  is  still  in  effect  in  the  out-patient  dispen- 
sary and  the  hospital,  not  only  because  its  merit 
has  been  shown  in  the  above  results,  but  also  be- 
cause since  its  adoption  there  has  been  a marked 
decrease  in  total  new  case  registration  at  the 
dispensary. 
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We  Sometimes  Forget--- 

In  our  daily  routine  with  our  diversified  in- 
terests it  is  hard  to  realize  that  almost  20,000 
women  in  their  prime  of  life  die  each  year  in  the 
United  States  from  cancer  of  the  uterus. 

Abnormal  vaginal  bleeding  is  the  most  constant 
symptom  of  cancer  of  the  uterus,  and  is  present 
in  over  75  per  cent  of  all  cases.  The  periods  may 
be  prolonged,  increased  in  volume,  or  occur  too 
frequently.  Bleeding  between  periods,  even 
though  slight  in  amount,  and  especially  after  in- 
tercourse or  douching,  is  very  significant.  Bleed- 
ing after  the  menopause,  irrespective  of  the 
amount,  is  very  suggestive,  cancer  being  found  in 
over  65  per  cent  of  such  cases,  particularly  in  the 
fundus  of  elderly  women. 

Cancer  is  curable  by  the  means  we  have  at  our 
disposal  if  we  could  only  see  the  patients  early 
in  the  course  of  their  disease.  At  present  the 
curability  of  cancer  of  the  uterus  is  not  over  30 
per  cent,  due  to  the  fact  that  most  of  the  cases 
are  advanced  when  first  seen  by  those  capable  of 
proceeding  with  curative  measures. 

It  is  a sad  commentary  that  the  average  pa- 
tient has  had  definite  or  very  suggestive  symp- 
toms for  more  than  six  months  when  a correct 
diagnosis  is  made.  Her  ignorance,  hesitancy,  or 
fear  in  learning  the  cause  of  her  symptoms  ac- 
count for  over  three  months’  delay  in  her  seeking 
medical  advice,  and  most  unfortunately,  some  of 
the  medical  profession,  not  recognizing  the  un- 
mistakable early  evidences  of  the  disease,  trying 
the  effect  of  local  treatment,  etc.,  are  responsible 
for  another  three  months’  delay. 

If  only  the  profession  at  large  would  constantly 
bear  in  mind  these  facts,  and  in  addition  to  ad- 
vocating routine  physical  examination,  would  im- 
mediately refer  all  such  questionable  cases  to 
those  properly  equipped  to  do  biopsies,  diagnostic 
curettages,  and  otherwise  give  the  patient  every 
benefit  of  modern  treatment  for  cancer,  the 
ravages  of  this  disease — the  scourge  of  modern 
civilization — will  be  very  markedly  decreased. — 
Wm.  D.  Fullerton,  M.D.,  Cleveland,  Ohio. 

— OSMJ  — 

OB.  Board  Plans  Examinations 

The  next  written  examination  and  review  of 
case  histories  of  Group  B applicants  by  the 
American  Board  of  Obstetrics  and  Gynecology 
will  be  held  in  various  cities  in  the  United  States 
and  Canada  on  Saturday,  November  7,  1936. 
Application  blanks  and  booklets  of  information 
may  be  obtained  from  Dr.  Paul  Titus,  secretary, 
1015  Highland  Building,  Pittsburgh,  Pa.  Applica- 
tions must  be  filed  in  the  secretary’s  office  60 
days  prior  to  the  scheduled  date  of  examination. 


New  American  Board  of  Internal  Medicine 
Elects  Officers 

The  American  Board  of  Internal  Medicine,  in- 
corporated February  28,  1936,  completed  its  or- 
ganization on  June  15. 

Officers  chosen  were:  Dr.  Walter  L.  Bierring, 
Des  Moines,  chairman;  Dr.  Jonathan  C.  Meakins, 
Montreal,  vice-chairman,  and  Dr.  O.  H.  Perry 
Pepper,  Philadelphia,  secretary-treasurer. 

The  purpose  of  the  board  will  be  the  certifica- 
tion of  specialists  in  the  field  of  internal  medicine 
and  the  establishment  of  qualifications  with  the 
required  examination  procedure  for  such  cer- 
tification. 

The  board  was  organized  by  the  American  Col- 
lege of  Physicians  in  conjunction  with  the  Sec- 
tion on  Practice  of  Medicine  of  the  American 
Medical  Association,  and  has  the  official  approval 
of  the  Advisory  Board  for  Medical  Specialties 
and  the  Council  on  Medical  Education  and  Hos- 
pitals of  the  A.  M.  A. 

The  first  written  examination  will  be  held  in 
December,  1936,  and  candidates  successful  in  this 
written  test  will  be  eligible  for  the  first  practical 
or  clinical  examination  which  will  be  conducted 
by  members  of  the  board  near  the  time  of  the 
annual  session  of  the  American  College  of  Physi- 
cians at  St.  Louis  in  April,  1937.  The  second 
practical  examination  will  be  held  at  Atlantic 
City  near  the  time  of  the  A.  M.  A.  meeting  in 
June,  1937. 

The  fee  for  examination  is  $40,  which  must  ac- 
company the  application,  and  an  additional  fee  of 
$10  is  required  when  the  certificate  is  issued. 

Application  blanks  and  further  information 
can  be  obtained  by  addressing  the  office  of  the 
chairman,  Dr.  Walter  L.  Bierring,  406  Sixth 
Avenue,  Des  Moines,  Iowa. 

Additional  information  concerning  the  board, 
including  detailed  standards  to  be  met  by  ap- 
plicants for  admission  to  the  examinations,  was 
published  on  pages  375-376  of  the  August  1,  1936, 
issue  of  The  Journal  of  the  American  Medical 
Association. 

— oSMJ  — 

Lima  Lectures  to  Be  Sept.  21-25 

The  Eighth  Annual  Post-Graduate  Course  of 
the  Lima  and  Allen  County  Academy  of  Medicine 
will  be  given  at  Lima,  September  21  to  25,  in- 
clusive. 

Two  lectures  will  be  presented  daily,  at  4:30 
P.  M.  and  6:30  P.  M.,  by  Dr.  Samuel  A.  Levine, 
assistant  professor  of  medicine,  Harvard  Univer- 
sity. His  subject  is,  “Diseases  of  the  Heart  and 
Allied  Pathology”. 

The  fee  for  the  entire  course  is  $10.00,  includ- 
ing a ticket  to  the  banquet.  Single  lecture  tickets 
are  $1.00. 

Complete  information  concerning  the  course 
can  be  obtained  from  Dr.  H.  C.  Weisenbarger, 
Lima. 


NINETIETH  ANNUAL  MEETING 

OHIO  STATE  MEDICAL  ASSOCIATION 

Public  Auditorium,  Cleveland,  Ohio 
Wednesday,  Thursday,  Friday, 

October  7,  8 and  9,  1936 

SUMMARY  OF  PROGRAM  . . . 


Wednesday,  October  7th,  1936 

10:00  A.M  FIRST  GENERAL  SESSION. 

Opening  session,  House  of  Delegates.  Ballroom,  mezzanine 
floor,  Hotel  Cleveland. 

12:00  Noon  FRATERNITY  LUNCHEONS  AND  CLASS  RE- 
UNIONS. 

1:00  P.M.  FORMAL  OPENING  OF  SCIENTIFIC  EXHIBIT. 
Main  exhibition  hall,  Public  Auditorium. 

2 :00  CLINICAL- PATHOLOGICAL  CONFERENCES. 

Main  exhibition  hall,  Public  Auditorium. 

2:30  SECOND  GENERAL  SESSION. 

Ballroom,  north  wing,  fourth  floor,  Public  Auditorium. 
Andrew  C.  Ivy,  M.D.,  Chicago,  and  Walter  E.  Dandy,  M.D., 
Baltimore,  guest  speakers. 

4:30  INSPECTION  OF  SCIENTIFIC  EXHIBIT. 

6:00  PAST  PRESIDENTS’  DINNER. 

Hotel  Cleveland. 

8:15  THIRD  GENERAL  SESSION. 

Ballroom,  north  wing,  fourth  floor,  Public  Auditorium.  Presi- 
dent’s address.  Presentation  of  President-Elect,  A.M. A.,  J.  H. 
J.  Upham,  M.D.,  Columbus.  Hon.  W.  H.  Drane  Lester, 
Washington,  D.  C.,  guest  speaker. 

Thursday,  October  8th,  1936 

9:00  A.M.  FOURTH  GENERAL  SESSION. 

Ballroom,  north  wing,  fourth  floor,  Public  Auditorium.  George 
M.  Lyon,  M.D.,  Huntington,  W.  Va.,  guest  speaker.  Follow- 
ing Ohio  physicians  representing  Scientific  Sections:  Geo.  T. 
Harding,  III,  M.D.,  Columbus,  Section  on  Nervous  and 
Mental  Diseases;  Walter  W.  Brand,  M.D.,  Toledo,  Section 
on  Obstetrics  and  Gynecology;  Russell  L.  Haden,  M.D., 
Cleveland,  Medical  Section;  James  A.  Doull,  M.D.,  Cleve- 
land, Section  on  Public  Health  and  Preventive  Medicine. 

12:00  Noon  HOUSE  OF  DELEGATES  LUNCHEON. 

Final  session,  House  of  Delegates.  Ballroom,  mezzanine  floor, 
Hotel  Cleveland. 

1 :00  P.M.  DEMONSTRATIONS  AT  SCIENTIFIC  EXHIBIT. 

1 :45  CLINICAL-PATHOLOGICAL  CONFERENCES. 

2:30  FIFTH  GENERAL  SESSION. 

Ballroom,  north  wing,  fourth  floor,  Public  Auditorium.  John 
R.  Caulk,  M.D.,  St.  Louis,  guest  speaker.  Following  Ohio 
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physicians  representing  Scientific  Sections:  Mont  R.  Reid. 

M.D.,  Cincinnati,  Surgical  Section;  Albert  D.  Frost,  M.D., 
Columbus,  Section  on  Eye,  Ear,  Nose  and  Throat;  Merlin  L. 
Cooper,  M.D.,  Cincinnati,  Section  on  Pediatrics. 

4:30  INSPECTION  OF  SCIENTIFIC  EXHIBIT. 

7:00  ANNUAL  BANQUET. 

Hotel  Cleveland. 

Address  by  Sigmund  Spaeth,  guest  speaker. 

Friday,  October  9tli,  1936 

9:00  A.M.  MEDICAL  SECTION. 

Ballroom,  north  wing,  fourth  floor,  Public  Auditorium. 
SURGICAL  SECTION. 

Club  Room  B.  north  wing,  third  floor,  Public  Auditorium. 

SECTION  ON  OBSTETRICS  AND  GYNECOLOGY. 
Club  Room  C,  north  wing,  third  floor,  Public  Auditorium. 
SECTION  ON  PEDIATRICS. 

Club  Room  B,  south  wing,  third  floor,  Public  Auditorium. 
SECTION  ON  EYE,  EAR,  NOSE  AND  THROAT. 

Club  Room  A,  north  wing,  third  floor,  Public  Auditorium. 
SECTION  ON  NERVOUS  AND  MENTAL  DISEASES. 
Club  Room  A,  south  wing,  second  floor,  Public  Auditorium. 
SECTION  ON  PUBLIC  HEALTH  AND  PREVEN- 
TIVE MEDICINE. 

East  Room,  north  wing,  fourth  floor,  Public  Auditorium. 


HOUSE  or  DELEGATES  ■ . . 

FIRST  SESSION 

Wednesday  Morning,  October  7th, 

10:00  o’clock 

Meeting  Place — Ballroom,  Mezzanine  Floor,  Hotel  Cleveland. 


Presentation  of  the  President  of  the  Ohio  State  Medical  Association  by 
R.  S.  Dinsmore,  President  of  the  Academy  of  Medicine  of  Cleveland. 

In  the  chair,  R.  R.  Hendershott,  President , 

Ohio  State  Medical  Association 

House  of  Delegates  Order  of  Procedure: 

1.  Call  to  Order  by  the  President. 

2.  Roll  Call. 

3.  Consideration  of  Minutes  of  Previous  Meeting.  (Published  in  The 
Journal , November,  1935). 

4.  Reports  of  Standing  Committees: 

(Reports  submitted  below,  published  in  full  in  the  October,  1936, 
Journal ). 

(a)  Public  Policy — J.  H.  J.  Upham,  Columbus,  Chairman. 

(b)  Medical  Economics — L.  L.  Bigelow,  Columbus,  Chairman. 

(c)  Medical  Defense — J.  E.  Tuckerman,  Cleveland,  Chairman. 

(d)  Medical  Education  and  Hospitals — Ben  R.  McClellan,  Xenia,  Chairman. 

(e)  Auditing  and  Appropriations — B.  J.  Hein,  Toledo,  Chairman. 


September,  1930 
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Main  Ballroom  of  Hotel  Cleveland,  the  headquarters  hotel,  where  sessions  of  the  House  of  Delegates 

and  the  Annual  Banquet  will  be  held. 


5.  Reports  of  Special  Committees: 

(a)  Preventive  Medicine  and  Periodic  Health  Examinations — V.  C.  Rowland, 
Cleveland,  Chairman. 

(b)  Military  and  Veterans’  Affairs — Drew  L.  Davies,  Columbus,  Chairman. 

(c)  Revision  of  Constitution  and  By-Laws — Clyde  L.  Cummer,  Cleveland, 
Chairman. 

6.  Report  of  Officers: 

(a)  Treasurer’s  report  combined  with  report  of  Committee  on  Auditing  and 
Appropriations. 

(b)  Report  of  the  Council. 

7.  Appointment  of  Reference  Committees: 

(a)  Committee  on  Presidential  Address. 

(b)  Committee  on  Resolutions. 

(c)  Committee  on  Annual  Reports. 

(d)  Committee  on  Credentials  of  Delegates. 

(e)  Committee  on  Tellers  and  Judges  of  Election. 

8.  Nomination  and  Election  of  Nominating  Committee: 

(Nominations  from  the  floor  with  one  representative  on  the  committee  to  be 
elected  from  each  Councilor  District.  This  committee  shall  report  to  the  sec- 
ond session,  Thursday,  12:00  noon,  its  recommendations  in  the  form  of  a 
ticket,  containing  nominees  for  constitutional  offices  as  required  under  the 
Constitution.  The  President  will  issue  instructions  to  the  committee  on  the 
constitutional  requirements). 

9.  Introduction  of  Resolutions: 

(It  is  necessary  that  all  resolutions  introduced  in  the  House  of  Delegates  be  re- 
ferred to  the  Reference  Committee  on  Resolutions  and  reported  back  to  the 
House  before  any  action  can  be  taken.  Also  resolutions  for  consideration  at 
this  Annual  Meeting  must  be  introduced  at  this  session  and  reported  back  to 
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the  House  by  the  reference  committee  at  the  Thursday  afternoon  session.  All 
resolutions  must  be  typewritten  and  submitted  in  duplicate). 

10.  Miscellaneous  Business. 

SECOND  SESSION 

Thursday,  October  8th, 

12  o’clock  noon 

Meeting  Place — Ballroom,  Mezzanine  Floor.  Hotel  Cleveland. 


Complimentary  Luncheon  for  Delegates. 

Final  Business  Session 

1.  Roll  Call. 

2.  Continuance  of  Unfinished  Business  from  Wednesday’s  Session  of  the 
House  of  Delegates. 

3.  Annual  Election : 

President-Elect.  (One  year).  Nominations  from  the  floor. 

4.  Report  of  Nominating  Committee: 

(a)  Election  of  Members  of  Council 

Members  of  Council  are  elected  for  two-year  terms,  those  representing  odd 
numbered  districts  expiring  in  even  numbered  years. 

To  be  elected: 

Councilor,  First  District — Present  incumbent,  Parke  G.  Smith,  Cincinnati. 
Councilor,  Third  District — Present  incumbent,  O.  P.  Klotz,  Findlay. 
Councilor,  Fifth  District — Present  incumbent,  A.  A.  Jenkins,  Cleveland. 
Councilor,  Seventh  District — Present  incumbent,  C.  W.  Kirkland,  Bellaire. 
Councilor,  Ninth  District — Present  incumbent,  I.  P.  Seiler,  Piketon. 

(b)  Election  of  Delegates  and  Alternates  to  the  American  Medical  As- 
sociation 

(Three  delegates  and  their  respective  alternates.  Two  years  each). 

Those  whose  terms  expire  at  this  time  are: 

Wells  Teachnor,  Sr.,  Columbus  (deceased). 

Carl  R.  Steinke,  Akron.  (Alternate). 

Ben  R.  McClellan,  Xenia. 

D.  W.  Hogue,  Springfield.  (Alternate). 

E.  R.  Brush,  Zanesville. 

G.  Micklethwaite,  Portsmouth.  (Alternate). 

C.  W.  Stone,  Cleveland. 

V.  N.  Marsh,  Painesville.  (Alternate). 

5.  Reports  of  Reference  Committees: 

(a)  Committee  on  Presidential  Address. 

(b)  Committee  on  Annual  Reports. 

(c)  Committee  on  Resolutions. 

6.  Selection  of  Time  and  Place  for  1937  Annual  Meeting. 

7.  Miscellaneous  Business. 

8.  Installation  of  Officers  for  1936-1937. 

9.  Confirmation  by  House  of  Delegates  of  Committee  Appointments  An- 
nounced by  the  Newly-Installed  President,  E.  M.  Huston. 

10.  Unfinished  Business. 

11.  Final  Adjournment  of  House  of  Delegates. 


September,  1936 
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GENERAL  SESSIONS  . . . 


OPENING  SESSION 

Wednesday  Morning,  October  7th, 

10:00  o’clock 

Meeting  Place — Ballroom,  Mezzanine  Floor,  Hotel  Cleveland. 

This  session  is  combined  with  the  first  session  of  the  House  of  Delegates. 
See  page  862. 


SECOND  SESSION 

Wednesday  Afternoon,  October  7th, 

2:30  o’clock 

Meeting  Place — Ballroom,  North  Wing,  Fourth  Floor,  Public  Auditorium. 


Paper  No.  1 — 2:30  to  3:30 

THE  THERAPY  OF  BILIARY  TRACT  DISEASE  FROM  THE 
VIEWPOINT  OF  APPLIED  PHYSIOLOGY 
Andrew  C.  Ivy,  Chicago. 

The  applied  physiology  of  the  biliary  tract  will  be  briefly  reviewed.  The 
relation  of  applied  physiology  to  the  medical  and  surgical  management  of  various 
biliary  tract  diseases  will  be  outlined,  including  the  management  of  the  '‘so- 
called”  post-cholecystectomy  syndrome.  Lantern  slides. 


Paper  No.  2 — 3:30  to  4:30 

THE  DIAGNOSIS  AND  TREATMENT  OF  BRAIN  TUMORS 
Walter  E.  Dandy,  Baltimore. 

Brain  tumors  are  diagnosed  in  three  ways:  (1)  by  neurological  examination, 
(2)  by  A-rays  and  the  skull,  and  (3)  by  ventriculography.  All  brain  tumors 
can  now  be  accurately  diagnosed,  and  precisely  located  and  found  at  operation. 
The  only  treatment  for  brain  tumors  is  complete  extirpation  at  the  first  operation. 
The  operative  results  are  frequently  in  direct  proportion  to  the  early  diagnosis. 


THIRD  SESSION 

Wednesday  Evening,  October  7th, 

8:15  o’clock 

Meeting  Place — Ballroom,  North  Wing,  Fourth  Floor,  Public  Auditorium. 


John  A.  Caldwell,  Cincinnati,  Past  President,  presiding. 

1.  Annual  Address  of  the  Retiring  President — R.  R.  Hendershott,  Tiffin. 

2.  Presentation  of  Past  President’s  gavel  to  Retiring  President — John  A. 
Caldwell  to  R.  R.  Hendershott. 

3.  Presentation  of  the  President-Elect  of  the  American  Medical  Association, 
J.  H.  J.  Upham,  Columbus. 

4.  MODERN  SCIENTIFIC  CRIME  DETECTION  AND  THE 
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MEDICAL  PROFESSION— Hon.  W.  H.  Drane  Lester,  Federal 
Bureau  of  Investigation,  U.  S.  Department  of  Justice,  Washington,  D.  C. 


FOURTH  SESSION 

Thursday  Morning,  October  8th. 

9:00  o clock 

Meeting  Place — Ballroom,  North  Wing,  Fourth  Floor,  Public  Auditorium. 


Paper  No.  1 — 9:00  to  9:20 
THE  NEUROSES  IN  GENERAL  PRACTICE 
George  T.  Harding,  III.  Columbus. 

Representative  from  the  Section  on  Nervous  and  Mental  Diseases. 

Since  badly-handled  neurotics  form  a large  part  of  the  clientele  of  the  quacks 
and  cuitists  and  inasmuch  as  well-handled  ones  are  among  every  doctor’s  most 
grateful  and  dependable  patients,  the  profession  cannot  longer  justify  its  former 
boast  of  ignorance  of  psychogenic  illnesses. 

Every  physician  should  know  something  of  the  frequency  of  the  neuroses,  the 
important  mental,  social  and  emotional  factors,  the  definite  characteristics  and 
groupings  which  will  help  to  distinguish  the  neuroses  from  early  organic  impair- 
ments and  avoid  mistaken  diagnoses  where  the  term  neurosis  has  become  a 
diagnostic  wastebasket. 

Discussion — 9 :20  to  9 :30 

Louis  A.  Miller,  Toledo. 

Paper  No.  2 — 9:30  to  9:50 
THE  PROBLEM 

Walter  W.  Brand,  Toledo. 

Representative  from  the  Section  on  Obstetrics  and  Gynecology. 

The  present  status  of  maternal  care.  Why  has  it  become  the  much  discussed 
problem  of  the  professional  and  lay  press?  The  value  of  local  maternity 
centers.  The  role  of  local  maternity  centers  in  contrast  to  a state-wide  effort 
in  the  solution  of  this  problem.  The  place  of  the  Hospital  Obstetric  Society. 
The  role  of  the  Hospital  Obstetric  Society  in  conjunction  with  the  Ohio  Hospital 
Association  and  the  State  Department  of  Health  and  the  development  of  a com- 
prehensive maternity  service. 

Discussion — 9:50  to  10:00 

A.  J.  Skeel,  Cleveland. 


Paper  No.  3 — 10:00  to  10:20 

THE  TREATMENT  OF  RHEUMATOID  ARTHRITIS 

Russell  L.  Haden,  Cleveland. 

Representative  from  the  Medical  Section. 

Rheumatoid  arthritis  is  a chronic  disease  of  unknown  etiology.  It  is  probabh 
an  infection  but  no  known  organism  is  the  cause.  There  is  much  evidence  sug- 
gesting a causal  relation  of  hemolytic  streptococci  to  the  disease  with  the  joint 
manifestations  representing  an  antigen-antibody  reaction.  A filterable  virus  has 
been  incriminated.  It  is  possible  that  the  disease  results  from  a symbiotic  action 
of  such  a virus  and  the  non-hemolytic  streptococcus. 

Since  etiology  of  the  disease  is  unknown,  the  cause  cannot  be  removed  or  specific- 
ally treated  as  we  like  to  do  in  all  infections.  Often  the  influencing  factors  de- 
termine the  clinical  course  of  a disease,  especially  in  such  a chronic  condi- 
tion as  rheumatoid  arthritis.  Before  treatment,  all  influencing  factors  must 
be  looked  for  and  evaluated. 

In  the  treatment  of  rheumatoid  arthritis,  we  must  consider  the  value  of:  (1)  rest; 
(2)  diet;  (3)  added  nutritional  factors,  as  vitamins;  (4)  transfusion;  (S)  physi- 
otherapy; (6)  drugs,  as  arsenic  and  iodine;  (7)  vaccines;  (8)  fever  therapy; 
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(9)  climate;  (10)  orthopedic  operative  procedures,  and  (11)  other  miscellane- 
ous drugs  and  therapeutic  procedures.  These  measures  will  be  considered  in 
detail. 

Discussion — 10:20  to  10:30 

Robert  M.  Stecher,  Cleveland. 

Paper  No.  4—10:30  to  11:00 

MEDICAL  PARTICIPATION  IX  A SCHOOL  HEALTH 
PROGRAM 

George  M.  Lyon,  Huntington,  JF.  Fa. 

The  Cabell  County  (W.  Ya.)  Medical  Society,  through  its  Committee  on  School 
Health  Problems  and  in  cooperation  with  the  county  board  of  education,  has 
developed  a workable  county-wide  school  health  program,  characterized  by  a 
reasonable  cost  to  the  county  and  by  a high  degree  of  participation  by  individual 
physicians.  No  “frills"  are  provided;  only  services  which  may  rightfully  be 
expected  to  be  provided  by  schools  in  safeguarding  the  child  while  in  school. 
The  schools  provide  motivation  for  the  public  health  program,  but  administer 
none  of  the  individual  services;  cooperate  with  the  family  and  its  physician  and 
with  the  proper  medical  relief  agencies,  but  provide  no  individual  medical  ser- 
vices. Essential  services  included  are  attempts  at  communicable  disease  control, 
health  examinations  of  teachers  and  employes,  health  protection  of  athletes,  the 
motivation  for  public  health  programs,  which  includes  the  promotion  of  health 
examinations  and  immunizations  by  the  family  physician. 

Approximately  359c  of  the  physicians  of  the  county  have  a definite  responsibility 
in  the  program  for  which  they  obtain  some  compensation  directly  from  the  board 
of  education.  The  program  is  now  in  its  fourth  year  of  successful  operation. 


Paper  NTo.  5 — 1 1 :00  to  1 1 :20 

ACTIVE  IMMUNIZATION  AGAINST  WHOOPING  COUGH 

James  A.  Doui.l,  Gerald  S.  Shirt. ey  and  Joseph  E.  McCr. el- 
land,  Cleveland , 

Representative^  from  the  Section  on  Public  Health  and  Preventive 
Medicine. 

Phis  report  summarizes  the  incidence  of  whooping  cough  in  an  "inoculated” 
and  a control  group,  each  comprising  approximately  500  young  children,  over  a 
period  of  more  than  two  years.  The  difficulties  of  selection  and  of  continuing 
observation  are  discussed.  The  vaccine  used  was  prepared  from  recently  inocu- 
lated strains  of  H.  pertussis  and  the  dosage  used  was  that  of  Sauer,  namely 
eighty  billions  of  bacilli. 

Discussion — 1 1 :20  to  1 1 :30 

J.  A.  Garvin,  Cleveland . 


FIFTH  SESSION 

Thursday  Afternoon,  October  8th 
2:30  o'clock 

Meeting  Place — Ballroom,  North  Wing.  Fourth  Floor,  Public  Auditorium. 


Paper  No.  1 — 2:30  to  2:50 
PROBLEMS  OF  WOUND  HEALING 
Mont  R.  Reid,  Cincinnati, 

Representative  from  the  Surgical  Section. 

A plea  for  re-emphasis  of  the  importance  of  study  and  application  of  funda- 
mental principles  of  wound  healing.  The  amazing  progress  of  surgery  has  made 
our  profession  and  the  public  satisfied  with  results  which  fall  far  short  of  those 
possible  to  obtain.  In  a large  measure  this  progress  has  resulted  from  knowl- 
edge of  germs  and  efforts  to  control  their  harmful  effects  in  wounds.  However, 
wound  healing  is  not  alone  a problem  of  germiciding.  The  price  of  aseptic 
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and  antiseptic  procedures  frequently  means  the  sacrifice,  at  a loss,  of  other 
fundamental  principles  of  wound  healing. 

Among  these  other  principles  which  are  discussed  are:  Gross  and  invisible 

necrosis  of  living  cells,  rest,  haemostasis,  blood  supply,  protective  value  of  granu- 
lation tissue  and  an  adaptation  of  the  knowledge  gained  from  tissue  culture  to 
the  processes  of  a healing  wound. 

Only  when  it  becomes  our  constant  aim  to  evaluate  all  these  considerations,  both 
in  the  art  of  making  wounds  as  well  as  in  the  treatment  of  them,  will  there 
result  the  greatest  benefit. 

Discussion — 2:50  to  3:00 

George  M.  Curtis,  Columbus,  and  Charles  Holzer,  Gallipolis. 
Paper  No.  2 — 3 :00  to  3 :20 

OPHTHALMOLOGICAL  PROBLEMS  OF  INTEREST  TO  THE 
GENERAL  MEDICAL  MAN 
Albert  D.  Frost,  Columbus, 

Representative  from  the  Section  on  Eye,  Ear,  Nose  and  Throat. 

A brief  discussion  of  the  management  of  the  commoner  ocular  conditions  which 
should  be  familiar  to  the  medical  practitioner  such  as  squint,  cataract  and  glau- 
coma. The  importance  of  medical  eye  examinations  in  contrast  to  that  of  the 
optometrists  will  be  stressed.  The  ambitions  and  practices  of  some  non-medical 
refractionists  concerning  the  recently  popularized  muscle  exercises  and  other 
“machines”. 

Discussion — 3 :20  to  3 :30 

W.  E.  Bruner,  Cleveland. 

Paper  No.  3 — 3:30  to  4:00 

THE  MANAGEMENT  OF  OBSTRUCTIONS  AT  THE  BLADDER 
NECK  IN  MEN,  WOMEN  AND  CHILDREN 
John  R.  Caulk,  St.  Louis. 

1.  Origin  and  nature  of  prostatic  obstruction  and  other  obstructive  conditions 
around  the  internal  orifice  of  the  bladder,  with  emphasis  on  the  necessity  of 
accuracy  in  diagnosis  and  the  urgency  of  rigid  preparatory  treatment. 

2.  Technical  procedures  currently  employed  for  the  relief  of  such  obstructions. 

3.  The  importance  of  obstructions  in  women  and  the  relief  of  such  obstructions 
following  their  removal  through  the  urethra. 

4.  Obstructions  at  the  neck  of  the  bladder  in  children  which  are  so  commonly 
in  the  background  of  chronic  or  recurrent  pyelitis  and  the  operative  procedure 
used  by  the  essayist  so  successfully  in  their  correction. 

Paper  No.  4 — 4:00  to  4:20 

RECENT  ADVANCES  IN  BACTERIOLOGY  AS  RELATED  TO 
PEDIATRICS 

Merlin  L.  Cooper,  Cincinnati , 

Representative  from  the  Section  on  Pediatrics. 

A presentation  of  the  most  outstanding  investigations  and  contributions  in  bac- 
teriology which  have  a bearing  on  pediatrics,  such  as:  the  speed  of  invasion  of 
the  central  nervous  system  by  viruses;  vitamin  C therapy  in  poliomyelitis;  pre- 
vention of  poliomyelitis  by  intranasal  irrigation  with  chemical  agents;  potency 
of  typhoid  and  parathyphoid  vaccines;  the  types  of  hemolytic  streptococci  in 
scarlet  fever;  staphylococcus  antitoxins;  diphtheria  prophylaxis;  meningococcus 
antitoxin,  and  placental  extracts  as  a source  of  antibodies. 

Discussion — 4:20  to  4:30 

A.  Graeme  Mitchell,  Cincinnati. 


SIXTH  SESSION 

Thursday  Evening,  October  8th, 

7 :00  o’clock 

Meeting  Place — Ballroom,  Mezzanine  Floor,  Hotel  Cleveland 
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ANNUAL  BANQUET 

Charles  W.  Stone,  M.D.,  Cleveland,  Toastmaster 
Concert:  Walter  Logan’s  Orchestra 

A MUSICAL  CLINIC 

Sigmund  Spaeth,  Ph.D.,  New  York  City,  guest  speaker. 

MEDICAL  SECTION  . . . 


H.  C.  KING,  Lakewood Chairman 

A.  F.  KUHL,  Dayton Secretary 


Friday  Morning,  October  9th, 

9:00  o’clock 

Meeting  Place — Ballroom,  North  Wing,  Fourth  Floor,  Public  Auditorium 


9:00  to  9:15 — Minutes.  Business.  Selection  of  Nominating  Committee 
Paper  No.  1 — 9:15  to  9:30 

NON-SPECIFIC  PROTEIN  THERAPY 
C.  W.  Waggoner,  Toledo. 

Definition.  Proteins  used.  Methods  of  administration.  Reaction.  Phenomena 
of  reaction.  Untoward  reaction.  Contra-indications.  Application  of  protein 
treatment  of  disease.  Treatment  of  acute  rheumatic  fever,  chorea,  typhoid  fever, 
certain  joint  infections.  Many  conditions  where  a low  general  metabolic  state 
exists;  some  conditions  where  increase  in  bodily  temperature  has  proved  effec- 
tive in  the  amelioration  of  symptoms  and  seemingly  restoring  normal  runction, 
such  as  central  nervous  system,  syphilis,  gynecological  conditions,  etc. 

Discussion — 9 :30  to  9 :35 

H.  G.  Pamment,  Toledo. 

General  Discussion — 9:35  to  9:45 

Paper  No.  2 — 9:45  to  10:00 

THE  RELATION  OF  THE  PITUITARY  GLAND  TO  CLINICAL 
MEDICINE 

E.  Perry  McCullagh,  Cleveland. 

From  the  mass  of  physiological  information  concerning  the  pituitary  which  has 
accumulated  in  recent  years,  some  of  the  more  pertinent  facts  are  viewed  from 
a clinical  standpoint.  Some  of  the  newer  developments  have  already  found  a 
permanent  place  in  clinical  medicine;  some  are  in  the  stage  of  clinical  trial. 
A large  part  of  the  information  at  hand  is  not  yet  useful  clinically,  but  indicates 
the  trends  which  the  management  of  pituitary  disease  will  take  in  the  future. 
The  paper  deals  in  summary  fashion  with  the  following  subjects:  The  dience- 
phalon and  the  pituitary;  pituitary  sex  hormone  therapy;  the  pituitary  and 
growth;  obesity;  thyroid  disorders;  diabetes  mellitus;  the  adrenals;  hyperten- 
sion, and  water  balance. 

Discussion — 10:00  to  10:05 

E.  E.  Beard,  Cleveland. 

General  Discussion — 10:05  to  10:15 

Paper  No.  3 — 10:15  to  10:30 

THE  RESULTS  OF  THE  TREATMENT  OF  PNEUMONIA  WITH 
SPECIFIC  THERAPEUTIC  SERUM 
.Tulien  E.  Benjamin  and  M.  A.  Blankenhorn,  Cincinnati. 

All  acute  lobar  pneumonias  admitted  to  the  Cincinnati  General  Hospital  be- 
tween the  months  of  October  1,  1935,  and  June  1,  1936,  were  typed  according  to 
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University  Hospitals  of  Cleveland,  comprising  Cleveland’s  internationally-known  medical  center,  which 
those  attending  the  Annual  Meeting  should  visit  at  some  time  during  the  three-day  meeting. 


the  Neufeld  method  and  where  necessary,  to  verify,  by  mouse  transplants. 
Those  patients  who  had  been  sick  96  hours  or  less  were  serum  treated.  Type 
specific  serum  was  administered  to  those  patients  having  pneumonia  for  which 
there  was  serum  available.  Critical  analysis  of  the  results  of  this  procedure 
from  various  angles  will  be  discussed  and  the  mortality  compared  with  other 
vears.  The  method  of  handling  patients  and  the  routine  technique  will  be 
described. 

Discussion — 10:30  to  10:35 

Gerald  She  ley,  Cleveland,  and  Edward  Rogers  (by  invitation), 
Albany,  K.  Y. 

General  Discussion — 10:35  to  10:45 

Paper  No.  4 — 10:45  to  11:00 

HYPOTENSION 

A.  B.  Brower,  Dayton. 

Status  praesen*;  definition;  incidence  in  health  and  disease;  low  blood  pressure 
as  a constitutional  factor;  clinical  classification  of  cases;  symptoms;  treatment; 
prognosis.  Slides. 

Discussion — 11:00  to  11:05 

V.  C.  Rowtand,  Cleveland. 

General  Discussion — 11:05  to  11:15 
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Paper  No.  5 — 11:15  to  11:30 

CONCRETIO  CORDIS;  ACCRETIO  CORDIS 

Johnson  McGuire  and  Virgil  Hauenstein  (by  invitation), 

Cincinnati. 

Chronic  adhesive  pericarditis  with  external  adhesions  (accretio  cordis)  until 
recently  has  been  considered  a cause  of  extreme  cardiac  hypertrophy.  In  the 
past  few  years  Beck,  White  and  Volhard  have  described  chronic  constrictive 
pericarditis  (concretio  cordis)  as  a syndrome  characterized  by  a small  heart, 
an  enlarged  liver  and  ascites.  By  a careful  analysis  of  65  cases  proved  by 
autopsy  at  the  Cincinnati  General  Hospital  we  feel  that  wTe  can  offer  an  expla- 
nation for  the  large  hearts  sometimes  associated  with  pericarditis.  A descrip- 
tion of  the  symptoms,  signs  and  special  examinations  characteristic  of  concretio 
cordis  and  accretio  cordis  is  presented. 

Discussion — 11:30  to  11:35 

E.  H.  Cushing,  Cleveland. 

General  Discussion — 11:35  to  11:45 
1 1 :45 — Election  of  Officers 


SURGICAL  SECTION  . . . 


MAX  M.  ZINNINGER,  Cincinnati  ....  Chairman 

T.  E.  JONES,  Cleveland Secretary 


Friday  Morning,  October  9th, 

9:00  o'clock 

Meeting  Place — Club  Room  B,  North  Wing,  Third  Floor,  Public  Audi- 
torium. 


9:00  to  9:15 — Minutes.  Business.  Selection  of  Nominating  Committee. 


Paper  No.  1 — 9:15  to  9:30 

IMMEDIATE  OPEN  FIXATION  OF  FRACTURES  OF  THE 
NECK  OF  THE  FEMUR 
John  A.  Caldwell,  Cincinnati. 

Fracture  of  the  neck  of  the  femur  is  a catastrophe  to  the  patient  in  advanced  life. 
The  prolonged  fixation  and  confinement  to  bed  are  hazardous  and  if  the  patient 
survives,  restoration  of  the  joints  following  immobilization  is  tedious.  Imme- 
diate fixation  under  local  anesthesia  is  a minor  surgical  procedure  without  opera- 
tive risk.  The  method  of  Austin  Moore  firmly  fixes  the  fracture,  no  restrictive 
apparatus  being  used.  The  patient  is  permitted  to  get  about  on  crutches  in  two 
to  four  weeks.  (Illustrative  cases  are  reported). 

Discussion — 9:30  to  9:35 

Ralph  G.  Carothers  and  Josepei  A.  Freiberg,  Cincinnati. 

General  Discussion — 9:35  to  9:45 


Paper  No.  2 — 9:45  to  10:00 

CARCINOMA  OF  THE  BREAST 
I.  B.  Harris,  Columbus. 

The  author  calls  attention  to  importance  of  early  diagnosis  and  treatment;  the 
necessity  of  a biopsy  in  all  cases  where  there  is  any  doubt  as  to  the  character  of 
tumor.  Brief  reviews  of  222  cases  of  carcinoma  of  breast  operated  by  him  and 
some  observations  made  from  142  cases,  on  whom  a followr-up  was  obtained. 
Description  of  operation,  etc. 
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Discussion — 10:00  to  10:05 

T.  E.  Jones,  Cleveland. 

General  Discussion — 10:05  to  10:15 

Paper  No.  3 — 10:15  to  10:30 

A TRANSFUSION  APPARATUS  WITH  MINIMUM  TRAUMA 
TO  THE  CELLS 

Max  Shaweker,  Dover. 

Our  paper  will  briefly  touch  on  the  history  of  transfusion,  the  indications  and 
methods  used  down  to  the  present  time;  and  the  major  part  will  be  on  our  own 
method  which  is  a gravity  method  of  using  citrated  blood.  It  is  our  aim  to 
have  a minimum  of  trauma  to  the  cells.  It  can  be  done  without  assistance,  and 
is  provided  with  flow  meters  which  gives  a constant  check  on  the  apparatus  while 
in  operation. 

Discussion — 10:30  to  10:35 

George  S.  Hackett,  Canton,  and  Russell  L.  Haden,  Cleveland. 
General  Discussion — 10:35  to  10:45 

Paper  No.  J — 10:45  to  11:00 

AN  EVALUATION  OF  THE  TANNIC  TREATMENT  OF  BURNS. 
A CLINICAL  STUDY  OF  500  CASES  SO  TREATED 
Donald  M.  Glover,  Cleveland. 

Criteria  for  evaluation  of  a method  of  treatment  of  burns  are  (a)  its  effect  on 
mortality,  (b)  its  effect  on  morbidity,  (c)  comfort  of  the  patient  and  (d)  end 
results.  Following  these  criteria  the  10-year  study  of  the  author  seems  to  in- 
dicate that  the  tannic  acid  treatment  of  burns  is  a satisfactory  one  which  will 
stand  the  test  of  time.  Statistics,  clinical  course,  complications  and  sequelae 
are  reviewed. 

Discussion — 1 1 :00  to  1 1 :05 

Abraham  Strauss  and  Farrell  T.  Gallagher,  Cleveland. 
General  Discussion — 11:05  to  11:15 

Paper  No.  5 — 11:15  to  11:30 
CARE  OF  LACERATED  WOUNDS 
Robert  B.  Tucker,  Toledo. 

A plea  for  better  care  of  lacerated  wounds.  Emphasis  placed  on  thorough 
cleansing;  avoidance  of  chemical  antiseptics;  conservative  debridement;  care- 
ful approximation  of  tissues  in  layers;  and  the  postoperative  management. 
Excellent  functional  and  cosmetic  results  have  been  obtained  by  the  immediate 
observance  of  above  procedures. 

Discussion — 11 :30  to  11 :35 

Claude  S.  Beck  and  E.  P.  Neary,  Cleveland 
General  Discussion — 11:35  to  11:45 
1 1 :45 — Election  of  Officers 


OBSTETRICS  AND  GYNECOLOGY  . . . 


JAMES  M.  PIERCE,  Cincinnati. Chairman 

WM.  D.  FULLERTON,  Cleveland Secretary 


Friday  Morning,  October  9tli, 

9:00  o’clock 

Meeting  Place — Club  Room  C,  North  Wing,  Third  Floor,  Public 
Auditorium. 


9:00  to  9:15 — Minutes.  Business.  Selection  of  Nominating  Committee. 
9:15  to  9:30 — Chairman’s  address,  James  M.  Pierce,  Cincinnati. 
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Paper  No.  1 — 9:30  to  9:45 

ENDOMETRIOSIS 

Raymond  C.  King,  Toledo. 

Discussion — 9 :45  to  9 :50 

Thomas  Ramsey  and  Martin  Diethelm,  Toledo. 
General  Discussion — 9:50  to  10:00 


Paper  No.  2 — 10:00  to  10:15 

THE  CONSERVATIVE  TREATMENT  OF  ABORTION 
Charles  W.  Pavey,  Columbus 

Management  of  complete  uncomplicated  abortion,  conservative  method  of  hand- 
ling incomplete  abortion  in  the  home  or  hospital,  a safe  time  and  method  for 
curettement  and  the  use  of  transfusion  for  hemorrhage  and  for  sepsis.  Manage- 
ment of  threatened  abortion  and  the  treatment  of  post-abortal  pelvic  infections. 

Discussion — 10:15  to  10:20 

John  Gardiner,  Toledo. 

General  Discussion — 10:20  to  10:30 


Paper  No.  3 — 10:30  to  10:45 

THE  PITUITARY  GLAND  AS  A PROBABLE  FACTOR  IN  HEAD- 
ACHES ASSOCIATED  WITH  THE  MENSES  AND  MENO- 
PAUSE 

Philip  J.  Reel,  Columbus. 

Increasing  knowledge  of  the  various  functions  of  the  anterior  pituitary  places 
this  gland  probably  at  the  head  of  the  endocrine  system.  Its  importance  in 
maintaining  functional  balance  of  sex  cycle  in  the  female  is  recognized.  This 
balance  may  be  disturbed  either  toward  stimulation  or  inhibition,  depending 
upon  the  saturation  of  the  estrogenic  hormone  of  the  ovary.  Under  normal  con- 
ditions we  encounter  a rythmic  change  in  this  balance  as  evidenced  by  the 
menstrual  cycle  and  during  certain  phases  of  gestation  and  the  puerperium. 
Hyperphysiologioal  activity  is  capable  of  producing  a condition  within  a given 
organ  that  may  be  interpreted  as  pain.  This  is  especially  true  if  that  organ  is 
contained  within  a dense  nonexpansive  capsule  or  bony  cavity.  We  would  ex- 
pect to  find  increased  physiological  hyperplasia  of  the  anterior  pituitary  develop 
under  those  conditions  which  present  a lowered  ovarian  response  to  the  normal 
degree  of  prolan  stimulation  arising  within  the  pituitary. 

Clinically,  this  problem  is  most  frequently  encountered  in  patients  presenting 
genital  hypoplasia  and  during  the  menopause.  These  patients  complain  quite  fre- 
quently of  headache. 

Discussion — 10:45  to  10:50 

Wm.  H.  Weir,  Cleveland. 

General  Discussion — 10:50  to  11 :00 


Paper  No.  4 — 11 :00  to  11 :15 

CEPHALIC  ATTITUDE  DURING  FORCEPS  EXTRACTION 
Wm.  P.  Gillespie,  Cincinnati. 

There  is  often  a dangerous  failure  to  maintain  normal  flexion  during  forceps 
traction.  Many  types  of  forceps  (the  DeWeese  and  the  Tucker-McLean  are 
two  typical  examples)  cannot  grasp  the  head’s  parietal  bosses  securely  enough 
to  restrain  extension  movements. 

The  popular  rule  “line  up  the  blade  roots  with  the  posterior  fontanelle”  often 
gives  an  application  unsatisfactory  in  controlling  the  head’s  attitude.  Usually 
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the  operator  can  obtain  a more  secure  grasp  of  the  high,  mid,  or  low  head  if, 
before  the  forceps  are  locked,  his  cephalic  application  is  lined  up  with  the  axis 
of  the  pelvic  cavity,  namely,  with  the  axis  of  the  blades  placed  in  a line  that  is 
parallel  with  the  posterior  surface  of  the  symphysis. 

This  “axis  application”  is  unsatisfactory  in  an  occipito-posterior  position.  In 
such  a position  a secure  cephalic  application  lies  across  the  axis  of  the  pelvic 
cavity  with  the  blade  tips  anterior  to,  and  the  blade  roots  posterior  to  this  axis. 
Failure  to  attain  such  an  application  leads  some  authorities  into  unreasonable 
prohibition  of  traction  upon  the  unrotated  head. 

Discussion — 11:15  to  11:20 

J.  K.  Hoerner,  Dayton. 

General  Discussion — 11:20  to  11:30 

1 1 :30 — Election  of  Officers 


SECTION  ON  PEDIATRICS  . . . 


ROBERT  A.  LYON,  Cincinnati Chairman 

BENJAMIN  C.  HOYER,  Cincinnati Secretary. 


Friday  Morning,  October  9th, 

9:00  o’clock 

Meeting  Place — Club  Room  B,  South  Wing,  Third  Floor,  Public 
Auditorium. 


9:00  to  9:15 — Minutes.  Business.  Selection  of  Nominating  Committee 


Paper  No.  1 — 9:15  to  9:30 

PHYSICAL  HANDICAPS  OF  THE  PRESENT-DAY  SCHOOL 
CHILD 

C.  C.  Payne,  Dayton. 

Summary  of  physical  findings  in  the  examination  of  5,400  grade-school  pupils. 
Frequency  of  existing  physicial  handicaps.  Facts  as  to  dental  health  of  this 
group  of  children.  Sight  conservation.  Goitre  prevalency  in  the  school  child. 
Incidence  of  these  defects  points  way  for  preventive  medicine  in  pediatrics. 

Discussion — 9:30  to  9:35 

Sterling  H.  Ashmun,  Dayton. 

General  Discussion — 9 :35  to  9 :45 


Paper  No.  2 — 9:45  to  10:00 

THE  TREATMENT  OF  WHOOPING  COUGH 
John  A.  Toomey,  Cleveland. 

The  objectives  to  be  borne  in  mind  in  the  treatment  of  whooping  cough  are 
(1)  to  keep  the  patient  quiet,  and  (2)  to  keep  him  in  a state  of  proper 
nourishment.  These  two  ends  achieved,  the  patient  usually  recovers.  The 
majority  of  cases  that  die  are  under  two  years  of  age.  Vomiting  interferes  with 
nourishment;  infective  material  is  insufflated  with  coughing,  and  pneumonia, 
the  most  common  complication  results.  A description  of  the  routine  methods  of 
care  follows  and  a warning  is  given  regarding  the  indiscriminate  use  of  nar- 
cotics. Specific  horse  serumsi  made  to  treat  whooping  cough  during  the  active 
stage  have  been  useless;  in  fact,  they  have  seemed  to  aggravate  the  clinical 
symptoms.  Vaccines  have  not  ameliorated  the  infection.  The  use  of  dried  end- 
products  obtained  from  the  growth  of  whooping  cough  bacillus  seemed  to  be 
of  benefit  in  our  experience. 
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Discussion — 10:00  to  10:05 

Joseph  E.  McClelland,  Cleveland. 

General  Discussion — 10:05  to  10:15 


Paper  No.  3 — 10:15  to  10:30 

PRACTICAL  ASPECTS  IN  THE  DIAGNOSTIC  USE  OF  TUBER- 
CULIN 

Waldo  E.  Nelson,  Cincinnati. 

A discussion  of  the  need  for  a known  active  tuberculin,  the  merits  of  the  differ- 
ent methods  of  performing  the  test,  the  interpretation  of  the  reaction  and  the 
correlation  with  roentgenographic  evidence,  the  effect  of  acute  diseases  upon  the 
reaction  and  the  contamination  of  syringes  with  tuberculin. 

Discussion — 10:30  to  10:35 

Henry  J.  Gerstenberger,  Cleveland. 

General  Discussion — 10:35  to  10:45 


Paper  No.  4 — 10:45  to  11:00 

A REPORT  OF  AN  EPIDEMIC  OF  RUBELLA  WITH  SOME  UN- 
USUAL COMPLICATIONS  AND  SEQUELAE 

Thomas  F.  Humphrey,  Dayton , and  Ernest  W.  Ekermeyer, 
Xenia. 

The  occurrence  of  an  epidemic  of  Rubella  in  305  children  in  an  orphanage  in 
Xenia,  Ohio,  is  reported  with  a survey  of  the  clinical  characteristics  of  the 
disease.  An  excellent  opportunity  was  afforded  to  observe  these  patients  closely 
for  any  unusual  complication  or  course  of  the  disease.  Forty-five  children  de- 
veloped symptoms  indicative  of  some  complication  following  the  infection.  This 
included  one  case  of  encephalitis.  Seventeen  children  suffered  relapses  within 
a period  of  about  two  to  three  weeks,  and  two  developed  recurrences  of  Rubella 
after  a longer  period  of  time. 

Discussion — 11 :00  to  11 :05 

T.  K.  Selkirk,  Cincinnati. 

General  Discussion — 11:05  to  11:15 


Paper  No.  5 — 11:15  to  11:30 

THE  PRECIPITATION  OF  ATTACKS  OF  RECURRENT  ACETO- 
NEMIC VOMITING  BY  MEANS  OF  KETOGENIC  DIET 
Walter  Heymann,  Cleveland. 

The  literature  on  this  rare  disease  shows  that  a state  of  confusion  in  regard  to 
diagnosis  and  pathogenesis  exists  at  the  present  time,  mainly  because  the  diag- 
nosis is  based  on  vomiting  and  acetonuria,  both  of  which  are  frequently  associ- 
ated with  various  diseases  in  childhood.  The  fact,  however,  that  carbohydrate 
starvation  precipitates  very  severe  attacks  of  acetonemic  vomiting  only  in 
children  who  are  subject  to  this  disease  proves  that  one  is  dealing  with  a 
definite  clinical  entity  that  has  to  be  distinguished  from  similar  clinical  condi- 
tions found  in  a large  group  of  neuropathic  children. 

Two  cases  in  which  attacks  developed  while  ketogenic  diets  were  being  given 
are  reported.  These  observations  clearly  characterize  this  disease  as  a meta- 
bolic disturbance,  in  contradiction  to  a widely-accepted  opinion  which  assumes 
that  this  disease  has  its  basis  only  in  a psycho-neuropathic  constitution. 
Therapeutic  conclusions  and  the  value  of  the  treatment  used  are  discussed. 

Discussion — 11:30  to  11:35 

Arthur  J.  Horesh,  Cleveland. 

General  Discussion — 11 :35  to  11 :45 
1 1 :45 — Election  of  Officers. 
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SECTION  ON  EYE,  EAR, 
NOSE  AND  THROAT  . . . 


O.  J.  WALKER,  Youngstown - ... Chairman 

HENRY  M.  GOODYEAR,  Cincinnati Secretary 


Friday  Morning,  October  9th, 

9:00  o’clock 

Meeting  Place — Club  Room  A,  North  Wing,  Third  Floor,  Public 
Auditorium. 


9:00  to  9;15 — Minutes.  Business.  Selection  of  Nominating  Committee 

Paper  No.  1 — 9:15  to  9:30 
SINUSITIS  IN  CHILDREN 
Leonard  Nippe,  Toledo. 

This  paper  is  presented  with  the  idea  of  calling  attention  to  the  inadequate 
treatment  so  commonly  employed  in  the  management  of  sinusitis  in  children  and 
the  consequent,  more  or  less  unnecessary,  development  of  chronic  hyperplastic 
sinusitis  with  its  damaging  and  serious  complications. 

Sinusitis  in  children  is  similar  to  sinusitis  in  adults;  therefore,  adequate  methods 
of  treatment,  comparable  to  those  applied  to  adults,  should  also  be  used  in  such 
cases  in  children.  For  just  as  the  course  of  acute  sinus  infection  in  adults  is 
materially  altered  by  early  and  thorough  treatment,  so  can  one  prevent  to  a 
marked  extent  many  of  the  serious  sequelae  that  develop  as  a result  of  late  and 
insufficient  treatment  of  such  conditions  in  children. 

History,  embryology,  development,  anatomy,  physiology,  and  pathology  are 
briefly  touched  upon  in  support  of  more  rational  treatment  of  sinus  infections  in 
children  than  has  been  and  still  is  common  practice. 

Discussion — 9:30  to  9:35 

Myron  Metzenbaum,  Cleveland. 

General  Discussion — 9:35  to  9:45 
Paper  No.  2 — 9:45  to  10:00 

TREATMENT  OF  SURGICAL  CONDITIONS  COMPLICATING 
THE  EXTRACTION  OF  TEETH 
Justin  M.  Waugh,  Cleveland. 

Discussion — 10:00  to  10:05 
General  Discussion — 10:05  to  10:15 

Paper  No.  3 — 10:15  to  10:30 

MANAGEMENT  OF  THE  EYE-CONSCIOUS  PATIENT  AS  RE- 
LATED TO  REFRACTION 
John  D.  Brumbaugh,  Akron. 

Assuming  a careful  refraction  has  been  done,  the  most  common  cause  of  the 
patient’s  failure  to  wear  correcting  lenses  comfortably  is  a non-physiological  rela- 
tionship between  accommodation  and  convergence,  or  failure  of  accommodation 
and  convergence  to  adapt  a new  relationship  necessitated  by  the  wearing  of 
correcting  lenses. 

Careful  measurement  of  the  accomodation,  the  convergence  near  point  and  the 
ductions  will  reveal  causative  factors. 

From  a study  of  500  cases  I have  reached  the  following  conclusions:  1.  While 

the  Maddox  Rod  test  is  helpful,  it  alone  cannot  be  relied  upon,  as  the  relation- 
ship between  the  phorias  and  the  ductions  is  not  constant.  2.  Muscular  asthen- 
opia results  more  frequently  from  a disturbed  ratio  between  abduction  and 
adduction  than  where  both  measurements  are  either  high  or  low.  3.  In  patients 
who  have  a fusion  breaking  point  and  recovery  point  that  are  about  equal,  the 
asthenopia  is  of  muscular  origin  and  orthoptic  exercise  will  be  of  benefit.  If 
the  recovery  point  is  appreciably  below  the  breaking  point  the  asthenopia  is  due 
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to  a muscular  condition  which  is  secondary  to  some  bodily  state,  e.  g.,  foci  of 
infection  and  orthoptic  exercise  are  of  little  benefit. 

Discussion — 10:30  to  10:35 

D.  A.  Skinner,  Newark 

General  Discussion — 10:35  to  10:45 

Paper  No.  4 — 10:45  to  11:00 

CHRONIC  UVEITUS ; ETIOLOGY  AND  NEWER  METHODS  OF 
TREATMENT 

A.  A.  Levin,  Cincinnati. 

The  etiology  of  chronic  uveitis  and  consequently  its  treatment,  has  had  its  great- 
est advances  since  the  turn  of  the  century.  It  was  then  that  our  modern  day 
concept  and  definition  of  uveitis  was  established,  and  as  a result,  its  cause  more 
closely  looked  for  and  studied.  The  value  of  immediate,  thorough  and  com- 
plete physical  and  laboratory  examination  is  here  stated.  Various  types  of 
immunizing  agents  and  local  and  general  therapy  are  stressed. 

Discussion — 11:00  to  11:05 

Horace  W.  Reid,  Cincinnati. 

General  Discussion — 11 :05  to  11:15 


Paper  No.  5 — 11 :15  to  11 :30 
NEURO-LABYRINTHITIS 

Geo.  W.  Mackenzie,  Philadelphia. 

The  subject  of  neuro-labyrinthitis  is  much  more  important  than  the  sparsity  of 
the  literature  would  seem  to  indicate.  The  designation  neuro-labyrinthitis  sug- 
gests the  presence  of  an  inflammation  of  the  eighth  nerve  and  inner  ear,  includ- 
ing the  vestibular  and  cochlear  branches  with  their  end  organs. 

There  are  several  forms  of  neuro-labyrinthitis,  including  the  acquired  syphilitic 
and  the  hereditarv-tardy;  both  of  which  are  characteristically  bilateral.  Bi- 
lateral neuro-labyrinthitis  may  occur  also  during  the  course  of  any  of  the  acute 
infectious  diseases  and,  too,  from  exogenous  poisons. 

All  these  different  forms  combined  do  not  begin  to  compare  in  frequency  with 
unilateral  neuro-labyrinthitis  of  focal  infection  origin,  about  which  this  paper 
will  deal  principally. 

1 1 :30 — Election  of  Officers 


SECTION  ON  NERVOUS  AND 
MENTAL  DISEASES  . . 


F.  C.  WAGENHALS,  Columbus Chairman 

E.  A.  BABER,  Cincinnati Secretary 


Friday  Morning,  October  9th, 

9:00  o’clock 

Meeting  Place — Club  Room  A,  South  Wing,  Second  Floor,  Public 
Auditorium. 

9:00  to  9:15 — Minutes.  Business.  Selection  of  Nominating  Committee 
Paper  No.  1 — 9:15  to  9:30 

THE  UNCONSCIOUS  MOTIVATION  OF  CRIMINAL  BE- 
HAVIOR 

Allan  D.  Finlayson,  Cleveland. 

The  patient  presented  was  three  times  sentenced  to  a reformatory  for  larceny, 
where  he  spent,  in  all,  about  five  years.  For  14  years  after  his  parole  he  suffered 
from  an  intense  anxiety  which  was  present  day  and  night.  It  was  for  this 
anxiety  that  he  sought  help.  The  case  is  presented  to  show  that  his  criminal 
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behavior  had  an  unconscious  motivation,  and  that  the  overt  acts  showed  the 
nature  of  the  conflicts.  Results  of  psychoanalytic  treatment. 

Discussion — 9:30  to  9:35 

Carl  Ulrich,  Cleveland. 

General  Discussion — 9 :35  to  9 :45 

Paper  No.  2 — 9:45  to  10:00 

TUBEROUS  SCLEROSIS  WITH  ADENOMA  SEBACEUM,  MEN- 
TAL DEFICIENCY  AND  EPILEPSY;  REPORT  OF  FIVE 
CASES,  INCLUDING  ONE  CASE  IN  ONE  OF  TWINS 
A.  T.  Hopwood,  Orient. 

This  paper  presents  a brief  description  of  the  syndrome  of  tuberous  sclerosis, 
with  adenoma  sebaceum,  mental  deficiency  and  epilepsy.  Five  cases  are  reported. 
Another  case  shows  an  interesting  optic  nerve  tumor.  The  microscopic  study 
of  one  brain  is  presented  to  illustrate  the  characteristic  pathological  features. 
The  paper  concludes  with  a brief  discussion  of  the  theories  concerning  the 
etiology.  Lantern  slides. 

Discussion — 10:00  to  10:05 

J.  F.  Bateman,  Cincinnati. 

General  Discussion — 10:05  to  10:15 

Paper  No.  3 — 10:15  to  10:30 

STUDIES  OF  THE  DECORTICATED  HAND 

Louis  J.  Karnosh  and  Guy  H.  Williams,  Jr.,  Cleveland. 

A number  of  simple  tests  and  methods  of  demonstrating  the  peculiar  sensory 
defects  of  the  decorticated  hand  are  presented.  The  loss  of  orientation  sense 
and  the  blunting  of  discriminative  critical  sensation  with  the  resultant  groping 
and  fumbling  are  illustrated  by  the  moving  picture  camera  and  by  simple 
graphic  methods.  The  peculiar  postures  characteristic  of  this  lesion  are  described. 
Particularly  defective  are  all  those  skilled  activities  which  depend  on  op- 
ponens  movements  and  the  flexion  of  the  metacarpophalangeal  joint.  With  the 
absence  of  discriminative  sensation,  the  decorticated  hand  is  essentially  dom- 
inated by  thalamic  impulses.  These  impulses  find  an  extremely  variable 
threshold  which  is  tremendously  modified  by  the  emotional  status  of  the  patient. 

Discussion — 10:30  to  10:35 

Richard  E.  Stout,  Cleveland. 

General  Discussion — 10:35  to  10:45 

Paper  No.  -I — 10:45  to  11 :00 

INFECTIVE  NEURONITIS 

Howard  D.  McIntyre,  Cincinnati. 

The  term  infective  neuronitis  was  introduced  by  Foster  Kennedy  in  1919  to  des- 
ignate an  unusual  type  of  myelo-radiculitis  observed  by  him.  Osier  in  1892  is 
usually  credited  with  the  first  description  of  the  disease  under  the  heading  of 
acute  febrile  polyneuritis.  Pathological  changes  are  noted  in  the  motor  cells,  cor- 
tex, motor  nulei  in  the  cranial  nerves  as  well  as  the  motor  cells  of  the  anterior 
horn.  Some  cases  show  changes  in  the  posterior  root  ganglia.  No  perivascular 
inflammatory  changes  have  been  observed.  Albuminocytologic  dissociation  is  the 
rule  in  cerebro-spinal  fluid. 

Discussion — 11:00  to  11:05 

C.  W.  Stone,  Cleveland. 

General  Discussion — 11:05  to  11:15 

Paper  No.  5 — 11:15  to  11:30 

THE  DIAGNOSIS  OF  SPONTANEOUS  SUBARACHNOID  HEM- 
ORRHAGE 

S.  Baumoel,  Cleveland. 

Delimitation  of  the  clinical  conception  of  spontaeous  subarachnoid  hemorrhage. 
Description  of  a typical  case  emphasizing  the  almost  pathognomonic  triad  of 
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headache,  nuchal  rigidity  and  bloody  spinal  fluid.  Around  this  fairly  constant 
triad  are  grouped  a number  of  less  frequent  signs  and  symptoms.  Signiflcant 
eye  signs.  Most  important  points  in  the  differential  diagnosis. 

Discussion — 11:30  to  11:35 

Wm.  J.  Gardner,  Cleveland. 

General  Discussion — 11:35  to  11:45 
1 1 :45 — Election  of  Officers 


SECTION  ON  PUBLIC  HEALTH 
AND  PREVENTIVE  MEDICINE  . . . 


JOHN  DEAN  BOYLAN,  Milford  Center Chairman 

EMERY  R.  HAYHURST,  Columbus Secretary 


Friday  Morning,  October  9th, 

9:00  o’clock 

Meeting  Place — East  Room,  North  Wing,  Fourth  Floor,  Public 
Auditorium. 


9:00  to  9:15 — Minutes.  Business.  Selection  of  Nominating  Committee 


Paper  No.  1 — 9:15  to  9:30 

PRELIMINARY  REPORT  OF  CHRONIC  ENDEMIC  DENTAL 
FLUOROSIS  (MOTTLED  ENAMEL)  IN  OHIO 
A.  L.  Van  Horn,  Columbus. 

During  the  past  two  years  laboratories  of  the  State  Department  of  Health  have 
been  including  the  examinations  for  the  presence  of  fluorides  in  routine  water 
analyses.  Over  400  analyses  made  of  water  samples  taken  from  the  northwestern 
section  of  the  state  have  shown  the  presence  of  toxic  amounts  of  fluorides. 
This  geographical  distribution  is  due  to  certain  geological  strata  in  which 
fluorides  are  commonly  found.  Further  investigations  were  conducted  from 
the  clinical  standpoint  and  revealed  a relatively  high  incidence  of  mottled 
enamel  in  the  teeth  of  school  children  in  this  area.  Most  of  the  cases  had  only 
mild  mottling  and  no  instance  of  severe  mottling  was  found. 

Discussion — 9:30  to  9:35 

Thomas  Hill,  D.D.S.,  Cleveland  (by  invitation). 

General  Discussion — 9:35  to  9:45 


Paper  No.  2—9:45  to  10:00 

A STUDY  OF  OUR  PRESENT  METHODS  TO  COMBAT  DIPH- 

THERIA 

H.  H.  Pansing,  Dayton. 

Study  of  diphtheria:  (a)  history  of  disease,  (b)  natural  immunity,  (c)  degree  of 
susceptibility,  (d)  Schick  test  and  immunization,  (c)  reports  of  actual  work  done 
and  comparison  of  different  methods  used  in  immunization. 

Treatment  of  diphtheria  cases:  (a)  education  of  parents  concerning  diphtheria, 
(b)  early  diagnosis  by  the  physician,  (c)  antitoxin  and  how  administered  to 
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get  best  results,  (d)  control,  (e)  resume  of  our  present  knowledge  in  the  pre- 
vention of  deaths  from  diphtheria. 

Discussion — 10:00  to  10:05 

R.  H.  Markwith,  Akron 

General  Discussion — 10:05  to  10:15 

Paper  No.  3 — 10:15  to  10:30 

DIAGNOSTIC  METHODS  IN  INDUSTRIAL  MEDICINE 
Paul  A.  Davis,  Akron. 

Differentiation  between  industrial  medicine  and  general  medicine.  Methods  of 
absorption  of  various  materials  used  in  industry.  Scientific  laboratory  tests 
used  in  confirmation  of  physical  findings.  Dust  problems,  vapor  problems  and 
solvent  problems.  Skin  reactions  and  differential  diagnostic  methods.  Treatment 
of  various  industrial  conditions. 

Discussion — 10:30  to  10:35 

A.  G.  Cranch,  Cleveland. 

General  Discussion — 10:35  to  10:45 

Paper  No.  4 — 10:45  to  11:00 

A BIOLOGIC  TEST  FOR  THE  DETERMINATION  OF  THE 
FIBROGENETIC  PROPERTIES  OF  DUST 

Carry  P.  McCord,  J.  A.  Kasper  and  W.  L.Brosius,  Detroit.  (By 
invitation) . 

Despite  chemical  methods,  X-ray  examinations,  and  dust  counts — one  or  all 
combined — it  is  impossible  to  have  sufficient  information  as  to  the  prospective 
damage  from  the  dust  in  any  given  work  place.  As  shown  by  Miller  and 
Sayers,  dusts  injected  into  the  peritoneal  cavities  of  small  animals  bring  about 
an  essentially  characteristic  response  which  may  be  specified  physiologically  as 
proliferative,  absorptive,  or  inert.  These  changes  are  quite  apparent  at  the 
end  of  30  days,  but  at  the  end  of  60  or  90  days,  the  lesions  produced  are  more 
easily  identified.  This  present  paper  sponsors  the  worth  of  this  procedure  as  a 
practical  test  for  throwing  additional  light  on  the  probable  behavior  of  dust 
entering  the  lungs  of  workmen  during  the  course  of  employment.  Animal 
demonstrations. 

Discussion — 11:00  to  11:05 

W.  Eugene  Masters,  Columbus. 

General  Discussion — 11:05  to  11:15 

Paper  No.  5 — 11:15  to  11:30 

INGESTION  OF  CARBON  TETRACHLORIDE  (A  PUBLIC 
HEALTH  HAZARD) 

J.  J.  Selman  and  Z.  T.  Wirtschafter,  Cleveland. 

Carbon  tetra-chloride  has  been  long  known  to  be  a hazard  because  of  its  use 
(1)  as  a solvent,  (2)  in  fire  extinguishing  fluids,  (3)  in  medical  therapy  as  an 
anthelmintic.  The  effects  of  oral  ingestion  of  carbon  tetra-chloride  in  larger 
than  therapeutic  doses  has  been  studied  by  us  in  two  cases  occurring  in  chronic 
alcoholics  who  drank  the  substance  as  a substitute  for  alcohol.  The  outstand- 
ing manifestations  were  the  severe  hepato-renal  lesions  as  evidenced  by  severe 
jaundice,  extreme  elevation  of  the  icteric  index,  marked  nitrogen  retention  and 
oliguria.  Corroboration  by  autopsy  findings  in  one  fatal  case.  The  hepato- 
renal factor  has  not  been  sufficiently  emphasized  in  the  past.  Carbon  tetra- 
chloride presents  a menace  because  ii  is  a common  household  commodity,  there- 
fore, subject  to  accidental  oral  ingestion.  It  is,  therefore,  important  to  recognize 
the  clinical  syndrome. 

Discussion — 11:30  to  11:35 

Emery  R.  Hayhurst,  Columbus. 

General  Discussion — 11:35  to  11:45 

1 1 :45 — Election  of  Officers 
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SCIENTIFIC  EXHIBIT... 

GROUP  EXHIBIT 

Department  of  Medicine,  Western  Reserve  University,  Cleveland,  Ohio. 

Bone  Marrow  in  Diseases  of  the  Blood. 

Franklin  R.  Miller 

The  Capillary  Supply  of  Heart  Muscle. 

Joseph  T.  Wearn  and  R.  A.  Shipley 

Renal  Function  Tests. 

Joseph  M.  Hayman,  Jr. 

Allergy-  in  General  Practice. 

Wm.  R.  Hallaran  and  Roger  O.  Egberg 

The  Conduction  System  of  the  Heart. 

E.  H.  Cushing  and  Harold  Feil 

RENAL  FUNCTION  IN  NEPHROSCLEROSIS  AFTER  DENERV- 
ATION 

R.  Dominguez,  C.  H.  Lenha.rt,  C.  T.  Way,  E.  Pomerene,  St.  Luke’s 
Hospital,  Cleveland,  Ohio 

Charts  showing  the  results  of  studies  for  two  years  on  the  renal  function  of  a 
patient  after  denervation  of  the  kidney  for  nephrosclerosis. 

OBSERVATIONS  ON  THE  CIRCULATION  IN  DIABETES 
Frederick  A.  Smith,  Akron,  Ohio. 

Photographs  and  charts  of  studies  on  the  peripheral  blood  vessels  in  diabetes. 

STUDIES  IN  TRANSMISSION  OF  THE  ELECTRICAL  IMPULSE 
FROM  THE  HEART  TO  THE  PERIPHERY 
Research  Institute,  Jewish  Hospital,  Cincinnati,  Ohio. 

Pictures,  charts,  and  electrical  apparatus  used  in  study. 

THE  DIFFERENTIAL  DIAGNOSIS  AND  TREATMENT  OF 
HEMATOLOGIC  DYSCRASIAS 
C.  A.  Doan,  B.  K.  Wiseman,  C.  V.  Moore  and  associates,  College  of 
Medicine,  Ohio  State  University,  Columbus,  Ohio. 

Charts,  color  plates  and  descriptive  material.  Demonstration  of  supravital 
technique  for  staining  blood  cells. 

MECHANISM  OF  ANEMIA 

Russell  L.  Haden,  Cleveland,  Ohio. 

Exhibit  of  charts  illustrating  blood  formation,  circulation,  and  destruction  in 
all  types  of  anemia;  and  natural  color  photomicrographs  illustrating  all  varia- 
tions of  the  red  blood  cells  and  all  types  of  anemia. 

UNDULANT  FEVER 

U.  S.  Public  Health  Service,  Washington,  D.  C. 

An  exhibit  of  charts  and  drawings  dealing  with  the  etiology,  diagnosis,  pre- 
vention and  treatment  of  undulant  fever. 

ADRENAL  INSUFFICIENCY  AND  ITS  TREATMENT 

Frank  A.  Hartman,  F.  A.  Hitchcock,  R.  R.  Durant  and  R.  C.  Grubb, 
Ohio  State  University,  Columbus,  Ohio. 

Wall  charts,  adrenalectomized  cats  (alive)  and  other  material  on  experimental 
adrenal  insufficiency.  Demonstration  of  patients. 

EVOLUTION  OF  THYROID  DISEASE 

George  W.  Crile,  R.  S.  Dinsmore  and  George  W.  Crile,  Jr.,  Cleve- 
land, Ohio. 

Models,  specimens,  photographs  and  charts  to  illustrate  development  of  com- 
mon types  of  thyroid  disease. 
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GLANDS  OF  INTERNAL  SECRETION 

W.  O.  Thompson,  A.  D.  Bevan,  Norris  J.  Heckel,  Phebe  K.  Thomp- 
son and  Samuel  G.  Taylor,  III,  Chicago,  Illinois. 

Exhibit  of  charts  and  photographs  covering  recent  original  work  on  the  path- 
ologic physiology  of  the  thyroid;  the  pituitary  gland,  including  the  calorigenic 
activity  of  the  anterior  lobe;  the  nature  of  Addison’s  disease  and  its  treatment 
with  an  active  adrenal  cortex  extract;  anomalies  of  sex  organs,  including  a 
consideration  of  the  effect  of  anterior  pituitary-like  substance  on  undescended 
testicles,  and  prostatic  implants  in  the  anterior  chamber  of  the  eye. 

VITAMINS  WITH  ESPECIAL  REFERENCE  TO  VITAMIN  A 
W.  O.  Frohing,  Cleveland,  Ohio. 

Demonstration  of  crystalline  vitamins;  photographs  showing  results  of  vitamin 
A deficiency;  rats  on  vitamin  deficient  diets  before  and  after  treatment;  methods 
of  demonstrating  vitamin  A deficiency. 

MEDICINAL  PLANTS 

Edward  Spease,  Dean,  School  of  Pharmacy,  Western  Reserve  Uni- 
versity, Cleveland,  Ohio. 

Collection  of  medicinal  plants  from  farm  of  School  of  Pharmacy. 

EXHIBIT  ON  EARLY  MICROSCOPES  AND  MICROSCOPISTS 
Under  direction  of  Howard  Dittrick,  Director  of  Museum  of  Medical 
History,  Cleveland  Medical  Library  Association,  Cleveland,  Ohio. 

Exhibition  of  microscopes  illustrating  development  of  microscopes;  old  books 
on  the  microscope;  original  publications  of  the  earliest  microscopist. 

ARTHRITIS  OF  THE  HAND 

Robert  M.  Stecher,  Cleveland,  Ohio. 

A comparison  of  the  photographic  and  radiologic  appearance  of  various  types 
of  arthritis  and  diseases  which  may  be  confused  with  arthritis. 

TYPES  OF  ARTHRITIS  ILLUSTRATED  BY  WAX  MODELS  OF 
THE  HAND 

Russell  L.  Haden,  Cleveland,  Ohio. 

Wax  models  of  hands  showing  all  types  of  arthritis  together  with  radiographs. 

OBLITERATIVE  ARTERIAL  DISEASES  OF  EXTREMITIES 

Department  of  Surgery,  University  of  Cincinnati,  Cincinnati,  Ohio. 

Charts,  drawings,  photographs  and  colored  drawings  will  be  set  up  to  show 
the  important  steps  in  the  diagnosis  and  treatment  of  circulatory  disturbances 
of  the  extremities. 

HYPERTHERM  TREATMENTS  IN  GENERAL  MEDICINE 

Julian  E.  Benjamin,  College  of  Medicine,  University  of  Cincinnati, 
Cincinnati,  Ohio. 

Charts,  photographs,  abstracted  case  reports,  a model  of  the  most  recent  type 
of  hypertherm. 

ARTIFICIAL  FEVER  THERAPY 

Robert  Stecher  and  Walter  M.  Solomon,  City  Hospital,  Cleveland, 
Ohio. 

Charts  and  photographs  showing  methods  of  producing  artificial  fever;  clinical 
indications  for  use;  results  of  treatment  in  different  groups  of  patients. 

USEFUL  PHYSIOTHERAPEUTIC  MEASURES 

An  exhibit  prepared  by  the  Council  on  Physical  Therapy  of  the  American 
Medical  Association.  Emphasis  on  home  made  appliances. 

EXHIBIT  ON  FIRST-AID  MANAGEMENT  OF  FRACTURES 
Orthopedic  Group  of  Cleveland. 

Demonstrations  of  best  methods  of  immediate  management  of  fractures. 

NUTRITION  AND  TEETH 

Julian  D.  Boyd  and  C.  L.  Drain,  State  University  of  Iowa,  Iowa 
City,  Iowa. 

Exhibit  of  observations  correlating  the  resistance  of  tooth  decay  with  the  diet 
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habits  of  the  individual;  data  concerning  the  oral  flora,  the  mineral  metabolism 
and  intrinsic  tooth  structure  as  related  to  resistance  or  susceptibility  of  tooth 
decay;  data  indicating  a close  relationship  between  the  resistance  of  teeth  to 
decay  and  the  general  level  of  health  of  the  individual  with  diet  playing  an 
outstanding  part  in  the  maintenance  of  each. 

FIELD  STUDIES  AMONGST  PRIMITIVE  RACES  WITH 
REFERENCE  TO  DENTAL  CARIES 
Weston  A.  Price,  Cleveland,  Ohio. 

The  causes  of  dental  caries  and  facial  deformities  have  been  studied  in  Europe, 
Alaska,  Northern  Canada,  Pacific  Archipelagos,  Eastern  and  Central  Africa, 
Australia  and  New  Zealand. 

ALUMINUM  HYDROXIDE  DRIP  TREATMENT  OF  PEPTIC 
ULCER 

E.  E.  Woldman  and  V.  C.  Rowland,  St.  Luke’s  Hospital,  Cleveland, 
Ohio. 

Demonstration  of  the  nasal  tube  and  siphonage  drip  apparatus,  together  with 
A-ray  of  gastric  and  duodenal  ulcers  before  and  after  treatment.  Charts  of 
results. 

TREATMENT  OF  BURNS 

Donald  M.  Glover  and  Arnold  F.  Sydow,  Cleveland,  Ohio. 

Comparative  statistics;  tannic  acid  and  other  methods;  clinical  course;  outline 
of  treatment;  complications  and  sequelae  and  their  management. 

LIFE  MASKS  AND  ANATOMIC  CASTS  PREPARED  BY  THE 
NEGOCOLL-HOMINIT  TECHNIQUE 

Samuel  Iglauer,  Department  of  Otolaryngology,  College  of  Medicine, 
University  of  Cincinnati,  Cincinnati,  Ohio. 

Masks  and  models  made  of  plastic  materials. 

MOTION  PICTURES  OF  EYE  OPERATIONS 

C.  L.  McDonald,  Cleveland,  Ohio. 

Motion  pictures  of  eye  operations  taken  at  close  range  with  telescopic  lens. 
This  magnifies  about  twenty  times  with  sharp  detail. 

ANATOMIC  REPLACEMENT  OF  THE  DISLOCATED  SEPTAL 
CARTILAGE 

Myron  Metzenbaum,  Cleveland,  Ohio. 

Large  photographs,  plaster  models,  mechanical  devices. 

CAUSES  OF  CONTACT  DERMATITIS  OF  DOCTORS  AND 
NURSES.  DERMATOSES  OF  INTEREST  TO  GENERAL 
PRACTITIONER 

Department  of  Dermatology,  University  of  Cincinnati,  Cincinnati, 
Ohio. 

Photographs;  specimens;  materials;  charts. 

DISEASES  OF  TONGUE,  LIPS  AND  ORAL  MUCOSA 

Clyde  L.  Cummer  and  Chas.  G.  La  Rocco,  Charity  Hospital, 
Cleveland,  Ohio, 

Transparent  positive  photographic  films  with  appropriate  transparent  type- 
written legends. 

LYMPHOGRANULOMA  (HODGKINS’  DISEASE) 

Charles  S.  Higley  and  Harry  Hauser,  Cleveland  City  Hospital, 
Cleveland,  Ohio. 

X-ray  reductions,  pictures,  statistics. 

PAPER  SYMPTOMS  OF  PSYCHOSES 

E.  A.  Baber  and  Esther  Bogen  Tietz,  Longview  State  Hospital, 
Cincinnati,  Ohio. 

Drawings  and  writings  of  mental  patients  illustrating  the  commoner  psychotic 
symptomatology. 
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LESIONS  OF  THE  NERVOUS  SYSTEM 

J.  L.  Fetterman  and  C.  S.  Beck,  School  of  Medicine,  Western  Re- 
serve University,  Cleveland,  Ohio. 

Gross  specimens,  (surgical  and  pathologic)  plus  clinical  and  microscopic  data. 

HEREDITARY  BRAIN  TUMORS 

W.  James  Gardner,  Cleveland,  Ohio. 

Exhibit  of  an  elaborate  family  tree  of  five  generations  of  more  than  200  mem- 
bers, demonstrating  the  transmission  of  these  tumors  as  true  mendelian  domi- 
nants affecting  some  thirty-seven  members;  case  reports  of  the  affected  members; 
autopsy  material  from  four  verified  cases,  with  microscopic  studies  of  a fifth 
case;  specimen  from  a patient  with  bilateral  acoustic  tumors,  consisting  of  serial 
sections  through  the  entire  head,  demonstrating  the  location  of  these  tumors. 

CLINICAL  LABORATORY  DEMONSTRATIONS 

Under  direction  of  Alan  Moritz,  Lakeside  Hospital,  Cleveland,  Ohio. 

A clinical  laboratory  will  be  set  up  and  at  stated  intervals  demonstrations  will 
be  given  of : 

1.  Selected  routine  tests  of  blood  and  urine. 

2.  Blood  chemical  determinations. 

3.  Friedman  test. 

4.  Precipitation  tests  for  syphilis. 

5.  Tissue  sections  including  frozen  sections. 

PNEUMONIA  STUDIES 

Department  of  Internal  Medicine,  University  of  Cincinnati, 
Cincinnati,  Ohio. 

Demonstration  Neufeld  Typing — Mouse  transplants — Results  of  typing  and 
specific  serum  therapy,  year  1936. 

BLOOD  GROUPING  AND  MATCHING 

Paul  I.  Hoxworth,  Department  of  Surgery,  Cincinnati  General  Hos- 
pital, Cincinnati,  Ohio. 

Demonstration  of  unusually  high  titerec  serci  for  grouping  and  efficient  methods 
for  grouping  and  matching  of  bloods  prior  to  the  transfusion. 

BLOOD  TRANSFUSION 

Max  Shaweker,  Dover,  Ohio. 

Gravity,  indirect  method,  practically  closed,  gradual  citration  at  donor's  needle, 
“flow  miters”  for  taking  and  giving. 

THE  TECHNIQUE  OF  POSTMORTEM  EXAMINATION 
Julies  S.  Weingart,  Des  Moines,  Iowa. 

Exhibit  of  charts  and  motion  pictures  showing  the  best  technic  for  postmortem 
examination,  the  proper  type  of  instruments  to  be  used,  the  importance  of  study 
of  the  gross  anatomic  changes,  methods  of  facilitating  restoration  of  the  body,  etc. 

DEMONSTRATION  OF  SCHICK  AND  DICK  TESTS 
John  A.  Toomey,  City  Hospital,  Cleveland,  Ohio. 

Daily  demonstrations  will  be  given  of  the  Schick  and  Dick  tests  and  reading 
the  results  of  the  tests. 

VACCINES  AND  SERUMS 

Charts  and  posters  from  the  Scientific  Exhibit  of  the  American  Medi- 
cal Association  made  in  conjunction  with  the  United  States  Public 
Health  Service  of  the  uses  of  vaccine  and  serum  in : 

1.  Rabies 

2.  Tetanus 

3.  Smallpox 

4.  Diphtheria 

5.  Typhoid  fever. 

A NEW  TEST  FOR  DIAGNOSIS  OF  FOOD  ALLERGY 
Anton  W.  Oelgoetz,  Columbus,  Ohio. 

Demonstration  of  the  set-up  of  test  for  food  allergy. 
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TRANSPLANTATION  OF  THE  URETERS 
C.  C.  Higgins,  Cleveland,  Ohio. 

Models  to  show  the  developments  of  operative  procedures  for  tran>plantation  of 
the  ureters.  Models  to  illustrate  a new  operative  procedure. 

UROLOGIC  ROENTGENOGRAMS 

James  J.  Joelson,  Eugene  Freedman  and  James  Lynch,  Lakeside  Hos- 
pital, Cleveland,  Ohio. 

Pyelograms  and  other  intestinal  urologic  roentgenograms. 

ULCERATIVE  BRONCHIAL  CARCINOMA 

H.  Hauser  and  S.  E.  Walker,  Cleveland  City  Hospital, 

Cleveland,  Ohio. 

Mounted  transparencies  of  roentgenograms,  gross  specimens,  tables  and  legends. 

EXPERIMENTAL  MULTIPLE  PULMONARY  EMBOLI 

B.  Steinberg  and  Carll  S.  Mundy,  Department  of  Medical  Research, 
Toledo  Hospital,  Toledo,  Ohio. 

Relation  to  sudden  death.  Relation  to  pulmonary  arterial  circulation.  The  in- 
fluence of  the  bronchial  circulation.  The  effect  upon  the  heart.  Means  of 
recognition. 

THE  MECHANISM  OF  ACUTE  DIFFUSE  PERITONITIS  AND 
PROTECTION  AGAINST  PERITONITIS  WITH  COLI- 
BACTRAGEN 

B.  Steinberg,  Department  of  Medical  Research,  Toledo  Hospital, 
Toledo,  Ohio. 

ALLERGIC  INFLAMMATION 

B.  S.  Kline  and  A.  M.  Young,  Mount  Sinai  Hospital,  Cleveland,  Ohio. 

Photomicrographs  (Eastman  process  color  photography)  showing  histological 
changes  in  allergic  inflammation  due  to  plant,  foreign  animal  protein  and 
bacteria. 

GYNECOLOGICAL  AND  OBSTETRICAL  PATHOLOGY 

M.  Douglass  and  R.  L.  Faulkner,  Lakeside  Hospital,  Cleveland,  Ohio. 

Some  of  teaching  material  as  used  in  Department  of  Gyn.  and  Obst.  at  Lakeside 
Hospital  displayed  by  means  of  illuminated  viewing  cabinets  and  transparencies. 

ANTI-TUBERCULOSIS  LEAGUE  OF  CLEVELAND 

1.  Educational  program  in  tuberculosis. 

2.  Diagnosis  of  tuberculosis. 

3.  Occupational  therapy  in  tuberculosis. 

4.  Surgical  treatment  of  tuberculosis. 

SURGICAL  COLLAPSE  IN  PULMONARY  TUBERCULOSIS 

S.  O.  Freedlander,  R.  C.  McKay,  R.  H.  Browning,  J.  M.  Appel, 
Lowman  Pavilion,  Sunny  Acres  Sanatorium,  Cleveland,  Ohio. 

Exhibition  of  X-ray  plates  showing  end  results  after  thoracoplasty,  phrenic  nerve 
operations  and  pneumolyses.  Statistical  charts  of  five-year  results. 

THORACOPLASTY  IN  THE  TREATMENT  OF  PULMONARY 
TUBERCULOSIS 

B.  N.  Carter,  Surgical  Department,  University  of  Cincinnati, 
Cincinnati,  Ohio. 

Drawings  of  all  the  various  steps  in  the  operation.  X-rays  of  the  patients  before 
and  after  operation.  Charts  showing  the  end  results  of  the  operation  in  103 
patients  on  whom  the  operation  was  performed  between  1925-1933. 

THE  TUBERCULIN  TEST 

National  Tuberculosis  Association. 

EDUCATIONAL  EXHIBIT,  OHIO  STATE  DEPARTMENT  OF 
HEALTH 

Charts,  pictures,  posters,  shadow  boxes,  models. 
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X-RAY  RECORDS  OF  HEALTH 

Associated  Foundations,  Anatomical  Laboratories,  Western  Reserve 
University,  Cleveland,  Ohio. 

PUBLIC  HEALTH  ASPECTS  OF  THE  CARDIOVASCULAR- 
RENAL  DISEASES 

L.  I.  Dublin,  Metropolitan  Life  Insurance  Company,  New  York  City. 

Thirteen  placards  demonstrating  the 

1.  Extent  of  mortality 

2.  Factors  in  mortality 

3.  Trends  of  mortality. 

COOPERATIVE  MEASURES  FOR  MATERNAL  AND  CHILD 
HEALTH  AT  ALL  AGES 

Cleveland  Child  Health  Association 

Dealings  with  different  periods  of  child  care:  Prenatal,  maternity,  infant  pre- 

school and  school. 

MEDICAL  PARTICIPATION  IN  A SCHOOL  HEALTH  PRO- 
GRAM 

Geo.  Lyon,  Board  of  Education,  Cabell  County,  W.  Virginia,  and 
Cabell  County  Medical  Society,  West  Virginia. 

The  Committee  on  School  Health  Problems  of  the  Cabell  (W.  Va.)  County 
Medical  Society  has  for  three  years  had  charge  of  the  administration  of  the 
Cabell  County  Health  Program  and  the  exhibit  presents  the  development  and  the 
working  plans  of  the  program. 


ESSAYISTS-PISC  US  SANTS... 

Essayists  are  asked  to  comply  with  Section  3,  Chapter  IV,  of  the  By- 
Laws  of  the  Ohio  State  Medical  Association,  as  follows: 

“All  papers  read  before  this  Association  shall  be  its  property.  Each  paper 
shall  be  deposited,  with  the  Section  Secretary  when  read.  Authors  shall  not 
cause  papers  read  before  this  Association  to  be  published  as  original  elsewhere, 
nor  until  after  the}'-  have  been  published  in  the  official  Journal  of  this  Asso- 
ciation.” 

Discussants  of  papers  are  requested  to  send  typewritten  copies  of  their 
remarks  to  The  Ohio  State  Medical  Journal , 1005  Hartman  Theatre  Build- 
ing, Columbus,  Ohio,  in  order  that  their  discussions  may  be  published  in  The 
Journal  with  the  respective  papers.  Such  material  should  be  in  the  hands  of 
the  Headquarters  Office  not  later  than  two  weeks  after  the  Annual  Meeting. 


REGISTRATION 

In  compliance  with  Chapter  1,  Sections  1,  2 and  3,  of  the  By-Laws,  only 
members  in  good  standing  in  the  State  Association  will  be  permitted  to  register 
and  attend  the  various  sessions  and  functions  in  connection  with  this  Annual 
Meeting.  Physicians  who  reside  outside  Ohio  and  who  are  members  in  good 
standing  of  their  respective  state  medical  associations;  medical  students  and 
interns,  and  members  of  scientific  professions  other  than  medical  but  allied 
thereto,  may  register  as  guests  and  be  admitted  to  any  and  all  sessions  of  the 
Annual  Meeting. 

Admission  to  all  Scientific  Section  meetings  and  General  Sessions,  as 
well  as  to  the  special  entertainments  during  the  Annual  Meeting,  will  be  by 
badge  onl)\  Upon  registering,  each  individual  will  be  given  a badge  and 
thereby  granted  admission  to  any  and  all  sessions. 

The  Registration  Headquarters  will  be  located  in  the  main  exhibit  hall 
on  the  ground  floor  of  the  Cleveland  Public  Auditorium,  where  both  the 
Scientific  Exhibit  and  the  Commercial  Exhibit  will  be  held.  The  registration 
desk  will  open  at  eight  o’clock  Wednesday  morning  and  will  remain  open 
until  5 :00  P.  VI.  daily  during  the  entire  period  of  the  Annual  Meeting. 
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COMMERCIAL  EXHIBITORS 


American  Optical  Company 

Bard-Parker  Co.,  Inc 

Bowman  Bros.  Drug  Company 

Cameron  Surgical  Specialty  Company 

Davies  Company,  C.  H 

Davies,  Rose  and  Company,  Ltd 

DePuy  Manufacturing  Company 

DeVilbiss  Company,  The 

Fischer  & Company,  H.  G 

General  Electric  X-ray  Corporation 

Gerber  Products  Company 

Heinz  CompamT,  H.  J 

Horlick’s  Malted  Milk  Corporation 

Hynson,  Westcott  & Dunning 

Jones  Surgical  Specialty  Company,  The. 

Kalak  Water  Company  of  N.  Y.,  Inc 

Kelley-Koett  Mfg.  Company,  Inc.,  The. 

Kellogg  Company,  The 

Lea  & Febiger 

Lederle  Laboratories,  Inc 

Lepel  High  Frequency  Laboratories,  Inc. 

Liebel-Flarsheim  Company,  The 

McNeil  Laboratories  

Mead  Johnson  & Company 

Medical  Protective  Company,  The 

Mellin’s  Food  Company 

Merck  & Company 

Merrell  Company,  The  Wm.  S 

Middlewest  Instrument  Company 

M & R Dietetic  Laboratories,  Inc 

Mosby  Company,  The  C.  V 

National  Carbon  Company 

Nestle’s  Milk  Products,  Inc 

Petrolagar  Laboratories,  Inc 

Philip  Morris  & Company,  Ltd 

Picker  X-Ray  Corporation 

Saunders  Company,  W.  B 

Schuemann-Jones  & Company 

S.  M.  A.  Corporation 

\ itex  Laboratories,  Inc 

White-Haines  Optical  Company 


Chicago,  Illinois 

Danbury,  Connecticut 

Canton,  Ohio 

Chicago,  Illinois 

Philadelphia,  Pennsylvania 

Boston,  Massachusetts 

Warsaw,  Indiana 

Toledo,  Ohio 

Chicago,  Illinois 

Chicago,  Illinois 

Fremont,  Michigan 

__ Pittsburgh,  Pennsylvania 

Racine,  Wisconsin 

Baltimore,  Matyland 

Cleveland,  Ohio 

New  York  City 

Covington,  Kentucky 

.-.Battle  Creek,  Michigan 
.Philadelphia,  Pennsylvania 

New  York  City 

New  York  City 

Cincinnati,  Ohio 

Philadelphia,  Pennsylvania 

Evansville,  Indiana 

Wheaton,  Illinois 

Boston,  Massachusetts 

Rahway,  New  Jersey 

Cincinnati,  Ohio 

Chicago,  Illinois 

Columbus,  Ohio 

St.  Louis,  Missouri 

Cleveland,  Ohio 

New  York  City 

Chicago,  Illinois 

New  York  City 

New  York  City 

Philadelphia,  Pennsylvania 

Cleveland,  Ohio 

Cleveland,  Ohio 

Harrison,  N.  J. 

Columbus,  Ohio 


HAVE  YOU  SECURED  HOTEL  ACCOMMODATIONS  (FOR  CLEVELAND 
MEETING?  IF  NOT,  YOU  SHOULD  DO  SO  IMMEDIATELY 


CLEVELAND  hotels  report  that  many  phy- 
sicians have  already  reserved  accommoda- 
tions for  the  90th  Annual  Meeting  of  the 
Ohio  State  Medical  Association  to  be  held  at 
Cleveland,  Wednesday,  Thursday  and  Friday, 
October  7,  8 and  9,  1936. 


If  you  have  neglected  to  attend  to  this  im- 
portant detail,  look  over  the  list  of  hotel  ac- 
commodations appended  herewith,  fill  in  the 
reservation  blank  and  mail  it,  without  fur- 
ther delay,  to  the  manager  of  the  hotel 
selected. 


No.  of 
Rooms 

ROOM— ONE  PERSON 

ROOM- 

-TWO  PERSONS 

NAME  AND  LOCATION 

With 

Without 

With  Bath 

Without 

Bath 

Bath 

Double  Bed 

Twin  Beds 

Bath 

CLEVELAND 

(Headquarters  Hotel) 

Public  Square 

1000 

$2.50-6.00 

$4.00-6.50 

$5.00-10.00 

STATLER 

Euclid  Ave.  and 
E.  12th  St. 

1000 

2.50-6.00 

4.50-8.00 

5.00-8.00 

CARTER 

Prospect  Ave.,  and 
E.  9th  St. 

600 

2.50-5.00 



4.00 

5.00-8.00 

HOLLENDEN 

Superior  Ave., 
and  E.  6th  St. 

1000 

2.50-5.00 

4.00-6.00 

5.00-12.00 

ALLERTON 

Chester  Ave., 
and  E.  13th  St. 

550 

2.00-3.50 

$1.50-2.00 

4.00 

4.50 

$2.50-3.00 

AUDITORIUM 

St.  Clair  Ave., 
and  E.  6th  St. 

300 

2.00-3.00 

3.50-4.50 

5.00-6.00 

OLMSTED 

Superior  Ave., 
and  E.  9th  St. 

300 

2.00-3.00 

3.50-5.00 

5.00 

HOTEL  RESERVATION  BLANK 
Mail  this  coupon  to  hotel  selected 

Reservation  Clerk, Hotel,  Cleveland,  Ohio. 

You  are  requested  to  reserve  the  following  accommodations  during  the  period  of  the  Annual 
Meeting  of  the  Ohio  State  Medical  Association,  October  7-9,  1936,  or  for  such  other  period 
as  may  be  indicated  herein. 

□ Single  Room  with  bath;  □ Double  Room  with  bath;  Price: 

□ Suite  consisting  of 

Arriving  October at -A.M P.M. 

Name  

Address  
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September,  1936 


Annual  Banquet 
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Map  of  Downtown  Cleveland.  Note  the  “X’s”  indicating  the  locations  of  the  Hotel  Cleveland  and  the 

Public  Auditorium. 


Ohio  Physicians  Are  Invited  to  Inspect 
Cleveland  Slum  Clearance  Projects 

Physicians  who  will  attend  the  Annual  Meeting 
at  Cleveland,  Cctober  7,  8 and  9,  are  invited  by 
H.  A.  Gray,  Director  of  Housing,  Federal  Emer- 
gency Administration  of  Public  Works,  to  inspect 
three  slum  clearance  projects  under  construction 
there. 

In  an  effort  to  provide  decent  homes  for  low- 
income  families,  hundreds  of  unsanitary  and  ram- 
shackle buildings  in  Cleveland’s  blighted  districts 
were  torn  down  and  in  their  place  model  dwell- 
ings are  being  built  to  house  2,000  wage-earners 
and  their  families. 

Two  of  the  projects  are  located  on  the  East 
Side,  an  apartment  building  to  house  650  families, 
between  Cedar  and  Central  Avenues,  and  a 21 
acre  project  comprising  three-story  apartments, 
two-story  flats  and  group  houses,  to  provide 
homes  for  579  families,  on  Outhwaite  Avenue. 

Lakeview  Terrace,  the  third  Cleveland  project, 
said  to  be  located  on  one  of  the  most  perfect  sites 
in  the  entire  national  housing  program,  directly 
overlooks  Lake  Erie,  on  the  west  side  of  Cleve- 
land. The  project  covers  22  acres,  of  which  only 
17  per  cent  is  used  for  the  buildings  designed  to 
house  620  families. 

Physicians  interested  in  visiting  these  low-rent 
housing  projects  may  obtain  additional  informa- 
tion by  addressing  the  Cleveland  District  P.W.A. 
Housing  Office,  1276  West  Third  Street. 


COMING  MEETINGS 

Ohio  State  Medical  Association,  Cleveland,  Oc- 
tober 7,  8,  9. 

American  Medical  Association,  Atlantic  City, 
June  7-11,  1937. 

American  Academy  of  Ophthalmology  and  Oto- 
Laryngology,  New  York,  Sept.  26-Oct.  3. 

American  Association  of  Obstetricians,  Gynec- 
ologists and  Abdominal  Surgeons,  Breton  Woods, 
N.  H.,  Sept.  14-16. 

American  College  of  Surgeons,  Philadelphia, 
Oct.  19-23. 

American  Congress  of  Physical  Therapy,  New 
York,  Sept.  7-11. 

American  Hospital  Association,  Cleveland,  Sept. 

28- Oct.  2. 

American  Public  Health  Association,  New  Or- 
leans, Oct.  20-23. 

Association  of  Military  Surgeons,  Detroit,  Oct. 

29- 31. 

First  International  Conference  on  Fever  Ther- 
apy, New  York,  Mar.  30-Apr.  2,  1937. 

Radiological  Association  of  North  America, 
Cincinnati,  Nov.  30-Dec.  4. 

Southern  Medical  Association,  Baltimore,  Md., 
Nov.  17-20.  > 
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SIGMUND  SPAETH.  NOTED  RADIO  AND  STAGE  PERSONALITY 
TO  PRESENT  ENTERTAINMENT  AT  ANNUAL  BANQUET 


ONE  of  the  features  of  the  Ninetieth  Annual 
Meeting-  of  the  Ohio  State  Medical  Asso- 
ciation in  Cleveland,  Wednesday,  Thurs- 
day and  Friday,  October  7,  8 and  9,  will  be  the 
Annual  Banquet  on  the  evening  of  October  8 at 
Hotel  Cleveland. 

Headliner  of  the  banquet  program  will  be 
Sigmund  Spaeth,  New  York  City,  one  of  Amer- 
ica’s foremost  educational  entertainers. 

Doubtless,  many  members  of  the  State  Asso- 
ciation know  about  Dr.  Spaeth  and  his  work. 
However,  for  those  who  require  an  introduction, 
the  following  information  concerning  him  is  pre- 
sented. 

As  the  “Tune  Detective”  of  radio,  author  of 
many  popular  books  on  music,  writer  for  various 
newspapers  and  magazines,  maker  of  motion 
pictures,  and  a stage  personality  of  the  first 
order,  Sigmund  Spaeth  is  today  one  of  the  best 
known  figures  before  the  American  public. 

Dr.  Spaeth  will  present  an  entertainment — not 
an  address.  His  presentation  will  exemplify  the 
rare  combination  of  music,  humor,  interesting 
information  and  showmanship. 

Serious  music-lovers  call  him  “Doctor”  Spaeth, 
in  view  of  a Ph.D.  which  he  gained  at  Princeton 
University,  and  this  scholarly  reputation  has  been 
increased  by  such  books  as  “The  Art  of  Enjoying 
Music”,  “The  Common  Sense  of  Music”,  and 
“Music  for  Everybody”,  with  a new  work  on 
“Symphony  Tunes”  now  under  way. 

The  wide  range  of  Spaeth’s  journalism  is  in- 
dicated by  the  magazines  to  which  he  has  con- 
tributed: “Esquire”,  “McCall’s”,  “The  New 

Yorker”,  “Scribner’s”,  “The  Stage”,  “Saturday 
Evening  Post”  and  “Harper’s”.  As  a broadcaster 
he  has  covered  sports  as  well  as  music.  He  for- 
merly wrote  for  the  New  York  Times  and  Eve- 
ning Mail  and  for  the  Boston  Transcript. 

Spaeth  is  president  of  the  American  Associa- 
tion of  Composers  and  Conductors,  and  has  a 
number  of  original  compositions  and  lyrics  to  his 
credit.  He  is  a member  of  the  Municipal  Art  Com- 
mittee of  New  York. 

The  Banquet  Committee  of  the  Cleveland 
Academy  of  Medicine,  headed  by  Dr.  Harry  D. 
Piercy,  should  be  congratulated  on  being  for- 
tunate enough  to  secure  Dr.  Spaeth  for  the  An- 
nual Banquet. 

The  committee  also  has  engaged  the  famous 
Walter  Logan  and  his  orchestra  for  the  musical 
program  which  will  be  given  preliminary  to  Dr. 
Spaeth’s  appearance. 

Tickets  for  the  banquet  will  be  placed  on  sale 
shortly  after  the  meeting  opens  on  Wednesday 


morning,  October  7.  To  insure  reservations  at 
the  banquet,  members  should  purchase  a banquet 
ticket  immediately  after  registering. 

— oSM  J — 

Chief  Provisions  of  Ohio  Drivers’  License 
Law,  Effective  on  October  1 

The  new  Ohio  Driver’s  License  Law  will  be- 
come effective  October  1,  1936.  On  and  after  that 
date  every  Ohioan  who  drives  an  automobile  must 
carry  a driver’s  license,  which  highway  patrol- 
men, police  officers  and  any  other  duly-authorized 
officers  may  require  him  to  display  at  any  time. 

There  are  two  types  of  licenses,  viz.,  operators’ 
licenses  for  persons  driving  for  themselves,  and 
chauffeurs’  licenses  for  persons  driving  for  wages 
or  hire.  \ 

Licenses,  effective  for  one  year,  will  be  issued 
upon  application  to  the  deputy  registrar  of  motor 
vehicles  in  the  county  in  which  the  driver  resides. 

The  cost  is  40  cents  for  an  operator’s  license, 
and  90  cents  for  a chauffeur’s. 

All  persons  under  18  years  of  age  and  all  who 
have  not  had  at  least  one  year’s  driving  experience 
will  be  required  to  undergo  an  examination  con- 
cerning their  knowledge  of  motor  vehicle  laws,  in 
addition  to  an  eyesight  and  actual  driving  test. 

Non-residents,  persons  in  the  service  of  the 
Federal  Government  when  operating  an  automo- 
bile on  official  business  and  holders  of  temporary 
instruction  permits  will  not  be*  required  to  have 
driver’s  licenses. 

A person  who  has  not  driven  prior  to  October 
1,  1936,  may  gain  the  experience  necessary  to 
pass  the  examination  and  obtain  a license  by  ap- 
plying for  a temporary  instruction  permit  to 
drive  when  accompanied  by  a licensed  operator  or 
chauffeur. 

Minors  may  obtain  licenses  if  the  parent  or 
guardian  also  signs  the  application.  An  examina- 
tion will  be  necessary  if  the  applicant  is  under 
18  years  of  age  or  if  he  has  not  had  at  least  one 
year’s  driving  experience. 

The  law  specifies  that  driver’s  licenses  shall  not 
be  issued  to  persons  who  are  insane,  imbeciles, 
epileptics,  feeble-minded  persons,  or  persons  suf- 
fering from  physical  or  mental  disability  as  will 
serve  to  prevent  them  from  exercising  reasonable 
and  ordinary  control  of  an  automobile;  or  persons 
who  are  unable  to  understand  highway  warnings 
or  traffic  signs  or  directions  given  in  the  English 
language. 

The  penalty  for  driving  without  a license  is  a 
fine  of  not  more  than  $500  or  six  months’  im- 
prisonment, or  both. 


SPORTY  OAKWOOD  COUNTRY  CLUB  COURSE  TO  BE  THE  BATTLE 
ARENA  FOR  THE  SIXTEENTH  ANNUAL  TOURNAMENT  OF  STATE 
MEDICAL  GOLFERS  TO  BE  HELD  IN  CLEVELAND,  OCTOBER  6 


DR.  JOHN  B.  MORGAN,  Cleveland,  presi- 
dent of  the  Ohio  State  Medical  Golfers’ 
Association,  with  the  assistance  of  his 
veteran  local  committee,  is  making  elaborate 
plans  for  the  Sixteenth  Annual  Golf  Tournament 
to  be  held  at  the  Oakwood  Country  Club  on  Tues- 
day, October  6,  preceding  the  Ninetieth  Annual 
Meeting  of  the  Ohio  State  Medical  Association 
which  will  convene  in  Cleveland  on  Wednesday, 
Thursday  and  Friday,  Otcober  7,  8 and  9. 

The  State  Medical  Golfers’  Tournaments  are 
now  traditionally  colorful  and  each  succeeding 
year  only  adds  but  another  brilliant  chapter  to 
the  splendid  history  of  the  association. 

Physician  golfers  can  anticipate  a day  of  real 
sport  when  they  foregather  at  scenic  Oakwood 
Country  Club  for  the  fray  next  month.  The  course 
offers  every  test  for  the  championship  golfer 
and  also  meets  the  desire  of  the  average  player. 
It  is  a very  sporty  lay-out,  with  rolling  fairways, 
strategically  placed  sand  traps  and  hazards,  and 
beautiful  greens.  The  course  par  is  70  but  an 
air-tight  game  must  be  played  to  turn  in  a score 
deserving  of  honorable  mention.  In  addition  to 
golf,  Oakwood  offers  complete  facilities  for  other 
sports  as  well,  such  as  trap  shooting,  swimming, 
horse-shoe  pitching,  bowling  and  tennis.  Many 
of  the  older  golfers  will  recall  with  pleasant 
memories  the  previous  tournaments  held  at  this 
course. 

COMMITTEE  PERSONNEL. 

Dr.  Morgan  has  faithfully  served  the  Golfers’ 
Association  for  many  years  as  secretary-treas- 
urer and  is  a veteran  in  the  game  of  staging  suc- 
cessful tournaments.  This  year,  as  president,  he 
has  surrounded  himself  with  a committee  com- 
posed of  Dr.  Edward  F.  Freedman,  chairman, 
assisted  by  Drs.  E.  P.  McNamee,  Farrell  T.  Gal- 
lagher and  Theodore  Miller.  These  men  are  like- 
wise veteran  “tournament  arrangers”  and  served 
on  the  Cleveland  committee  which  so  success- 
fully put  over  the  A.M.A.  golf  tournament  two 
years  ago. 

EVENTS  AND  PRIZES 

This  16th  Annual  Golf  Tournament  promises 
to  be  the  best  and  most  successful  in  the  history 
of  the  Ohio  State  Medical  Golfers’  Association. 
In  addition  to  the  customary  fixed  events,  with 
their  accompanying  traditional  association 
trophies,  there  will  be  a long  list  of  other  at- 
tractive prizes  and  features.  Dr.  Freedman,  by 
reputation,  is  without  doubt  the  “ace  prize-getter” 
in  the  state  and  just  as  an  inkling  of  what  awaits 


the  clan  of  golfers  in  Cleveland  we  give  out  this 
advance  tip  that  one  of  the  successful  winners 
will  take  home  to  surprise  his  wife — a new  suit 
of  clothes.  Can  you  imagine  that?  Nothing  is 
being  left  undone  for  the  entertainment  of  the 
visiting  physicians.  A record-breaking  attend- 
ance from  all  over  the  state  is  anticipated  and 
Dr.  J.  D.  Fouts,  Dayton,  the  present  holder  of 
the  championship  crown,  will  be  present  to  de- 
fend his  laurels  against  the  entire  field  of  par- 
shooters. 

TRAP  AND  SKEET-SHOOTING  EVENTS 

By  way  of  a sporting  innovation  the  Cleveland 
committee  has  made  special  arrangements  for 
trap  and  skeet-shooting  events.  All  interested 
members  are  hereby  invited  to  bring  along  their 
trusty  guns  to  “shoot  it  out”.  Special  prizes  will 
be  awarded.  “High  score”  rather  than  “low 
score”  wins  the  honors. 

Dr.  John  W.  Conwell,  Republic  Building,  Cleve- 
land, Ohio,  who  has  quite  a reputation  around 
Cleveland  as  a skeet  shooter,  is  chairman  of  the 
committee  in  charge  of  these  events.  Any  doc- 
tor's wishing  special  information  concerning  these 
events  should  write  to  Dr.  Conwell.  The  com- 
mittee is  anxious  for  a good  turn-out  in  the 
shooting  events. 

GOLFERS’  ASSOCIATION  MEMBERSHIP 

Every  male  member  of  the  Ohio  State  Medical 
Association  is  eligible  for  life  membership  in  the 
Ohio  State  Medical  Golfers’  Association  upon 
payment  of  a $2.00  enrollment  fee.  Physicians 
wishing  to  join  the  association  as  new  members 
may  either  mail  their  check  for  $2.00  in  advance 
to  Mr.  Henry  C.  Gerber,  Jr.,  secretary-treasurer, 
1420  Monroe  St.,  Toledo,  Ohio,  or  pay  the  fee  at 
the  first  tee  on  the  day  of  the  tournament.  An 
announcement  of  the  tournament  will  be  mailed 
in  the  near  future  to  association  members. 

1936  OFFICERS 

Officers  of  the  Golfers’  Association  for  1936 
are:  President,  Dr.  John  B.  Morgan,  Cleveland; 

first  vice-president,  Dr.  M.  R.  Haley,  Dayton; 
second  vice-president,  Dr.  F.  L.  Eyestone,  To- 
ledo; third  vice-president,  Dr.  F.  W.  Watson,  , 
Columbus;  fourth  vice-president,  Dr.  J.  J.  Marek, 
Cleveland;  fifth  vice-president,  Dr.  O.  P.  Tatman, 
Chillicothe;  secretary-treasurer,  Mr.  H.  C.  Ger- 
ber, Jr.,  executive  secretary  of  the  Toledo  Acad- 
emy of  Medicine,  Toledo. 
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THE  CLEVELAND  MEDICAL  LIBRARY  ASSOCIATION 

By  CLYDE  L.  CUMMER,  M.D.,  Cleveland,  Ohio 


This  article  was  written  by  Dr.  Cummer  at  the  request  of  The  Journal  to  give  members  of  the  State  As- 
sociation who  will  attend  the  Ninetieth  Annual  Meeting  of  the  Association  in  Cleveland,  October  7,  8 and  9, 
1936,  a word  picture  of  the  famous  Allen  Memorial  Library  and  stimulate  a desire  among  them  to  visit  it 
during  their  stay  in  Cleveland. — The  Editor. 


WHEN  you  come  to  Cleveland,  you  will 
surely  want  to  visit  the  Allen  Memorial 
Medical  Library.  Located  at  the  Univer- 
sity Circle  on  the  campus  of  Western  Reserve 
University,  facing  the  entrance  to  Wade  Park  and 
across  Euclid  Avenue  from  Severance  Hall,  home 
of  the  Cleveland  Symphony  Orchestra,  not  far 
from  the  Museum  of  Art,  it  is  a vital  unit  in  the 
cultural  center  of  Cleveland.  To  visiting  physi- 
cians from  Ohio,  it  should  be  a Mecca  because  it 
is  the  home  of  the  Cleveland  Academy  of  Medicine 


Home  of  Cleveland  Medical  Library  Association 
at  2318  Prospect  Avenue  from  1898  to  1926. 


and  the  Cleveland  Medical  Library  Association.  In 
this  building,  the  academy,  the  component  unit  of 
the  Ohio  State  Medical  Association,  conducts  its 
manifold  activities  which  include  the  meetings  of 
the  academy  itself  and  of  its  eight  sections,  an 
annual  post-graduate  course  for  physicians,  a 
series  of  lectures  for  the  lay  public,  and  the  ma- 
ternal health  education  classes.  Here  are  its 
executive  offices  from  which  the  work  of  some  10 
committees  is  carried  on. 

The  beautiful  building,  of  limestone  and  marble 
construction  of  classical  design,  was  erected  at  a 
cost  of  over  $600,000  and  is  the  property  of  the 
Cleveland  Medical  Library  Association,  sister 


organization,  but  an  entirely  separate  corpora- 
tion. 

CALL  BUREAU  AND  AUDITORIUM 
When  you  go  to  the  Allen  Library,  those  on 
duty  in  the  academy  offices  on  the  first  floor  will 
be  glad  to  tell  you  how  it  carries  on  its  services, 
including  the  Physicians’  Call  Bureau.  They  will 
show  you  the  auditorium  where  the  meetings  are 
held,  seating  600,  and  also  the  Herrick  Room, 
with  a capacity  of  100,  for  section  and  other 
smaller  meetings.  On  the  floor  below  is  the  sup- 
per room  and  kitchen  adequate  for  serving  large 
dinner  gatherings.  Now  go  up  the  easy  winding 
stairs;  you  will  enjoy  looking  at  the  gloriously 
colorful  murals  on  the  way  illustrating  the 
mythological  origin  of  medicine.  On  the  second 
floor,  you  come  to  the  library  with  the  inviting 
and  commodious  Cushing  Reading  Room,  luxuri- 
ous lounge  and  reading  rooms  for  members,  the 
librarian’s  office  and  the  cataloging  and  work 
rooms.  Be  sure  to  ask  for  the  librarian,  Mr.  J. 
C.  Harding.  He  has  been  with  the  library  for  over 
30  years,  and  he  and  his  staff  will  take 
pleasure  in  showing  you  the  priceless  Nicolaus 
Pol  collection  of  Incunabula,  the  portraits  of 
medical  notables,  and  the  practical  methods  for 
making  this  wonderful  library  useful  to  prac- 
titioners and  medical  investigators.  When  you 
have  seen  all  on  the  second  floor,  go  up  one  more 
flight  to  the  top  floor.  The  very  large  center 
room  eventually  will  house  the  growing  collection 
of  objects  gathered  together  to  illustrate  the 
cultural  and  historical  aspects  of  medicine.  The 
collections  of  old  spectacles,  of  microscopes,  of 
nursing  bottles  will  interest  you,  and  the  artificial 
arm  and  back  brace  made  by  the  armorers  of  the 
17th  Century  are  beautiful  specimens  of  crafts- 
manship. Perhaps  seeing  the  objects  in  the  mus- 
eum will  remind  you  of  some  instruments  or  en- 
gravings of  historical  value  for  which  you  have 
long  desired  a safe  home.  While  on  this  floor  do 
not  fail  to  notice  the  17  smaller  studies  available 
for  members  carrying  on  extensive  library  re- 
search. Some  of  these  rooms  are  furnished  at- 
tractively as  memorials  to  distinguished  Cleveland 
physicians  and  contain  their  personal  libraries  on 
special  fields  of  medicine.  This  feature  is  not 
found  so  completely  developed  in  any  other  medi- 
cal library  in  the  country. 

CAPACITY  OF  150,000  VOLUMES 
The  stack  space  is  in  reality  a huge  fireproof 
vault  of  nine  stories,  with  a capacity  for  150,000 
volumes.  At  present  the  library  has  about  50,000 
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volumes,  unusually  well  selected,  one  of  the  best 
working  medical  libraries  west  of  the  Atlantic 
seaboard.  Every  month  the  mails  bring  430 
periodicals  to  the  library  from  all  over  the 
world,  243  in  the  English  language,  49  in  French, 
106  in  German,  and  29  in  other  languages. 

You  will  be  interested  in  knowing  that  the 


cians.  In  these  days  when  the  impression  has 
been  fostered  that  physicians  are  unfitted  to  act 
as  trustees  or  directors  of  hospitals,  you  will  also 
note  with  satisfaction  that  these  two  organiza- 
tions, their  scientific  work  and  their  financial  con- 
trol, are  entirely  in  the  hands  of  physicians.  The 
academy  income  is  largely  from  dues,  that  of 


The  present  Allen  Memorial  Library  of  the  Cleveland  Medical  Library  Association. 


Cushing  Reading  Room  of  Allen  Memorial  Library. 


annual  budget  of  the  academy  calls  for  about 
$20,000  and  that  of  the  library  for  about  $25,000, 
the  total  representing  the  expenditure  made  in 
Cleveland  for  the  continuing  education  of  physi- 


the  library  is  in  part  from  dues  but  more  largely 
from  invested  funds  the  principal  of  which  now 
amounts  to  approximately  $350,000. 

The  growth  of  the  Library  Association  is  an 
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example  of  the  old  adage,  “Great  oaks  from  little 
acorns  grow”.  It  was  founded  in  1894  by  repre- 
sentatives from  the  three  medical  societies  then 
existing  in  Cuyahoga  County.  The  committee 
from  the  Cuyahoga  County  Medical  Society  was 
composed  of  Drs.  Henry  E.  Handerson,  Marcus 
Rosenwasser  and  H.  W.  Rogers;  from  the  Cleve- 
land Society  of  Medical  Sciences,  Drs.  Isaac  N. 
Himes,  Benjamin  L.  Millikin  and  Dudley  P. 
Allen;  and  from  the  Cleveland  Medical  Society, 
Drs.  William  H.  Humiston,  Joseph  E.  Cook  and 
P.  Maxwell  Foshay.  They  served  as  representa- 
tives of  these  societies  to  organize  an  entirely 
new  one  whose  chief  purpose  was  to  be  the 
maintenance  of  a medical  library.  This  group 
with  a number  of  other  physicians  became  the 


present  Y.M.C.A.  building,  at  a cost  of  $15,000. 
On  this  there  was  a mortagage  for  $5,000. 

The  ground  floor  was  used  as  an  assembly 
room,  the  books  were  easily  housed  on  the  second 
floor,  and  the  third  floor  provided  living  quarters 
for  the  librarian.  The  book  collection  grew 
rapidly  and  soon  became  so  large  that  there  were 
fears  about  the  framework  of  the  building  being 
adequate  to  support  the  weight.  Meanwhile,  the 
mortgage  had  been  paid  off  and  a small  endow- 
ment fund  had  been  started.  Again  the  physi- 
cians and  their  friends  raised  money  to  build  a 
two-story  addition  at  the  rear  of  the  residence, 
with  bookstacks  on  the  ground  floor  and  an  audi- 
torium for  the  academy  of  medicine  on  the  second 
floor.  This  building  was  dedicated  in  1906  with 


Entrance  Hall-Balcony  of  Allen  Memorial  Library;  Murals  of  Asklepios,  beloved  physician,  and 

Machaon,  surgeon-son  of  Asklepios. 


charter  members  of  the  newly-incorporated  Cleve- 
land Medical  Library  Association.  From  an  his- 
torical standpoint,  it  is  interesting  to  note  that 
in  1902  the  Cuyahoga  County  Medical  Society 
and  the  Cleveland  Medical  Society  merged  to  form 
the  present  academy  of  medicine,  while  the 
Cleveland  Society  of  Medical  Sciences  dissolved 
in  1896,  donating  the  balance  in  its  treasury,  ap- 
proximately $2,000,  to  the  Cleveland  Medical 
Library  Association. 

The  first  quarters  of  the  newly-organized 
library  were  in  a small  alcove  behind  a wire  en- 
closure in  Case  Library,  which  was  located  in  a 
building  on  the  Public  Square  on  the  site  now 
occupied  by  the  Federal  Building.  Soon  more 
space  was  needed  and  in  1898  money  was  raised 
among  physicians  and  their  friends  to  buy  a fine 
stone  residence  at  2318  Prospect  Avenue,  near  the 


an  address  by  Dr.  Abraham  Jacobi.  Here  the 
library  remained  until  1926. 

Meanwhile,  death  removed  Dr.  Dudley  P.  Allen, 
who  had  been  the  leader  in  the  development  of 
the  library,  but  his  foresight  and  generosity  had 
provided  for  the  continuance  of  the  work  he  had 
started  since  he  left  a bequest  of  $200,000  in  the 
form  of  a trust  fund  with  the  stipulation  that  the 
library  should  always  remain  an  independent  or- 
ganization. For  several  years,  the  income  was 
allowed  to  accumulate  while  an  enthusiastic  group 
planned  for  a new  building.  Plans  were  drawn 
and  submitted  to  Mrs.  Francis  F.  Prentiss,  a de- 
scendant of  Dr.  David  Long,  Cleveland’s  first 
physician.  Greatly  interested,  she  told  the  com- 
mittee that  if  a larger  building  were  planned,  and 
if  the  University  would  donate  a site  on  its 
campus,  she  would  contribute  largely  to  its  cost 
as  a memorial  to  Dr.  Allen,  her  first  husband. 
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These  conditions  were  met  and  $200,000  additional 
was  secured  from  physicians  and  loyal  friends  of 
medicine  and  the  medical  profession.  The  build- 
ing was  dedicated  in  1926  with  impressive  cere- 
monies, the  principal  address  being  delivered  by 
Dr.  Harvey  Cushing,  who  came  of  a long  line  of 
Cleveland  physicians  and  whose  father  had  been 
one  of  the  charter  members  of  the  association. 
Unlike  many  building  projects,  a surplus  was 
left  in  the  building  fund  after  the  completion  of 
the  building. 

Since  then  the  library  has  grown  into  even 
greater  service,  being  used  not  only  by  physi- 
cians but  by  the  public  and  especially  by  students 
of  the  nearby  School  of  Medicine  of  Western  Re- 
serve University.  At  present  its  usefulness  is 
still  further  increased  by  a motorcycle  delivery 
system  by  means  of  which  books  and  journals 
are  delivered  on  request  to  the  homes  or  offices  of 
members.  The  list  of  former  presidents  comprises 
the  names  of  those  illustrious  in  Cleveland  medi- 
cine, many  of  whom  will  be  remembered  by  Ohio 
physicians  as  their  former  teachers. 

The  names  of  many  Cleveland  physicians  are 
perpetuated  in  memorials,  either  in  funds  or 
rooms,  in  some  cases  by  bequest,  in  others  by 
gifts  during  their  lifetime,  or  by  the  contributions 
of  friends  or  family;  and  it  is  this  way  that  the 
continuance  of  the  library’s  work  is  made  pos- 
sible. 

— OSMJ  - — 

State  Industrial  Commission  Replies  to 
Senate  Investigators’  Report 

The  State  Industrial  Commission  has  issued  a 
lengthy  statement  answering  categorically  the 
various  recommendations  and  criticisms  con- 
tained in  the  report  of  the  Ohio  Senate  Sub-Com- 
mittee on  Workmen’s  Compensation.  (Pages  792- 
794,  August,  1936  issue,  The  Ohio  State  Medical 
Journal) . 

That  part  of  the  statement  referring  to  the 
Medical  Department,  follows: 

“In  May  of  1934,  a survey  of  the  Medical  Sec- 
tion revealed  that  it  was  physically  impossible 
for  the  staff  of  medical  examiners  to  keep  pace 
with  the  number  of  field  examinations.  This  con- 
dition frequently  resulted  in  a lapse  of  payment 
of  compensation,  due  to  inability  to  make  exami- 
nations on  schedule.  Five  new  physicians  were 
secured  and  assigned  to  these  duties,  with  the  re- 
sult that  in  exceptional  cases  only,  does  a lapse 
now  occur;  in  addition  to  this,  a follow-up  system 
has  been  installed,  and  if  for  any  reason  it  now 
becomes  impossible  to  keep  to  schedule  on  medical 
examinations,  arrangemnts  have  been  made  to 
extend  compensation  for  a reasonable  period — 
where  the  facts  in  a particular  case  justify — 
until  such  time  as  examination  can  be  made. 

“Among  other  progressive  steps  taken  since 
the  transfer  of  administrative  authority  to  im- 


prove the  services  of  the  Medical  Section  has 
been  a reorganization  of  this  Section,  including 
the  appointment  of  a medical  supervisor,  an  as- 
sistant medical  supervisor,  and  an  orthopedic 
specialist. 

“Recommendation  11  of  the  Sub-Committee’s 
Report  calls  for  a restoration  of  the  medical  20 
per  cent  fee  deduction.  In  April,  1936,  the  Ohio 
State  Medical  Association  and  its  members  were 
advised  that  the  Commission  had  entered  an 
order  discontinuing  the  20  per  cent  deduction  on 
medical  fees  effective  July  1,  1936.” 

— OSMJ  — 

Health  Council  Appointment 

A.  Julius  Freiberg,  Cincinnati  attorney,  has 
been  appointed  to  the  State  Public  Health  Coun- 
cil for  a four-year  term  ending  June  30,  1940. 

Other  members  of  the  Council,  with  the  expira- 
tion dates  of  their  terms,  are:  Dr.  G.  D.  Lummis, 
Middletown,  June  30,  1937,  and  Dr.  H.  G.  South- 
ard, Marysville,  June  30,  1938.  One  vacancy  on 
the  board  remains  unfilled. 

Dr.  Walter  H.  Hartung,  State  Director  of 
Health,  is  an  ex-officio  member  of  the  Council  and 
its  chairman,  and  Dr.  F.  E.  Mahla,  Assistant  State 
Director  of  Health,  is  secretary. 

— OSMJ  — 

Fall  Meeting  of  Eighth  District  To  Be 
Held  November  12  at  Athens 

The  annual  Fall  meeting  of  the  Eighth  Coun- 
cilor District  will  be  held  at  the  First  Christian 
Church,  Athens,  Thursday,  November  12. 

The  program  will  follow  a luncheon,  which  is 
to  be  served  promptly  at  12  o’clock. 

Arrangements  for  the  meeting  are  being  made 
by  the  district  officers,  Dr.  S.  E.  G.  Pedigo, 
Athens,  president,  and  Dr.  J.  L.  Webb,  Nelson- 
ville,  secretary,  with  the  cooperation  of  the  fol- 
lowing committee:  Dr.  A.  M.  Kelley,  Lancaster; 
Dr.  R.  M.  Swan,  Cambridge;  Dr.  C.  G.  Bozman, 
Newark;  Dr.  A.  A.  Tombaugh,  McConnelsville; 
Dr.  Beatrice  T.  Hagen,  Zanesville;  Dr.  F.  J. 
Crosbie,  New  Lexington,  and  Dr.  J.  B.  Penrose, 
Marietta. 

— OSMJ  — 

Wants  Stream  Pollution  Treaty 

At  the  request  of  the  stream  pollution  commit- 
tee of  the  Cincinnati  Chamber  of  Commerce,  Gov. 
Martin  L.  Davey  has  asked  the  governors  of  Ken- 
tucky, Indiana,  West  Virginia,  Pennsylvania, 
Tennessee,  Illinois  and  New  York,  to  designate 
commissioners  to  negotiate  an  interstate  treaty 
with  Ohio  for  the  abatement  of  stream  pollution 
and  the  control  of  flood  waters  in  the  Ohio  river 
drainage  area. 

Before  any  compact  becomes  effective,  it  must 
be  ratified  by  the  legislatures  of  the  participat- 
ing states. 
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Do  You  Know  - - - 

THAT  every  Ohio  physician  attending  a pa- 
tient whom  he  believes  to  be  suffering 
from  an  occupational  disease  as  defined  in 
the  Workmen’s  Compensation  Law  is  required 
to  report  such  case  to  the  Industrial  Commission 
within  48  hours  from  the  time  of  making  the 
diagnosis? 

Heavy  penalties  are  provided  for  the  failure  of 
a physician  to  make  this  report. 

For  the  information  of  physicians  who  may  be 
puzzled  whether  a disease  comes  under  the  cate- 
gory of  “compensable  occupational  diseases’’ 
listed  in  the  Workmen’s  Compensation  Law,  an 
excerpt  from  the  law  and  a list  of  such  occu- 
pational diseases  is  published  herewith: 

“The  following  diseases  shall  be  considered  oc- 
cupational diseases  and  compensable  as  such, 
when  contracted  by  an  employe  in  the  course  of 
his  employment  in  which  said  employe  was  en- 
gaged at  any  time  within  twelve  months  previous 
to  the  date  of  his  disablement  and  due  to  the 
nature  of  any  process  described  herein. 

SCHEDULE 


Description  of  disease 
or  injury 

1.  Anthrax 


2.  Glanders 


3.  Lead  poisoning 


4.  Mercury  poisoning 


5.  Phosphorus  poisoning 


6.  Arsenic  poisoning 


7.  Poisoning  by  benzol  or 
by  nitro  and  amidoderi- 
vatives  of  benzol  (dini- 
tro-benzol,  anilin  and 
others) 

S.  Poisoning  by  gasoline, 
benzine,  naphtha,  or 
other  volatile  petroleum 


products 

Poisoning 

bisulphide 

by 

carbon 

Poisoning 

alcohol 

by 

wood 

11.  Infection  or  inflamma- 
tion of  the  skin  on  con- 
tact surfaces  due  to  oils, 
cutting  compounds  or 
lubricants,  dust,  liquids, 
fumes,  gases  or  vapors 


Description  of  Process 

Handling  of  wool,  hair  bris- 
tles, hides  and  skins. 

Care  of  any  equine  animal 
suffering  from  glanders ; 
handling  carcass  of  such 
animal. 

Any  industrial  process  in- 
volving the  use  of  lead  or 
its  preparation  or  com- 
pounds. 

Any  industrial  process  in- 
volving the  use  of  mer- 
cury or  its  preparations 
or  compounds. 

Any  industrial  process  in- 
volving the  use  of  phos- 
phorus or  its  preparations 
or  compounds. 

Any  industrial  process  in- 
volving the  use  of  ar- 
senic or  its  preparations 
or  compounds. 

Any  industrial  process  in- 
volving the  use  of  benzol 
or  a nitro — or  amido — 
derivative  of  benzol  or  its 
preparations  or  com- 
pounds. 

Any  industrial  process  in- 
volving the  use  of  gaso- 
line, benzine,  naphtha,  or 
other  volatile  petroleum 
products. 

Any  industrial  process  in- 
volving the  use  of  carbon 
bisulphide  or  its  prepara- 
tions or  compounds. 

Any  industrial  process  in- 
volving the  use  of  wood 
alcohol  or  its  prepara- 
tions. 

Any  industrial  process  in- 
volving the  handling  or 
use  of  oils,  cutting  com- 
pounds or  lubricants,  or 
involving  contact  with 
dust,  liquids,  fumes,  gases 
or  vapors. 


12.  Epithelioma  cancer  or 
ulceration  of  the  skin 
or  of  the  corneal  sur- 
face of  the  eye  due  to 
carbon,  pitch,  tar  or 
tarry  compounds 

13.  Compressed  air  illness 


14.  Carbon  dioxide  poison- 
ing 


15.  Brass  or  zinc  poisoning 


16.  Manganese  dioxide  poi- 
soning 


17.  Radium  poisoning 


18.  Tenosynovitis  and  Pre- 
patellar Bursitis 


19.  Chrome  Ulceration  of 
the  skin  or  nasal  pas- 
sages 


20.  Potassium  Cyanide  poi- 
soning 


21.  Sulphur  Dioxide  poison- 
ing 


Handling  or  industrial  use 
of  carbon,  pitch  or  tarry 
compounds. 


Any  industrial  process  car- 
ried on  in  compressed 
air. 

Any  process  involving  the 
evolution  or  resulting  in 
the  escape  of  carbon  diox- 
ide. 

Any  process  involving  the 
manufacture,  founding  or 
refining  of  brass  or  the 
melting  or  smelting  of 
zinc. 

Any  process  involving  the 
grinding  or  milling  of 
manganese  dioxide  or  the 
escape  of  manganese  diox- 
ide dust. 

Any  industrial  process  in- 
volving the  use  of  radium 
and  other  radio-active  sub- 
stances, in  luminous  paint. 

Primary  Tenosynovitis  char- 
acterized by  a passive 
effusion  or  crepitus  into 
the  tendon  sheath  of  the 
flexor  or  extensor  muscles 
of  the  hand,  due  to  fre- 
quently repetitive  motions 
or  vibration,  or  prepa- 
tellar bursitis  due  to  con- 
tinued pressure. 

Any  industrial  process  in- 
volving the  use  of  or 
direct  contact  with 
chromic  acid  or  bichrom- 
ates of  ammonium,  potas- 
sium or  sodium  or  their 
preparations. 

Any  industrial  process  in- 
volving the  use  of  or  di- 
rect contact  with  potas- 
sium cyanide. 

Any  industrial  process  in 
which  sulphur  dioxide  gas 
is  evolved  by  the  expan- 
sion of  liquid  sulphur 
dioxide. 


OSM  J 

Open  New  Offices 

Ohio  physicians  who  have  recently  established 
new  locations  include  the  following:  Dr.  C.  L. 
Pitcher,  Marion;  Dr.  0.  W.  Rapp,  Mt.  Vernon; 
Dr.  T.  T.  Donaldson,  Powell;  Dr.  Granville  M. 
Wright,  Liberty  Center;  Dr.  M.  S.  Huber,  Betts- 
ville;  Dr.  D.  R.  Lewis,  Grove  City;  Dr.  George 

L.  Sackett,  Cleveland;  Dr.  A.  J.  Payne,  Waterloo; 
Dr.  H.  A.  Kerns,  Kenton;  Dr.  E.  E.  Fowler, 
Jackson;  Dr.  W.  E.  Hudson,  Dover;  Dr.  W.  B. 
Taylor,  Jackson;  Dr.  Allan  A.  Baldwin,  Welling- 
ton; Dr.  Arthur  J.  Tronstein,  Newark;  Dr.  D. 

M.  Ceramella;  Dr.  N.  S.  Reed,  Caldwell;  Dr.  K. 
F.  Kaufman,  Bedford;  Dr.  W.  C.  Roller,  Middle- 
port;  Dr.  Albert  L.  Berndt,  Portsmouth;  Dr.  H. 
0.  Beeman,  Port  Clinton;  Dr.  Orrin  E.  Anderson, 
Barnesville;  Dr.  William  Gitlin,  Bluffton;  Dr.  C. 
B.  Thomas,  Norwalk;  Dr.  W.  M.  Garrett,  Frank- 
fort; Dr.  John  J.  Kearney,  Piqua;  Dr.  Wendell  T. 
Bucher,  Akron;  Dr.  Robert  E.  Merrill,  Delta;  Dr. 
M.  E.  Stilwill,  Rittman;  Dr.  Samuel  L.  Weir, 
Minerva;  Dr.  T.  L.  Taylor,  Bradner;  Dr.  Adam 
J.  Earney,  Millersburg;  Dr.  S.  Clark  Ellis,  Xenia, 
and  Dr.  M.  B.  Dunham,  Germantown. 


ECONOMICS-  PROFESSIONAL  RELATIONS- - 
ORGANIZATION  PROBLEMS 


What  is  in  all  probability  one  of  the  best  of 
many  excellent  programs  presented  at  Annual 
Meetings  of  the  State  Association  appears  in  this 

issue  of  The  Jour- 
Scientific  Exhibit  at  nal-  is  hoped 

, j n/r  . ttz-11  that  every  member 
Cleveland  Meeting  Will  will  read  every  line 

Be  Biggest  and  Best  of  the  program 

which  has  been  ar- 
ranged for  the  Ninetieth  Annual  Meeting  to  be 
held  Wednesday,  Thursday  and  Friday,  October 
7,  8 and  9,  at  the  Cleveland  Public  Auditorium. 


It  should  be  noted  that  the  first  two  days  of  the 
meeting  will  be  devoted  exclusively  to  general 
sessions.  Addresses  which  will  appeal  particu- 
larly to  physicians  in  general  practice  will  be 
delivered  on  those  days.  Speakers  of  national 
reputation  and  outstanding  men  from  the  ranks 
of  the  State  Association  have  been  selected  by  the 
Program  Committee  for  the  sessions  on  October 
7 and  8. 

Due  to  the  fine  work  of  the  officers  of  the 
Scientific  Sections,  unusually  splendid  programs 
have  been  arranged  for  the  sessions  of  the  sec- 
tions on  Friday  morning,  October  9. 

Special  interest  should  be  shown  in  the  Scien- 
tific Exhibit.  Note  the  size  of  this  year’s  exhibit 
and  the  wide  range  of  the  subjects  to  be  pre- 
sented. The  Scientific  Exhibit  has  become  one  of 
the  most  valuable  educational  features  of  the 
Annual  Meeting  of  the  Ohio  State  Medical  Asso- 
ciation and  all  medical  meetings  of  any  import- 
ance. A careful  study  of  the  Scientific  Exhibit 
staged  at  the  Annual  Session  of  the  American 
Medical  Association  constitutes  a liberal  post- 
graduate course  in  medical  progress.  The  A.M.A. 
exhibit  has  been  used  as  a model  for  the  exhibit 
of  the  Ohio  State  Medical  Association.  Last  year 
an  excellent  exhibit  was  provided  at  the  Cincin- 
nati meeting.  This  year  more  space  will  be 
available  and  a larger  exhibit  will  be  held.  Every 
attempt  has  been  made  to  have  each  exhibit  of 
real  value.  The  exhibits  cover  a wide  range  of 
medical  topics.  Several  exhibits  of  exceptional 
value  from  outside  the  state  have  been  obtained 
through  special  invitation.  In  addition,  several 
practical  demonstrations  have  been  arranged. 

Each  member  attending  the  Cleveland  meet- 
ing should  develop  the  habit  of  visiting*  the 
Scientific  Exhibit  once  or  twice  every  day.  Repre- 
sentatives will  be  present  to  answer  questions. 
Visit  and  revisit  the  Scientific  Exhibit.  You  will 
be  amply  rewarded. 


When  a patient  receives  a prescription  from  a 
physician  he  invariably  assumes  that  the  physi- 
cian knows  what  he  is  prescribing  and  has  con- 
fidence in  what 
it  can  accom- 
plish. 

To  assist  its 
members  in  ful- 
filling this  im- 
portant responsibility,  the  Ohio  State  Medical 
Association  insists  that  all  drugs,  chemicals, 
equipment  or  preparations  used  in  the  treatment 
of  disease  or  injury  offered  for  advertisement  in 
The  Ohio  State  Medical  Journal  bear  the  stamp 
of  approval  of  the  Council  on  Pharmacy  and 
Chemistry  of  the  American  Medical  Association. 
Commercial  exhibits  at  the  Annual  Meeting  of 
the  State  Association  must  be  similarly  approved. 

Unfortunately  the  field  of  medical  journalism 
has  been  invaded  by  a number  of  publications, 
which  depend  for  income  on  lucrative  advertising 
media  not  restricted  to  products  which  have  been 
submitted  to  the  Council  on  Pharmacy  and 
Chemistry  for  investigation. 

Such  publications  are  usually  distributed  to  the 
medical  profession  gratis,  the  subscription  some- 
times being  paid  by  an  interested  dealer  in  chemi- 
cal or  medical  supplies. 

The  risk  which  physicians  take  in  believing  a 
majority  of  the  advertisements  in  publications  of 
this  type  is  demonstrated  in  a list  published  in 
the  July  18,  1936  issue  of  The  Journal  of  the 
AM. A.,  of  non-accepted  preparations  advertised 
in  the  June,  1936,  issue  of  Medical  Economics, 
with  brief  statements  as  to  their  records  as  far 
as  the  files  of  the  Council  on  Pharmacy  and 
Chemistry  are  concerned. 

The  list  follows: 

• 

“Fellows’  Syrup.” — Rejected  by  the  Council  twenty  years 
ago  because  it  was  held  to  be  “a  semisecret,  unscientific 
preparation- — an  affront  to  sound  therapy — exploited  by 
means  of  extravagant  and  .misleading  statements.” 

“Antiphlogistine.”— A preparation  which  has  been  ex- 
ploited for  more  than  a quarter  of  a century  with  unwar- 
ranted and  extravagant  claims.  In  1929  the  Bureau  of 
Chemistry  of  the  American  Dental  Association  published  a 
report  stating  that  the  “wonderful  effects  of  the  hygroscopic 
powers  of  Antiphlogistine  are  so  manifestly  absurd  as  to 
be  unworthy  of  further  refutation.” 

“Argyrol.” — Once  included  in  N.  N.  R.  but  omitted  in 
1928  because  of  the  manufacturer’s  refusal  to  comply  with 
the  Council’s  rules  on  claims  and  nomenclature. 

“Neobovinine  with  Malt  and  Iron.” — In  1931  the  Council 
declared  “Neobovinine”  unacceptable  for  N.  N.  R.  because 
the  information  in  regard  to  its  composition  is  inadequate, 
because  the  therapeutic  claims  are  unwarranted,  and  be- 
cause the  combination  was  considered  unscientific. 

“Taxol.” — An  unscientific  mixture  claimed  to  contain  the 
total  extract  of  the  intestinal  glands,  biliary  extract,  and 
lactic  ferments  with  agar  agar.  Has  not  been  considered 
by  the  Council. 

“Eskay’s  Neurophosphates.”  — An  irrational  mixture 
marketed  with  unwarranted  therapeutic  claims  under  an 
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objectionable  name.  Rejected  by  the  Council  twenty  years 
ago. 

“Feosol  Tablets.” — A dosage  form  of  ferrous  sulfate,  ex- 
siccated-U.  S.  P.  X.,  which  has  not  been  considered  by  the 
Council. 

“Oxo-ate-B.” — A proprietary,  uninforming  name  for  cal- 
cium orthoiodoxybenzoate.  The  idoxyben  oates  were  omitted 
from  N.  N.  R.  in  1932  because  of  lack  of  evidence  for  their 
usefulness. 

“U.  S.  T.  (Tilden)”  (formerly  “Uterine  Sedative 

Tonic”). — Unscientific  mixture  of  obsolescent  drugs,  reminis- 
cent of  the  “female  weakness”  cures  exposed  many  years 
ago. 

“Ovaltine.” — Reported  unacceptable  by  the  Committee  on 
Foods  in  December  1931. 

“Farastan.” — A cinchophen  derivative  which  the  Council 

rejected  in  1930  because  it  was  held  to  be  an  irrational 

preparation  marketed  with  unwarranted  therapeutic  claims. 

“Ovoferrin.” — Omitted  from  N.  N.  R.  in  1929  as  an  un- 
scientific and  superfluous  mixture. 

“Vibumo.” — A viburnum  preparation  of  the  type  ex- 

posed by  the  Council  more  than  twenty  years  ago. 

“Tablet  Stanno-Yeast.” — Probably  a tin  and  yeast  mix- 
ture. Has  not  been  considered  by  the  Council. 

“Pancrobilin  Tablets.” — Appears  to  be  a modification  of 
an  old  Reed  and  Carnick  preparation,  the  composition  of 
which  has  been  held  to  be  essentially  secret  and  the  claims 
for  which  are  extravagant  and  unwarranted. 

“Lorate.” — A fanciful  name  for  a sodium  perborate  mix- 
ture. Has  not  been  considered  by  the  Council. 

“Nupercainal.” — An  unaccepted  dosage  form  of  a Council- 
accepted  anesthetic. 

“Calmitol.” — Stated  to  be  a “solution  of  Chloro-Cam- 
phoric  aldehyde,  slightly  iodized,”  combined  with  menthol 
and  a small  amount  of  “Laevo-Hyoscine  Oleinate,  in  an 
ether,  alcohol,  chloroform  base.”  Has  not  been  considered 
by  the  Council. 

“Mu-col.” — Rejected  by  the  Council  in  1913  for  conflict 
with  Rules  1,  4,  6,  8 and  10. 

“Kao-Mucin.”- — Has  not  been  considered  by  the  Council. 

“Sal  Hepatica.” — In  1914  the  Council  published  its  con- 
demnatory report  on  this  preparation  “in  order  that  physi- 
cians may  know  the  extent  to  which  they  have  been  made  to 
act  as  advance  agents  for  ‘patent  medicines.’  ” Today 
Sal-Hepatica  is  a full-fledged  “patent  medicine.” 

“Occy-Crystine.”— Has  not  been  considered  by  the  Council. 

"Alkalol.”-— Examined  by  the  A.  M.  A.  Chemical  Labora- 
tory in  1915.  In  1913  was  the  subject  of  the  following  com- 
ment by  The  Journal:  “The  polypharmacy  represented  by 

such  a mixture  is  absolute  nonsense — the  really  useful  in- 
gredients are  obscured  by  the  useless  shrubbery  which  sur- 
round them.” 

“Aurocein.” — Claimed  to  be  “For  the  Gold  Therapy  of  the 
Arthritides.”  Has  not  been  considered  by  the  Council. 

“Taurocol.”— A preparation  to  which  the  Council  refused 
recognition  in  1915  because  of  objectionable  claims  and  com- 
position. 

“Unguentine.” — Not  considered  by  the  Council.  Reported 
on  unfavorably  by  the  A.  M.  A.  Chemical  Laboratory  in 
1909. 

“Hepvisc.”— A mixture  of  hepatic  extract,  insulin-free 
pancreatic  extract  and  mistletoe,  for  high  blood  pressure. 
Has  not  been  considered  by  the  Council. 

“Aspir-Vess,”  “Bromo-Vess”  and  “Cinsa-Vess.” — Effer- 
vescent mixtures  of  well  known  drugs,  which  have  not  been 
considered  by  the  Council. 

“Burnham’s  Soluble  Iodine.” — Found  unacceptable  for  N. 
N.  R.  in  1933.  A semisecret  preparation  marketed  with 
extravagant  and  unwarranted  therapeutic  claims. 

“Tablet  Alukalin.” — Has  not  been  considered  by  the 
Council. 

“Kaba.” — A Battle  Creek  Food  Co.  product  comprising 
karaya  gum  plus  yeast  extract.  Has  not  been  considered 
by  the  Council. 

"Ophthalmic  Solution  No.  2 (DeLeoton.”— Not  considered 
by  the  Council. 

“Dionol.” — The  “Glorified  Petrolatum”  about  which  The 
Journal  in  1918  wrote  as  follows:  “If  one  takes  the  word 
of  the  manufacturers,  the  therapeutic  possibilities  of  Dionol 
are  apparently  limited  only  by  the  blue  skv.” 

"Alucol.” — Rejected  by  the  Council  in  1928  because  of 
conflict  with  the  rules  regarding  nomenclature  and  thera- 
peutic claims. 

“Vince.” — A sodium  perborate  preparation  which  has  not 
been  considered  by  the  Council. 

“Glyco-Thymoline.” — In  1914  the  Council  called  it  “a 
typical  example  of  a ‘patent  medicine’  advertised  to  the  pub- 
lic through  the  doctors.”  At  that  time  in  conflict  with  Rules 
1,  4.  G,  8 and  10. 

"Stannoxyl.” — A tin  preparation  for  boils,  etc.,  which  The 
Journal  criticized  in  1920  because  of  extravagant  claims. 

“Gardner’s  Syrupus  Acidi  Hydriodici.”- — Under  the  Eng- 
lish name  “Gardner’s  Syrup  of  Hydriodic  Acid.”  this  prep- 
aration was  rejected  by  the  Council  in  1908  because  of  un- 
warranted claims. 

"Gude’s  Pepto-Mangan.” — More  than  twenty  years  ago  the 
Council  called  attention  to  the  unwarranted  claims  made 
for  this  preparation  and  to  the  manufacturer’s  attempt  to 
exploit  the  product  to  the  public. 


“Aminophyllin-Phenobarbital”  and  “Aminophyllin-Potas- 
sium  Iodide”  (Battle). — These  aminophyllin  mixtures  have 
not  been  considered  by  the  Council. 

“Micajah  Medicated  Wafers.” — Found  unacceptable  by 
the  Council  in  1919  because  the  composition  is  essentially 
secret,  the  name  is  not  indicative  of  composition,  the  thera- 
peutic claims  were  exaggerated  and  unwarranted  and  be- 
cause the  product  was  advertised  indirectly  to  the  public. 

“Absorbine  Jr.” — A “patent  medicine”  which  has  not  been 
considered  by  the  Council.  See  “Nostrums  and  Quackery.” 

“Oliodin”  (Iodinized  Oil  Compound). — Has  not  been  ex- 
amined by  the  Council. 

“Saraka.” — Contains  an  agar  agar  substitute  plus  the 
laxative  drug  frangula.  Introduced  under  the  name 
“Normacol”  as  an  “ethical”  proprietary  and  now  advetrised 
directly  to  the  public. 

“Evac-u-gen.” — Has  not  been  considered  by  the  Council. 

“Man-Na-Gluconate.” — A “colloidal  manganese  sodium 
gluconate”  preparation.  Has  not  been  considered  by  the 
Council. 

“Mazon.” — A preparation  of  semisecret  composition  which 
has  not  been  considered  by  the  Council. 

“Endo-Antrone.” — Stated  to  be  “a  standardized,  anterior 
Pituitary-like  preparation  of  sex  hormones.”  Has  not  been 
considered  by  the  Council. 

“Viscysate.” — A mistletoe  preparation  which  has  not  been 
considered  by  the  Council. 

“Sanmetto.” — In  1915  the  Council  called  it  “a  secret  nos- 
trum the  exploitation  of  which  is  an  invitation  to  hap- 
hazard, uncritical  therapy  and  a menace  to  public  health.” 

“Uvursin.” — An  “oral  diabetic  treatment”  reported  on  by 
the  Bureau  of  Investigation. 

“Kondremul.” — Rejected  by  the  Council  in  1933  because  of 
objectionable  claims  and  name. 

“Ceanothyn.” — First  rejected  in  1926.  Rejection  reaffirmed 
in  1930.  Claims  unwarranted.  Evidence  for  the  usefulness 
of  the  product  inconclusive. 

“Ergoapiol  (Smith).” — An  unscientific,  shotgun  mixture 
of  drugs  having  widely  different  therapeutic  effects.  Re- 
jected by  the  Council  in  1914. 

“Cystogen.” — A therapeutically  suggestive  name  applied 
to  the  well  known  drug  methenamine.  Rejected  by  the 
Council  in  1914. 

“Ortho-Gynol.” — Has  not  been  considered  by  the  Council. 

“Cremo-Carbonates.” — Has  not  been  considered  by  the 
Council. 

As  pointed  out  in  the  report  of  the  Bureau  of 
Investigation  of  the  American  Medical  Associa- 
tion on  this  subject,  physicians  interested  in  the 
advancement  of  scientific  medicine  and  in  the 
welfare  of  their  patients  will  do  well  to  limit 
their  prescription  for  medicinal  agents  to  those 
items  which  are  included  in  the  U.  S.  Pharmaco- 
peia and  in  New  and  Non-Official  Remedies. 


The  elimination  of  exaggerated  and  misleading 
medical  advertising  would  be  one  of  the  greatest 
boons  to  public  health  that  this  country  has 
known. — New  York  State  Journal  of  Medicine. 


The  recent  conviction  in  Toledo  of  “Dr.”  Michael 
Erim  Brooks,  self-styled  “psychologist”,  “mind- 
ologist”,  “health  lecturer”  and  “diet  expert”,  on 

a charge  of  prac- 

Saga  of  “Dr.  Brooks'  ticin^  medicine 

Tr  t.  t n.  i r*  i without  a license, 

or  How  Medical  Fakers  is  a splendid  ex_ 

Should  Be  Handled  ample  of  what 

the  State  Medi- 
cal Board  can  accomplish  in  getting  rid  of  irregu- 
lar practitioners  if  it  has  the  cooperation  of  local 
enforcement  officers,  local  courts  and  the  organ- 
ized medical  profession. 

f 

Brooks  is  well-educated  — possibly  too  well 
educated.  He  holds  degrees  from  several  foreign 
universities;  was  ordained  to  the  Methodist  min- 
istry at  Birmingham,  Alabama,  in  1923,  and  was 
at  one  time  an  advance  man  for  a medicine  show. 
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His  first  brush  with  the  law  was  in  January,  1931, 
when  he  was  convicted  at  San  Diego,  California, 
and  fined  $400  for  the  illegal  practice  of  medicine. 

Brook’s  office  and  lecture  hall  was  in  the  base- 
ment of  a Toledo  church.  Hundreds  attended, 
paying  $5.00  per  month  for  the  “privilege”.  The 
weekly  lectures  followed  a church  supper  and 
faith-and-fellowship  meeting  sponsored  by  the 
church.  He  admitted  a monthly  income  of  $800 
from  his  lectures  and  “treatments”. 

At  the  request  of  the  Toledo  Academy  of 
Medicine,  an  investigation  was  made  by  the  State 
Medical  Board.  The  county  prosecutor’s  office, 
the  police  department  and  Toledo  Better  Business 
Bureau  cooperated. 

On  the  evidence  secured  through  visits  of  in- 
spectors for  the  Medical  Board  and  the  police  de- 
partment, Brooks  was  indicted  by  the  grand  jury 
and  in  less  than  a week  was  brought  to  trial  and 
fined  $1,000  and  costs  in  the  Common  Pleas  Court. 
The  fine  wras  reduced  to  $250  on  his  promise  to 
leave  the  state.  Editorial  comment  in  one  Toledo 
newspaper  criticized  the  reduction  of  the  fine. 

The  saga  of  Michael  Erim  Brooks  is  the  answer 
to  the  question:  “What  can  be  done  about  medical 
fakers  ?” 

The  State  Medical  Board  is  charged  with  the 
enforcement  of  the  Medical  Practice  Act.  How- 
ever, it  is  powerless  unless  it  has  the  active  back- 
ing of  local  law  enforcement  officers  and  local 
courts,  and  the  cooperation  of  the  local  medical 
society. 


How  long  will  the  medical  profession  march  to 
the  polls,  each  two  years,  and  vote  for  those  who 
have  no  regard  for  public  health? — Journal  of 
the  Indiana  State  Medical  Association. 


lmpbrtant  Clause 
Suggested  for 
Office  Lease 


A recent  issue  of  The  Wisconsin  Medical  Journal 
suggests  a special  provision  in  phyicians’  office 
leases  which  is  well  worth  considering. 

Ordinarily  leases  do 
not  terminate  at  the 
death  of  the  lessee,  un- 
less it  is  so  provided. 
Such  a provision  would 
protect  the  estate  of 
the  lessee  for  the  liability  of  a long-term  lease. 
However,  the  location  of  the  office  and  the  length 
of  the  lease  may  be  a valuable  asset  in  the  sale 
of  the  office  or  practice. 

It  is  suggested,  therefore,  that  the  lease  should 
not  be  absolutely  terminated  at  the  death  of 
lessee,  but  only  at  the  option  of  the  executor  of 
the  estate. 

This  could  be  accomplished,  it  is  stated,  by  the 
insertion  of  the  following  clause,  which  any 
physician  who  believes  it  desirable,  can  refer  to 
his  lawyer  for  consideration  the  next  time  an 
office  lease  is  being  negotiated: 

“It  is  mutually  understood  and  agreed  between 


the  parties  hereto  that  in  the  event  of  death  of 
the  lessee,  during  the  term  of  this  lease,  his  ex- 
ecutors or  administrators  shall  have  the  option 
of  either  terminating  the  lease  or  reducing  its 
term  to  a month  to  month  rental  basis,  such 
privilege  to  be  exercised  within  sixty  days  after 
the  executors  or  administrators  qualify  as  such 
in  proper  court  proceedings. 

“Written  notice  of  termination  given  to  the 
lessor,  or  his  agent,  pursuant  to  the  above  agree- 
ment shall  terminate  all  liability  on  the  part  of 
the  lessee’s  estate,  his  administrators,  executors 
or  heirs,  for  rents  to  be  paid  for  future  occu- 
pancy of  the  premises  beyond  the  thirty  days 
next  following  the  service  of  the  notice. 

“Any  option  to  renew  contained  in  this  lease 
may  be  exercised  by  executors  or  administrators 
of  the  lessee  at  the  time  and  in  the  same  manner 
as  provided  for  the  lessee  himself,  but  renewal  of 
this  lease  will  not  be  implied  from  any  failure  of 
the  lessee’s  representatives  to  act  hereunder.” 


ANNUAL  MEETING 
REMINDERS 

Time — Wednesday,  Thursday  and  Friday, 
October  7,  8 and  9,  1936. 

Place — Cleveland,  Ohio. 

Scientific  Sessions — Cleveland  Public  Audi- 
torium. 

House  of  Delegates — Ballroom,  Hotel  Cleve- 
land, headquarters  hotel. 

Registration — Main  Exhibit  Hall,  Public 
Auditorium. 

Exhibits — Main  Exhibit  Hall,  Public  Audi- 
torium. 

Golf  Tournament — Oakwood  Country  Club, 
October  6. 

Banquet — Hotel  Cleveland,  October  8. 


Inter-State  Postgraduate  Assembly  Will 
Convene,  October  12-16 

The  Twenty-First  International  Assembly  of 
the  Inter-State  Postgraduate  Medical  Associa- 
tion of  North  America,  will  be  held  in  the  public 
auditorium,  St.  Paul,  Minnesota,  October  12,  13, 
14,  15  and  16,  with  pre-assembly  clinics  on  Satur- 
day, October  10,  and  post-assembly  clinics  Satur- 
day, October  17,  in  the  hospitals  of  St.  Paul. 

All  physicians  in  good  standing  in  their  state 
medical  societies  are  eligible  to  attend  the  ses- 
sions, upon  payment  of  the  registration  fee  of 
$5.00. 

Among  the  list  of  distinguished  speakers  are 
five  Ohioans:  Dr.  George  W.  Crile,  Dr.  Russell  L. 
Haden,  Dr.  Robert  S.  Dinsmore,  Dr.  Claude  S. 
Beck  and  Dr.  William  E.  Lower,  all  of  Cleveland. 


LICENSES  TO  PRACTICE  MEDICINE  AND  SURGERY  IN  OHIO 
ISSUED  TO  347  AT  JULY  MEETINGS  OF  STATE  MEDICAL 
BOARD;  IMPORTANT  RESOLUTION  ADOPTED 


Two  hundred  and  seventy-six  medical  school 
graduates  who  took  the  June  examination  given 
by  the  State  Medical  Board  were  granted  licenses 
to  practice  medicine  and  surgery  in  Ohio  at  the 
regular  mid-summer  meeting  of  the  Board,  held 
in  Columbus  on  July  28. 

In  addition,  nine  physicians  who  had  passed  the 
December,  1935,  examinations  were  granted 
licenses,  and  62  through  reciprocity,  making  the 
total  number  of  licenses  authorized  by  the  Board, 
347. 

Certificates  to  practice  in  their  respective 
limited  branches  were  granted  to  11  osteopaths, 
three  chiropractors,  seven  mecanotherapists,  one 
masseur,  18  chiropodists,  four  cosmetic-therapists 
and  one  midwife. 

At  its  business  session  the  Board  adopted  the 
following  resolution  relative  to  educational  re- 
quirements for  graduates  of  medical  schools  in 
foreign  countries  who  wish  to  take  the  Ohio 
examinations : 

Whereas,  the  Board  finds  it  extremely  difficult 
to  obtain  exact  information  to  prove  the  equality 
in  medical  education  at  this  time  in  foreign 
countries  with  that  required  in  the  United  States, 
be  it  resolved  that  in  order  to  determine  whether 
or  not  the  diploma  and  license  of  graduates  of 
medical  institutions  in  foreign  countries  is  of  a 
standard  approved  by  the  Board,  in  each  instance 
a graduate  from  a foreign  country  seeking  to 
enter  the  Ohio  examinations — or,  if  licensed  in 
another  state  seeking  reciprocity  with  Ohio — 
shall  be  required  to  submit  a complete  transcript 
of  all  work  done  prior  to  graduation;  and  in  case 
difficulty  is  experienced  in  evaluation,  the  Board 
shall  require  one  year  of  internship  in  an  ap- 
proved hospital  or  one  year  of  education  in  an 
approved  medical  school  in  the  United  States. 
Credentials  of  foreign  applicants  must  be  filed 
with  the  Secretary  at  least  six  months  prior  to 
an  examination. 

The  Ohio  Medical  Practice  Act  also  requires 
that  a foreigner  who  desires  a license  must  hold 
a certificate  to  practice  medicine  and  surgery  in 
the  country  from  which  he  comes. 

The  certificate  of  Dr.  Lawrence  M.  Spitzlber- 
ger,  Bellevue,  Ky.,  formerly  of  Cincinnati,  was 
suspended  for  one  year  for  a violation  of  the 
narcotic  laws. 

The  Board  also  suspended  the  certificate  of  Dr. 
Ralph  B.  Brown,  Belle  Center,  for  six  months, 
for  violating  the  narcotic  laws. 

Catherine  Buckley,  R.  N.,  Cincinnati  General 
Hospital,  was  appointed  a member  of  the  nurse 
examining  committee  for  three  years,  succeeding 
Ruth  Klotz  Daugherty,  R.  N.,  Nelsonville,  whose 
term  had  expired. 

The  highest  grade  in  the  June  examinations 


was  made  by  Nathan  H.  Ram,  Cincinnati,  grad- 
uate of  Eclectic  Medical  College,  Cincinnati,  with 
average  of  88.8  per  cent.  Myron  M.  Perlich, 
Cleveland,  Ohio  State  University  College  of 
Medicine,  was  second  with  88.7  per  cent.  Third 
place  was  taken  by  Boyd  G.  King,  Cleveland, 
graduate  of  University  of  Nebraska  College  of 
Medicine,  with  a grade  of  88.3  per  cent,  and  Ed- 
ward G.  Klopfer,  Columbus,  graduate  of  Ohio 
State  University  College  of  Medicine,  was  fourth 
with  88.2  per  cent. 

Those  granted  medical  and  surgical  licenses, 
as  a result  of  the  June  examinations,  with  their 
school  of  graduation  and  place  of  residence,  fol- 
low: 

Ohio  State  University  College  of  Medicine — 
Robert  D.  Arthur,  Springfield;  Charles  R.  Baber, 
Marion;  David  L.  Bernstein,  Cleveland;  John  C. 
Blinn,  Jr.,  Cincinnati;  Roscoe  H.  Breneman, 
Shreve;  Bernard  P.  Bresin,  Cleveland;  Grace  N. 
Brown,  Columbus;  Harold  E.  Brown,  Columbus; 
John  Q.  Brown,  Columbus;  Leslie  Caplan,  Steu- 
benville; Paul  C.  Clark,  Columbus;  William  A. 
Clark,  Youngstown;  Frank  S.  Cross,  Delaware; 
Adanto  A.  S.  D’Amore,  Youngstown;  Walter  B. 
Devine,  Jr.,  Uhrichsville;  Leland  S.  Dillon,  Proc- 
torville;  Frederick  W.  Dixon,  Columbus;  Dorothy 
F.  Falkenstein,  Cleveland;  Stanley  L.  Feldman, 
Cleveland;  John  R.  Forsythe,  Columbus;  Dale  E. 
Fox,  Columbus;  Leonard  Frankel,  Cleveland; 
Charles  T.  Garcia,  Columbus;  Joseph  Gilman, 
Cleveland;  Robert  T.  Gray,  Columbus;  William  T. 
Haverfield,  Uhrichsville;  Frank  W.  Hedges, 
Marion;  Andrew  Hedmeg,  Barberton;  Gage 
Helms,  Hicksville;  Charles  C.  Henrie,  Xenia;  John 
R.  Hill,  Columbus;  Reuben  B.  Hoover,  Dayton; 
William  S.  Ireton,  Cincinnati;  William  P.  Jen- 
nings, Cincinnati;  Edward  T.  Keating,  Hamilton; 
Irvin  B.  Kievit,  Toledo;  Glenn  E.  Kingsley,  Lo- 
rain; Edward  G.  Klopfer,  Columbus;  Nevin  J.  M. 
Klotz,  Columbus;  Edward  M.  Krieger,  Columbus; 
Anthony  Lapolla,  Niles;  John  D.  Latta,  Colum- 
bus; Leo  F.  Lauterbach,  Dayton;  Henry  G. 
Lehrer,  Sandusky;  Harry  G.  Lieberman,  Akron; 
Marion  V.  Lingle,  Edon;  Frank  C.  Long,  Jr.,  Co- 
lumbus; Herbert  A.  Markowitz,  Cleveland;  John 
E.  Martin,  Columbus;  Layton  H.  Martin,  Akron; 
Joseph  A.  Maxwell,  Upper  Sandusky;  Ben  R.  Mc- 
Collam,  Uhrichsville;  Louis  Miller,  Cleveland; 
Joseph  L.  Morton,  Cleveland;  Ralph  A.  Munslow, 
Columbus;  William  L.  Murphy,  Hendrysburg; 
Jay  M.  Namen,  Cleveland;  Harry  A.  Nieman, 
Cleveland;  Richard  A.  Niple,  Columbus;  Myron 
M.  Perlich,  Cleveland;  Newton  D.  Priddy,  Cleve- 
land; Italo  D.  Puppel,  Columbus;  Lucretia  W. 
Richison,  Springfield;  Rush  Robinson,  Jr.,  Colum- 
bus; Earl  I.  Rosenblum,  Columbus;  Nathan  A. 
Rubin,  Cleveland;  Robert  R.  Rudolph,  Columbus; 
Manuel  Santiago,  Columbus;  Daniel  J.  Sheehan, 
Columbus;  Joseph  H.  Shepard,  Columbus;  Ned 
Shepard,  Dayton;  Russell  L.  Shively,  Toledo; 
Elmer  R.  Smith,  Columbus;  Frederick  R.  Smith, 
Columbus;  Wayne  C.  Smith,  Ashland;  Richard  W. 
Sober,  Bryan;  Edward  P.  Sparks,  Jr.,  Basil; 
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Holiday  Greetings 

with  The  Historian’s  Notebook 

All  the  articles  appearing  in  The  Historian’s  Note- 
book department  in  the  current  volume  of  The  Journal 
will  he  reprinted  in  an  attractive  booklet. 

The  booklet  will  deserve  a place  in  the  home  library 
of  every  Ohio  physician.  Also,  it  will  make  an  attrac- 
S live  holiday  greeting  to  anyone  at  all  interested  in  Ohio 

history. 

The  booklet  will  he  offered  at  30  cents  per  single  copy 
I and  25  cents  per  copy  in  orders  of  12  or  more,  to  cover 

actual  cost  of  planting  and  mailing. 

Members  interested  in  securing  one  or  more  copies 
should  fill  out  the  following  order  blank  and  send  it  to 
The  Ohio  State  Medical  Journal , together  with  remit- 
i!  tance. 


THE  OHIO  STATE  MEDICAL  JOURNAL, 

1005  Hartman  Theatre  Building, 

Columbus,  Ohio. 

Gentlemen:  Enclosed  find  $ for  which  please  send  me 

copies  of  the  booklet,  THE  HISTORIAN’S  NOTEBOOK. 


(Name)  

Please  print  name 

(Address)  


M.D. 
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Vernon  D.  Stephens,  Columbus;  John  B.  Traul, 
Columbus;  Gerald  E.  Vorhies,  Cambridge;  David 
P.  Ward,  Pemberville;  Joseph  A.  Wenzke,  Cincin- 
nati; John  D.  White,  Columbus;  Kenneth  S. 
Whitmer,  Dayton;  Joseph  R.  Williams,  Versailles; 
Willard  H.  Willis,  Wellston;  Mary  E.  Wiltberger, 
Columbus,  and  Ross  M.  Zeller,  Greenville. 

University  of  Cincinnati  College  of  Medicine — 
Adam  G.  Allen,  Miamisburg;  Harry  T.  Atkins, 
Cincinnati;  Charles  W.  Boeckley,  Cincinnati;.  Al- 
bert L.  Braunstein,  Cincinnati;  Elizabeth  G. 
Brill,  Cincinnati;  Claude  N.  Burton,  Cincinnati; 
Charles  A.  Campbell,  Cincinnati;  James  W. 
Coombs,  Camden;  Edwin  A.  Danford,  Cincinnati; 
Paul  E.  Dingle,  Cleveland;  William  R.  Doherty, 
Cincinnati;  Edward  P.  Drohan,  Cincinnati;  Moses 
Flax,  Cincinnati;  William  T.  Foley,  Lebanon; 
Francis  M.  Forster,  Cincinnati;  Myron  A.  Freilich, 
Zanesville;  William  E.  Froschauer,  Cincinnati; 
Samuel  Gendelman,  Cincinnati;  Louis  Goldstein, 
Cincinnati;  Herbert  W.  Green,  Cincinnati;  Ran- 
dall B.  Haas,  Cincinnati;  Charles  U.  Hauser,  Cin- 
cinnati; Harvey  W.  Hessler,  Cincinnati;  Charles 

A.  Hoffman,  Ironton;  Edward  0.  Hoffman,  Cincin- 
nati; Arnold  Iglauer,  Cincinnati;  Harold  G.  Jacob- 
son, Cincinnati;  Alfred  T.  Lieberman,  Dayton; 
Anthony  J.  Mastropaolo,  Cincinnati;  Elmer  P.  R. 
Maurer,  Cincinnati;  Robert  A.  Mayer,  Cincinnati; 
Constantine  P.  Mehas,  Cincinnati;  Harry  R.  Men- 
delsohn, Cleveland;  Thomas  E.  Miller,  Ironton; 
William  M.  Moody,  Cincinnati;  Escum  L.  Moore, 
Cincinnati;  Harold  K.  Moss,  Cincinnati;  Maynard 
R.  Murray,  Cincinnati;  Frank  A.  Nantz,  Cincin- 
nati; John  W.  O’Brien,  Cincinnati;  Virgil  H. 
Picek,  Cincinnati;  William  L.  Porter,  Cincinnati; 
Charles  T.  Read,  Cincinnati;  Daniel  M.  Replogle, 
Cincinnati;  William  Riddle,  Cincinnati;  Robert  J. 
Ritterhoff,  Dayton;  Edward  L.  J.  Robinson,  Cin- 
cinnati; John  F.  Rogers,  Cheviot;  Cyril  J.  Ruil- 
mann,  Cincinnati;  Lester  A.  Russin,  Cincinnati; 
Davie  E.  Sauer,  Marietta;  Richard  C.  Schroder, 
Cincinnati;  Jack  E.  Singer,  Cincinnati;  Eugene 

B.  Sive,  Cincinnati;  Leo  A.  Smyth,  Cincinnati; 
Arthur  H.  Spreen,  Cincinnati;  Elmer  G.  Stern- 
berg, Cincinnati;  Milton  B.  Stuecheli,  Cincinnati; 
Byron  C.  Stuhlman,  Dayton;  John  M.  Thiel,  Cin- 
cinnati; John  B.  Toepfer,  Jr.,  Cincinnati;  Jack  L. 
Valin,  Cincinnati;  Martha  C.  C.  Vogel,  Cincin- 
nati, and  Alfred  L.  Weiner,  Cincinnati. 

Western  Reserve  University  School  of  Medi- 
cine— James  W.  Agnew,  Toledo;  Fred  W.  Alex- 
ander, New  Philadelphia;  William  F.  Ashe,  Jr., 
Cleveland;  Herbert  E.  Bill,  Cleveland;  Allan 
Bookatz,  Cleveland;  Donald  D.  Brannan,  Cleve- 
land; Francis  L.  Browning,  Youngstown;  John 
H.  B.  Bull,  Cleveland;  Webb  P.  Chamberlain,  Jr., 
Cleveland;  Paul  W.  Conrad,  Leetonia;  Cleon  C. 
Couch,  Cleveland;  Genevieve  Delfs,  Canfield;  Her- 
bert A.  Duncan,  Cleveland;  Boyce  Elliott,  Cleve- 
land; Pasquale  A.  Ferrara,  Cleveland;  Michael 
R.  Frisch,  Cleveland;  Nathan  P.  Frolkis,  Cleve- 
land; James  W.  German,  Cuyahoga  Falls;  Syl- 
vanus  W.  Goff,  Akron;  Ernest  K.  Hatton,  Cincin- 
nati; John  A.  Hindulak,  Cleveland;  Paul  F.  Holl, 
Cleveland;  Robert  M.  Iseman,  Cleveland;  Harry 
E.  King,  Dayton;  Zolton  L.  Klein,  Cleveland; 
Thomas  S.  C.  Laipply,  Cleveland;  Raymond  S. 
Lord,  Cleveland;  Donald  L.  Mahanna,  Columbus; 
Aladar  E.  Mako,  Cleveland;  Robert  D.  Maurer, 
Uhrichsville;  James  R.  May,  Cleveland;  Harvey 
J.  Mendelsohn,  Cleveland;  Rollis  R.  Miller,  Jr., 
Youngstown;  Harold  V.  Morley,  Cleveland;  Wal- 
ter S.  Novak,  Cleveland;  Charles  A.  Obert,  Cleve- 
land; Dean  C.  Pinney,  Jr.,  Cleveland;  York  N. 
Pitkin,  Cleveland;  Wendell  M.  Redfern,  Cleveland; 


Lawrence  S.  Sell,  Shaker  Heights;  Harry  Sher- 
man, Cleveland;  Darwin  M.  Short,  Cleveland; 
Gordon  A.  Smith,  Cleveland;  Howard  W.  Smith, 
Lexington;  Edmund  A.  Smolik,  Cleveland;  Donald 

C.  Snyder,  Cleveland;  James  J.  Srail,  Cleveland; 
William  G.  Stover,  Massillon;  Bernice  B.  Teitel- 
baum,  Cleveland;  Homer  D.  Underwood,  Cleve- 
land; Frederick  L.  Votaw,  Cleveland;  Elden  C. 
Weckesser,  Cincinnati;  Louis  L.  Weiss,  Cleveland; 
Peter  P.  Werle,  Cleveland,  and  John  M.  Witten- 
brook,  Lima. 

Eclectic  Medical  College — Samuel  W.  Bell.  Cin- 
cinnati; Abe  A.  Cott,  Cincinnati;  Carl  G.  Hoffman, 
Cincinnati;  Saul  R.  Kaplan,  Cincinnati;  William 
P.  Kaplan,  Cincinnati;  Frederick  W.  Kaylor, 
Belief  ontaine;  J.  Kenneth  Keefe,  Cincinnati; 
Samuel  H.  Korman,  Cincinnati;  Selig  M.  Korson, 
Cincinnati;  Saul  Krasne,  Cincinnati;  Samuel 
Lewis,  Cincinnati;  Edward  A.  Mayer,  Pleasant 
Plain;  George  A.  Meyers,  Cincinnati;  Harry  Mul- 
lin,  Cincinnati;  Francis  C.  Pitkiewicz,  Cleveland; 
Nathan  H.  Ram,  Cincinnati;  Milo  B.  Rice,  Pan- 
dora; Francis  J.  Rigel,  Cincinnati;  Karl  F.  Ritter, 
Westerville;  Saul  Sapsin,  Cincinnati;  Benjamin  F. 
Sawyer  IV,  Middletown;  Maurice  E.  Sc-heetz, 
West  Jefferson;  Irving  O.  Schilling,  Cincinnati; 
Milton  E.  Schwartz,  Cincinnati;  Frank  Shear, 
Cincinnati;  Lester  Siegel,  Cincinnati;  Herman 
Smith,  Cincinnati;  Carl  I.  Snider,  Cleveland; 
Samuel  H.  Sveilich,  Cincinnati;  John  D.  Work- 
man, Ironton,  and  Lloyd  F.  Zacharias,  Cincinnati. 

Other  Schools — Nathan  G.  Gordon,  Cleveland, 
Boston  University;  George  G.  Flenner,  Hamil- 
ton, Cornell  University;  Harold  J.  Barker,  Cleve- 
land, Creighton  Medical  College;  Francis  R.  Har- 
rison, East  Liverpool,  Georgetown  University; 
Richard  W.  Zollinger,  Columbus,  and  Leslie  G. 
Kindschi,  Cleveland,  Harvard  Medical  College; 
Maurice  J.  Bishko,  Cleveland,  and  Richard  L. 
Counts,  Chillicothe,  Jefferson  Medical  College; 
Murrill  M.  Szucs,  Youngstown,  Marquette  Uni- 
versity; Melvin  Oosting,  Dayton,  Agatha  M. 
Wilhelm,  Cleveland,  and  Dorothy  B.  Worcester, 
Cincinnati,  Northwestern  University;  Stephen 
E.  Gates,  Cincinnati,  Alfred  D.  Miessner,  Cleve- 
land, and  Walter  F.  Schwartz,  Cleveland,  Rush 
Medical  College;  Francis  A.  Visconti,  Toledo,  St. 
Louis  University;  Michael  T.  Phalen,  Canton,  and 
Harold  F.  Wherley,  Stone  Creek,  University  of 
Buffalo;  Sidney  B.  Russell,  Springfield,  Univer- 
sity of  Minnesota;  Boyd  G.  King,  Cleveland,  and 
Cecil  G.  Stillinger,  Columbus,  University  of  Ne- 
braska; James  A.  Carnes,  Massillon,  Charles  H. 
Cronick,  Youngstown,  and  Regis  J.  McNamee, 
Cleveland,  University  of  Pennsylvania;  Dawson 
A.  Mills,  Madison,  and  William  C.  Updegraff, 
Akron,  University  of  Pittsburgh;  Francis  B. 
Carroll,  Columbus,  University  of  Rochester; 
Hyman  Jaffe,  Cleveland,  Washington  Uni- 
versity; Edward  J.  Tulleys,  South  Salem, 
Hahnemann  Medical  College,  Chicago,  Illinois; 
Stanley  M.  Trenouth,  Springfield,  Queen’s  Uni- 
versity, Kingston,  Ont.;  Lewis  H.  Roth;  Cleveland, 
University  of  Basel,  Basel,  Switzerland;  Hermann 
Blatt,  Jr.,  Cincinnati,  University  of  Berlin,  Berlin, 
Germany;  Phil  B.  Zollett,  Cleveland,  University 
of  Edinburgh,  Edinburgh,  Scotland;  Fritz  W. 
Ackermann,  Cleveland,  University  of  Freiburg, 
Freiburg,  Baden,  Germany;  Hans  F.  M.  Plaut, 
Cincinnati,  University  of  Leipzig,  Leipzig,  Ger- 
many; Jacob  J.  Meister,  Cleveland,  University 
of  Koeln,  Koeln,  Germany. 

Licensed  Through  Reciprocity  — Robert  R. 
Bairn,  Toledo,  Wayne  University;  Paul  E.  Baird, 
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DIARRHEA 

“the  commonest  ailment  of  infants 
in  the  summer  months” 

(HOLT  AND  McINTOSH:  HOLT’S  DISEASES  OF  INFANCY  AND  CHILDHOOD.  1933) 


One  of  the  outstanding  features  of  DEXTRI-MALTOSE  is 
that  it  is  almost  unanimously  preferred  as  the  carbohydrate 
in  the  management  of  infantile  diarrhea. 


— : sugar  is  added  g^Bk 

In  diarrhea.  some  sugar  other  t dextrin^ 
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SERIOUSNESS 
OF  DIARRHEA 

There  is  a widespread  opinion  that, 
thanks  to  improved  sanitation,  in- 
fantile diarrhea  is  no  longer  of  se- 
rious aspect.  But  Holt  and  McIn- 
tosh declare  that  diarrhea  “is  still 
a problem  of  the  foremost  impor- 
tance, producing  a number  of 
deaths  each  year.  . . .”  Because  de- 
hydration is  so  often  an  insidious 
development  even  in  mild  cases, 
prompt  and  effective  treatment  is 
vital.  Little  states  (Canad.  Med.  A. 
J.  13:  803,  1923),  “There  are  cases 
on  record  where  death  has  taken 
place  within  24  hours  of  the  time 
of  onset  of  the  first  symptoms.” 
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• ; • I begin  to  add  carbohydrates  slowly,  by 
replacing  A ounce  Casec  every  two  days  with 

A ounce  of  Dextri-Maltose,  preferably  Dextri-  i—  , iess  suiwu.-  . tbe  USe  w 
Maltose  Number  one!  As  a rule,  this  is  tolerated.  sug  L there  is  objection  t°  , hydrates,  while 

When  one  ounce  of  Dextri-Maltose  is  used,  the  rea  - a hv  the  addition  of  carbo  lpose 
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Just  as  DEXTRI-MALTOSE  is  a carbohydrate  modifier  of  choice,  so  is  CASES  (calcium  caseinate)  an  accepted 
protein  modifier.  Cases  is  of  special  value  for  (1)  colic  and  loose  green  stools  in  breast-fed  infants,  (2) 
fermentative  diarrhea  in  bottle-fed  infants,  (3)  prematures,  (4)  marasmus,  (5)  celiac  disease. 

MEAD  JOHNSON  & CO.,  EVANSVILLE,  IND.,  U.S.A. 


When  requesting  samples  of  Dextri-Maltose,  please  enclose  professional  card  to  cooperate  in  preventing  their  reaching 

unauthorized  persons. 
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Gallipolis,  Tulane  University;  Burton  F.  Barney, 
Columbus,  University  of'  Michigan;  Ernest  J. 
Burrows,  Cleveland,  and  Demetrio  Ceramella, 
Bay  Village,  St.  Louis  University;  Clyde  E. 
Clark,  Dayton,  University  of  Michigan;  William 
H.  Craddock,  Cincinnati,  University  of  Minne- 
sota; Daune  W.  Crankshaw,  Elyria,  University  of 
Michigan;  John  M.  Duchak,  Dayton,  and  Joseph 
B.  Edelstein,  Toledo,  St.  Louis  University;  Daniel 
T.  Feiman,  Canton,  University  of  Illinois;  Eugene 
B.  Ferris,  Cincinnati,  University  of  Virginia; 
Archie  Fine,  Cincinnati,  University  of  Toronto; 
Joseph  J.  Fink,  Cleveland,  St.  Louis  University; 
Seymour  Fisher,  Northwestern  University;  Wil- 
bur G.  Fisher,  Mt.  Vernon,  Washington  Univer- 
sity; August  M.  French,  Portsmouth,  and  Carl 
McP.  Frye,  Newark,  University  of  Louisville; 
James  A.  Gavin,  Cleveland,  St.  Louis  University; 
Joseph  R.  Gay,  Toledo,  University  of  Georgia; 
Eva  R.  Goldberg,  Cuyahoga  Falls,  University  of 
Vermont;  Lawrence  C.  Goldberg,  Cincinnati,  Uni- 
versity of  Michigan;  Samuel  D.  Goldberg, 
Youngstown,  Wayne  University;  Henry  E. 
Hengen,  Amherst,  St.  Louis  University;  John  K. 
Humphries,  Toledo,  Indiana  University;  John  C. 
Inman,  Toledo,  University  of  Buffalo;  James  W. 
Joseph,  Cincinnati,  St.  Louis  University;  Hyman 
Kessler,  Toledo,  Berlin  University;  Ablon  A. 
Kippen,  Canton,  Washington  University;  Charles 
F.  Kissinger,  Petersburg,  University  of  Buffalo; 
John  A.  Lampe,  Cincinnati,  St.  Louis  University; 
Charles  H.  Lightfoot,  Cincinnati,  Meharry  Medi- 
cal College;  Alfred  Lustberg,  Cincinnati,  Vander- 
bilt University;  Julian  B.  Marks,  Cincinnati,  Uni- 
versity of  Illinois;  Carl  V.  Moore,  Jr.,  Columbus, 
Washington  University;  Paul  McN.  Moore,  Jr., 
Cleveland,  University  of  Michigan;  Frank  T. 
Moore,  Akron,  Indiana  University;  Norsuda  M. 
Newport,  Roseville,  University  of  Oklahoma; 
John  C.  Oliver,  Warren,  Howard  University; 
James  J.  Pagano,  Canton,  and  Louis  S.  Persell, 
Hudson,  St.  Louis  University;  Alfred  W.  Pinker- 
ton, Lima,  University  of  Virginia;  Catherine  L. 
Powers,  Cofumbus,  Washington  University; 
Charles  J.  Prochaska,  Cleveland,  St.  Louis  Uni- 
versity; Edwin  K.  Provost,  Hamilton,  Vanderbilt 
University;  David  H.  Reid,  Jr.,  Akron,  Howard 
University;  Wilmot  F.  Schneider,  Cleveland, 
Western  Reserve  University;  Bert  Seligman,  To- 
ledo, Wayne  University;  John  J.  Shea,  Coldwater, 
St.  Louis  University;  Raymond  L.  Shilling, 
Spencer,  University  of  Michigan;  John  H.  Smith, 
Beloit,  University  of  Louisville;  Paul  W.  Smith, 
Lorain,  Emory  University;  Lawrence  H.  Stevens, 
Newark,  St.  Louis  University;  Dudley  M.  Stew- 
art, Toledo,  Tulane  University;  William  B.  Tay- 
lor, II,  Jackson,  University  of  Michigan;  Norman 
W.  Thiessen,  Cleveland,  and  Leo  Walzer,  Cleve- 
land, Harvard  Medical  School;  Thomas  B.  Way- 
man,  Cincinnati,  Johns  Hopkins  University; 
Ralph  0.  Weathers,  Portsmouth,  Meharry  Medi- 
cal College;  John  A.  Welter,  Youngstown,  Iowa 
University;  William  B.  Wild,  Cleveland,  Univer- 
sity of  Arkansas,  and  Glenn  W.  Zeiders,  Canton, 
Johns  Hopkins  Medical  School. 

Those  granted  licenses  as  a result  of  the  De- 
cember, 1935,  examination,  were:  Ladimir  J. 

Blaszczak,  Cleveland,  Francis  J.  Denning,  Steu- 
benville, John  J.  Evans,  Cleveland,  James  E. 
Mullen,  Toledo,  Paul  L.  Suhay,  Garfield  Heights, 
Robert  C.  Suttle,  Toledo,  Sixtus  G.  Zando,  Akron, 
Loyola  Medical  College;  Sam  Rosenfeld,  Jr.,  Co- 
lumbus, Rush  Medical  College;  Joseph  M.  Lobel, 
Columbus,  Laval  University,  Quebec. 


Staff  of  State  Health  Department  Enlarged 
For  Social  Security  Work 

Additional  appointments  in  the  State  Depart- 
ment of  Health,  to  carry  out  the  enlarged  func- 
tions of  the  department  in  connection  with  the 
Federal  Social  Security  Program,  were  recently 
announced. 

The  educational  program  for  controlling  the 
spread  of  venereal  diseases  will  be  directed  by 
Dr.  W.  P.  Johnson,  who  has  been  chief  of  the 
Bureau  of  Venereal  Disease  Control  in  the  State 
Department  of  Health  for  the  past  four  years, 
and  for  nine  years  was  on  the  staff  of  the  Division 
of  Communicable  Diseases. 

Dr.  Johnson  graduated  at  Ohio  State  Univer- 
sity College  of  Medicine  in  1912.  He  was  in 
private  practice  in  Monroe  County  for  several 
years  and  was  health  commissioner  of  the  county 
for  three  years.  He  is  a member  of  the  Ohio  State 
Medical  Association  and  a Fellow  of  the  Ameri- 
can Medical  Association. 

Dr.  P.  L.  Harris  is  the  new  assistant  chief  of 
the  Bureau  of  Venereal  Disease  Control.  Dr. 
Harris  graduated  at  University  of  Rochester 
School  of  Medicine  in  1929,  and  during  the  past 
year  has  been  medical  inspector  in  the  Division 
of  Communicable  Diseases.  He  was  on  the  staff 
of  the  Cleveland  Health  Department  for  three 
years.  Dr.  Harris  is  a member  of  the  Ohio  State 
Medical  Association  and  the  American  Medical 
Association. 

Dr.  Chas.  C.  Beale,  Mt.  Sterling,  formerly 
health  commissioner  of  Pickaway  County,  has 
been  appointed  assistant  in  the  Bureau  of  Health 
Organization.  His  work  will  consist  of  contacting 
the  various  health  commissioner’s  offices  through- 
out the  state.  Dr.  Beale  graduated  at  the  Ohio 
State  University  College  of  Medicine  in  1929. 

Miss  Catherine  M.  Forrest,  R.N.,  Columbus, 
has  been  appointed  to  the  position  of  health  edu- 
cator in  the  Bureau  of  Child  Hygiene,  cooperat- 
ing with  the  State  Department  of  Education.  She 
will  supervise  health  educational  work  in  the 
public  schools  and  in  teacher  training  schools. 

Following  graduation  from  Ladies’  College  and 
Dalhousie  University,  Halifax,  Nova  Scotia,  Miss 
Forrest  did  post-graduate  work  at  Columbia  Uni- 
versity in  1929.  She  is  also  a graduate  of  Presby- 
terian Hospital  School  of  Nursing,  New  York 
City.  In  addition  to  five  years  spent  in  private 
duty,  Miss  Forrest  also  served  as  educational 
director,  Public  Health  Nursing  Association  of 
Indianapolis  for  one  year;  two  years  as  field  in- 
structor in  the  State  Department  of  Health,  Co- 
lumbus, and  substituted  for  the  director  of  Public 
Health  Nursing  at  Ohio  State  University  for  one 
year.  For  the  past  three  years  she  has  been 
supervisor  of  nurses  for  the  City  Department  of 
Health,  Schenectady,  N.  Y. 
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Prompt  and  Full  Report 


REASONS  FOR  DISALLOWANCE  OF  MEDICAL  BILLS  BY  STATE 
INDUSTRIAL  COMMISSION  ANALYZED  BY  CLAIMS  REFEREE 

By  R.  H.  EDWARDS,  Columbus,  Claims  Referee,  State  Industrial  Commission 

This  article  was  written  by  Mr.  Edwards,  a veteran  claims  referee  for  the  State  Industrial  Commission,  at 
the  request  of  The  Journal,  to  acquaint  Ohio  physicians  with  some  of  the  problems  confronting  the  Com- 
mission in  adjudicating  claims  and  to  explain  why  some  claims  which  appear  after  superficial  analysis  to  be 
compensable,  must  be  rejected  by  the  Commission. — The  Editor. 


A REVIEW  of  many  of  the  files  of  the  State 
Industrial  Commission  reveals  that  a con- 
siderable number  of  the  misunderstandings 
which  have  arisen  in  the  past  between  the  Com- 
mission and  members  of  the  medical  profession 
have  resulted  from  a false  assumption  on  the 
part  of  some  physicians  that  the  State  Industrial 
Commission  is  responsible  for  the  payment  of  the 
medical  bill  in  every  claim  filed  with  the  Com- 
mission. 

This  is  true  only  in  cases  which  have  been  heard 
by  the  Commission  and  determined  to  be  com- 
pensable under  the  Workmen’s  Compensation  Act 
of  Ohio.  In  cases  held  not  compensable,  the 
patient,  not  the  Commission,  is  responsible  for 
the  payment  of  the  bill  of  the  physician  for  ser- 
vices rendered. 

Medical  bills  are  a part  of  any  claimant’s  com- 
pensation, but,  under  the  law,  are  paid  direct  to 
the  doctor  rendering  such  medical  services.  Such 
medical  payment,  however,  cannot  be  made  until 
it  is  first  established  that  the  claimant  is  entitled 
to  compensation.  This  is  determined  from  the 
facts  in  each  individual  case,  together  with  the 
law  as  set  forth  in  the  Workmen’s  Compensation 
Act  of  Ohio,  and  the  court  decisions  thereunder. 

LAW  MUST  BE  FOLLOWED 

The  Industrial  Commission  of  Ohio  is  duty 
bound  to  administer  the  compensation  fund  ac- 
cording to  law.  Clearly,  if  they  did  not,  it  would 
be*  a violation  of  their  trust.  The  Commission  not 
only  has  to  follow  the  law  as  passed  by  the  Legis- 
lature, but  also  must  follow  the  many  interpreta- 
tions placed  upon  such  act  by  the  courts  of  the 
state. 

An  injury  to  be  compensable  must  not  only  be 
sustained  in  the  course  of,  but  also  must  arise 
out  of,  employment.  For  instance,  an  employe  is 
not  covered  by  the  Compensation  Act  if  he  is  in- 
jured going  to  or  from  work,  except  in  special 
instances,  and  the  Commission  cannot  compensate 
for  injury  in  this  type  of  case.  Also,  the  fact 
that  the  patient  may  have  been  working  at  the 
time  of  injury  does  not  follow  that  the  claim  is 
compensable.  An  employe  may  be  on  the  job 
performing  his  duties,  and  is  injured  by  someone 
who  has  a personal  reason,  such  injury  did  not 
arise  out  of  this  employe’s  employment,  and, 
therefore,  is  not  compensable.  Many  cases  of 
injury  arising  from  horse-play  are  not  compens- 


able. Employes,  by  some  act  of  their  own,  may 
depart  from  the  course  of  their  employment  tem- 
porarily, and,  if  injured,  such  claims  are  not 
compensable.  However,  it  is  only  fair  to  state 
that  an  employe’s  negligence  does  not  preclude 
him  or  her  from  compensation,  while,  of  course, 
a self-inflicted  injury  does.  In  some  cases  the 
employer  has,  by  his  failure  to  pay  into  the  com- 
pensation fund,  let  his  coverage  with  the  Com- 
mission lapse;  disallowance  of  such  cases,  of 
course,  results,  and,  although  a claim  may  be 
filed  against  the  employer,  a slow,  detailed  pro- 
cess is  involved. 

MEDICAL  AND  LEGAL  TRAUMA 

Perhaps  the  most  troublesome  and  difficult 
cases  to  understand,  from  both  lay  and  medical 
viewpoints,  are  the  cases  in  which  there  is  a dis- 
tinction between  medical  and  legal  trauma,  as 
interpreted  by  the  courts. 

The  Supreme  Court  of  Ohio  has  held  that  legal 
trauma  must  be  of  an  accidental,  unusual,  or 
specific  nature.  A continual  operation  that  wears 
a blister  is  a medical  trauma,  but  not  legal 
trauma,  and  disability  resulting  from  medical 
trauma,  without  the  element  of  legal  trauma,  is 
not  a compensable  injury  as  interpreted  by  the 
Supreme  Court. 

It  goes  without  saying  that  the  Industrial  Com- 
mission of  Ohio  must  follow  such  decisions.  A 
back  condition,  due  to  continual  heavy  work,  or 
lifting,  or  any  continuous  process  that  involves 
the  movement  of  the  back,  is  not  compensable, 
and  claims  filed  for  such  are  disallowed  by  the 
Commission  for  the  reason  that  they  have  no 
other  course  under  the  law. 

One  court  decision,  in  substance,  states  that  it 
is  the  “tear”  and  not  the  “wear”  that  is  an  ele- 
ment to  be  considered  in  determining  the  em- 
ploye’s right  to  participate  in  the  Workmen’s 
Compensation  Fund. 

Another  example  of  medical  trauma,  but  not 
legal,  is  well1  known,  namely,  that  of  silicosis. 
An  individual  who  is  suffering  such  disability,  in 
acute  cases,  is  as  much  disabled  from  work  by 
reason  of  his  employment,  as  if  he  accidentally 
had  had  both  legs  severed.  However,  silicosis  is 
not  an  occupational  disease  under  the  Com- 
pensation Act,  nor  is  it  an  injury  within  the 
meaning  of  the  Act.  Therefore,  such  cases  are  not 
compensable. 

The  cases  set  forth  as  examples,  of  course, 
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KARO 

BEFORE  AND  AFTER 
OPERATIONS 


WATER  BALANCE 

(24  HOURS) 

Intake 

Outgo 

Drinking  Water 

Urine 

(600  cc.) 

(800  cc.) 

Beverages 

Skin 

(600  cc.) 

(700  cc.) 

Solid  Food 

Lungs 

(700  cc.) 

(600  cc.) 

Metabolic  Water 

Feces 

(300  cc.) 

(100  cc.) 

Surgeons  prepare  patients 

pre-operatively  to  prevent  acidosis 
and  post-operatively  to  protect 
nutrition.  Karo  serves  this  dual 
purpose.  Given  with  a soft  diet 
before  operation  the  patient  will 
better  resist  surgical  acidosis.  And 
Karo  forced  with  fluids  after  oper- 
ation provides  vital  energy  the 
patient  craves. 

Acidosis  accompanies  anesthesia 
and  toxicity  follows  surgical  trauma. 
Their  effects  may  be  moderated 
by  the  administration  of 
Karo.  It  enriches  the  gly- 
cogen reserves  thereby 
helping  to  prevent  surgical 
acidosis,  decrease  post- 
anesthetic vomiting,  stim- 


ulate the  strained  heart  and  com- 
bat shock. 

After  operation  nutrition  wanes 
when  the  patient  cannot  tolerate 
food.  Karo  with  fluids  helps  main- 
tain the  water  balance  of  the  body 
and  tides  the  patient  over  with 
basal  energy.  Karo  provides  60 
calories  per  tablespoon.  It  is  relished 
added  to  milk,  fruit  juices  and  vege- 
table waters.  Karo  is  a mixture  of 
dextrins,  maltose  and  dextrose  (with 
a small  percentage  of  sucrose  added 
for  flavor),  well  tolerated, 
not  readily  fermentable, 
and  effectively  utilized. 

Corn  Products  Consulting  Service  for 
Physicians  is  available  for  further  clinical 
information  regarding  Karo.  Please  Ad- 
dress'. Corn  Products  Sales  Company, 
Dept.  SJ-9,  17  Battery  Place,  New  York 
City. 
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vary  in  question  from  the  clear-cut  to  the  border- 
line, and,  as  a result,  do  present  a serious  prob- 
lem and  some  difference  of  opinion  as  to  their 
compensability. 

INADEQUATE  FACTS  A HANDICAP 
An  entirely  different  class  of  claims  also  create 
confusion  and  dissatisfaction  due  to  the  fact  that 
they  are  not  properly  prepared  when  filed  with 
the  Industrial  Commission.  Details  as  to  the 
nature  and  description  of  the  injury  may  be  lack- 
ing, or  some  other  essential  factor  in  the  filing 
of  the  claim  may  delay  prompt  hearing. 

There  are  also  many  claims  filed  in  which  there 
is  a serious  dispute  as  to  the  facts.  The  Com- 
mission bases  its  decision  on  the  proof  of 
record,  and  although  the  claimant  is  given  the 
benefit  of  every  reasonable  doubt,  the  Commis- 
sion must  use  sound  discretion  in  weighing  the 
evidence. 

Physicians,  as  a class,  have  undoubtedly  bene- 
fited greatly  by  reason  of  the  Workmen’s  Com- 
pensation Act.  Many  bills  for  medical  services 
are  paid  by  the  Commission  in  compensable  claims 
that  would  not  be  paid  if  the  responsibility  of 
paying  such  bills  were  left  squarely  with  the 
claimant. 

A fair  comparison  by  any  physician  of  his  bills 
that  are  paid  by  the  Commission,  and  those  dis- 


approved, we  believe,  would  prove  interesting 
and  probably  surprising  to  the  doctor.  The  ap- 
proved bills  are  accepted  as  a matter  of  course, 
while  it  is  the  bills  that  are  disapproved  to  which 
irritated  attention  is  directed. 

MUST  BE  COOPERATION 

We  have  endeavored  to  state  briefly  some  of 
the  reasons,  generally,  for  the  disallowance  of  the 
industrial  claims,  and  why  fee  bills  in  some  cases 
are  not  paid  by  the  Commission.  The  Compensa- 
tion Act  was  not  intended  by  the  Legislature  to 
be  a panacea  for  all  ills  to  which  human  beings 
fall  heir.  The  intention  simply  was  to  provide 
reasonable  compensation  to  injured  workmen  and 
their  dependents  for  injuries  or  deaths  sustained 
in  the  course  of  and  arising  out  of  employment. 

The  Commission  is  grateful  to  the  doctors  of 
the  state  for  their  cooperation.  Such  cooperation 
is  essential  if  the  Commission  is  to  maintain  a 
high  standard  of  efficiency.  The  Commission 
stands  ready  and  willing  to  explain,  or  correct, 
in  case  of  error. 

We  believe  that  a better  understanding  of 
each  other’s  problem  is  gradually  taking  place, 
and,  in  view  of  this  fact,  there  should  be  re- 
latively little  dissatisfaction  with  the  Compensa- 
tion Act  as  compared  to  the  general  satisfaction 
that  the  Act  has  produced. 


INTERNATIONAL  MEDICAL  ASSEMBLY 


Interstate  Postgraduate  Medical  Association  of  North  America 
Public  Auditorium,  St.  Paul,  Minn.  OCTOBER  12-13-14-15-16,  1936 

Pre-assembly  Clinics,  October  10;  Post-assembly  Clinics,  October  17,  St.  Paul  Hospitals 

President,  Dr.  David  Riesman ; President-Elect,  Dr.  John  P.  Erdmann 
Chairman,  Program  Committee,  Dr.  George  Crile;  Managing-Director,  Dr.  William  B.  Peck 
Secretary,  Dr.  Tom  B.  Throckmorton;  Director  of  Exhibits,  Dr.  Arthur  G.  Sullivan 
Treasurer  and  Director  Foundation  Fund,  Dr.  Henry  G.  Langworthy 
Chairman,  St.  Paul,  Committees,  Dr.  E.  Mendelssohn  Jones 
ALL  MEDICAL  MEN  AND  WOMEN  IN  GOOD  STANDING  CORDIALLY  INVITED 


Intensive  Clinical  and  Didactic  Program  by  World  Authorities 

The  following  is  a major  list  of  members  of  the  profession  who  will  take  part  in  the  program 


Irvin  Abell,  Louisville,  Ky. 

Alfred  W.  Adson,  Rochester,  Minn. 

W.  Wayne  Babcock,  Philadelphia,  Pa. 
Donald  C.  Balfour,  Rochester,  Minn. 
Claude  S.  Beck,  Cleveland,  Ohio. 

Earl  Bond,  Philadelphia,  Pa. 

Hugh  Cabot,  Rochester,  Minn. 

Frederick  A.  Colter,  Ann  Arbor,  Mich. 
Robert  A.  Cooke,  New  York,  N.  Y. 
George  W.  Crile,  Cleveland,  Ohio. 

Bronson  Crothers,  Boston,  Mass. 

Elliott  C.  Cutler,  Boston,  Mass. 

Irving  S.  Cutter,  Chicago,  111. 

Walter  E.  Dandy,  Baltimore,  Md. 

Walter  T.  Dannreuther,  New  York,  N.  Y. 
Vernon  C.  David,  Chicago,  111. 

Loyal  Davis,  Chicago,  111. 

Robert  S.  Dinsmore,  Cleveland,  Ohio. 
George  Draper,  New  York,  N.  Y. 

Wells  P.  Eagleton,  Newark,  N.  J. 

Cary  Eggleston.  New  York,  N.  Y. 

Eldridge  L.  Eliason,  Philadelphia,  Pa. 
Charles  A.  Elliott,  Chicago,  111. 

John  F.  Erdmann,  New  York,  N.  Y. 
Matthew  S.  Ersner,  Philadelphia,  Pa. 
Reginald  Fitz,  Boston,  Mass. 

A.  Almon  Fletcher,  Toronto,  Canada. 
John  R.  Fraser,  Montreal,  Canada. 


John  F.  Fulton,  New  Haven,  Conn. 

Francis  C.  Grant,  Philadelphia,  Pa. 

Fraser  B.  Gurd,  Montreal,  Canada. 

Russell  L.  Haden,  Cleveland,  Ohio. 

Charles  G.  Heyd,  New  York,  N.  Y. 

Andrew  C.  Ivy,  Chicago,  111. 

Chevalier  Jackson,  Philadelphia,  Pa. 

Elliott  P.  Joslin,  Boston,  Mass. 

Frederick  J.  Kalteyer,  Philadelphia,  Pa. 
Frank  H.  Lahey,  Boston,  Mass. 

Joseph  W.  Larimore,  St.  Louis,  Mo. 

Samuel  Z.  Levine,  New  York,  N.  Y. 

Dean  Lewis,  Baltimore,  Md. 

Jennings  C.  Litzenberg,  Minneapolis,  Minn. 
Warfield  T.  Longcope,  Baltimore,  Md. 
William  E.  Lower,  Cleveland,  Ohio. 

John  S.  Lundy,  Rochester,  Minn. 

Joseph  F.  McCarthy,  New  York,  N.  Y. 
Charles  H.  Mayo,  Rochester,  Minn. 
William  J.  Mayo,  Rochester,  Minn. 

James  H.  Means,  Boston,  Mass. 

John  J.  Moorhead,  New  York.  N.  Y. 
Herman  0.  Mosenthal,  New  York,  N.  Y. 
Louis  H.  Newburgh,  Ann  Arbor,  Mich. 
Emil  Novak,  Baltimore,  Md. 

John  A.  Oille,  Toronto,  Canada. 

Eric  Oldberg,  Chicago,  111. 

George  E.  Pfahler,  Philadelphia,  Pa. 


Maurice  C.  Pincoffs,  Baltimore,  Md. 
Lawrence  Post,  St.  Louis,  Mo. 

Fred  Rankin,  Lexington,  Ky. 

Robert  F.  Ridpath,  Philadelphia,  Pa. 

David  Riesman,  Philadelphia,  Pa. 

Leonard  G.  Rowntree,  Philadelphia,  Pa. 
Bernard  Sachs,  New  York,  N.  Y. 

Frederick  W.  Schlutz,  Chicago,  111. 

Alan  DeForest  Smith,  New  York,  N.  Y. 
Fred  M.  Smith,  Iowa  City,  Iowa. 

Charles  R.  Stockhard,  New  York,  N.  Y. 
Waltman  Walters,  Rochester,  Minn. 

Owen  Wangensteen,  Minneapolis,  Minn. 
Russell  M.  Wilder,  Rochester,  Minn. 
William  R.  Williams,  New  York,  N.  Y. 
Hugh  H.  Young,  Baltimore,  Md. 

FOREIGN  ACCEPTANCES  TO  DATE 
Dr.  Robert  D.  Lawrence,  F.R.C.P., 
London,  England. 

Mr.  Archibald  H.  Mclndoe,  F.R.C.S., 
London,  England. 

Mr.  C.  Naunton  Morgan,  F.R.C.S., 
London,  England. 

Dr.  Francis  J.  Charteris,  Prof,  of  Materia 
Medica,  St.  Andrews  University, 

St.  Andrews,  Scotland. 


HOTEL  HEADQUARTERS 
Lowery,  St.  Paul  Hotels 
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Hotel  Committee,  Dr.  L.  R.  Critchfield,  Chairman 
372  St.  Peter  Street,  St.  Paul,  Minnesota 
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VITAMINS  IN  CANNED  FOODS 

III  VITAMIN  A 


• The  most  characteristic  evidence  of  se- 
vere human  vitamin  A deficiency,  and  one 
which  is  increasingly  rare  in  this  country, 
is  xerophthalmia.  Night-blindness,  one  of 
the  manifestations  that  usually  precedes 
xerophthalmia,  has  been  recognized  as  a 
deficiency  disease  since  the  time  of  Hip- 
pocrates who  described  the  disease,  and  its 
cure  by  eating  liver.  Infrequent  reports  of 
this  disorder,  however,  still  appear  in  the 
American  literature.  Most  if  not  all  of  the 
symptoms  accompanying  a deficiency  of  vi- 
tamin A are  thought  to  be  the  result  of  an 
impairment  of  the  epithelial  tissue  (1).  In 
this  connection,  a new  method  for  the  quan- 
titative determination  of  this  vitamin  is 
based  on  the  keratinization  of  germinal 
epithelia  (2). 

That  vitamin  A exerts  an  influence  on 
the  growth  of  human  infants  and  children 
is  also  generally  accepted. 

As  early  as  1919,  a relationship  between 
vitamin  A in  plant  foods  and  plant  pig- 
ments was  postulated.  Research  since  that 
date  has  indicated  that  beta-carotene  and 
some  related  compounds  may  be  considered 
as  provitamin  A (3). 

The  vitamin  A potency  of  fruits  and  vege- 
tables is  apparently  due  to  their  carotene 


content,  since  vitamin  A as  such  has  never 
been  found  in  plant  tissue.  Ingested  caro- 
tene is  believed  to  be  converted  into  vitamin 
A by  enzyme  action  in  the  liver  of  the  ani- 
mal (4),  in  which  organ  the  vitamin  is 
stored. 

Vitamin  A in  the  form  of  carotene  may 
be  present  in  yellow,  green  or  red  pig- 
mented fruits  and  vegetables— in  the  two 
latter  cases,  the  yellow  color  of  carotene 
being  masked  by  other  pigments  present. 
Color  alone,  therefore,  is  not  always  a re- 
liable index  of  potential  vitamin  A potency. 

Both  vitamin  A and  carotene  are  rela- 
tively stable  to  heat  but  are  subject  to  de- 
struction by  oxidation.  However,  foods  of 
both  animal  and  plant  origin,  when  canned 
by  modern  methods,  have  been  found  to 
retain  their  vitamin  A potencies  in  high  de- 
gree (5). 

In  fact,  in  some  instances,  practically  no 
loss  of  vitamin  A potency  can  be  detected 
by  formal  bio-assays  (6). 

Commercially  canned  foods,  therefore, 
may  be  used  with  the  knowledge  that  they 
will  contribute  to  the  American  dietary 
amounts  of  vitamin  A entirely  consistent 
with  those  contained  in  the  raw  materials 
from  which  they  were  prepared. 


AMERICAN  CAN  COMPANY 

230  Park  Avenue,  New  York  Cily 

Cl)  1927.  J.  Exp.  Med.,  46,  699  (4)  1931.  J.  Biol.  Chem.,  94,  185  c.  1935.  Am.  J.  Pub.  Health, 25. 1340 

(2)  1935.  j.  Nutrition,  9,  735  (5)  a.  1933-  J-  Am.  Diet.  Assoc.,  9,  295  (6)  a.  1925.  Ind.  Eng.  Chem.,  17,  69 

(3)  1929.  Biochem.  J.,23,  803  b.  1931.  J.  Nutrition,  4,  267  b.  1926.  Ind.  Eng.  Chem.,  18,  85 


This  is  the  sixteenth  in  a series  of  monthly  articles,  which  will  summa- 
rize, for  your  convenience,  the  conclusions  about  canned  foods  which 
authorities  in  nutritional  research  have  reached.  We  want  to  make  this 
series  valuable  to  you,  and  so  we  ask  your  help.  Will  you  tell  us  on  a 
post  card  addressed  to  the  American  Can  Company,  New  York,  N.  Y., 
what  phases  of  canned  foods  knowledge  are  of  greatest  interest  to  you? 
Your  suggestions  will  determine  the  subject  matter  of  future  articles. 


The  Seal  of  Acceptance  denotes  that  the 
statements  in  this  advertisement  are 
acceptable  to  the  Committee  on  Foods 
of  the  American  Medical  Association. 
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Francis  J.  W.  Cook,  M.D.,  Toledo;  Toledo  Medi- 
cal College,  1904;  aged  60;  died  August  1,  after 
an  illness  of  six  years.  Dr.  Cook  practiced  in 
Toledo  for  30  years.  He  was  active  in  the  Masonic 
Order,  and  was  a charter  member  of  the  local 
Odd  Fellows  Lodge  and  a member  of  the  Metho- 
dist Episcopal  Church.  Both  his  parents  were 
physicians.  He  is  survived  by  his  widow,  two 
daughters  and  a sister. 

Ranson  S.  Gage,  M.D.,  Dover;  College  of 
Physicians  and  Surgeons,  Keokuk,  Iowa,  1890; 
aged  74;  member  of  the  Ohio  State  Medical  Asso- 
ciation and  the  American  Medical  Association; 
died  August  8,  following  a heart  attack.  Dr.  Gage 
practiced  in  Zanesville  before  going  to  Dover  14 
years  ago.  His  widow,  three  daughters  and  two 
sons  survive. 

William  Albert  Landgrebe,  M.D.,  Cleveland; 
Cleveland  College  of  Physicians  and  Surgeons, 
1909;  aged  55;  member  of  the  Ohio  State  Medical 
Association  and  Fellow  of  the  American  Medical 
Association;  died  August  14,  after  a long  illness. 
Dr.  Landgrebe  had  practiced  in  Cleveland  for  26 
years.  His  widow,  a daughter,  a son,  three  sisters 
and  two  brothers  survive. 

Robert  J.  Lawlor,  M.D.,  Cleveland;  Cleveland 
College  of  Physicians  and  Surgeons,  1901;  aged 
65;  died  July  14,  of  a heart  attack.  Dr.  Lawlor 
practiced  in  Cleveland  for  35  years.  A brother 
and  two  sisters  survive  him. 

Walter  Wingart  Mannhardt,  M.D.,  Custar;  To- 
ledo Medical  College,  1903;  aged  55;  member  of 
the  Ohio  State  Medical  Association  and  Fellow  of 
the  American  Medical  Association;  died  July  18, 
of  injuries  sustained  in  an  automobile  accident. 
Dr.  Mannhardt  represented  the  sixth  generation 
of  a direct  line  of  physicians  in  the  Mannhardt 
family.  He  had  practiced  in  Custar  for  45  years, 
where  he  was  also  active  in  civic  and  fraternal 
circles.  During  the  World  War  he  was  a lieu- 
tenant in  the  Medical  Corps  of  the  U.  S.  Army. 
Dr.  Mannhardt  was  a member  of  the  Masonic 
Order.  His  widow,  a son — Dr.  Herman  Mann- 
hardt, Detroit,  Michigan — a daughter  and  a sister 
survive. 

Ralph  Allen  Smith,  M.D.,  Tiffin;  Western  Re- 
serve University  School  of  Medicine,  Cleveland, 
1935;  aged  26;  died  August  10,  of  cerebral  hemor- 
rhage. Dr.  Smith  was  completing  his  internship 
at  Miami  Valley  Hospital,  Dayton,  and  had  ac- 
cepted a position  on  the  staff  of  Women’s  and 
Children’s  Hospital,  Toledo,  for  the  coming  year. 
He  was  a member  of  the  Masonic  Order  and  the 
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UROLOGY — General  Course  Two  Months ; Intensive 
Course  Two  Weeks ; Special  Courses. 
CYSTOSCOPY — Intensive  Course  every  two  weeks 
(attendance  limited). 

General,  Intensive  and  Special  Courses  in  Obstetrics, 
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Methodist  Protestant  Church.  His  mother  sur- 
vives. 

Charles  A.  Snow,  M.D.,  Cleveland;  Cleveland 
College  of  Physicians  and  Surgeons,  1892;  aged 
83;  died  August  1.  Dr.  Snow  was  one  of  the 
veteran  practitioners  on  the  west  side  of  Cleve- 
land. He  is  survived  by  his  widow,  a daughter 
and  two  sons. 

Joseph  H.  Todd,  M.D.,  Wooster;  Bellevue  Hos- 
pital Medical  College,  New  York,  1865;  aged  99; 
member  of  the  Ohio  State  Medical  Association 
and  the  American  Medical  Association;  died 
August  11.  Dr.  Todd  was  the  oldest  member  of 
the  Ohio  State  Medical  Association.  He  had 
practiced  medicine  in  Wayne  County  for  71 
years,  first  at  Shreve  for  12  years  and  since  that 
time  at  Wooster.  Dr.  Todd’s  hobby  was  the  study 
of  geology  and  the  collection  of  fossils  and  Indian 
relics.  He  presented  most  of  his  specimens  to 
Ohio  State  University,  University  of  Colorado 
and  the  College  of  Wooster.  He  was  known  as 
the  father  of  the  Wayne  County  Medical  Society, 
which  he  revived  at  the  close  of  the  Civil  War. 
Dr.  Todd  never  relinquished  active  practice,  and 
continued  to  see  a few  patients  almost  up  to  the 
time  of  his  death.  He  was  believed  to  be  the 
oldest  member  of  the  Masonic  Order  in  the 
United  States.  A sister  survives  him. 

— OSMJ  — 

Study  of  Suicide  Planned 

An  organization  known  as  the  “Committee  for 
the  Study  of  Suicide,  Inc.,”  recently  incorporated 
under  the  laws  of  the  State  of  New  York,  has 
opened  executive  offices  in  the  Medical  Arts  Cen- 
ter, 57  West  75th  Street,  New  York  City. 

The  committee  plans  to  undertake  a compre- 
hensive study  of  suicide  as  a social  and  psycho- 
logical phenomenon. 

The  following  general  program  will  be  fol- 
lowed: 

1.  Intramural  studies  of  individuals  inclined  to 
suicide  in  selected  hospitals  for  mental  diseases. 

2.  Extramural  studies  of  ambulatory  cases 
afflicted  with  suicidal  trends  or  with  obsessional 
wishes  for  their  own  death. 

3.  Social  studies  of  attempts  at  suicide,  by  ex- 
perienced psychiatric  social  workers. 

4.  Ethnological  studies,  i.  e.,  comprehensive  in- 
vestigation of  suicide  among  primitive  races. 

5.  Historical  studies,  so  as  to  make  available  a 
scientific  history  of  suicide  as  a social  and  medico- 
psychological  problem. 

Dr.  Henry  E.  Sigrist,  professor  of  the  history 
of  medicine,  Johns  Hopkins  University,  and  Dr. 
Edward  Sapir,  professor  of  anthropology,  Yale 
University,  are  consulting  members  of  the  com- 
mittee. 


HAVE  YOU  MOVED? 

An  unusually  large  number  of  copies  of 
The  Ohio  State  Medical  Journal  have  been 
returned  to  the  State  Headquarters  Office  ^ 
during  the  past  few  months  because  mem- 
bers have  failed  to  notify  the  office  of  a 
change  of  address. 

Obtaining  the  correct  address  and  for- 
warding the  returned  copies  of  The  Journal 
requires  extra  correspondence  and  addi- 
tional expenditures  for  postage  which  can 
be  eliminated  if  members  will  notify  the 
State  Headquarters  Office  promptly  of  ad- 
dress changes. 
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Rates  for  advertisements  under  this  heading  are  50  cents 
per  line,  payable  in  advance.  Minimum  charge  of  $1.00 
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answers.  Forms  close  16th  of  the  month  preceding 
publication. 
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sion. This  "See  Your  Doctor”  campaign  is  running  in  the  Saturday  Evening  Post  and  other  leading  magazines. 


Ijife  is  not  as  gentle  to  a tiny  baby  as  it 
seems  to  be. 

He  comes  into  this  world,  never  hav- 
ing breathed,  never  having  eaten,  never 
having  digested  food.  Almost  immedi- 
ately, his  little  body  must  adjust  itself 
to  these  vital  functions. 

If  he  is  like  most  babies,  he  doubles 
his  weight  in  the  first  few  months;  triples 
it  in  the  first  year.  Every  part  of  his 
body  must  make  adjustments  to  ac- 
commodate this  proportionately  tre- 
mendous growth. 

A new  baby  encounters  disease- 
producing  germs  for  the  first  time, 
and  must  build  up  resistance  against 
them.  If  he  does  become  ill,  he  is  with- 
out the  power  to  tell  what  the  trouble  is 
or  where  it  lies.  And  when  upset,  he  fre- 


quently is  further  endangered  by  the 
well-meant,  but  often  harmful,  sugges- 
tions of  relatives  and  friends  who  ‘‘know 
just  what  to  do.” 

Yes,  infancy  is  so  hazardous  a period 
that,  last  year,  the  number  of  deaths 
among  babies  under  one  year  of  age  was 
more  than  three  times  the  number  of 
deaths  from  automobile  accidents. 

The  doctor  is  the  one  person  equipped 
to  give  parents  competent  guidance 
through  this  dangerous  period  of  a 
baby’s  life. 

The  doctor  who  sees  the  baby  regu- 
larly can  often  detect  sickness  or  physi- 
cal trouble  in  its  early  stages.  He  can 
prescribe  correct  diet,  proper  hours  of 
sleep,  healthful  and  sensible  handling  of 
the  habit  problem.  And  he  can  start  an 


important  immunization  program,  to 
prevent  such  diseases  as  smallpox,  dip- 
theria,  and  whooping  cough. 

Enlisting  the  doctor’s  help— entrust- 
ing growth,  diet,  and  general  health  to 
his  supervision — is  one  of  the  most  sensi- 
ble precautions  parents  can  take  in 
those  dangerous  days  of  the  child’s 
first  year. 

COPYRIGHT  1936 PARKE.  DAVIS  6 CO. 
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ACTIVITIES  OF  COUNTY  SOCIETIES 


First  District 


Third  District 


(COUNCILOR:  PARKE  G.  SMITH,  CINCINNATI) 

ADAMS 

Former  Adams  County  physicians  joined  with 
the  members  of  the  Adams  County  Medical  So- 
ciety in  celebrating  the  50th  anniversary  of  the 
society  at  Seaman,  August  19.  Speakers  were  Dr. 
J.  N.  Ellison,  Portsmouth,  Dr.  0.  T.  Sproull,  West 
Union,  and  Dr.  Robert  Carothers,  Cincinnati.  The 
anniversary  dinner,  at  which  wives  of  the  physi- 
cians were  guests,  was  in  honor  of  Dr.  Sproull, 
who  was  a charter  member  of  the  society. — 
Bulletin. 

Second  District 

(COUNCILOR:  “ D.  W.  HOGUE,  M.D.,  SPRINGFIELD) 

GREENE 

Dr.  R.  Kent  Finley,  Dayton,  gave  an  illustrated 
address  on  “Infections  of  the  Hand”,  at  a meet- 
ing of  the  Greene  County  Medical  Society,  July 
16,  at  Xenia. — News  clipping. 


(COUNCILOR:  O.  P.  KLOTZ,  M.D.,  FINDLAY) 

SENECA 

The  subject  of  fees  and  the  payment  of  bills 
for  medical  care  of  the  indigent  was  discussed  by 
a representative  of  the  Seneca  County  relief  office 
at  a special  meeting  of  the  Seneca  County  Medi- 
cal Society,  August  13,  at  Tiffin. — Edmund  F.  Ley, 
M.D.,  secretary. 

Fifth  District 

l (COUNCILOR:  A.  A.  JENKINS,  M.D.,  CLEVELAND) 

GEAUGA 

A meeting  of  the  Geauga  County  Medical  So- 
ciety was  held  at  the  home  of  Dr.  W.  C.  Cory, 
Chardon,  July  29.  Dr.  Chester  D.  Christie,  Cleve- 
land, spoke  on  “The  Glands  of  Internal  Secretion”. 
Impending  legislation  affecting  the  practice  of 
medicine  and  public  health  was  discussed. 

Dr.  Orange  Pomeroy,  Cleveland,  addressed  a 
meeting  of  the  society  at  Dr.  Cory’s  home  on 
August  26. — Isa  Teed  Cramton,  M.D.,  secretary. 
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50  Milligrams 

75  Milligrams 

100  Milligrams 

« For 

use 

36 

hours  or  less 

$10.00 

$14.50 

$19.00 

For 

use 

48 

hours 

13.00 

19.00 

25.00 

For 

use 

72 

hours 

19.00 

28.00 

37.00 

For 

use 

96 

hours 

25.00 

37.00 

49.00 

Rates  apply  to  actual  time  of  use. 

Radium  is  contained  in  needles  and  tubes  of  all  dosage  range,  with  new  platinum  filtration. 
Applicators  arranged  as  specified  under  competent  medical  and  technical  supervision. 
Equipment  loaned.  Special  delivery  express  service. 


Details  of  equipment  upon  request. 

RADIUM  AND  RADON 

CORPORATION 


25  E.  Washington  St. 
Marshall  Field  Annex 


Randolph  8855 

CHICAGO 
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ASSIMILABLE  FAT 
— an  essential  in 


FEEDING  THE  PREMATURE 

IN  a recent  study  of  fat  metabolism  in  infants,  Holt,  Tidwell  and  Kirk* 
report  that  olive  oil  showed  the  highest  percent  retention  (95.1%)  of 
all  fats  studied  but  one,  olein  (97.5%).  These  authors  found  the  fat 
of  SIMILAC  (which  is  20%  olive  oil)  showed  a better  percent  retention 
(92.6%)  than  butter  fat  (88.9%) — and  as  high  a retention  as  breast  milk 
fat  (92.4%). 

To  quote  these  authors — “the  differences  in  fat  retention  on  these  various 
fats  as  shown  on  normal  infants  are  not  great;  for  the  normal  infant  it  is 
probably  immaterial  whether  he  absorbs  85%  or  95%  of  his  fat  intake.  It 
seemed  possible,  however,  that  in  subjects  who  have  difficulty  in  fat  assimi- 
lation, such  as  premature  infants,  the  observed  small  differences  might 
become  large  differences.  A few  observations  made  on  premature  infants 
and  twins  have  borne  this  out — .” 

The  observations  referred  to  covered  only  three  prematures  fed  on  differ- 
ent fats,  but  showed  an  average  of  78.4%  retention  for  olive  oil  as  com- 
pared to  only  52.5%  retention  for  butter  fat. 

*Holt,  Tidwell  and  Kirk,  Studies  on  Fat  Metabol- 
ism in  Infants — Acta  Pediatrica.  Vol.  XVI,  1933. 

SIMICAC 

has  given  noticeably  good  results  in 
feeding  the  premature  infant.  One 
of  the  reasons  lies,  as  here  pointed 
out,  in  the  composition  of  its  fat. 

Another  reason  is  its  consistently 
zero  curd  tension.  The  finer  the 
curd  the  greater  the  surface  area. 

The  greater  the  surface  area  the 
more  exposed  are  the  fats,  carbohy- 
drates, proteins  and  salts  to  the  di- 
gestive enzymes.  Result  . . . the 
food  substances  are  more  quickly 
and  readily  utilized. 

SIMILAC  is  made  from  fresh  skim 
milk  (casein  modified)  with  added 
lactose,  salts,  milk  fat,  and  vege- 
table and  cod  liver  oils. 


The  fact  that  SIMILAC  is  well  assimilated  by  the  immature 
digestive  tract  of  the  premature  indicates  how  entirely  suit- 
able it  is  for  all  those  infants  who  are  deprived  of  breast  milk. 


M <S  R DIETETIC  LABORATORIES,  Inc.,  Columbus,  Ohio 
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Sixth  District 

(COUNCILOR:  WM.  M.  SKIPP,  M.D.,  YOUNGSTOWN) 

WAYNE 

Members  of  the  Wayne  County  Medical  Society 
and  their  wives  were  guests  of  Dr.  L.  W.  Yule, 
superintendent  of  the  Applecreek  Institution  for 
Feebleminded,  and  Mrs.  Yule,  at  a picnic  supper, 
July  24. — News  clipping. 

Seventh  District 

(COUNCILOR:  C.  W.  KIRKLAND,  M.D.,  BELLAIRE) 

1 1 SCARAWAS 

Dr.  Edwin  A.  Hamilton,  Columbus,  spoke  on 
“Colitis”  at  a meeting  of  the  Tuscarawas  County 
Medical  Society,  July  9,  at  Dover.  Plans  were 
made  to  hold  a banquet  in  September  at  the 
Buckeye  Hotel,  Uhrichsville,  honoring  Dr.  Byron 
G.  Anderson,  who  has  practiced  medicine  there 
for  50  years. — News  clipping. 

Eighth  District 

(COUNCILOR:  E.  R.  BRUSH,  M.D.,  ZANESVILLE) 

ATHENS 

Members  of  the  Athens  County  Medical  Society 
and  their  families  held  a picnic  at  the  farm  home 
of  the  secretary  at  Stewart,  August  3.  “Dusty” 
Miller,  Wilmington  newspaper  editor  and  hum- 
orist, spoke  on  “Service”.  The  main  theme  of 
his  talk  was  that  the  physician,  like  everyone  else, 
should  not  think  of  rewards,  but  must  serve,  and 
the  reward  will  always  follow. 

The  next  regular  meeting  of  the  society  will  be 
at  Athens,  Monday  noon,  September  12. — T.  A. 
Copeland,  M.D.,  secretary. 

FAIRFIELD 

Charles  S.  Nelson,  Executive  Secretary,  Ohio 
State  Medical  Asociation,  addressed  18  members 
of  the  Fairfield  County  Medical  Society,  at  a 
meeting  of  the  society,  July  28,  at  Lancaster. 

GUERNSEY 

The  subject  of  “Club  Foot”  was  discussed  by 
Dr.  C.  W.  McCuskey,  Senecaville,  at  a meeting 
of  the  Guernsey  County  Medical  Society,  July  16, 
at  Cambridge.  Dr.  C.  C.  Headley,  Cambridge, 
spoke  on  “Progressive  Deafness”,  at  a meeting  of 
the  society,  Ai  gust  6. — News  clipping. 

Ninth  District 

(COUNCIl  OR : I.  P.  SEILER,  M.D.,  PIKETON) 

HOCKING 

The  Hocl  mg  County  Medical  Society  held  its 
regular  me  thly  meeting,  June  11,  at  the  Ambrose 
Hotel,  Lop  an.  After  luncheon,  a splendid  address 
was  given  by  Dr.  A.  D.  Frost,  Columbus,  on 
“Diseases  of  the  Eye”. — M.  H.  Cherrington, 
M.D.,  secretary. 


DIPHTHERIA 

TOXOID 


Alum  Precipitated 


1 c.c.  injected  subcutaneously  or  intra- 
muscularly gives  immunity. 

U.S.S.P.  Co.  Diphtheria  Toxoid  Alum  Pre- 
cipitated is  DEPENDABLE  and  SAFE. 

Write  for  complete  information 


I 


Biologicals,  ampules  and  glandular  pro- 
ducts of  highest  quality  and  purity. 
Write  for  literature  and  information 
on  any  products  in  which  you  are  in- 
terested. 


1 


U.S.  STANDARD  PRODUCTS  CO. 

U.  S.  Government  License  No.  65 
Woodworth,  Wis. 


Behind 


Mercurochrome 

(dibrom-oxymercuri-fluorescein-sodium) 

P**  is  a background  of 


Precise  manufacturing  methods  in- 
suring uniformity 


Controlled  laboratory  investigation 

Chemical  and  biological  control  of 
each  lot  produced 

Extensive  clinical  application 


Thirteen  years’  acceptance  by  the 
Council  of  Pharmacy  and  Chem- 
istry of  the  American  Medical 
Association  « > 


A booklet  summarizing  the  impor- 
tant reports  on  Mercurochrome  and 
describing  its  various  uses  will  be 
sent  to  physicians  on  request. 


Hynson,  Westcott  & Dunning,  Inc. 

BALTIMORE,  MARYLAND 
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t$i£  jMtlmt  tffavCVUjfl  lAc 
chiA'iS,  wit£i  RESTFUL  SLEEP.. 


Sleep  is  important  for  the  favorable  out- 
come of  operative  procedure — of  serious 
disease  and  of  certain  mental  and  nervous 
conditions.  Ipral  Sodium  has  been  used  to 
advantage  in  producing  a sound  sleep 
closely  resembling  the  normal,  from  which 
the  patient  awakens  generally  calm  and 
refreshed. 

Ipral  Sodium  ( sodium  ethylisopropylbar- 
biturate)  is  a safe,  effective  sedative  which 
is  readily  absorbed  and  rapidly  eliminated. 
With  proper  attention  to  the  dosage,  unde- 
sirable cumulative  effects  may  be  avoided. 
No  untoward  organic  or  systemic  effects 
have  been  observed  when  given  in  thera- 
peutic doses.  Ipral  Sodium 
is  supplied  in  %-gr.  tab- 


lets as  a sedative;  in  2-gr.  tablets  as  sed- 
ative and  hypnotic;  and  in  4-gr.  tablets 
for  pre-anesthetic  medication.  Ipral  So- 
dium 2 gr.  is  also  available  in  capsule  form 
— in  bottles  of  100  and  1000. 

Ipral  Calcium  (calcium  ethylisopropyl- 
barbiturate)  is  supplied  in  2-gr.  tablets  for 
use  as  sedative  and  hypnotic. 

Tablets  Ipral  Aminopyrine  (2  gr.  Ipral, 
2.33  gr.  Aminopyrine  Squibb)  provide 
both  analgesic  and  sedative  actions. 

These  preparations  are  supplied  in  bot- 
tles of  100  and  1000  tablets.  For  descrip- 
tive literature  address  Professional  Service 
Department,  745  Fifth  Ave.,  New  York. 

E R;  Squibb  & Sons . N ew  York 
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Help  of  County  Medical  Societies  Sought 
In  Venereal  Disease  Campaign 

Dr.  Walter  H.  Hartung,  State  Director  of 
Health,  has  issued  the  following  administrative 
bulletin  to  all  city  and  county  health  commis- 
sioners urging  them  to  secure  the  cooperation  of 
county  medical  societies  in  the  venereal  disease 
control  program  of  the  State  Department  of 
Health. 

“In  recognition  of  the  efforts  of  our  Surgeon 
General,  Thomas  H.  Parran,  to  stamp  out 
syphilis  and  other  venereal  diseases,  it  is  the  de- 
sire of  this  Department  that  we  designate  the 
next  12  months  for  an  intensive  campaign  in 
Ohio  to  combat  all  venereal  diseases,  and  also  to 
put  forth  a greater  effort  to  locate  people  afflicted; 
have  the  doctors  of  Ohio  report  their  cases  and 
see  that  all  cases  are  followed  up  to  a successful 
conclusion,  including  pregnant  syphilitic  mothers 
so  that  they  may  have  healthy  children.  There- 
fore, I am  requesting  that  you  contact  your  medi- 
cal organizations  and  local  doctors  in  an  effort 
to  secure  their  cooperation  in  this  matter. 

“It  has  been  found  expedient  to  have  doctors 
report  their  cases  by  number  or  some  code  system 
in  order  that  they  may  retain  their  confidential 
relationship  between  themselves  and  their  pa- 
tients.” 

The  legal  responsibility  of  physicians  to  report 
cases  of  venereal  disease  was  explained  in  the 
“Do  You  Know”  column  of  the  August,  1936, 
issue  of  The  Ohio  State  Medical  Journal,  page 
768,  and  the  subject  received  editorial  comment  on 
page  769  of  the  same  issue. 

— OSMJ  — 

Attorney  General  Issues  Opinions  On 
Medical  and  Hospital  Questions 

Several  rulings  recently  announced  by  At- 
torney General  John  W.  Bricker  are  of  particular 
interest  to  the  medical  profession.  A syllabus  of 
each  follows: 

Opinion  No.  5847,  July  9 — In  view  of  the  ex- 
press inhibition  contained  in  Section  2541,  Gen- 
eral Code,  insane  persons  may  not  be  housed  in  a 
wing  of  the  county  home  even  though  it  is 
planned  that  such  wing  will  be  designated  a de- 
tention hospital  for  insane  persons  and  even 
though  such  insane  persons  be  segregated  from 
other  inmates  of  the  county  home. 

Opinion  No.  5878,  July  22 — By  virtue  of  Sec- 
tion 3143,  General  Code,  the  county  commis- 
sioners of  the  county  of  legal  residence  of  in- 
digent persons  afflicted  with  any  type  of  tuber- 
culosis, can  properly  pay  out  of  the  tuberculosis 
funds  of  the  county,  the  expenses  of  maintaining 
such  persons  at  a hospital,  which  is  an  associa- 
tion or  corporation  incorporated  under  the  laws 
of  Ohio  for  the  exclusive  purpose  of  caring  for 
and  treating  persons  suffering  from  tuberculosis, 


The  Wendt -Bristol 
Company 

Two  complete  ethical  stores  in 
Columbus 

51  E.  State  St.  721  No.  High  St. 

for  the  convenience  of  the  Physicians  and 
Surgeons — and  the  many  people  they  serve 

Two  Prescription  Departments 

maintained  in  a high  class  manner  with 
eight  registered  Pharmacists 

Other  Complete  Departments 

OFFICE  EQUIPMENT 

PHYSIO  THERAPY  APPARATUS 
HOSPITAL  SUPPLIES 

HEALTH  FOODS 

W-B  Pharmaceutical  Supplies 
JOBBING  STOCKS  ALL  LEADING 
MANUFACTURERS 

Antitoxins  and  Vaccines  in  Special 
Refrigeration  Plants 

Prompt  Service  on  Phone  Orders 


LABORATORY  APPARATUS 

Coors  Porcelain  Pyrex  Glassware 

R.  & B.  Calibrated  Ware 
Chemical  Thermometers 
Hydrometers  Sphygmomanometers 


J.  T.  Baker  & Co.’s  C.  P.  Chemicals 

Stains  and  Reagents 
Standard  Solutions 


BIOLOGICALS 

Serums  Bacterins  Media 

Antitoxins  Vaccines  Pollens 


We  are  completely  equipped,  and  solicit 
your  inquiry  for  these  lines  as  well  as  for 
Pharmaceuticals,  Chemicals  and  Supplies, 
Surgical  Instruments  and  Dressings. 


The  Rupp  & Bowman  Co. 

319  Superior  St.  Toledo,  Ohio 
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FOR 

Children’s  Colds 


In  prescribing  Benzedrine*  Inhaler  for  chil- 
dren’s head  colds,  you  are  providing  a first- 
aid  remedy  which  may  prove  of  constant 
service  throughout  the  winter  months. 


At  the  first  sign  of  a cold  the  child  is  instructed  to  use  the  inhaler  to  reduce  congestion 
and  to  maintain  the  patency  of  the  nasal  passages.  Benzedrine  Inhaler  has  been 
shown  to  have  no  deleterious  effect  even  on  the  delicate  cilia  of  the  nose.  Since  it  is 
volatile  it  penetrates  to  areas  usually  inaccessible  to  liquid  inhalants,  and  there  is 
no  oil  to  be  aspirated  and  become  a potential  source  of  later  trouble  by  accumulating 
in  the  lungs.  (Graef:  Am.  J.  of  Path.;  Vol.  xi,  No.  5,  Sept.  1935.) 


For  the  adult  members  of  the  family,  Benzedrine  Inhaler  is  as  useful  as  it  is  for  your 
young  patients.  Secondary  reactions  “are  so  infrequent  and  so  mild  as  to  be  virtually 
negligible’  ’(Scarano: Med.  Record;Dec.  5, 1934);  and  even  in  very  young  children  over- 
stimulation  and  other  undesirable  reactions  do  not  occur  with  the  proper  dosage. 


*Trade  Mark 
Reg.  U.  S.  Pat.  Off. 


BENZEDRINE  INHALER 

A VOLATILE  VASOCONSTRICTOR 

Each  tube  is  packed  with  benzyl  methyl 
carbinamine,  .325  gm.  ; oil  of  laven- 
der, .097  gm. ; menthol,  .032  gm. 

SMITH,  KUNE  & FRENCH  LABORATORIES,  PHILADELPHIA,  P 


A. 


ESTABLISHED  1841 
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if  such  institution  has  been  approved  by  the  State 
Board  of  Health. 

Opinion  No.  5904,  July  28 — The  amendment  to 
Section  1465-60,  General  Code,  which  provides 
that  members  of  a partnership,  firm  or  associa- 
tion shall  be  considered  as  employes  in  determin- 
ing whether  or  not  such  partnership,  firm  or  as- 
sociation employed  three  or  more  workmen  or 
employes,  and  which  provides  for  compensation 
for  such  members  of  the  partnership,  firm  or  as- 
sociation is,  by  virtue  of  the  decision  of  the 
Supreme  Court  in  the  case  of  Goldberg,  Appellee 
v.  Industrial  Commission,  131  O.S.  399,  uncon- 
stitutional and  in  violation  of  the  provisions  of 
Section  35  of  Article  II  of  the  Constitution  of 
Ohio. 

Opinion  No.  5912,  July  29 — By  virtue  of  Section 
3484-2,  General  Code,  if  an  indigent  person  is 
hospitalized  by  the  township  trustees  in  a county 
other  than  the  county  of  his  legal  settlement  and 
if  proper  notification  is  given  to  the  county  com- 
missioners of  the  county  of  his  legal  settlement, 
the  county  commissioners  of  legal  settlement 
should  pay  the  cost  of  such  hospitalization  at  the 
established  rate  of  the  township  providing  such 
hospitalization,  and  should  pay  for  the  same 
within  thirty  days  after  date  of  the  sworn  state- 
ment of  expense. 


Opinion  No.  5914,  July  30 — Section  1465-101, 
General  Code,  does  not  prohibit  insurance  com- 
panies authorized  by  the  Superintendent  of  In- 
surance to  do  business  in  this  state  and  whose 
charters  and  licenses  permit  them  to  write  work- 
men’s compensation  insurance  from  making  con- 
tracts which  insure  Ohio  employers  against  loss 
or  liability  for  death,  injury  or  occupational  dis- 
ease occasioned  in  the  course  of  such  "workmen’s 
employment  where  such  workmen  are  employed 
to  do  specified  work  in  another  state,  no  part 
whereof  is  to  be  performed  in  Ohio,  nor  does  said  t 
section  make  such  contracts  of  insurance  void. 

— OSMJ  — 

Cleveland — Dr.  Paul  M.  Moore,  formerly  as- 
sistant professor  of  otolaryngology,  State  Uni- 
versity of  Iowa  College  of  Medicine,  has  been 
appointed  head  of  the  department  of  otolaryng- 
ology at  the  Cleveland  Clinic,  filling  the  vacancy 
caused  by  the  death  of  Dr.  William  V.  Mullin. 

Youngstown — Accommodations  for  approxi- 

mately 75  additional  patients  will  be  provided  by 
a third  story  now  being  added  to  the  Mahoning 
County  Tuberculosis  Hospital  under  a $200,000 
WPA  project,  partly  financed  by  the  county. 

Salem — Salem  City  Hospital  was  recently  be- 
queathed $2,000  through  the  will  of  Howard  Fre- 
mont Stratton,  Philadelphia  artist. 


We  'Welcome  the  Medical  Profession  to  ..  . 


CLEVELAND  and  HOTEL  HOLLENDEN 


Every  facility  of  Hotel  Hollenden,  is  at  your  service  during  your  Ohio  State  Conven- 
tion, October  7th  to  9th.  In  the  Hollenden  you  will  find  every  convenience  to  make 
your  visit  most  comfortable  and  enjoyable,  a reasonable  scale  of  prices  and  a choice  of 
restaurants,  serving  delicious  food  and  beverages.  We  suggest  early  reservations  to 
assure  yourself  of  the  type  of  accommodations  you  prefer. 


HOTEL  HOLLENDEN 

is  located  in  the  heart  of  business  district  of  Cleveland — 1050  Comfortable  Rooms — all 
with  Bath  and  4-Station  Radio  Speakers. 


THE  COFFEE  SHOP  (Air  Conditioned) 

Open  from  6:00  A.M.  to  1:00  A.M. 

Club  Breakfasts  from  30c  Delicious  Luncheon  Specials  at  Moderate  Prices  Full  Course  Dinners  75c 


The  VOGUE  ROOM  Air  Conditioned 

Open  from  11:30  A.M.  to  2:30  A.M.  Special  luncheons 
every  day.  Saturday  Luncheon  Dancing  from  12:30  to  2:30. 
Cocktail  Hour  from  five  to  six  o’clock,  with  entertainment. 
Dinner  Dancing  every  evening,  including  Sunday.  Full 
course  dinners  from  $1.50.  Supper  Dancing  every  evening 
from  10:00  P.M.  to  2:30  A.M.,  except  Sunday.  Floor  Show. 
No  cover,  any  time. 

The  PARISIAN  Cocktail  Bar  Air  Conditioned 

Adjoining  the  Vogue  Room.  Serving  the  finest  of  imported 
and  domestic  beverages. 


The  BAR  and  GRILL  Air  Conditioned 

Adjoining  the  Coffee  Shop.  The  famous  old  Hollenden 
Bar  still  serves  with  traditional  Hollenden  hospitality. 

The  300-CAR  FIREPROOF  GARAGE 

The  Hollenden  maintains,  in  the  building,  a 300-car  fire- 
proof garage  with  entrances  from  Superior  Avenue  and 
Vincent  Avenue  and  every  convenience  and  facility  for  the  ; 
motorist. 
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WITH  A MINIMUM  OF  INCON- 
VENIENCE TO  THE  PATIENT  MAY 
BE  OBTAINED  BY  THE  USE  OF 

1 cc.  CONCENTRATED  SOLUTION  LIVER  EXTRACT 

J£>ederle 

Thb  choice  of  A liver  extract  for  the  treatment 
of  pernicious  anemia  should  depend  primarily  on 
the  potency  of  the  extract.  Since  treatment  must  be 
continued  at  definite  intervals,  it  is  also  important 
to  consider  the  discomfort  caused  by  the  injection 
of  the  extract. 

The  newest  of  the  Lederle  parenteral  preparations, 

1 cc.  Concentrated  Solution  Liver  Extract, 
has  now  had  nearly  two  years  of  clinical  use.  With 
this  preparation  it  is  possible  to  effectively  treat 
pernicious  anemia  with  a minimum  of  incon- 
venience to  the  patient. 

Available  only  in  boxes  of  3 vials — each  con- 
taining, in  a volume  of  one  cubic  centimeter,  active 
substance  obtained  from  100  grams  of  liver. 

Lederle  Laboratories,  i^c. 

30  ROCKEFELLER  PLAZA  NEWYORK,  N.  Y. 
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NEWS  NOTES 


New  Paris — Dr.  J.  A.  Carter  has  been  ap- 
pointed health  commissioner  of  Clermont  County. 

New  Philadelphia — Dr.  H.  A.  Coleman  has  re- 
tired from  practice  because  of  ill  health. 

Millersburg — It  is  expected  that  construction 
of  Holmes  County’s  new  Pomerene  Memorial  Hos- 
pital will  be  completed  by  November  1. 

Cincinnati — A committee  has  been  appointed 
for  the  protection  of  the  bond  holders  of  Good 
Samaritan  Hospital,  which  is  owned  and  operated 
by  the  Sisters  of  Charity  of  Cincinnati.  In  1927 
$2,000,000  of  5V2  per  cent  first  mortgage  serial 
gold  bonds  .were  issued,  to  mature  at  the  rate  of 
$80,000  a year  from  July  1,  1930,  until  1954.  A 
total  of  $240,000  were  redeemed,  leaving  $1,760,- 
000  still  outstanding,  none  having  been  redeemed 
since  1934. 

Dennison — Dr.  R.  A.  Wilson  is  convalescing 
from  the  fracture  of  a bone  in  each  heel  suffered 
when  he  fell  from  a hay  wagon  on  his  farm. 

Portsmouth — Closed  since  1933,  the  third  floor 
of  General  Hospital  has  been  renovated  and 
equipped  with  new  furniture,  and  is  now  open  for 
service. 

Lancaster — Dr.  W.  E.  Wiyiarch,  head  physician 
at  the  Boys’  Industrial  School,  has  returned  to 
duty  after  an  illness  of  nine  months. 

Wadsworth — The  Lions’  Club  recently  con- 
cluded a successful  campaign  for  funds  to  pur- 
chase an  oxygen  tent  for  the  Wadsworth  Mem- 
orial Hospital. 

Hillsboro — Dr.  K.  R.  Teachnor  has  been  ap- 
pointed a member  of  the  Highland  County 
Board  of  Health. 

Cleveland — Dr.  Frederick  C.  Waite  of  the 
faculty  of  Western  Reserve  University  gave  a 
historical  address  on  “Dr.  Marcus  Whitman”,  at 
Walla  Walla,  Washington,  August  13,  at  the  cele- 
bration of  the  Marcus  Whitman  Centennial  and 
the  foundation  of  Whitman  College. 

Marion — Dr.  Martin  M.  Weinbaum  is  the  new 
city  health  commissioner,  succeeding  Dr.  John 
LoCricchio,  who  resigned  to  enter  private  prac- 
tice. 

Toledo — An  advisory  health  committee,  com- 
prising Dr.  Stanley  D.  Giffen,  Dr.  Carll  S.  Mundy 
and  Dr.  Paul  M.  Holmes?  has  been  named  by 
Welfare  Director  Gordon  Jeffery  to  act  as  an 
advisory  group  to  the  welfare  director  and  Dr. 
Basil  B.  Brim,  health  commissioner,  on  local 
health  problems  and  to  make  a study  of  the 
health  division  and  make  recommendations  de- 
signed to  improve  its  efficiency.  The  committee 
will  function,  unofficially,  as  a board  of  health. 
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CHRONIC  ULCERATIVE  COLITIS  IN  CHILDHOOD 

By  HENRY  F.  HELMHOLZ,  M.D.,  Rochester,  Minnesota 


CHRONIC  ulcerative  colitis  in  private  pedi- 
atric practice  is  a rather  unusual  disease, 
and  if  my  explerience  and  that  of  some  of  my 
pediatric  friends  can  be  taken  as  an  indication,  a 
man  may  go  through  many  years  of  active  prac- 
tice and  not  see  such  a case.  If  the  disease  is  not 
recognized,  it  usually  is  treated  as  an  unusual  type 
of  some  common  condition  such  as  bacillary  or 
amebic  dysentery.  Since  1921,  I have  had  the  op- 
portunity to  see  a considerable  number  of  cases  of 
chronic  ulcerative  colitis,  and  will  limit  myself  to 
a consideration  of  65  cases  seen  in  the  fourteen 
years  up  to  January  1,  1935.  In  an  earlier  paper,4 
I reported  having  seen  10  cases  in  four  and  a half 
years,  or  an  average  of  slightly  more  than  two 
cases  a year.  Since  1925,  this  number  has  in- 
creased to  more  than  five  cases  a year,  which  is 
readily  explained  by  the  success  of  the  specific 
serum  and  vaccine  in  the  treatment  of  the  disease. 

The  geographic  distribution  of  the  patients  in 
these  cases  is  of  interest  in  showing  how  wide- 
spread the  disease  is  and  that  it  apparently  is  not 
related  to  life  in  the  city  or  country.  Table  1 
shows  the  distribution  by  states  from  which  three 
or  more  patients  have  been  seen.  Except  for  the 
state  of  Texas,  most  of  the  patients  come  from 
rural  communities  or  small  towns.  The  dis- 
tribution of  patients  in  these  cases  follows  the  per- 
centage of  state  registration  at  the  clinic  only  in 
so  far  as  Minnesota  shows  the  largest  number. 
The  remainder  are  decidedly  out  of  line,  which  is 
probably  to  be  explained  by  the  great  difficulty  in 
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the  treatment  of  these  patients  and  the  willing- 
ness of  patients  to  come  a great  distance.  Ap- 
parently, climate  plays  no  role  in  the  condition, 
although  compared  with  the  registration  from  the 
various  northern  states,  patients  from  the  south- 
ern states  are  represented  in  excess. 


TABLE  1 

DISTRIBUTION,  BY  STATES,  OF  PATIENTS  WHO  HAD 
CHRONIC  ULCERATIVE  COLITIS 


Rural  districts 
and  towns 

Cities 

Total 

Minnesota 

9 

1 

10 

Wisconsin 

4 

2 

6 

Iowa 

3 

2 

5 

Texas 

1 

4 

5 

Illinois 

2 

2 

4 

Montana 

4 

4 

Mississippi 

2 

1 

3 

Missouri 

1 

2 

3 

.Nebraska 

2 

1 

3 

North  Dakota 

3 

3 

That  the  disease  is  even  now  frequently  not 
recognized  is  indicated  by  the  length  of  time  chil- 
dren have  had  symptoms  without  a correct  diag- 
nosis having  been  made.  The  appearance  of  con- 
tinued blood,  pus,  and  mucus  in  the  stools  is 
usually  ample  reason  for  consulting  a physician, 
so  it  would  appear  that  the  significance  of  finding 
diarrhea  with  continued  blood,  pus  and  mucus  in 
the  stools  is  not  always  appreciated.  In  some  of 
the  cases  a diagnosis  had  been  made  shortly  be- 
fore the  patient  came  to  the  clinic,  but  the  symp- 
toms had  been  present  for  a much  longer  time. 
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Table  2 shows  the  duration  of  symptoms  in  65 
cases  of  chronic  ulcerative  colitis.  It  is  very  evi- 
dent that  in  a large  group  of  these  cases  the  con- 
dition had  gone  unrecognized  for  many  years. 
The  recognition  of  the  condition  is  not  difficult  if 
the  symptom  complex  is  known.  The  diagnosis  is 
usual'y  made  from  the  history  alone. 


TABLE  2 

DURATION  OF  SYMPTOMS  IN  CASES  OF  CHRONIC 
ULCERATIVE  COLITIS 


Duration  of  symptoms,  years 

1 

Cases 

Less  than  Mj 

1 

10 

y2  to  1 

I 

11 

1 to  2 

1 

15 

2 to  4 

1 

13 

4 to  6 

1 

10 

6 ti  10 

1 

6 

The  past  history  reveals  very  little  when  a 
large  group  like  this  one  is  studied.  Influenza  had 
preceded  the  onset  of  the  disease  in  six  cases; 
measles  and  pneumonia  preceded  the  onset  in  two 
cases;  and  scarlet  fever,  otitis  media,  infection  of 
the  scalp,  and  typhoid  fever  each  preceded  the 
onset  in  one  case.  Whether  or  not  there  was  an 
etiologic  relationship  between  the  preceding  illness 
and  the  chronic  ulcerative  colitis  cannot  be  defi- 
nitely said  as  the  group  of  cases  is  too  small  to 
be  of  etiologic  significance. 

Infected  tonsils  and  infected  teeth  were  not  an 
outstanding  feature  in  this  group  of  cases,  and  I 
did  not  feel  that  these  infections  had  a direct  re- 
lation to  the  onset  of  the  chronic  ulcerative 
colitis. 

In  only  a single  instance  was  there  a history  of 
chronic  ulcerative  colitis  in  the  family.  The 
mother  of  one  of  the  patients  had  died  of  chronic 
ulcerative  colitis. 

ETIOLOGY 

Before  1924,  the  diagnosis  of  chronic  ulcerative 
colitis  of  the  idiopathic  type,  was  one  of  exclusion. 
It  was  made  in  the  group  of  cases  in  which  none 
of  the  usual  etiologic  agents  which  cause  dysen- 
tery could  be  isolated  from  the  intestine,  and  in 
cases  in  which  the  roentgenologic  and  proctoscopic 
findings  were  typical.  In  1924, 1 Bargen  was  able 
to  show  that  a diplococcus  could  be  isolated  in  cul- 
tures in  cases  in  which  the  culture  medium  was 
inoculated  with  material  which  was  taken  from 
the  depth  of  ulcers  in  the  rectum.  On  smears  the 
organism  proved  to  be  a gram  positive  lancet- 
shaped  diplococcus  growing  in  groups  of  two  and 
four.  He  isolated  this  organism  in  80  per  cent  of 
the  cases  of  chronic  ulcerative  colitis  and  was  able 
to  reproduce  the  disease  in  rabbits  by  injecting 
the  organism  intravenously.  Five  hundred  strains 
have  been  injected  into  animals  and  have  become 
localized  in  the  colon  in  65  per  cent  of  these 
studies.  Bargen  also  was  able  to  reproduce  the 
disease  in  animals  with  injection  of  cultures  ob- 


tained from  the  tonsils,  and  from  periapical  ab- 
scess of  the  teeth,  of  patients  suffering  from 
chronic  ulcerative  colitis.  These  results  are  of 
some  importance,  and  indicate  a probable  hemato- 
genous mode  of  infection  of  the  colon  rather  than 
infection  by  direct  extension  through  the  intes- 
tinal mucosa.  The  various  stages  in  the  develop- 
ment of  the  pathologic  changes  also  bear  this  out. 
The  etiologic  relationship  of  this  diplococcus  to 
chronic  ulcerative  colitis  is  further  borne  out  by 
the  therapeutic  results  of  the  specific  serum  and 
vaccine. 

PATHOLOGY 

The  gross  pathologic  picture  of  colitis  at  ne- 
cropsy is  that  of  a narrowed  thickened  colon  show- 
ing large  regions  of  ulceration  in  which  only 
islands  of  normal  mucosa  remain.  Depending  on 
the  chronicity  of  the  process,  polyps  may  develop 
from  these  islands  and  ultimately  may  result  in 
carcinoma,  as  happened  in  one  patient  who  was 
20  years  of  age. 

The  primary  change  in  the  development  of  the 
ulceration,  as  described  by  Humphrey,  is  that  of 
a miliary  infarct  which  starts  as  a small  necrosis 
of  the  mucosa,  following  the  plugging  of  small 
vessels  in  the  submucosa.  Following  the  necrosis, 
hemorrhage  and  polymorphonuclear  infiltrations 
occur.  These  form  small  miliary  abscesses,  which 
soon  rupture  and  leave  ulcerated  regions.  Mul- 
tiple small  ulcers  may  coalesce  and  form  large 
ulcers.  Large,  thin-walled  vessels  are  seen  in  the 
base  of  the  ulcer,  which  is  composed  of  cellular 
connective  tissue.  When  the  vessels  rupture, 
blood  appears  in  the  stools.  The  fibrous  infiltra- 
tion of  the  muscular  layers  explains  the  loss  of 
elasticity  of  the  wall  of  the  colon;  contraction  pro- 
duces narrowing  of  the  lumen. 

SYMPTOMS 

The  striking  and  pathognomonic  symptom  of 
the  disease  is  the  bloody  diarrhea.  This  may  not 
be  an  initial  symptom,  but  sooner  or  later  it 
manifests  itself.  In  almost  half  of  the  65  cases, 
32  to  be  exact,  the  primary  symptom  was  a diar- 
rhea, which  was  mucoid  and  bloody  in  character 
at  the  onset  or  very  soon  after  the  onset.  In 
27  cases,  the  illness  started  with  a diarrhea  of 
indefinite  character,  and  only  later,  after  an  in- 
terval of  weeks  or  months,  did  blood  appear  in  the 
stools.  An  unusual  mode  of  onset  was  with  either 
a bloody  discharge  from  the  intestine,  which  soiled 
the  underwear  and  which  was  independent  of  the 
normal  firm  bowel  movement,  or  with  a large 
amount  of  blood,  pus  and  mucus  which  was  found 
on  the  outside  of,  or  followed  the  normal  bowel 
movements.  Diarrhea  developed  later  in  all  these 
cases.  In  one  case  the  diarrhea  did  not  develop 
until  eight  months  later.  The  diarrhea  is  char- 
acterized by  the  large  number  of  stools,  their  con- 
stant bloody  content,  cramps,  and  occasional 
tenesmus.  Of  diagnostic  significance  is  the  in- 
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ability  to  influence  the  diarrhea  with  any  par- 
ticular form  of  diet.  The  diarrhea  is  further 
characterized  by  periodic  exacerbation  and  periods 
of  apparent  improvement.  The  stools  may  number 
only  five  or  six  each  day,  or  they  may  be  in- 
creased to  thirty  or  forty  in  the  acute  stage.  The 
number  of  stools  in  an  average  case  would  range 
from  seven  to  fifteen  each  day. 

With  the  chronicity  and  the  intensity  of  the 
diarrhea,  a marked  loss  of  weight  would  be  ex- 
pected. This  occurred  in  only  about  20  of  the  65 
cases.  In  many  of  the  cases  in  which  the  con- 
dition was  chronic,  the  nutritional  condition  of 
the  patient  was  good.  An  acute  exacerbation  will 
frequently  bring  about  a marked  and  rapid  loss 
in  weight.  Dehydration  may  be  sufficiently  severe 
to  demand  intravenous  therapy. 


TABLE  3 

VALUE  FOR  HEMOGLOBIN  WHEN  PATIENTS 
REGISTERED  AT  THE  CLINIC 


Hemoglobin, 

per  cent 

Cases 

30  or 

less 

6 

30  to 

50 

18 

51  to 

70 

19 

70  or 

more 

22 

More  striking  than  the  loss  in  weight  is  the 
marked  anemia  of  many  of  the  patients.  The 
value  for  the  hemoglobin,  which  was  determined 
at  the  time  the  patients  registered  at  the  clinic, 
is  shown  in  Table  3.  With  the  marked  loss  of 
blood  in  the  stools,  it  is  surprising  that  in  almost 
a third  of  the  cases  the  value  for  hemoglobin  was 
70  per  cent  or  more.  Abdominal  cramps  were  of 
common  occurrence,  although  in  28  cases  there 
had  been  little,  if  any,  pain. 

Proctoscopic  examination  revealed  the  char- 
acteristic glazed  or  granular  appearance  of  the 
mucosa.  The  mucosa  bleeds  very  easily.  At  times, 
ulceration  and  varying  degrees  of  contraction  of 
the  bowel  may  be  seen.  In  a study  of  approxi- 
mately 1,300  cases  of  chronic  ulcerative  colitis, 
Buie3  has  learned  to  distinguish  the  various 
stages  of  the  process,  such  as  diffuse  inflamma- 
tion and  edema,  miliary  abscess,  miliary  ulcer, 
and  scars.  In  all  of  the  65  cases  the  proctoscopic 
findings  were  typical  of  chronic  ulcerative  colitis. 
In  two  of  the  cases,  polyps  were  visualized  in  the 
rectum. 

A typical  roentgenogram  characterizes  chronic 
ulcerative  colitis.  The  colon  when  filled  with 
barium,  is  smooth  and  without  haustra  in  the  dis- 
eased portion;  later,  there  is  narrowing,  which 
produces  the  typical  lead  pipe  appearance.  In 
Bargen’s2  series  of  cases,  in  which  the  patients 
were  adults,  the  entire  colon  was  involved  in  only 
64  per  cent  of  the  cases.  In  this  series  of  65  cases, 
partial  involvement  occurred  in  only  seven.  In 
one  case  each  the  rectum  and  rectosigmoid  was  in- 
volved, and  in  five  cases  the  descending  colon  was 


involved.  In  two  cases  the  roentgenogram  did  not 
reveal  any  abnormality.  In  these  two  cases  the 
proctoscopic  findings  wnre  typical  and  the  specific 
diplococcus  was  isolated  from  the  rectum.  In  the 
remainder  of  the  cases  the  whole  colon  was  in- 
volved. In  three  cases  the  lower  portion  of  the 
ileum  was  also  involved.  It  is  further  noteworthy 
of  the  rapid  progress  of  the  disease  that,  in  many 
of  the  cases  in  which  the  patients  were  seen  re- 
latively early  in  the  course  of  the  disease,  the 
entire  colon  showed  involvement  with  marked  con- 
traction. Figures  1 and  2 show  the  typical  roent- 
genologic appearance.  In  two  cases  the  first 


Fig.  1.  Diffuse  narrowing,  shortening  and  general  de- 
formity of  the  entire  colon — the  typical  roentgenologic  ap- 
pearance of  chronic  ulcerative  colitis. 


roentgenograms  were  normal,  but  on  a return 
visit,  in  one  case  after  six  weeks,  and  in  the  other 
case  after  six  months,  the  roentgenologic  findings 
were  typical  of  chronic  ulcerative  colitis.  In  some 
of  the  cases  in  which  recovery  occurred,  roent- 
genologic examination  of  the  colon  showed  that 
the  normal  size  and  appearance  of  the  colon  had 
been  restored  (Fig.  3). 

In  none  of  this  series  of  cases  were  Shigella 
dysenteriae  grown  from  the  stools.  In  only  one 
case  was  Endamoeba  histolytica  found  at  one 
examination  in  the  laboratory.  Repeated  exami- 
nations at  later  dates  did  not  reveal  Endamoeba 
histolytica.  In  spite  of  rigid  treatment  for 
amebiasis,  the  child  became  progressively  worse, 
and  later  improved  on  the  usual  colitis  regimen. 
In  addition,  in  a number  of  instances,  Endamoeba 
histolytica  and  Shigella  dysenteriae  had  been 
found  before  the  patients  came  to  the  clinic  and 
these  patients  had  been  treated  on  that  basis  else- 
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Fig.  2.  The  appearance  of  the  colon  on  admission.  Nar- 
rowing and  general  deformity,  especially  marked  in  the 
segments  of  the  colon  proximal  to,  and  including,  the  de- 
scending colon. 

where.  In  these  cases,  examinations  at  the  clinic 
did  not  disclose  these  organisms  and  the  condition 
proved  to  be  chronic  ulcerative  colitis. 

In  75  per  cent  of  the  cases  in  which  cultures 
were  taken  by  swab,  from  the  rectum,  the  specific 
diplococcus  was  grown;  this  compares  favorably 
with  isolation  of  the  organism  in  80  per  cent  of 
Bargen’s  series  of  cases,  in  which  the  patients 
were  adults. 

DIAGNOSIS 

The  diagnosis  of  chronic  ulcerative  colitis  rests 
on  (1)  the  typical  history  of  a bloody  diarrhea 
with  much  mucus  and  pus,  (2)  the  glazed  or 
granular  appearance  of  the  rectum  and  sigmoid 
flexure,  as  seen  by  proctoscopic  examination,  (3) 
the  smooth  lead  pipe  appearance  of  the  colon,  as 
seen  in  the  roentgenogram  after  administration 
of  a barium  enema,  (4)  the  finding  of  the 
diplococcus  of  Bargen,  and  (5)  the  absence  of 
other  bacteria  or  parasites  usually  associated 
with  dysentery. 

COMPLICATIONS 

Some  complications  are  related  to  the  local  con- 
dition in  the  intestine.  In  five  cases,  fistula  in 
ano  developed.  This  is  always  a serious  condition 
as  its  development  is  usually  an  indication  of  a 
very  severe  infection  and  often  of  a fatal  out- 


Fig.  3.  Appearance  of  the  colon  fifteen  months  later. 
The  colon  has  an  almost  entirely  normal  appearance. 


come.  In  only  two  of  the  cases  were  polyps  ob- 
served by  proctoscopic  examination.  This  number 
would  no  doubt  be  much  greater  if  the  entire  colon 
could  be  visualized.  This  finding  is  of  grave  im- 
portance when  the  future  welfare  of  these  pa- 
tients is  considered,  inasmuch  as  these  polyps 
form  ideal  soil  for  the  development  of  carcinoma. 
One  youth,  at  the  age  of  20  years,  died  of  a car- 
cinoma of  the  intestine,  after  chronic  ulcerative 
colitis  had  been  present  for  10  years,  and  after 
his  bowel  movements  and  general  health  had  been 
practically  normal  for  four  years.  Another 
serious  and  very  painful  complication  is  multiple 
arthritis  of  severe  grade,  which  occurred  in  six 
cases.  Whether  it  is  caused  by  the  specific  strep- 
tococcus has  not  been  determined,  but  its  dis- 
appearance with  the  improvement  in  the  colitis  is 
of  significance  etiologically. 

TREATMENT 

The  treatment  of  chronic  ulcerative  colitis  con- 
sists of  rest  in  bed  during  the  acute  and  subacute 
stages.  The  removal  of  all  foci  of  infection  at 
an  early  date  is  essential. 

A low  residue  diet,  which  is  high  in  vitamins 
and  calories  is  indicated.  Fluids  should  be  given 
by  the  intravenous  route  in  the  acute  stages  when 
there  is  great  loss  of  fluid  from  the  intestine.  It 
is  striking  that  the  character  of  the  diet  does  not 
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make  a great  deal  of  difference  in  the  number  and 
character  of  the  stools  in  the  chronic  stage,  and 
much  harm  seems  to  have  been  done  by  restricting 
the  diet  largely  to  carbohydrate  foods. 

It  is  essential  that  vitamins,  in  the  form  of 
brewer’s  yeast,  fruit  juices  and  cod-liver  oil, 
should  be  given  in  adequate  amounts. 

Various  drugs,  such  as  paregoric,  tincture  of 
opium,  kaolin  and  subcarbonate  of  bismuth,  have 
been  used  to  control  the  diarrhea.  Administration 
of  tincture  of  iodine  in  doses  of  5 to  10  minims 
(0.3  to  0.6  c.c.),  three  times  a day,  has  proved 
helpful  in  some  cases.  Iron  in  large  doses  has 
been  of  decided  benefit  in  combating  the  anemia. 

Transfusion  of  blood  has  been  the  most  useful 
procedure.  In  a number  of  cases  it  has  been  the 
occasion  from  which  improvement  seemed  to  date, 
while  exceptionally,  the  result  seems  to  have  been 
only  an  increased  amount  of  blood  in  the  stool.  In 
all  cases  in  which  there  is  severe  anemia,  blood 
transfusion  should  be  used.  When  the  blood  count 
is  normal,  a number  of  small  transfusions  of 
from  150  to  250  c.c.  of  blood  may  give  striking 
results  in  reducing  the  number  and  changing  the 
character  of  the  stools.  The  use  of  irrigations 
with  various  antiseptic  solutions  has  been  dis- 
continued. Arsenicals  occasionally  have  been 
used,  but  without  much  benefit.  The  introduction 
by  Bargen  of  the  specific  vaccine,  and  later,  the 
specific  serum  has  made  a great  difference  in  the 
treatment  of  the  disease.  The  serum  is  prepared 
from  horses  that  have  received  injections  of 
numerous  strains  of  diplococci  that  have  been 
isolated  from  patients  suffering  from  chronic 
ulcerative  colitis. 

The  serum  is  administered  after  the  patient  has 
been  desensitized  carefully.  One-tenth  of  a cubic 
centimeter  is  first  administered  twice  a day,  and 
the  dose  is  increased  gradually  to  several  cubic 
centimeters.  The  dose  should  be  kept  within  the 
limit  of  local  or  general  reaction.  Results  are  seen 
in  from  two  to  three  weeks.  After  improvement 
has  taken  place,  increasing  doses  of  vaccine,  be- 
ginning with  0.1  c.c.,  are  administered.  Even 
when  there  is  a continued  improvement  in  the 
condition  of  stools,  it  is  advisable  to  repeat  vac- 
cine treatment  three  or  four  times  a year. 

The  splendid  results  reported  by  Bargen  in  the 
treatment  of  the  adult  can  unfortunately  not  be 
reported  for  children.  Of  1,348  adult  patients 
treated,  67  per  cent  became  symptom  free,  6 per 
cent  were  markedly  improved,  8 per  cent  were  un- 
changed and  10  per  cent  died.  The  remainder 
were  still  under  treatment  or  could  not  be  traced. 

The  results  of  treatment  in  the  present  series 
of  cases  were  as  follows:  15  per  cent  of  patients 
were  free  of  symptoms;  19  per  cent  were  im- 
proved; 17  per  cent  were  improved  but  had  re- 
lapses; 37  per  cent  were  not  improved,  and  12  per 
cent  died. 

The  group  that  was  symptom  free  is  only  a 


fourth  the  size  of  the  group  of  adults  who  were 
relieved  of  their  symptoms.  Even  if  the  number 
of  patients  who  were  definitely  improved  and 
those  who  were  improved  but  had  relapses,  are 
added  to  the  former  group,  it  only  accounts  for 
about  half  of  the  patients.  A third  of  the  patients 
showed  little  if  any  change  after  treatment.  This 
is  difficult  to  explain  as  there  are  a number  of 
cases  in  the  group  in  which  treatment  was  started 
early  after  onset  of  the  disease,  and  in  which  the 
condition  remained  unchanged  in  spite  of  all 
treatment.  In  two  of  the  cases  in  which  the 
patients  died  the  deaths  should  not  be  attributed 
to  the  colitis.  One  patient  died  of  an  intercurrent 
infection  which  was  not  related  to  chronic  ulcera- 
tive colitis,  and  for  fifteen  months  previous  to 
death  this  patient  had  been  entirely  well.  The 
other  patient  died  of  carcinoma  of  the  intestine, 
after  having  been  well  for  the  previous  four 
years.  He  had  recovered  from  the  colitis  but  died 
of  what  may  be  a not  unusual  condition  in  those 
cases  in  which  the  patients  recover. 

Relapses  have  occurred  with  great  frequency, 
and  the  longer  these  patients  are  followed,  the 
more  evident  it  becomes  that  the  disease  is  a very 
chronic  and  persistent  one  that  is  likely  to  flare 
up  with  any  infection,  or  lowering  of  resistance 
which  results  from  fatigue  or  exposure.  Sur- 
prising has  been  the  marked  improvement  that 
some  of  these  patients  have  made  after  having 
been  sick  for  ten  or  more  years.  However,  a re- 
lapse often  occurs  at  a later  date. 

Cecostomy  or  appendectomy  was  performed 
seven  times,  without  striking  benefit.  Three  of 
the  patients  died  from  the  effects  of  the  operation 
that  was  done  as  a last  resort.  The  improvement 
in  three  of  the  remaining  cases  was  hardly  suffi- 
cient to  warrant  the  inconvenience  of  a fecal 
fistula.  In  the  fourth  case  there  was  some  im- 
provement which  persisted  after  closure  of  the 
appendicostomy.  Colectomy  has  not  been  per- 
formed in  any  of  these  cases. 

SUMMARY 

Sixty-five  cases  of  chronic  ulcerative  colitis  are 
reported.  The  diagnosis  of  the  condition  is  based 
on  a history  of  chronic  bloody  dysentery;  a typi- 
cal roentgenogram  showed  a smooth  barium  filled 
colon  without  haustra,  and  proctoscopic  examina- 
tion disclosed  a glazed  or  granular  rectal  mucosa. 
In  75  per  cent  of  the  cases  Bargen’s  diplococcus 
was  obtained,  on  culture,  from  the  rectum.  The 
therapeutic  results  are  far  less  favorable  in  the 
child  than  in  the  adult.  Fifty  per  cent  of  the 
patients  were  definitely  benefited  by  treatment 
but  only  about  15  per  cent  were  rendered  symp- 
tom free  for  a long  period. 
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DISCUSSION 

A.  Graeme  Mitchell,  M.D.,  Cincinnati,  Ohio: 
It  is  not  particularly  simple  to  discuss  this  paper. 
In  the  first  place  when  Doctor  Helmholz  presents 
anything  it  is  always  so  well  done  that  he  leaves 
little  room  for  discussion.  In  the  second  place,  it 
would  not  surprise  me  to  know  that  Doctor  Helm- 
holz has  seen  more  children  with  this  particular 
condition  than  anyone  else.  With  this  background 
and  with  his  careful  analysis  and  thinking  it  is 
very  unlikely  that  anyone  could  add  anything  in- 
structive. 

Doctor  Helmholz  says  that  chronic  ulcerative 
colitis  in  practice  is  an  unusual  disease  and  it  is, 
of  course,  not  one  of  the  more  common  diseases  in 
hospital  practice  or  under  any  condition  in  chil- 
dren. There  are  chronic  inflammatory  conditions 
of  the  gastrointestinal  tract  which  do  not  proceed 
to  the  point  of  ulceration,  and  there  is,  of  course, 
in  certain  localities  the  condition  of  amebic 
dysentery.  Fortunately  most  of  the  so-called 
dysenteries  in  infants  and  young  children  do  not 
proceed  to  a chronic  stage. 

Much  interest  attaches  to  the  etiology  of  this 
condition,  since  it  is  very  closely  linked  with  the 
practical  consideration  of  therapy.  The  cases 
Doctor  Helmholz  has  described  are,  in  his  opinion, 
rather  specific  in  nature,  and  I gather  that  he  be- 
lieves they  are  definitely  linked  etiologically  to 
the  diplococcus  described  by  Bargen.  This  work  is 
so  acceptable  that  one  must  admit  that  a certain 
group  of  cases  appear  to  be  quite  certainly  of  a 
specific  nature.  I am  assuming  that  Doctor  Helm- 
holz believes  that  there  are  other  causes  for 
chronic  ulcerative  colitis,  but  I would  like  to  hear 
him  discuss  this  particular  point. 


Pathology  and  diagnosis  has  been  described  by 
Doctor  Helmholz  so  that  it  does  not  need  to  be 
mentioned  again.  The  roentgenological  diagnosis 
has  been  previously  clearly  discussed  by  Doctor 
Helmholz. 

In  treatment  I would  second  Doctor  Helmholz’ 
statement  that  too  great  concern  over  the  diet  in 
these  cases  may  even  be  harmful.  One  should 
always  remember  that  in  children  there  is  always 
the  factor  of  growth  as  well  as  maintenance  to  be 
thought  of,  and  that  every  effort  should  be  made 
to  give  a well  balanced  food  intake, — particularly 
when  the  diet  itself  has  relatively  little  effect  on 
the  disease  per  se.  In  the  few  cases  I have  seen  I 
have  also  been  impressed  with  the  degree  of 
anemia  and  with  the  beneficial  effect  of  trans- 
fusions, not  only  on  the  general  condition  and  the 
anemia  but  apparently  in  initiating  the  attempt 
at  healing  of  the  bowel.  I have  had  a personal 
feeling  that  in  some  of  the  cases  I have  seen  it 
was  a mistake  to  delay  too  long  in  operative  pro- 
cedures. As  Doctor  Helmholz  points  out,  the  re- 
sults from  cecostomy  and  appendicostomy  have 
been  rather  disappointing.  It  would  appear  that 
complete  short-circuiting  of  the  bowel  by  operative 
procedures  and  maintaining  rest  to  the  bowel  for 
a matter  of  months  might  be  a good  procedure. 
I have  had  no  personal  experience  with  it. 

I was  much  interested  in  the  experience  of 
Doctor  Helmholz  in  treatment  by  vaccine  and 
serum  as  advocated  originally  by  Bargen  on  the 
basis  of  the  specific  diplococcus.  In  one  instance 
in  which  an  organism  resembling  Bargen’s 
diplococcus  was  isolated,  and  which  Bargen  him- 
self examined,  there  was  no  demonstrable  result 
from  the  use  of  vaccine  which  we  prepared  and 
which  Bargen  also  prepared  for  us.  No  serum  was 
used  because  I do  not  think  it  was  developed  at 
that  time.  This  patient  has  recently  been  under 
the  care  of  Doctor  Helmholz,  which  demonstrates 
that  I was  able  to  do  little  for  her. 


EXTRA-ARTICULAR  DISABILITIES  OF  THE  SHOULDER  JOINT 

By  RUDOLPH  S.  REICH,  M.D.,  F.A.C.S.,  Cleveland,  Ohio 


IN  1906  Codman  published  his  first  paper  on 
lesions  of  the  shoulder.  Since  that  time  he 
has  published  several  papers,  climaxing  his 
interesting  work  on  this  subject  by  his  book,  “The 
Shoulder”,  published  in  1934.  During  this  period, 
other  publications  have  appeared  in  the  literature, 
notably  Brickner’s  monograph  which  appeared  in 
1917,  and  more  recently,  a comprehensive  analysis 
of  200  cases  by  Dickson  and  Crosby  which  ap- 
peared in  1932.  Nevertheless,  in  spite  of  the  fre- 
quency of  extra-articular  lesions  of  the  shoulder 
and  the  extensive  literature  on  the  subject,  these 
conditions  still  pass  unrecognized  and  are  fre- 
quently termed  “neuritis.” 

Bursitis  of  the  shoulder  is  extremely  common, 
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occurring  usually  in  individuals  past  thirty,  males 
and  females  being  afflicted  in  equal  proportion. 
Whereas  bursitis  is  a disease  of  one  shoulder,  it 
is  not  uncommon  to  find  it  occurring  bilaterally 
in  approximately  10  per  cent  of  individuals.  How- 
ever, it  is  very  rarely  that  the  bilateral  condition 
occurs  simultaneously. 

Before  one  can  discuss  the  pathology  of  bur- 
sitis, one  must  first  appreciate  the  anatomy  as 
related  to  the  shoulder  joint.  In  certain  regions 
of  the  body,  notably  the  shoulder  and  the  knee, 
where  muscles  must  glide  over  bony  processes, 
bursae  have  been  provided  which  serve  as  lubricat- 
ing centers.  In  the  shoulder,  the  subacromial 
bursa  serves  this  purpose.  It  is  lined  with 
synovial  membrane  and  secretes  synovial  fluid. 
The  greater  tuberosity  of  the  humerus  serves 
as  insertion  for  the  supraspinatus  tendon 
The  subacromial  bursa  is  found  between  the 


October,  1936 


Disabilities  of  the  Shoulder  Joint 


947 


acromion  and  the  coracoacromial  ligaments  and 
the  insertion  of  the  supraspinatus  muscle  and  the 
capsule  of  the  joint.  It  is  also  well  to  consider 
the  action  of  bursae  on  movement  of  the  shoulder, 
mainly  abduction.  The  walls  of  the  bursa  have  a 
gliding  motion  with  excursion  of  the  shoulder 
muscles,  mainly  in  abduction.  On  external  and 
internal  rotation  the  bursa  has  the  opposite 
movement.  Acute  bursitis  results  from  irritation 
of  the  walls  of  the  bursa  and  may  either  subside 
without  disability  or  go  on  to  formation  of  ad- 
hesions in  the  bursa  and  in  the  adjacent  capsule 
of  the  shoulder  joint. 

The  etiology  of  acute  subacromial  bursitis  has 
never  been  clearly  explained.  Some  consider  the 
condition  to  be  due  to  trauma  and  others  that  in- 
fection plays  an  important  role  in  the  causation. 
Dickson  stresses  the  importance  of  metabolic  dis- 
orders (hyperthyroidism,  hypothyroidism,  and 
diabetes)  as  causative  factors,  there  being  32 
instances  in  his  series  of  200  cases.  There  is  no 
doubt  but  that  many  cases  of  bursitis  are  defi- 
nitely attributable  to  trauma,  such  as  cases  fol- 
lowing breast  operations  in  which  the  arm  is 
maintained  in  a hyperabducted  position. 

There  are  other  instances  where  there  has 
been  a direct  blow  over  the  tip  of  the  shoulder 
joint  and  still  others  in  which  there  has  been  a 
stubbing  of  the  shoulder  joint  resulting  from  a 
fall  on  the  extended  arm,  with  or  without  injury 
to  the  arm,  forearm  or  wrist,  frequently  found 
after  industrial  accidents.  It  is  the  opinion  of  the 
writer  that  both  infection  and  trauma  are  prob- 
ably the  etiology  of  acute  subacromial  bursitis. 
It  is  not  uncommon  to  find  it  occurring  after 
fracture  of  the  wrist  or  elbow,  associated  with 
stubbing  of  the  shoulder  joint.  A few  days  after 
the  original  injury,  there  is  some  discomfort  in 
the  shoulder  but  it  is  usually  disregarded.  When 
the  normal  movements  of  the  arm  are  attempted, 
it  is  found  that  there  is  definite  limitation  of 
motion  in  the  shoulder,  notably  abduction  and 
external  and  internal  rotation. 

Acute  subacromial  bursitis  is  usually  accom- 
panied by  very  severe  sudden  attack  of  pain,  this 
pain  radiating  down  the  arm  and  forearm  to  the 
thumb  and  index  finger  or  else  up  the  shoulder 
and  into  the  lateral  surface  of  the  neck.  This 
radiated  pain  up  the  neck  or  down  the  arm  is  the 
reason  why  this  condition  is  so  frequently  over- 
looked and  mistaken  for  “neuritis,”  as  there  is 
rarely  any  actual  pain  over  the  shoulder  joint 
itself.  The  patient  is  fearful  of  moving  his  arm 
in  any  direction  and  holds  it  firmly  to  the  side. 
Since  the  subacromial  bursa  is  situated  one-third 
under  the  deltoid  and  under  the  acromion  pro- 
cess, palpation  obviously  does  not  reach  the  bursa 
and  there  is  no  tenderness.  If  the  subdeltoid  bursa 
is  involved,  there  is  definite  localized  tenderness 
on  pressure  over  the  region  of  this  bursa  and  over 


the  tip  of  the  shoulder  joint.  Sawing  motion  of 
the  shoulder  is  free. 

Abduction  of  the  shoulder  joint,  both  actively 
and  passively,  is  free  up  to  approximately  75  or 
80  degrees.  From  that  point  upward  the  pain  is 
very  severe  and  continues  on  to  about  110  degrees, 
after  which  point  abduction  may  again  be  free 
and  painless,  though  in  some  cases  the  pain  con- 
tinues from  75  degrees  up  to  the  limit  of  abduc- 
tion. It  is  only  the  extreme  limit  of  external  and 
internal  rotation  that  elicits  the  same  severe  pain 
as  abduction.  This  sign  of  pain  elicited  at  right 
angles  to  the  body  on  abduction  is  pathognomonic 
for  subacromial  bursitis.  The  acute  symptoms 
last  from  one  week  to  ten  days,  after  which  the 
condition  may  either  be  entirely  relieved  or  go  on 
to  periarthritis  of  the  shoulder,  with  or  without 
adhesions. 

It  is  well  to  X-ray  all  cases  of  suspected  acute 
bursitis  of  the  shoulder  joint,  as  in  many  in- 
stances a definite  shadow  is  demonstrated  in  the 
region  of  the  bursa  but  which  does  not  occur  in 
every  case  by  any  means.  The  shadow,  if  present, 
indicates  that  there  is  a calcareous  deposit  in  the 
supraspinatus  tendon  and  in  the  bursa  and  the 
presence  of  this  deposit,  of  course,  is  conclusive 
of  bursitis. 

In  treatment  of  acute  subacromial  bursitis,  it 
is  important  to  put  the  shoulder  at  rest  in  a 
position  of  90  degrees  abduction  and  external 
rotation.  This  position  gives  the  greatest  relief 
from  pain  and  affords  the  greatest  possible  range 
of  motion  in  the  event  marked  limitation  of 
motion  results.  Allowing  the  arm  to  remain 
against  the  body  in  a sling  results  in  marked 
limitation  of  motion  and  creates  a serious  dis- 
ability to  the  individual.  It  may  be  necessary  in 
some  instances  to  place  the  patient  in  this  posi- 
tion recumbent  in  bed  with  the  arm  tied  overhead, 
but  usually  it  may  be  carried  out  by  constructing 
an  aeroplane  splint  in  the  position  described. 
Since  there  is  considerable  pain,  local  heat  is 
indicated.  Diathermy  has  been  reported  by  Cod- 
man,  Dickson  and  Mumford  as  a specific  treat- 
ment in  many  instances  of  acute  form  of  bursitis. 
This  is  by  no  means  effective  in  all  cases  and 
there  are  some  in  whom  pain  is  aggravated  fol- 
lowing its  application.  It  is,  however,  advisable 
to  try  it  on  all  acute  cases,  as  the  improvement 
is  gratifying  when  successful. 

The  position  of  abduction  and  external  rotation 
is  maintained  until  the  acute  pain  subsides  or 
until  the  patient  is  able  to  move  his  shoulder 
without  very  much  or  any  discomfort.  This  is 
usually  accomplished  after  approximately  ten 
days  to  two  weeks,  after  which  the  arm  is  still 
maintained  in  abduction  and  the  patient  is  en- 
couraged to  bring  the  arm  to  the  side  a number 
of  times  daily.  Once  this  can  be  done  successfully 
the  splint  is  removed  and  the  patient  instructed 
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to  abduct  his  arm  frequently,  a movement  help- 
fully augmented  by  the  aid  of  a physiotherapist. 

The  operative  removal  of  the  calcareous  de- 
posits when  found  in  acute  subacromial  bursitis 
has  been  advocated  by  some,  notably  Brickner, 
Stern  and  Harbin.  The  writer  has  performed  this 
operation  in  a number  of  instances  and  after  com- 
paring these  results  with  those  following  con- 
servative treatment,  is  convinced  that  the  results 
are  comparable  with  those  obtained  following  con- 
servative treatment.  The  author  agrees  with 
Dickson  that  the  satisfactory  results  reported  fol- 
lowing operation  are  due  to  the  breaking  down  of 
adhesions  and  placing  the  arm  at  rest  rather 
than  to  excision  of  the  deposits.  In  some  in- 
stances, review  of  successive  X-rays  where  cal- 
careous deposits  were  demonstrated,  revealed  that 
these  deposits  disappeared  spontaneously  after  a 
short  period  following  the  onset  of  the  disease. 

Periarthritis  of  the  shoulder  is  the  usual  con- 
sequence of  an  untreated  case  of  bursitis  or  un- 
successful treatment.  The  symptoms  are  very 
similar  to  those  of  bursitis,  except  that  they  are 
not  so  severe.  In  fact,  it  is  owing  to  the  equivocal 
nature  of  the  symptoms  that  periarthritis  is  so 
often  overlooked.  Pain  is  elicited  mainly  on  at- 
tempted motion,  which  usually  is  restricted,  and 
is  much  worse  at  night  in  many  cases  causing 
insomnia,  and  is  referred  either  down  the  arm, 
usually  to  the  thumb  and  index  finger,  or  up  over 
the  shoulder  along  the  neck,  and  rarely  to  the 
shoulder  joint  itself. 

A careful  check  of  the  history,  especially  in  the 
untreated  cases,  will  reveal  that  there  had  been 
severe  pain  in  or  around  the  shoulder  which  lasted 
approximately  one  week  and  then  partially  sub- 
sided. As  a matter  of  fact,  the  patient  from  the 
first  had  never  been  entirely  free  from  pain.  As 
previously  stated,  in  this  instance  we  are  dealing 
with  an  arrested  inflammation  of  the  bursa  of  the 
shoulder  which  has  resulted  in  adhesions  which 
not  only  are  in  the  bursa  itself  but  also  in  the 
capsule  of  the  shoulder  joint. 

On  examination  one  is  struck  in  many  instances 
with  the  marked  atrophy  of  the  deltoid  muscles 
of  the  affected  shoulder.  There  may  or  may  not 
be  localized  tenderness  over  the  tip  of  the  shoulder 
joint,  especially  over  the  region  of  the  greater 
tuberosity  of  the  humerus.  The  actual  mechanical 
limitation  of  motion  of  the  shoulder  joint  in  ab- 
duction and  external  and  internal  rotation  are 
pathognomonic  symptoms  of  this  condition.  The 
sawing  motion  is  entirely  free. 

When  passive  abduction  of  the  shoulder  is  at- 
tempted, one  encounters  a definite  point  of  ob- 
struction, mainly  in  abduction.  Internal  rotation 
is  much  more  limited  than  external.  The  patient 
has  difficulty  in  carrying  out  these  movements 
himself,  partly  because  of  the  adhesions  in  the 
bursa  and  the  capsule  and  also  because  of  the 
muscle  artophy.  A roentgenogram  may  be  of 


assistance  in  diagnosing  this  condition  but  a 
negative  finding  by  no  means  rules  out  its  pres- 
ence. In  some  instances  there  is  a definite  rough- 
ening over  the  region  of  the  greater  tuberosity  at 
the  supraspinatus  insertion  which  is  very  fre- 
quently seen  in  periarthritis. 

As  for  treatment,  Codman  states  that  these 
adhesions  resolve  spontaneously  and  consequently 
restoration  of  the  movements  of  the  shoulder  re- 
sults. This  has  not  been  the  experience  of  the 
writer  in  studying  a fairly  large  series  of  cases, 
some  of  whom  have  been  under  observation  for  a 
long  period  of  time  and  others  who  give  a history 
of  having  had  this  limitation  of  motion  for  a num- 
ber of  years.  Moreover,  since  many  of  these  cases 
occur  in  working  men,  and  since  a great  economic 
problem  exists,  it  behooves  us  to  terminate 
promptly  the  disability  by  the  only  possible  effec- 
tive means,  namely,  by  resolving  the  adhesions. 
' Under  a general  anesthesia  to  afford  complete 
muscle  relaxation,  administered  to  the  patient  in 
his  own  bed  where  he  is  kept  throughout  the  pro- 
cedure, the  adhesions  are  broken  up  by  manipula- 
tion of  the  shoulder  joint  in  abduction  and  ex- 
ternal and  internal  rotation.  In  this  procedure, 
we  must  bear  in  mind  that  owing  to  migration  of 
the  fulcrum  of  the  shoulder  joint  from  the  glenoid 
cavity  to  a point  of  contact  under  the  acromion 
process  sudden  forcible  passive  abduction  may  re- 
sult in  a subluxation  of  the  shoulder  joint  rather 
than  in  the  resolution  of  the  adhesions. 

It  is  the  practice  of  the  writer  always  first  to 
rotate  the  shoulder  joint  externally  and  then  in- 
ternally. By  these  two  maneuvers  one  finds  that 
most  of  the  adhesions  have  been  broken  up.  The 
arm  is  then  forced  into  complete  abduction,  al- 
ways protecting  the  shoulder  joint  by  forcing  the 
free  clenched  fist  of  the  operator  into  the  axilla. 
In  some  instances  there  is  actually  a loud  report 
when  these  adhesions  are  broken  up,  simulating  a 
fracture  of  the  humerus.  In  other  instances  the 
operator  can  actually  sense  the  adhesion  giving 
way  under  his  hand.  These  manipulations  should 
be  continued  until  the  arm  can  be  freely  extern- 
ally and  internally  rotated  and  abducted  so  that 
the  hand  may  come  in  contact  with  the  opposite 
ear. 

While  the  patient  is  still  anesthetized  and 
while  there  is  still  muscle  relaxation,  the  affected 
arm  should  be  tied  to  the  head  of  the  bed  in  the 
position  of  abduction  and  external  rotation. 
Usually  the  arm  is  fixed  in  this  position  by  tying 
the  wrist  alone,  but  fixation  can  be  better  main- 
tained by  a flannel  or  muslin  strap  from  a point 
just  above  the  elbow.  When  the  patient  has  re- 
turned to  his  room,  it  is  well  gradually  to  elevate 
the  head  of  the  bed  so  the  patient  slides  down- 
ward, thereby  increasing  abduction.  In  many  in- 
stances where  many  adhesions  have  been  resolved, 
causing  large  raw  surfaces,  it  is  very  likely  that 
some  of  these  adhesions  will  reform.  It  is,  there- 
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fore,  important  that  the  operator  start  motion  in 
the  shoulder  joint  as  early  as  possible. 

If  the  patient’s  condition  permits,  the  straps 
to  the  wrist,  arm  and  elbow  are  untied  after 
twenty-four  hours  and  the  arm  is  passively 
manipulated  in  abduction  and  adduction  a num- 
ber of  times  daily  and  always  tied  back  into  com- 
plete abduction  and  external  rotation.  Usually 
it  requires  forty-eight  hours  before  this  manipu- 
lation can  be  attempted,  but  from  this  point  on  it 
must  be  done  repeatedly,  and  the  arm  must  re- 
main in  this  position  until  the  patient  himself  is 
able  to  adduct  and  abduct  his  arm  in  full  range 
of  motion.  The  patient  is  then  allowed  out  of  bed 
and  referred  for  immediate  attention  to  a physio- 
therapist, who  continues  the  motion  actively  and 
passively  until  as  near  complete  restoration  of 
function  as  possible  has  been  obtained.  The  period 
of  convalescence  depends  a great  deal  on  the  num- 
ber of  adhesions  and  the  duration  of  the  dis- 
ability. 

Rupture  of  the  supraspinatus  tendon  has  re- 
ceived a great  deal  of  comment  in  recent  years. 
Some  of  us  who  are  always  on  the  lookout  for  this 
condition  are  impressed  with  the  actual  rarity  of 
its  occurrence.  This,  of  course,  may  be  due  to  the 
failure  of  recognition.  Individuals  over  forty  and 
those  accustomed  to  hard  manual  labor  are  most 
susceptible.  Because  of  repeated  movements  of  the 
shoulder  joint,  there  is  gradual  erosion  of  the 
supraspinatus  tendon  and  after  some  very  power- 
ful effort  the  tendon  ruptures.  Codman  states 
that  in  many  instances  the  rupture  is  incomplete. 
In  rupture  of  the  supraspinatus  tendon,  there  is 
localized  tenderness  over  the  tip  of  the  shoulder 
joint,  mainly  on  the  inner  side  at  its  attachment 
with  the  humerus.  There  is  severe  pain  on  ad- 
duction and  abduction  and  on  active  abduction 
there  is  a definite  drop  of  the  arm  in  approxi- 
mately the  horizontal  range  of  motion. 

The  treatment  of  rupture  of  the  supraspinatus 
tendon  is  exploration  of  its  attachment  and 
suture,  following  which  the  shoulder  joint  is  put 
up  in  the  position  of  90  degrees  abduction  and  90 
degrees  external  rotation.  In  instances  where 
partial  rupture  of  the  supraspinatus  tendon  is 
suspected,  it  is  well  to  secure  the  arm  in  the 
position  just  defined  by  means  of  a splint  or 
shoulder  spica  cast.  The  position  should  be  un- 
interruptedly maintained  from  four  to  six  weeks, 
after  which  active  and  passive  movements  are  in- 
stituted. 

Bursitis  and  periarthritis  must  not  be  confused 
with  arthritis  of  the  shoulder  joint.  In  differen- 
tiating them  from  arthritis,  one  must  apply  the 
teaching  of  Sir  Robert  Jones,  who  stated  that  in 
any  intra-articular  lesion  there  is  necessarily 
limitation  of  motion  in  every  direction.  It  is  of 
diagnostic  importance  then  that  the  sawing 
motion,  namely  flexion  and  extension  of  the 
shoulder  joint,  is  always  free  in  bursitis  and 


periarthritis.  In  tuberculosis  of  the  shoulder 
joint  there  is  also  limitation  of  motion  in  all 
directions  and  both  these  intra-articular  lesions 
must  be  ruled  out,  as  it  would  be  very  unwise  to 
manipulate  the  joint  should  either  intra-articular 
lesion  be  present.  A roentgenogram,  of  course, 
would  be  of  real  assistance  in  ruling  them  out. 
Laceration  of  the  acromio-clavicular  ligaments 
elicits  pain  in  the  region  of  the  shoulder  joint  and 
may  be  confused  with  bursitis.  In  this  condition, 
careful  examination  will  reveal  localized  tender- 
ness over  the  acromio-clavicular  joint.  Rupture 
of  the  long  head  of  the  biceps  elicits  pain  on  the 
inner  side  of  the  head  of  the  humerus.  There  is 
usually  a hernia  of  the  belly  of  the  muscle  and 
pain  is  elicited  on  forcible  flexion  of  the  elbow 
joint. 

SUMMARY 

Bursitis  is  extremely  common,  occurring  equally 
in  males  and  females  past  thirty.  Both  trauma 
and  infection  play  a role  in  the  etiology.  It  is 
usually  accompanied  by  severe  pain  radiating 
down  the  arm  and  up  into  the  neck.  Abduction 
from  75  to  110  degrees  is  painful.  Sawing  motion 
is  free.  Treatment  consists  of  immobilizing  the 
shoulder  in  a position  of  90  degrees  abduction 
and  90  degrees  external  rotation,  followed  by 
physiotherapy. 

Periarthritis  results  from  untreated  bursitis, 
the  symptoms  being  similar  but  not  as  severe. 
Adhesions  form  in  the  capsule  of  the  shoulder 
joint  as  well  as  in  the  bursa.  There  is  definite 
mechanical  obstruction  on  attempted  abduction 
and  internal  and  external  rotation.  The  sawing 
motion  is  free.  Treatment  consists  of  manipula- 
tion under  anesthesia  and  tying  the  arm  to  the 
head  of  the  bed  in  abduction  and  external  rota- 
tion, followed  by  physiotherapy,  beginning  not 
later  than  forty-eight  hours  after  manipulation. 

Rupture  of  the  supraspinatus  tendon  occurs 
rarely  and  is  treated  by  suture.  The  shoulder  , is 
then  put  up  in  90  degrees  abduction  and  external 
rotation  for  four  to  six  weeks,  followed  by  active 
and  passive  movements. 

10515  Carnegie  Avenue. 
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UNUSUAL  CASES  OF  FOREIGN  BODIES  IN  THE  FOOD  AND  AIR 

PASSAGES 

By  HORACE  E.  MITCHELL,  M.D.,  Lakewood,  Ohio 


IT  IS  my  privilege  to  present  today  four  cases 
of  foreign  bodies  in  the  food  and  air  pas- 
sages. Limited  time  necessitates  brevity  in 
their  presentation. 

CASE  REPORTS 

Case  No.  1. — On  the  morning  of  April  29,  1929, 
P.  G.  a baby  aged  14  months  was  brought  to  Lake- 
wood  City  Hospital  with  the  history  of  having 
swallowed  a toy  aeroplane.  Examination  showed 
him  to  be  a lymphatic  type  child.  Temperature 
was  38,  pulse  100,  respiration  30.  He  was 
dyspneic  and  cyanotic.  Throat  examination  re- 
vealed large  anterior  and  posterior  cervical 
glands,  large  lymph  nodes  at  the  base  of  the 
tongue,  tonsils  that  met  in  the  mid-line,  and 
adenoids  were  present.  Heart  and  lungs  were 
normal.  X-ray  examination  showed  a toy  aero- 
plane in  the  esophagus  below  the  cricopharyngeus, 
also  a very  large  thymus.  (Fig.  1) . 

The  presence  of  the  involved  Waldeyer’s  ring 
together  with  the  large  thymus  as  described  by 
Mosher,1  suggested  the  possibility  of  a status 
thymolymphaticus.  One  viewed  with  some  ap- 
prehension any  surgical  procedure  to  be  at- 
tempted. But  the  dyspnea  and  cyanosis,  caused 
by  tracheal  compression,  had  to  be  relieved. 

We  gave  a guarded  prognosis  to  the  mother 
and  prepared  to  remove  the  foreign  body. 

No  anesthetic  was  used,  a Jackson  anterior 
commissure  laryngoscope  served,  in  this  case,  as 
an  esophageal  speculum  and  with  alligator  for- 
ceps the  foreign  body  was  removed  with  very 
little  difficulty.  Much  to  our  relief  there  was  no 
untoward  reaction.  The  child  was  sent  to  the 
ward  and  observed  through  the  night.  We  ex- 
pected to  study  the  case  further.  However  early 
the  following  morning  the  mother  signed  a release 
and  took  the  patient  from  the  hospital. 

It  is  not  my  wish  in  reporting  this  case  to 
raise  the  question  of  thymic  death  for  discussion. 
This  case  proves  nothing.  It  is  an  interesting 
fact,  however,  that  with  the  above  conditions 
known  a minor  surgical  procedure  did  no  harm 
to  the  patient. 

I am  permitted  to  report  the  next  case  through 
the  kindness  of  Dr.  Samuel  Cowan,  a fellow 
visiting  otolaryngologist  at  Cleveland  City  Hos- 
pital. 

* Case  No.  2. — On  November  4,  1931,  G.  S.,  a 
strong  healthy  boy,  aged  17  years,  was 
unloading  a car  of  coal.  At  2:30  in  the  afternoon 
he  slipped  and  fell  through  the  hopper  and  was 
completely  buried  beneath  the  coal.  It  took  be- 
tween five  and  ten  minutes  to  extricate  him.  He 
was  sent  immediately  to  the  medical  service  of 
Cleveland  City  Hospital.  He  was  perfectly  con- 
scious and  did  not  seem  much  worse  for  his  ex- 
perience. Temperature  was  38,  pulse  130,  res- 
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piration  25.  There  was  no  evidence  of  fractures. 
His  chief  complaint  was  difficult  breathing.  He 
coughed  up  coal  dust. 

The  important  points  in  his  examination  are  as 
follows:  Both  lungs  were  filled  with  loud  sonor- 
ous rales.  The  expiratory  phase  of  respiration 
was  markedly  prolonged.  The  heart  borders  were 
normal  but  it  was  not  possible  to  hear  the  heart 
sounds  because  of  the  rales  in  his  chest. 

At  seven  o’clock  the  same  day  the  dyspnea  grew 
worse  and  the  diagnosis  of  acute  anthracosis  was 
suggested. 

On  the  second  day  the  patient’s  general  con- 
dition was  worse.  Breathing  continued  as  before 
but  respiration  rate  increased  to  30  per  minute. 
He  became  stuporous.  Neurological  examination 
revealed  that  the  tendon  reflexes  on  the  left  side 
were  exaggerated.  Babinski  was  positive.  Eye 
ground  examination  showed  discs  blurring  espe- 
cially on  the  nasal  margins,  veins  dilated  and  the 
entire  retina  hyperemic. 

The  cerebrospinal  fluid  was  clear,  pressure  480, 
cell  count  20,  blood  pressure  was  140  systolic,  100 
diastolic.  The  neurologist  suggested  that  there 
might  be  an  involvement  of  the  respiratory  area 
due  to  contusion  or  pressure. 

X-ray  films  taken  of  the  chest  at  this  time 
showed  no  evidence  of  infiltration  of  the  lung  field, 
no  pneumothorax  or  foreign  body.  (Fig.  2) . X-rays 
of  the  skull  were  negative.  The  third  day  the  pa- 
tient’s condition  continued  to  be  progressively 
worse. 

On  the  morning  of  the  fourth  day  it  was 
thought  a bronchoscopy  might  be  of  diagnostic 
value  and  consultation  with  the  endoscopist  was 
sought.  This  resulted  in  the  patient  being  sent 
immediately  to  the  operating  room,  despite  his 
very  poor  physical  condition. 

A 7 mm.  bronchoscope  was  passed.  A large 
foreign  body  was  seen  at  the  bifurcation  of  the 
trachea.  After  much  difficulty,  due  to  forceps 
slipping,  a piece  of  bituminous  coal  3 x 2 x V2  cm. 
was  removed.  The  patient  was  partia'ly  relieved 
of  some  of  his  dyspnea.  While  it  was  known  that 
there  was  still  more  foreign  material  in  the 
bronchi  it  was  deemed  advisable  to  let  the  patient 
rest  before  further  bronchoscopy  was  attempted. 
He  was  returned  to  the  ward. 

After  about  three  hours  of  comparative  free- 
dom from  respiratory  difficulty  the  patient  sud- 
denly became  very  dyspneic  and  cyanotic.  It  was 
then  decided  to  bronchoscope  him  a second  time, 
notwithstanding  the  fact  that  he  was  moribund. 
The  scope  was  passed  with  difficulty.  After  a 
lapse  of  about  one  hour  a second  piece  of  soft  coal 
2 x 1 x V2  x V2  cm.  was  removed.  By  this  time 
the  patient’s  condition  was  extremely  poor.  How- 
ever, further  examination  was  thought  advisable 
when  it  was  seen  that  there  was  a large  piece  of 
coal  firmly  impacted  in  the  lumen  of  the  left 
bronchus.  At  that  moment  the  patient  ceased  to 
breathe  and  resuscitation  failed  to  revive  him. 

The  post  mortem  on  this  case  revealed  such  an 
interesting  condition  in  the  tracheo-bronchial 
tree  that  I asked  a medical  artist  to  reproduce 
the  pathologist’s  description  to  better  visualize 
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Fig.  1.  Toy  aeroplane  in  Hypopharynx.  Large  thymus 
gland. 

the  condition.  (Fig.  3).  Let  me  repeat,  this  is  the 
artist’s  conception  of  the  post  mortem  findings  in 
the  tracheobronchial  tree. 

TRACHEA 

In  the  right  lung  the  main  descending  bronchus 
contains  four  pieces  of  coal,  each  measuring 
5 x 5 x 10  mm.  These  four  pieces  of  coal  are  close 
together  and  completely  occlude  the  lumen  of  the 
bronchus  for  a distance  of  about  4 cm.  In  the  main 
bronchus  of  the  left  lung,  just  at  the  bifurcation 
of  the  trachea,  there  is  a large  piece  of  coal 
measuring  2x1x1  cm.  which  completely  oc- 
cludes the  bronchus.  Just  distal  to  this  there  are 
four  smaller  pieces  of  coal  in  the  bronchus.  The 
two  pieces  of  coal  removed  are  also  shown. 

An  interesting  experiment  was  made  with  some 
of  the  coal  that  was  removed.  (Fig  4).  The  pieces 
were  bound  with  wire,  placed  on  the  chest  of  a 
normal  individual  and  an  X-ray  plate  made.  This 
shows  the  coal  not  visualized  as  a foreign  body. 

Coal  has  not  figured  frequently  as  a foreign 


body  in  the  bronchi.  Dr.  Louis  Clerf  removed  a 
small  piece  of  coal  from  the  bronchus  of  a nine- 
month  old  child.  The  only  other  case  we  were 
able  to  find  in  the  literature  was  a case  reported 
by  Dr.  Chevalier  Jackson,2  of  a man  25  years  old, 
who  had  a lump  of  anthracite  coal  weighing  3 
gms.  in  the  left  main  stem  bronchus  for  five  days. 
This  was  impacted  below  an  annular  edematous 
stenosis  and  required  three  and  one-half  hours’ 
time  to  remove.  The  difficulty  here  was  also  for- 
ceps slipping.  The  man  recovered. 


Fig.  2.  Coal  in  Bronchi  not  visualized.  (Radio  Opaque). 

The  next  case  I am  privileged  to  tell  you  about 
is  with  the  permission  of  Dr.  Clarence  Engler, 
visiting  otolaryngologist  at  Cleveland  City  Hos- 
pital. 

Case  No.  3. — A.  M.,  a four-year  old  girl  was 
brought  to  the  pediatric  service  of  Cleveland  City 
Hospital,  January  10,  1935.  The  child’s  history 
was  that  she  had  repeated  attacks  of  asthma, 
coughing  and  shortness  of  breath  for  more  than  a 
year.  At  one  time  she  became  so  ill  that  she  was 
taken  to  a hospital  where  her  asthmatic  attacks 
were  thought  to  be  due  to  an  allergic  condition. 
Skin  tests  were  made,  some  of  which  were  posi- 
tive. Since  then  she  has  received  hypodermic  in- 
jections every  week  for  her  allergic  condition. 
Her  asthmatic  attacks  were  not  relieved. 

In  January  of  this  year  she  became  acutely  ill, 
coughing  grew  worse,  and  a pain  in  the  left  chest 
developed.  She  was  referred  to  the  Pediatric  De- 
partment of  Cleveland  City  Hospital  by  a city 
physician.  Examination  on  admission  showed  a 
fairly  well  nourished  girl  four  years  of  age,  tem- 
perature 38.2,  pulse  132,  respiration  38.  There 
was  injection  of  the  tonsils  and  pharynx.  Limited 
expansion  and  dullness  to  percussion  over  the 
left  lower  chest,  posteriorly.  Whispered  pectoril- 
oquy and  definite  bronchial  breathing  were 
elicited.  There  were  compensatory  signs  on  the 
right  side.  The  diagnosis  was  asthma  and  left 
lobar  pneumonia.  The  disease  ran  a peculiar 
course,  temperature  became  normal  in  two  days 
but  the  cough  and  asthma  continued.  Physical 
signs  suggested  the  possibility  of  fluid  in  the 
chest,  an  X-ray  was  requested. 

The  roentgenologist  reported  haziness  in  the 
left  base  which  might  be  due  to  consolidation  or 
fluid,  and  a metallic  foreign  body  resembling  a 
carpet  tack  in  the  left  main  stem  bronchus.  Fig.  5. 

On  further  questioning  the  mother  stated  that 
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Fig.  3.  Artist’s  conception  of  Report  of  Autopsy  find- 
ings. 


in  July,  1933,  eighteen  months  prior  to  her  ad- 
mission in  City  Hospital,  the  child  had  swallowed 
a tack.  At  the  time  the  mother  had  taken  her  to 
three  doctors  and  one  hospital  where  all  had  told 
her  that  the  child  must  have  coughed  up  the  tack 
or  she  would  be  sicker  than  she  appeared.  The 
mother  did  not  mention  the  incident  in  the  child’s 
history  because  of  this  medical  advice. 

The  case  was  referred  to  Dr.  Engler  for  bron- 
choscopy. He  found  the  tack  lying  obliquely  in 
the  left  main  stem  bronchus  and  removed  it. 
There  was  no  granulation  tissue  or  excessive 
secretion  about  the  tack.  In  this  position  it 
formed  a bi-pass  valve  in  the  bronchus.  This 
would  be  enough  to  cause  the  child’s  pulmonary 
symptoms.  • 

Since  the  removal  of  the  tack  the  child’s  cough 
and  asthma  have  disappeared. 

The  points  in  this  case  which  may  be  empha- 
sized are — 1:  The  importance  of  careful  history 
in  suspected  cases  of  foreign  body,  especially  when 
associated  with  asthma  in  a child.  2:  The  value 
of  a good  X-ray  examination.  3:  The  value  of 
bronchoscopy.  All  of  which  may  be  summed  up 
in  three  sayings  of  Chevalier  Jackson: 

“All  is  not  asthma  that  wheezes”. 

“The  diagnosis  of  asthma  in  children  should 
never  be  conclusively  reached  without  the  exclus- 
ion of  foreign  body”. 

“When  ever  in  doubt — look  and  see”. 

Case  No.  4. — The  last  case  is  that  of  an  infant 
seen  in  1922.  This  child  while  healthy  to  all  in- 
tents and  purposes  had  attracted  the  attention  of 
the  pediatrist  during  an  illness  at  the  age  of 
eight  months,  from  a respiratory  infection.  The 
doctor  noted  that  the  heart  sounds  were  misplaced 
to  the  right,  and  thought  he  might  be  dealing 
with  dextracardia.  Later  he  noticed  what  he 
took  to  be  consolidation  over  the  right  chest.  An 
X-ray  was  taken  which  showed  the  left  lung  to 
be  present  but  the  right  shadow  was  diagnosed 


as  a possible  fibrosis  obliterans  of  the  right  lung. 
(Fig.  6). 

It  was  when  the  patient  was  two  years  old  that 
the  incident  in  which  we  are  interested  occurred. 

Before  her  dinner  one  evening  her  parents  gave 
her  peanuts  and  chewing  gum.  In  the  process  of 
toddling  about  the  room  she  fell  and  at  the  same 
time  gasped  and  aspirated  the  partly  masticated 
peanuts  and  gum  into  the  tracheo-bronchial  tree. 
She  became  dyspneic  and  cyanotic  at  once.  A 
police  ambulance  took  her  to  the  Lakewood  City 
hospital  where  she  died  in  the  admitting  room 
within  a few  minutes  after  her  arrival.  I was 
present  at  the  time.  We  had  no  opportunity  for 
examination.  The  entire  incident  occurred  within 
twenty  minutes  from  the  time  she  aspirated  the 
peanuts  and  chewing  gum. 

The  pediatrician  had  been  summoned  and  we 
were  anxious  to  do  an  autopsy.  This  her  parents 
refused.  We  were  able  to  make  a coronor’s  case 
of  it  and  did  the  post  mortem  that  night  in  the 
morgue  of  the  undertaking  establishment. 

Upon  opening  the  chest  we  found  a very  large 
left  lung,  filling  the  left  side  and  extending  over 
beyond  the  midline.  A large  thymus  gland  oc- 
cupied the  upper  third  of  the  right  thoracic  cavity. 
The  heart  occupied  the  lower  two-thirds.  The 
right  lung  was  absent. 


Fig.  4.  Coal  bound  with  wire  and  X-Rayed  on  chest  of 
normal  individual.  Shows  coal  to  be  radio  opaque. 


The  specimen  was  removed  and  taken  to  Dr. 
Karsner’s  laboratory  in  Lakeside  Hospital  for 
further  examination.  The  left  lung  was  found  i:o 
be  considerably  larger  than  normal.  The  right 
lung  was  absent,  the  bronchus  ending  blindly. 
(Fig.  7).  There  was  no  rudimentary  right  lung 
tissue  or  vessels.  A section  through  the  stump  of 
the  right  bronchus  showed  only  cartilage  present. 

The  left  bronchus,  when  opened,  showed  two 
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Fig.  5.  Tack  in  Left  Bronchus. 


foreign  bodies.  These  were  masticated  masses  of 
chewing  pm  and  peanuts  that  had  been  as- 
pirated into  the  bronchus.  (Fig.  8) . 

Congenital  absence  of  the  lung  is  a rarity. 
Ellis  reported  18  cases  in  1917.  Finner  in  1932, 
reviewed  24  cases  in  the  literature.  Three  of 
these  were  still-births  and  three  were  infants  who 
survived  only  a few  minutes,  or  hours,  after  birth. 
Seven  others  were  infants  under  six  months  and 
the  remaining  eleven  ranged  in  age  from  8 to 
65  years.  The  left  lung  was  absent  in  18  cases 
and  the  right  lung  in  6 cases.  Finner  reported  a 
case  of  congenital  absence  of  the  right  lung  in  a 
22-month  old  boy  who  died  from  aspirating  a 
peanut  into  the  trachea.  In  this  case  there  was  a 
complete  absence  of  the  right  main  bronchus  and 
pulmonary  vessel.  In  August,  1934,  Dyson3  re- 
ported a case  of  congenital  absence  of  the  left 
lung  in  a premature  infant. 

Our  case  seems  to  be  the  second  to  have  been 
so  unfortunate  to  die  from  aspiration  of  a foreign 
body.  Congenital  absence  of  the  lung  has  been 
diagnosed  only  at  the  postmortem  table. 

Though  rare,  it  is  to  be  thought  of  in  our 
diagnosis  of  chest  conditions  and  in  our  broncho- 
scopic  procedures. 

14805  Detroit  Avenue. 
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DISCUSSION 

Hugh  Gibson  Beatty,  M.D.,  Columbus,  Ohio: 
It  is  always  of  interest  to  listen  to  another 


Fig.  6.  Congenital  Absence  of  Right  Lung.  X-Ray  of 
chest. 

bronchoscopist  tell  of  the  responsibilities  and 
problems  in  certain  difficult  cases  coming  to  his 
hands.  It  helps  one  to  realize  that  he  alone  in 
his  own  small  area  of  activity  is  not  the  only 
endoscopist  subjected  to  the  troubles  and  worries 
appertaining  to  such  a practice.  Furthermore,  it 
is  always  a satisfaction  to  congratulate  a fellow 
worker  on  his  good  achievements.  Doctor  Mitchell 
has  reported  four  very  interesting  cases,  two  of 
which  are  quite  unusual. 

We  do  or  certainly  should  feel  a great  responsi- 
bility in  the  care  of  any  baby  with  a marked 
lymph-adenopathy,  whether  it  be  in  the  nature 
of  sickness,  infection,  surgery,  or  any  other 
fairly  extensive  and  unusual  procedure.  Never- 
theless, when  confronted  with  an  unavoidable 
situation,  we  must  proceed.  The  shock  of  an 
anesthetic  or  a shock  subsequent  to  the  release  of 
autogenous  proteins  by  surgical  traumatization 
of  other  tissues  might  have  precipitated  a severe 
reaction  or  death  in  the  doctor’s  first  case.  How- 
ever, the  discussion  of  the  disputatious  subject  of 
status  thymicolymphaticus  has  no  place  in  this 
paper. 

I have  had  no  experience  with  coal  as  a foreign 
body.  The  doctor’s  review  of  his  most  unusual 
case  exposes  a situation  which  prevails  in  some 
good  medical  centers,  as  well  as  many  others, 
where  it  might  be  excusable.  In  a paper  read  before 
this  section  at  the  Cleveland  meeting  in  May, 
1929,  I called  attention  to  the  lukewarm  interest 
in,  and  lack  of  knowledge  of,  the  possibilities  of 
bronchoscopy  existing  among  members  of  other 
branches  of  medicine. 

Too  often,  as  in  Doctor  Mitchell’s  case,  the 
endoscopist  is  consulted  as  a last  resort  when 
the  patient  is  in  no  condition  to  recover,  even 
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big.  7.  Congenital  Absence  of  Right  Lung  showing  Fig.  8.  Congenital  Absence  of  Right  Lung.  Two  foreign 

Right  Bronchus  ending  blindly.  Left  Lung  much  larger  than  bodies  in  the  left  Main  Stem  Bronchus, 
normal. 


after  a foreign  body  removal  has  been  done  suc- 
cessfully. This  attitude  is  not  always  limited  to 
foreign  body  cases  but  in  other  affections  of  the 
lower  respiratory  tract.  Delay  is  often  persisted 
in  for  days  in  the  presence  of  the  inability  of  in- 
ternists and  general  surgeons  to  arrive  at  a 
positive  diagnosis  in  a given  case  where  the  in- 
dications for  a diagnostic  bronchoscopic  examina- 
tion are  present.  In  this  way  the  safety  period  is 
passed,  and  unnecessary  and  useless  clinical  ob- 
servations and  laboratory  tests  may  have  been 
made. 

If  I should  fall  into  a “coal  hopper”  and  escape 
with  the  possibility  of  coal  in  my  bronchi  or 
esophagus,  I want  an  endoscopist  after  me  before 
they  call  in  consultation  the  neurologist,  or  use 
the  spinal  puncture  as  a diagnostic  measure. 

We  have  seen  patients  similar  to  the  doctor’s 
tack  case  in  children  where  a mistaken  diagnosis 
of  asthma  or  allergy  has  been  made.  We  have, 
however,  seen  a few  cases  of  severe  allergic  mani- 
festations in  the  bronchial  tree  without  foreign 
body. 

The  last  case  reported  by  Dr.  Mitchell  is  most 
unusual,  interesting,  and  instructive.  I shall  not 
discuss  it  as  I have  had  no  such  experience,  and 
they  must  certainly  be  infrequent.  The  one  point 
paramount  in  this  report,  aside  from  the  clinical 
worth,  is  the  value  of  going  ahead  and  getting 
post  mortem  examinations  on  these  perplexing 
cases.  We  all  have  objections  to  overcome  in  cer- 
tain instances,  but  often  seemingly  extreme 
measures  are  justified. 

I consider  Doctor  Mitchell’s  paper  a very  val- 
uable contribution  to  the  literature  and  am  only 


sorry  that  the  internists  and  general  surgeons 
have  not  heard  it. 

The  doctor’s  summary  at  the  conclusion  of  his 
report  of  his  third  case  is  good  advice.  I could 
only  add:  Without  the  well  known  contraindica- 
tions, a diagnostic  bronchoscopy  done  by  an  ex- 
perienced endoscopist  is  devoid  of  danger  and 
may  greatly  aid  in  the  differential  diagnosis  of 
an  obscure  lower  respiratory  tract  involvement. 

1.  Beatty,  Hugh  Gibson:  The  Diagnostic  Value  of 

Broncho-Esophagoscopic  Examinations.  Ohio  State  Medical 
Journal,  August,  1929. 

— OSMJ — 

CONTRA-INDICATIONS  FOR  PNEUMOTHORAX 

1.  Presence  of  adhesions  or  thickened  pleura. 

2.  Serious  tuberculous  complications,  such  as 
laryngitis  and  advanced  intestinal  lesions.  These, 
according  to  some  authors,  are  not  contra-indica- 
tions but  usually  the  advanced  intestinal  lesion 
being  a definite  contra-indication  although  oc- 
casionally a laryngitis  will  clear  up. 

3.  Active  process  on  good  side. 

4.  Age.  From  the  age  of  18  to  35  is  the  most 
favorable  time  for  pneumothorax.  In  patients 
over  45  pneumothorax  is  definitely  contra-in- 
dicated except  in  emergencies  such  as  hemor- 
rhage. 

5.  Organic  heart  disease  except  in  emergency 
such  as  hemorrhage. 

6.  Asthma,  Emphysema  and  Silicosis. 

7.  Extreme  emaciation. — A.  A.  Tombaugh, 
M.D.,  Diseases  of  the  Chest,  Vol.  II,  No.  6,  June, 
1936. 


LAPAROTRACHELOTOMY:  A CLINICAL  APPRAISAL 


By  S.  B.  CONGER,  M.D.,  F.A.C.S.,  Akron,  Ohio 


CESAREAN  section  today  is  considered  a 
comparatively  safe  procedure.  Perfection 
in  operative  technique  and  improved  man- 
agement by  attendants  have  removed  many  of 
the  hazards  attending  this  operation. 

In  spite  of  this  marked  progress,  several  hun- 
dred women  die  annually  in  this  country,  follow- 
ing abdominal  delivery.  This  figure  does  not  seem 
so  large  when  compared  to  the  high  incidence  of 
the  operation,  and  the  fact  that  in  many  of  these 
fatalities,  the  cesarean  is  only  jointly  responsible 
for  the  patient’s  death.  Many  of  these  deaths 
could  be  prevented,  first,  by  eliminating  the  un- 
necessary sections,  second,  by  using  some  other 
method  of  delivery  for  the  infected  case,  and 
third,  by  a more  universal  adoption  of  laparotra- 
chelotomy. 

Briefly,  the  history  of  the  development  of  the 
modern  section,  consists  of  modifications  and  im- 
provements in  the  procedure  combined  with  the 
progress  in  surgical  technique  and  asepsis.  The 
early  mortality  of  50  per  cent  was  greatly  re- 
duced by  the  contributions  of  Porro  in  1876,  and 
Saenger  in  1882.  But  in  spite  of  this  progress, 
abdominal  delivery  still  remained  a treacherous 
operation. 

The  introduction  of  Franks3  operation  in  1906 
aroused  considerable  interest.  It  was  an  extra- 
peritoneal  procedure,  and  was  not  generally 
adopted.  Dissatisfaction  with  the  Frank  opera- 
tion, led  to  numerous  alterations  and  approxi- 
mately 20  different  low  cervical  sections  were  de- 
vised. Most  of  these  are  of  the  intra-peritoneal 
type.  The  extra-peritoneal  are  represented  by 
Latzko  and  Kustner  operations,  and  are  not  very 
popular  because  they  are  technically  difficult.  The 
danger  of  injury  to  the  ureters  and  hemorrhage, 
offset  the  advantage  of  an  intact  peritoneum, 
which  has  also  been  proved  to  be  penetrable  to 
the  streptococcus  in  the  infected  case. 

Sellheim,  Beck,  and  DeLee,  had  much  to  do 
with  the  perfection  of  the  low  cervical  section,  or 
laparotrachelotomy.  The  technique  is  compara- 
tively simple,  and  briefly  entails  the  dissection  of 
the  utero-vesical  peritoneum  in  an  upper  and 
lower  flap,  after  incising  it  transversely.  The 
lower  uterine  segment  is  opened  by  a longitudinal 
incision.  After  extracting  the  infant,  the  incision 
in  the  uterus  is  closed  by  two  running  sutures, 


.Read  before  the  Section  on  Obstetrics  and  Gynecology, 
Ohio  State  Medical  Association,  at  the  89th  Annual  Meeting, 
Cincinnati,  October  2-4,  1935. 
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and  covered  by  advancing  the  lower  flap  with  the 
bladder,  over  the  upper  flap. 

Most  cesarean  sections  are  done  for  indications 
that  are  relative,  rather  than  absolute.  Many 
patients  sectioned  on  these  grounds  would  deliver 
vaginally  if  given  a test  of  labor.  A test  of  labor 
is  permissible  preceding  low  section;  it  increases 
the  risk,  if  allowed  before  doing  a classical  opera- 
tion. Labor,  ruptured  membranes,  and  vaginal 
examinations,  are  factors  that  justify  low  section. 
Therefore,  the  field  of  application  for  this  opera- 
tion is  much  wider  than  that  for  the  classical. 
If  it  is  a safer  procedure  for  the  potentially  in- 
fected case,  it  should,  and  does,  give  better  results, 
with  the  clean  cases.  There  have  been  numerous 
reports  of  series  of  hundreds  of  consecutive  cases, 
delivered  by  low  section,  with  very  low  mortality 
rates.  In  many  localities,  laparotrachelotomy  has 
supplanted  the  classical  operation  due  to  lower 
maternal  mortality,  lower  postoperative  morbid- 
ity, greater  safety  after  a long  test  of  labor,  and 
greater  protection  against  ruptured  uterus  in  sub- 
sequent labors. 

Many  of  us  were  not  trained  in  the  technique 
of  laparotrachelotomy,  and  accordingly,  were  re- 
luctant to  attempt  it.  In  cases  of  protracted  labor, 
we  have  all  been  faced  with  the  alternative  of 
either  attempting  a procedure  such  as  high  for- 
ceps or  version,  which  is  highly  dangerous  to  the 
infant,  already  embarrassed,  or  of  performing  a 
classical  section  equally  as  dangerous  to  the 
mother,  who  was  potentially  infected. 

CASE  REPORT 

In  February  1932,  we  had  such  a case.  The  pa- 
tient was  a 33-year  old  primipara,  with  normal 
pelvic  measurements.  She  had  been  in  labor 
eighteen  hours,  membranes  had  ruptured  at  the 
onset  of  labor.  After  she  had  been  fully  dilated 
for  three  hours,  with  no  progress,  we  examined 
her  under  gas  anesthesia  and  decided  her  dystocia 
was  due  to  disproportionment.  She  was  delivered 
by  laparotrachelotomy  without  any  difficulty, 
made  an  uneventful  recovery,  and  left  the  hospital 
on  the  twelfth  day.  She  had  no  distension,  vomit- 
ing or  ileus,  and  the  highest  postoperative  tem- 
perature was  101.6;  all  of  which  seemed  a de- 
cided improvement  in  view  of  her  long  labor,  rup- 
tured membranes  and  vaginal  examinations. 

Since  this  first  low  section,  we  have  used 
laparotrachelotomy  as  the  method  of  delivery  in 
all  cases  requiring  section  with  the  exception  of 
one  case  in  whom  a Porro  was  done  because  of  a 
fibroid  uterus.  The  results  are  shown  by  the  fol- 
lowing tables. 
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TABLE  1 
CESAREAN  sections 
Feb.,  1932  to  Oct.,  1935 


Laparotrachelotomy  51 

Porro-section  1 

House  cases 13 

Referred  cases 11 

Private  cases 28 

Akron  City  Hospital 47 

St.  Thomas  Hospital 2 

Citizens  (Barberton) 2 


From  February,  1932  to  October,  1935,  there 
were  52  abdominal  deliveries.  One  of  these  was  a 
porro-section  for  a fibroid  uterus,  the  rest  were 
laparotrachelotomies.  Thirteen  of  these  sections 
were  house  cases,  eleven  were  referred  and 
twenty-eight  were  private  cases.  Forty-seven 
were  done  at  Akron  City  Hospital,  two  at  St. 
Thomas  Hospital  and  two  at  Citizens  Hospital  in 
Barberton,  Ohio. 

TABLE  2 

PATIENTS  AGE 
4 under  20  years  of  age 
21  between  20  and  30  years 
23  between  30  and  40  years 
4 over  40  years  of  age 

GRAVIDA 


Primiparas  31 

Multiparas  21 


(5  previous  cesareans) 

Deliveries 449  Incidence 1 to  16 

Sections 28 

Forty  per  cent  of  the  patients  were  between 

20  and  30  years  of  age  and  over  50  per  cent  were 
over  30  years  old.  Sixty  per  cent  were  primi- 
paras, and  five  of  the  multiparas  had  had  prev- 
ious casarean  sections.  My  total  private  de- 

liveries in  the  forty-four  months  was  449,  this 
gives  a cesarean  incidence  of  1 to  16,  which  is 
quite  high. 

TABLE  3 

INDICATIONS 

Disproportion  14 

Pre-eclamptic  Toxemia 8 

Eclampsia  1 

Nephritic  Toxemia 1 

Placenta  Praevia 6 

Abruptio  Placenta 1 

Previous  Cesarean  Section 5 

Rigid  Cervix  (DDS-2) 7 

Transverse  presentation 2 

Prolapsed  arm  and  cord 1 

Plastic  for  complete  tear 1 

Face  presentation — Primi-Chin  P. 1 

Bicornuat.e  Uterus  (Frank  Beech) 1 

Frank  Breech  (Primipara) 1 

Elderly  primipara  (trial  labor) 1 

These  sections  were  justified  by  the  indications 
shown  in  Table  No.  3.  The  eclamptic  was  treated 
and  her  convulsions  controlled  before  she  was 


operated.  There  were  contributing  factors  in  all 
of  the  cases  sectioned  because  of  a rigid  cervix. 
Two  of  these  patients  had  been  in  labor  for 
fifty-six  hours  with  unsatisfactory  progress.  In 
four  of  them  there  was  a failing  foetal  heart,  be- 
cause of  the  protracted  labor,  and  one  was  a 32- 
year  old  primipara  who  had  only  partial  dilata- 
tion after  twenty-four  hours  of  very  hard  pains. 
The  primipara  sectioned  because  of  a frank 
breech,  insisted  on  abdominal  delivery  as  she  did 
not  wish  to  take  any  chance  on  the  baby,  this 
being  the  only  pregnancy  in  twelve  years. 

TABLE  4 

HOURS  IN  LABOR 

No.  of  sections  Hours  in  labor 

17  sections 0 

12  sections 1 to  12 

16  sections 12  to  36 

6 sections 48  to  60 

MEMBRANES 

39  sections Intact 

4 sections Ruptured  4 to  10 

6 sections Ruptured  10  to  36 

2 sections Ruptured  48  hours 

EXAMINATIONS 

13>  patients No  examination. 

13  patients Examined  vagin- 

ally  prior  to  section. 

25  patients Examined  rectally 

prior  to  section. 

About  30  per  cent  of  the  patients  had  no  labor, 
the  rest  were  in  labor  from  one  to  sixty  hours. 
The  membranes  were  intact  in  39,  ruptured  in  12. 

Twenty-five  per  cent  of  the  patients  were  not 
examined  before  section,  25  per  cent  were  ex- 
amined vaginally  prior  to  section,  and  50  per  cent 
were  examined  rectally. 

TABLE  5 

MORBIDITY 

15  pt-High  P.  O.  temp.  100  to  101 
23  pt-High  P.  O.  temp.  101  to  102.4 
10  pt-High  P.  O.  temp.  102.4  to  104 
3 pt-High  P.  O.  temp,  over  104 
24  pt.  temp.  3rd  day  1 

49  patients.  537  hospital  days 
Average  hospital  stay — 11  days. 

Table  5 shows  the  temperature  reaction  in  the 
51  sections.  About  30  per  cent  had  no  morbidity, 
and  the  rest  had  postoperative  temperatures,  as 
shown.  Twenty-four  of  these  patients,  about  50 
per  cent,  had  a normal  temperature  by  the  third 
day,  and  it  remained  normal.  The  49  patients 
that  survived  were  in  the  hospital  537  days,  an 
average  stay  of  eleven  days. 

Charts  1,  2,  and  3,  are  the  temperature  curves 
of  nine  patients  sectioned  before  labor.  The 
highest  temperature  recorded  is  101  to  101.6  for 
the  first  postoperative  day,  and  practically  all  are 
normal  by  the  third  day. 

Chart  4 shows  the  curves  of  the  two  patients 
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sectioned  after  long  labor,  membranes  intact,  no 
vaginal  examinations.  The  reaction  is  greater, 
but  the  recovery  is  prompt  and  uneventful  in 
spite  of  the  labor  preceding  the  section. 

Chart  5 are  curves  obtained  in  three  cases  that 
had  long  labor,  membranes  ruptured  for  twenty- 
four  to  forty-eight  hours,  and  careless  vaginal 
examinations.  The  reaction  is  marked  and  the  re- 
covery was  more  delayed,  however,  these  patients 
had  very  little  distention,  no  other  signs  of  peri- 
tonitis, and  were  comparatively  comfortable. 
They  all  recovered  and  left  the  hospital  by  the 
twelfth  day.  The  patient  represented  by  the 
dotted  line,  came  in  from  a small  town  near 
Akron.  She  had  been  in  active  labor  for  two  days, 
membranes  ruptured  forty-eight  hours  and  vag- 
inal examinations  in  the  home  by  two  physicians. 

Chart  6 represents  the  reactions  in  two  patients 
that  had  been  bleeding  because  of  a placenta 
praevia  for  some  time  prior  to  section.  These 
patients  probably  had  infected  material  in  the 
lower  cervix,  which  was  disseminated  by  the 
operation. 

TABLE  6 

INFANTS 

51  delivered  alive. 

48  left  hospital  in  good  condition. 

3 deaths. 

(a)  Premature.  Placenta  praevia. 
Mother  given  narcotic  before 
section.  Infant  4 lb.  12  oz. 


Resuscitation.  Expired  in 
48  hours. 

(b)  Premature  28  weeks.  Infant 
2 lb.  13  oz.  Eclamptic. 

Expired  second  day. 

(c)  Full  term  infant,  toxic  mother. 
Expired  suddenly,  36  hours. 
Autopsy  negative. 

All  of  the  infants  were  delivered  alive;  48  left 
the  hospital  in  good  condition,  two  died  because  of 
prematurity,  and  one  full  term  expired  thirty-six 
hours  after  delivery,  autopsy  negative,  death 
probably  due  to  toxemia  in  mother. 

TABLE  7 

COMPLICATIONS 
37  Pt — No  complications. 

1 Pt — Post  partum  hemorrhage. 

3 Pt — Wound  infections. 

1 Pt— Pyelitis. 

1 Pt — Phlebitis. 

1 Pt — Post  partum  convulsions  (1) 

1 Pt — Abruptio  P. — Sec.  Anemia. 

4 Pt-Endometritis.  (colon  bacillus) 

4 Pt — Endometritis,  (colon  bacillus) 

(Blood  culture  sterile) 

(8  transfusions  on  5 patients.) 

Thirty-seven  of  the  patients  had  no  complica- 
tions. There  were  three  wound  infections,  two  of 
them  very  mild  clearing  up  after  expression  of  a 
cat-gut  knot.  In  four  patients  the  elevated  tern- 
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perature  was  attributed  to  an  endometritis,  and 
in  one  of  these,  a colon  bacillus  bacteremia  was 
suspected,  the  blood  culture,  however,  was  sterile. 
There  were  a total  of  eight  blood  transfusions  on 
five  patients. 

TABLE  8 

ANESTHESIA 

(Inhalation)  No2  and  ether 49 

Local  anesthesia 2 

(a)  Nephritic  toxemia,  ascites, 

5 wks.  before  term,  after  several 
weeks  of  treatment.  Seven  Qts. 
of  fluid  evacuated,  prior  to 
extraction  of  2 lb.  13  oz.  infant. 

It  survived. 

(b)  Pre-eclamptic  toxemia,  patient 
had  convulsion  on  table. 

General  anesthesia.  Uneventful 
recovery. 

General  anesthesia  was  used  in  all  except  two 
cases.  The  nephritic  toxemia  was  sectioned  about 
four  weeks  prior  to  term.  She  had  been  treated 
for  several  weeks  prior  to  delivery  and  during 
the  last  two  weeks,  developed  ascites.  When  she 
was  admitted,  the  liver  tests  were  negative,  her 
urine  showed  4 plus  albumen  with  casts,  B.P. 
184/110.  The  section  was  done  under  local,  and 
seven  quarts  of  ascitic  fluid  were  withdrawn  by 
suction,  prior  to  extraction  of  the  infant,  which 
weighed  2 lb.  13  oz.  and  survived.  The  other  case, 
a pre-eclamptic  toxemia  was  started  with  local, 
after  delivering  the  baby,  she  had  a convulsion  on 
the  table;  operation  was  finished  with  general. 
The  recovery  of  both  was  uneventful. 

TABLE  9 

MATERNAL  MORTALITY 

Total  cases 51 

Deaths 2 4% 

(a)  Placenta  praevia — Death  due  to 
puerperal  sepsis,  infection  present 
3 wks.  before  delivery.  Vaginal 
discharge,  Phlebitis. 

Autopsy — no  peritonitis. 

Death  on  fourth  day. 

(b)  Cardiac — Decompensated  heart. 

Death  30  hours  after  operation. 

I do  not  feel  that  the  operation  was  responsible 
for  the  patients’  death  in  either  of  these  cases. 
The  patient  with  the  placenta  praevia  was  due  in 
September,  and  was  hospitalized  in  July  because 
of  bleeding.  After  a week,  the  bleeding  stopped, 
and  she  was  discharged.  At  home  she  developed 
a foul  purulent  vaginal  discharge  and  later,  a 
phlebitis.  She  was  re-admitted  one  month  after 
her  first  admission  in  active  labor.  Her  pains 
were  accompanied  by  profuse  vaginal  bleeding, 
admission  temperature  was  100  degrees,  pulse 
140.  Laparotrachelotomy  was  followed  by  death 
on  the  fourth  day,  probable  cause,  septicemia. 
Autopsy  showed  no  evidence  of  peritonitis.  The 


incision  in  the  uterus  was  well  covered  with  flaps 
and  contracted  down  beneath  the  bladder.  This 
patient  was  a very  poor  risk,  and  the  same  result 
probably  would  have  been  obtained  regardless  of 
the  method  of  delivery.  Her  pregnancy  should 
have  been  terminated  in  July  during  her  first 
admission,  or  if  she  was  to  be  carried  along,  she 
should  have  remained  in  the  hospital. 

The  other  death  occurred  in  a patient  with  a 
cardiac  complication.  She  had  several  attacks  of 
decompensation  during  her  pregnancy,  and  was 
under  the  care  of  an  internist.  When  she  was 
admitted  in  labor,  she  was  very  pale  and  her 
pulse  rate  was  120.  Following  section,  she  de- 
veloped signs  of  myocardial  failure,  expiring 
thirty  hours  later  in  spite  of  the  usual  therapeutic 
measures.  Hospitalization,  two  or  three  weeks 
prior  to  term,  plus  local  anesthesia  for  the  opera- 
tion, might  have  given  a better  result. 

There  was  one  repeat  operation  in  this  series. 
No  adhesions  were  found  at  the  second  section, 
and  the  utero-vesical  peritoneum  dissected  up  as 
easily  as  at  the  first  operation.  There  was  no 
gross  evidence  of  the  old  scar  in  the  lower  uterine 
segment. 

From  a comparative  standpoint,  these  results 
are  only  fair.  My  mortality  and  morbidity  rate  is 
definitely  higher  than  that  generally  accredited 
this  operation.  Nevertheless,  the  greater  post- 
operative comfort  of  the  patients,  and  their  free- 
dom from  complications  so  common  after  classical 
section,  led  me  to  discontinue  the  classical  opera- 
tion except  for  the  rare  case. 

CONCLUSIONS 

(1)  Low  cervical  section  is  a much  safer 
operation,  especially  in  the  potentially  infected 
case. 

(2)  It  allows  a good  trial  of  labor  with  com- 
paratively little  additional  risk,  thereby  eliminat- 
ing many  unnecessary  sections. 

(3)  Technically  it  is  not  a difficult  operation, 
especially  after  a trial  labor,  when  thinning  of 
the  lower  segment  and  loosening  of  the  utero- 
vesical  peritoneum  make  it  a simple  procedure. 
The  numerous  advantages  over  the  classical 
justify  the  ten  or  fifteen  extra  minutes  required 
for  the  low  section. 

(4)  Patients  delivered  by  low  section  are  much 
more  comfortable,  and  are  spared  many  grave 
complications,  attending  classical  delivery  under 
the  same  conditions.  Three  of  these  patients  had 
been  delivered  previously  by  classical  sections. 
Following  laparotrachelotomy,  they  were  all  favor- 
ably impressed  by  the  greater  comfort  and 
smoothness  of  their  convalescence. 

(5)  Low  section  is  neither  a cure-all  for  every 
case  of  dystocia,  nor  a fool  proof  operation. 

Delivery  of  the  septic  case  by  laparotrachelo- 
tomy, will  be  as  tragic  as  delivery  by  classical 
section.  Absence  of  elevated  temperature  and 
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pulse,  and  foul  discharge,  does  not  absolutely  rule 
out  the  septic  case,  but  we  have  found  the  elevated 
temperature  and  pulse,  if  not  due  to  dehydration, 
to  be  a good  criteria  of  the  septic  case  and  pa- 
tients with  a temperature  of  101  degrees  or  over, 
are  not  delivered  abdominally. 

The  history  of  long  labor,  ruptured  membranes, 
and  careless  vaginal  examinations,  help  in  differ- 
entiating these  cases.  Craniotomy  on  this  type  of 
case,  will  reduce  the  maternal  deaths.  If  this  is 
refused,  Porro-section  should  be  the  method  of 
abdominal  delivery. 

(6)  The  risk  in  the  abdominal  delivery  of 
hemorrhagic  cases  is  directly  proportional  to  the 
time  they  have  been  bleeding.  Many  of  these  have 
severe  reactions,  although  clinically  classed  as 
clean  cases. 

(7)  Greater  care  in  the  first  stage,  especially 
in  refraining  from  vaginal  examinations  on  pros- 
pective candidates  for  section,  will  reduce  the 
postoperative  reaction  even  in  delivery  by  laparo- 
trachelotomy. 

159  South  Main  Street. 
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DISCUSSION 

J.  Hofbauer,  M.D.,  Cincinnati,  Ohio. — Dur- 
ing the  past  twenty  years  I have  performed  the 
low  cervical  section  47  times,  writh  most  gratify- 
ing results,  both  for  the  mothers  and  the  babies. 
I use,  as  a routine,  the  Kroenig  technique. 

In  potentially  infected  cases,  with  a tempera- 
ture of  101°  or  more,  I am  using  two  drainage 
tubes — perhaps  as  a safety-valve.  We  feel  that 
this  innovation  may  materially  add  to  the  safety 
of  the  procedure.  All  in  all,  in  the  hands  of  men 
trained  in  operative  gynecology,  low  cervical  sec- 
tion is  a comparatively  easy  procedure. 

J.  L.  Bubis,  M.D.,  Cleveland,  Ohio. — We  do  a 
vaginal  preparation  before  sections,  catheterize 
the  bladder  and  then  rupture  the  membranes. 
This  helps  to  flush  out  the  vagina  and  also  de- 
creases the  amount  of  abdominal  “spill. ” For 
some  time  past  I have  been  using  a Pfannenstiel 
incision  through  the  abdominal  skin  and  fascia, 
longitudinal  separation  of  the  recti  muscles  and 
parietal  peritoneum.  A curved  transverse  in- 
cision is  then  made  through  the  visceral  periton- 
eum and  the  lower  uterine  segment.  The  ad- 
vantages of  this  method  are  that  the  bladder  does 
not  have  to  be  mobilized  and  there  is  less  danger 
of  perforating  the  bladder  by  the  incision.  Oc- 
casionally severe  bleeding  takes  place  from  the 
superficial  enlarged  veins  which  may  be  controlled 
by  an  interlocking  continuous,  plain  cat-gut 
suture.  After  delivery  of  the  child,  an  hyster- 
ectomy can  easily  be  done  through  this  incision 
when  indicated. 


PREVENTIVE  PROCEDURES  IN  INFANCY 
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PARENTS  are  constantly  receiving  the  ad- 
vice to  place  their  infants  under  the  care  of 
a physician  in  order  to  “keep  the  baby  weir’. 
This  advice  comes  from  a variety  of  sources,  such 
as  Government1,  2 and  Board  of  Health  booklets,3 
visiting  nurses,  newspaper  and  magazine  articles 
on  infant  care,  and  advertisements  of  drug  houses 
and  insurance  companies. 

What  can  the  physician  do  to  prevent  sickness 
in  infancy?  The  first  essential  is  a realization 
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cal Association,  at  the  89th  Annual  Meeting,  Cincinnati, 
October  2-4,  1935. 
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that  medical  supervision  can  do  much  to  avert 
sickness.  This  point  may  seem  too  obvious  to 
call  for  discussion.  However,  a mother  taking  her 
infant  to  a private  practitioner  or  a pediatric 
clinic,  palpitating  with  eagerness  to  have  the 
baby  kept  well,  sometimes  meets  with  a reception 
which  is  disappointing  to  her.  The  interne  or 
medical  student  to  whom  the  baby  is  often  first 
assigned  at  the  clinic  may  report  to  the  attending 
physician  that  this  is  just  a case  of  a healthy 
baby  with  no  complaint,  showing  a lack  of  the 
modern  preventive  pediatric  attitude  and  failure 
to  appreciate  the  extent  to  which  the  public  has 
been  educated  to  expect  preventive  supervision. 
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The  physician’s  first  thought  should  have  been 
that  the  main  problem  of  the  case  was  not  that  of 
treating  sickness  but  of  preventing  sickness. 
Often  the  existence  of  a minor  complaint  obscures 
this  main  consideration. 

The  question  thus  arises  as  to  what  diseases 
can  be  prevented  by  present  day  medical  super- 
vision of  infants.  There  is  an  abundance  of 
material  on  various  phases  of  preventive  work 
scattered  throughout  medical  periodicals  and  the 
pediatric  text  books.  Some  attempts  have  been 
made  to  assemble  what  is  valuable  in  this  scat- 
tered literature.  Veeder’s  “Preventive  Pedia- 
trics”4 is  an  admirable  presentation  of  the  pre- 
ventive viewpoint.  Davison  in  a stimulating 
work,  “The  Compleat  Pediatricion”5  lists  the 
diseases  for  which  there  is  a specific  preventive 
or  cure.  The  chapters  on  pediatrics  in  Warren’s 
“Synopsis  of  Preventive  Medicine,”'5  and  in  the 
“Outline  of  Preventive  Medicine”,  prepared  by 
the  New  York  Academy  of  Medicine,7  point  out 
certain  things  that  can  be  done  to  prevent  illness 
in  children.  The  report  of  the  committee  on 
prophylatic  procedures  of  the  Academy  of  Ped- 
iatrics,8 and  Toomey’s  Review,9  deal  with  pro- 
tection against  communicable  diseases.  Mitchell’s 
article10  on  the  practice  of  preventive  pediatrics 
is  a valuable  summary  of  important  measures. 

A few  words  are  in  order  at  this  point  about 
the  baby  books  written  for  the  laity.  Many  of 
these  have  been  published,  some  by  governmental 
units,  some  over  the  signature  of  individual  phy- 
sicians.11 They  are  designed  to  give  parents  in- 
formation about  the  care  of  well  children  and  in- 
clude detailed  instructions  on  such  subjects  as  the 
diapers,  the  sterilization  of  bottles  and  nipples, 
and  the  like.  Many  physicians  save  much  time  by 
referring  mothers  to  a baby  book  for  such  details 
or  by  furnishing  printed  slips  containing  the 
equivalent  information.  These  books,  it  must  be 
emphasized,  are  written  not  for  the  physician  but 
for  the  laity,  and  their  effect  should  be  not  to  sup- 
plant the  physician  but  to  supplement  his  super- 
vision. 

Experience  in  the  problems  of  the  well  baby 
has  impressed  us  with  the  great  need  of  an  out- 
line of  preventive  procedures  written  for  physi- 
cians handling  infants,  especially  the  general 
practitioner  and  the  physicians  working  in  infant 
welfare  stations.  The  material  that  exists  is  not 
well  organized  for  practical  use.  To  employ  a very 
simple  illustration,  one  may  read  in  the  books  and 
articles,  under  the  heading  of  diet,  that  green 
vegetables  may  be  started  at  six  months.  Under 
another  heading,  that  of  diphtheria  immunization, 
one  noted  that  injections  may  be  given  at  six 
months.  Now  when  a six-month’s  old  infant  con- 
fronts the  physician,  he  may  remember  these  two 
procedures,  but  if  the  infant  happens  to  be  four 
months  or  eight  months  of  age,  it  may  not  be  so 


easy  to  recall  off  hand  just  what  are  the  proced- 
ures appropriate  for  the  age. 

The  task  to  which  we  set  ourselves  was  to 
draw  up  a working  schedule  which  would  show  at 
a glance  what  should  be  done  for  the  infant  be- 
fore one,  and  what  should  have  been  done  up  to 
that  time.  This  was  not  an  easy  task.  It  meant 
in  the  first  place  assembling  the  available  data  on 
all  of  the  procedures  that  might  possibly  have  a 
bearing  on  the  infant’s  health,  culling  out  those 
of  nursing  importance,  and  of  the  remaining  pro- 
cedures with  a distinctly  medical  importance, 
separating  the  ones  that  could  be  used  routinely 
in  the  care  of  the  average  well  baby  from  those 
that  are  used  only  occasionally  as  indications 
arise. 

For  each  procedure  we  sought  a reason,  so  that 
the  outline  might  bo  rational  and  not  merely  tra- 
ditional. Finally  came  the  somewhat  delicate  task 
of  arranging  the  procedures  in  the  proper  order 
of  time,  something  that  required  a great  deal  of 
thought  as  various  authorities  often  differ  with 
regard  to  the  timing  of  the  same  procedure.  We 
feel  that  in  the  outline  presented  (Chart  1),  that 
we  have  achieved  in  practical  form  a composite 
of  the  accepted  preventive  procedures  of  the  lead- 
ing pediatric  authorities  at  the  present  date,  1935. 
This  outline  is  presented  as  a rigid  schedule  only 
for  convenience  of  reference  and  should  be  altered' 
as  the  need  of  each  individual  infant  requires. 
No  attempt  is  made  to  favor  standardized  babies 
or  physicians. 

Lack  of  space  allows  only  a brief  discussion  of 
a few  procedures  in  Chart  1.  Regarding  regularity 
of  the  daily  program,  upon  which  there  has  been 
placed  great  emphasis,  it  may  be  pointed  out  that 
there  are  three  main  reasons  for  advocating  regu- 
larity. One  is  that  of  convenience;  unless  the 
mother  is  systematic  she  may  find  it  difficult  to 
accomplish  all  the  tasks  of  the  day.  Another  rea- 
son given  is  that  regularity  of  feeding  favors  bet- 
ter digestion  and  nutrition.  Powers12  points  out 
some  of  the  dangers  of  regularity.  The  third 
reason  is  that  a regime  free  from  sudden  changes 
and  shocks  fosters  a more  placid  existence  for  the 
infant  and  lays  the  foundation  for  a program  of 
good  mental  hygiene.  It  is  obvious  that  a battle 
between  mother  and  infant  to  force  regularity 
defeats  the  purpose  of  regularity. 

Authorities  differ  as  to  the  age  for  diphtheria 
immunization,  many  feeling  that  it  is  better  to 
wait  until  natural  immunity  has  worn  off  more 
fully  than  at  six  months.  The  outline  places  it 
at  six  months  since  this  is  the  age  most  generally 
recommended.  Furthermore,  if  vaccination  against 
smallpox  is  to  follow  diphtheria  immunization,  a 
delay  in  diphtheria  immunization  pushes  the  time 
for  vaccination  up  to  a later  date  than  is  gen- 
erally advised. 

Vaccination  following  diphtheria  immunization 
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is  claimed  to  lessen  the  chances  of  vaccinial  en- 
cephalitis13. There  seems  also  to  be  evidence14 
that  smallpox  vaccination  exercises  a heterophile 
effect,  that  is,  produces  some  degree  of  immunity 
to  infections  other  than  smallpox,  infantile 
paralysis,  for  example.  This  is  an  additional 
reason  to  vaccinate  early  rather  than  to  wait 
until  school  age. 

It  is  possible  that  whooping  cough  immuniza- 
tion, although  still,  in  our  opinion,  in  the  experi- 
mental stage,  may  yet  acquire  an  earlier  place 
in  the  timing  of  immunization  because  of  the 
greater  mortality  from  whooping  cough  in  the 
early  months.  However,  at  the  present  time  the 
longer  established  procedures  of  diphtheria  im- 
munization and  smallpox  vaccination  are  given 
priority  in  the  outline. 

The  outline  does  not  include  formulae  for  the 
bottle  feeding  of  the  average  baby  at  various 
ages  as  do  many  of  the  books  written  for  the 
laity,  since  the  formula  needs  to  be  adapted  to 
the  needs  of  the  individual  infant. 

What  the  individual  physician  can  do  to  pre- 
vent sickness  in  infancy  does  not  end  with  routine 


procedures.  There  are  many  situations  that  arise 
that  can  be  dealt  with  prophylactically.  A num- 
ber of  conditions  for  which  there  is  a more  or 
less  specific  preventive  are  listed  in  the  table  of 
procedures  to  be  used  as  indications  arise  (Chart 
2).  In  addition  to  these,  there  are  the  minor  de- 
partures from  the  normal  noted  by  the  physician 
in  the  periodic  physical  examination  of  the  infant, 
attention  to  which  often  prevents  more  serious 
illness. 

The  White  House  Conference  Committee  on  the 
Medical  Care  of  Children,15  as  a result  of  their 
studies  and  surveys  stress  the  need  for  the  more 
adequate  use  of  preventive  measures  among  chil- 
dren and  it  is  hoped  that  the  procedures  as  out- 
lined in  this  paper  will  assist  in  a practical  way 
to  attain  this  objective. 

SUMMARY 

A practicable  outline  of  the  generally  accepted 
preventive  procedures  considered  valuable  at  the 
present  day,  chronologically  arranged,  covering 
the  period  of  infancy,  is  presented,  especially  for 
the  use  of  the  general  practitioner  and  the  physi- 
cian working  in  infant  welfare  clinics. 


CHART  I. 

OUTLINE  OF  ROUTINE  PREVENTIVE  PROCEDURES  AND  THEIR  PURPOSES 

Chronologically  Arranged 


ROUTINE  PREVENTIVE  PROCEDURES 

Birth 

Stimulate  breathing 

Instillation  of  Silver  Nitrate  solution  in  eyes 

Antiseptic  ointment  to  body,  and  oil.  No  bath 
Aseptic  dressing  to  cord 

Conservation  of  body  heat  by  proper  tempera- 
ture of  surrounding  air,  and  adequate  covering 
Roentgen  ray  and  physical  examination 

Ordering  of  proper  clothing — shirt,  binder, 
diaper,  gown,  and  blanket 

Early  Nursery  Care  (Neonatal  Period) 

Bed,  unpainted,  or  painted  with  a lead  free 
paint;  firm,  non-sagging  mattress,  protected  from 
drafts  and  strong  light 

Change  of  position  frequently 

Hydrating  fluids  by  mouth — sterile 
Breast  feeding  to  begin  after  12  hours,  inter- 
vals of  4 hours  for  3 days,  then  every  3 hours 
Complementary  feeding — sterile. 

Boiled  if  cows’  milk  dilution  is  used.  Formula 
adjusted  to  infants’  needs 


Even  room  temperature,  70°  if  possible 

Bathe  every  other  day.  Oil  on  alternate  days 
Coagulation  and  bleeding  time  if  circumcision 
is  to  be  done 


PURPOSES 


Prompt  oxygenation  of  blood 
Prevention  of  blindness  from  Opthalmia,  Gonor- 
rheal 

Prevention  of  Impetigo  and  skin  infections 
Prevention  of  Omphalitis,  Tetanus,  Peritonitis, 
and  Sepsis 

Necessary  because  of  poor  heat  regulating 
mechanism 

For  early  detection  of  Thymic  enlargement, 
defects,  anomalies,  fractures,  and  atelectasis 
Prevention  of  chilling,  protection  of  skin  from 
excretions  and  infections 


Prevention  of  defects  of  posture,  asphyxia, 
crushing,  lead  poisoning  (later),  chilling  and 
painful  stimuli 

Prevention  of  accumulation  of  mucus,  poor 
aeration  of  lungs,  bodily  discomfort 

Prevention  of  dehydration 

To  give  baby  colostrum  and  to  stimulate  suck- 
ing mechanism 

To  prevent  excessive  loss  of  weight,  more  than 
10  per  cent,  and  to  regain  birth  weight  as  soon  as 
possible.  Sterilized  to  prevent  milk-borne  diseases, 
such  as  Enteritis,  and  later,  Scarlet  Fever,  Septic 
Sore  Throat,  and  undulant  fever.  Boiling  milk 
makes  curd  more  digestible. 

Prevention  of  chilling  and  respiratory  infec- 
tions 

Proper  care  of  skin  and  avoidance  of  irritation 

To  prevent  hemorrhage 
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ROUTINE  PREVENTIVE  PROCEDURES 

Four  Weeks 

Physical  examination 

Airing  in  room  and  out  of  doors,  temperature 
not  under  32° 

Water,  boiled — to  be  offered  regularly 

Additional  foods — 

A.  Orange  juice 

B.  Cod  Liver  Oil  or  substitutes 

Regularity  of  regimen — bath,  feeding,  naps, 
etc. 

Sun  baths  or  ultra-violet  irradiation 
Two  Months 

Physical  examination  and  conference 
Four  hour  schedule 

Omit  night,  or  2 a.  m.  feeding  if  possible 
Cereals,  especially  with  vitamin  B 

Three  Months 

Physical  examination  and  conference 
Additional  food — egg  yolk 

Teach  to  take  milk  mixture 
Four  Months 

Physical  examination  and  conference 
Strengthen  formula 
Train  baby  to  use  pottie 
Toys  without  lead  paint 

Five  Months 

Physical  examination  and  conference — 
strengthen  formula 

Vegetable  broth  plus  liver 

Six  Months 

Physical  examination  and  conference — 
strengthen  formula 

Additional  foods — vegetables  pureed 

Diphtheria  immunization 
Seven  Months 

Physical  examination  and  conference — 
strengthen  formula 
Toast 

Eight  Months 

Physical  examination  and  conference — 
strengthen  formula 

Vaccinate  against  smallpox 


PURPOSES 


To  make  certain  that  infant  is  free  from  acute 
illness  and  is  progressing  normally 

Prevention  of  respiratory  infections,  and  to 
develop  ability  to  adjust  to  change  of  tempera- 
ture and  humidity. 

To  give  adequate  fluid.  Boiled  to  prevent  water- 
borne diseases 

A.  To  prevent  scurvy 

B.  To  prevent  Rickets  which  may  occur  as 
early  as  2nd  month,  and  to  supply  vitamin  A, 
preventing  Xerophthalmia 

To  prevent  nervousness  and  promote  good 
habits.  Mental  hygiene  starts 

To  supply  body  with  vitamin  D — most  natural 
way 


To  rest  digestive  tract  between  feedings 
Caloric  requirement  should  be  satisfied  during 
day  time  making  possible  long  night’s  rest 
To  prevent  many  ill-defined  symptoms,  such  as 
constipation,  restlessness,  nervousness,  anorexia, 
indigestion,  and  malnutrition;  i.e.  early  or  mild 
stages  of  vitamin  B deficiency— Beri  Beri  and 
Pellagra.  Also  additional  calories  and  bulk 


To  maintain  reserve  of  iron  and  other  minerals; 
supplement  vitamin  A,  B,  and  D intake;  to  pre- 
vent anemia 

To  accustom  breast-fed  infant  to  other  food 
from  bottle 


To  adapt  food  to  growing  infant’s  need 
Additional  mental  and  habit  training 
To  prevent  lead  poisoning 


To  add  minerals  and  develop  taste  for  other 
foods.  To  stimulate  proper  blood  formation 


To  add  additional  minerals,  especially  iron  and 
vitamins  plus  bulk 

To  prevent  Diphtheria  at  time  that  natural 
immunity  is  disappearing 


To  teach  chewing 


To  prevent  Smallpox;  vaccination  done  after 
Diphtheria  immunity  has  developed  to  lessen 
chance  of  vaccinia  reaction.  To  develop  hetero- 
phile  effects 
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ROUTINE  PREVENTIVE  PROCEDURES 

Nine  Months 

Physical  examination  and  conference — 
strengthen  formula 

Additional  foods  such  as  bacon,  potato,  and 
cooked  fruits 

Four  feedings  a day — omitting  10  p.  m.  feeding 
Completely  weaned  unless  in  middle  Summer 

Ten  Months 

Physical  examination  and  conference — 
strengthen  formula  to  whole  milk 

To  advise  roomy  stockings,  shoes,  and  clothing 

Eleven  Months 

Physical  examination  and  conference 
Schick  test 

Twelve  Months 

Physical  examination  and  conference 
Whooping  cough  immunization 
Three  meals  a day 

Ground  or  scraped  meat  added 
Fifteen  Months 

Physical  examination  and  conference 
Desserts 

Training  for  dry  day  (bladder  control) 
Eighteen  Months 

Physical  examination  and  conference 
Continue  Cod  Liver  Oil 
Training  for  dry  night 

Two  Years 

Physical  examination  and  conference 


PURPOSES 


To  cultivate  tastes  and  liking  for  varied  diet 
required  by  developing  body 
To  insure  longer  night’s  rest 
Baby  will  eat  better.  Breast  milk  is  becoming 
inadequate  at  this  age 


To  allow  proper  development  of  feet  and  pos- 
ture at  beginning  of  weight  bearing 


To  test  adequacy  of  previous  Diphtheria  im- 
munization 


To  prevent  Whooping  Cough 
To  give  proper  rest  to  intestinal  tract  on  a 
liberal  and  mixed  diet  in  addition  to  milk 
To  add  additional  proteins 


To  add1  variety 

To  develop  habits  of  cleanliness 


For  bone  and  teeth  development 

Mental  hygiene,  care  of  skin,  and  better  sleep 


CHART  II. 


PREVENTIVE  PROCEDURES 
Not  Yet  In 

PROCEDURES 
Accidents  (avoiding  of) 

B.C.G.  vaccine 

Blood  injections  intramuscularly 

Bubonic  Plague  vaccine 
Chicken  Pox  Convalescent  Serum 

Cholera  Vaccine 

Carbon-Dioxide-Oxygen  Resuscitation 

“Cold”  Vaccine 

Diphtheria  Antitoxin 
Dogs,  cats,  and  pets  (supervision  of) 


TO  BE  USED  AS  INDICATED 
Routine  Use 

COMMENTS 

Burns  from  fire,  hot  water,  soup,  coffee,  matches; 
inhaling  zinc  powder,  swallowing  foreign  bodies, 
such  as  buttons,  peanuts,  pins,  toys,  etc. 

To  protect  new-born  infants  exposed  to  Tuber- 
culosis 

To  prevent  hemorrhage  of  new-born,  especially 
cerebral  hemorrhage 

To  protect  infants  traveling  in  Orient 
To  protect  weak  infants  exposed  to  Chicken 
Pox 

To  protect  infants  traveling  in  Orient 
To  resuscitate  asphyxiated  new-born  by  a 
method  that  avoids  injuries 

To  prevent  frequent  recurrence  of  upper  res- 
piratory infections  in  susceptible  infants 
To  exposed  infants  when  non-immune 
Frequent  carriers  of  Ringworm,  and  intestinal 
parasites 
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PROCEDURES 

Dysentery  Vaccine 

Fruits  (raw) — wash  carefully 

Iodine  (oral  administration) 

Measles  Immune  Serum  (Placental  Extract) 
Measles  Convalescent  or  Adult  Serum 

Meat  (thorough  cooking  of) 

Milk  (Lactic  Acid) 

Mucus  in  throat  of  new-born  removed  by  suc- 
tion with  catheter 

Mumps  Convalescent  Serum 

Pneumonoccic  Convalescent  Serum  (pooled) 
Poisons  (avoiding  ingestion  of) 

Poliomyelitis  Convalescent  Serum 
Poliomyelitis  Vaccine 
Rabies  attenuated  virus 

Scarlet  Fever  Toxin  and  Dick  test 


Scarlet  Fever  Convalescent  Serum 


Scarlet  Fever  Anti-toxin 

Screens  for  flies  and  mosquitoes 
Shoes  to  be  worn  in  Hookworm  Districts 
Tetanus  Anti-toxin 
Tetanus  Gas  Gangrene  Serum 

Tetanus  Toxoid 

Tularemia  Vaccine 

Typhoid  Para-typhoid  Vaccine 

Vegetables  (washing  of) 

Whooping  Cough  Convalescent  Serum 
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COMMENTS 

To  protect  infants  in  infected  areas 
To  remove  anti -parasitic  metal  poisonous 
sprays 

Use  in  “Goitre  regions” 

Experimental 

Routinely  when  infant  is  exposed  because  of 
high  mortality  in  first  two  years 
To  destroy  Trichina  and  Tapeworm 
Thought  by  many  to  prevent  Dysentery  and 
Enteritis 

To  facilitate  respiration 

Given  to  infants  over  six  months  old  when  ex- 
posed 

Given  to  infants  when  exposed 
Especially  Lye,  Kerosene,  Strychnine,  cathartic 
pills,  medicines  beyond  prescribed  periods 
For  exposed  infants — value  questionable 
Experimental 

Given  when  child  is  bitten  by  dog  or  other  ani- 
mal infected  with  Rabies 

Where  some  degree  of  active  immunity  is  de- 
sired, at  least  a week  after  exposure 

Short  immunity  at  times  valuable  for  recently 
exposed  infants 

Short  immunity  at  times  valuable  for  recently 
exposed  infants 

To  prevent  Enteritis  and  Malaria 
To  prevent  penetration  of  skin  by  hookworm 
Test  for  reaction  to  horse  serum  before  giving 
In  cases  of  punctured  wounds  contaminated  by 
soil 

Experimental 

Rare  circumstances — under  two  years 
Recommended  by  some  routinely  in  unsanitary 
regions  or  when  traveling 

To  remove  chemicals,  bacteria,  and  parasites 
For  exposed  infants  not  previously  immunized 

— OSM  J — 

TREATMENT  OF  GONORRHEA 

In  the  treatment  of  gonorrhea,  we  are  forced  to 
the  conclusion  that  it  is  the  cellular  defense 
mechanism  of  the  body  that  finally  conquers  the 
disease.  There  is  no  known  remedy  that  will 
pierce  the  inflammatory  plug  of  an  infected  fol- 
licle. We  know  that  in  the  chronic  stage  massage 
of  the  prostate  does  not  kill  gonococcus;  that 
elevating  and  fixing  the  scrotal  contents  does  not 
in  itself  cure  the  gonorrheal  epididymitis.  Yet 
these  cases  go  on  to  cure  under  such  procedure. 
We  have  all  seen  cases  of  gonorrhea  where  the 
patient  developed  a rather  severe  epididymitis. 
There  have  been  cases  of  this  type  where  the 
whole  genital  tract  suddenly  became  normal.  This 
spontaneous  cure  might  have  been  brought  about 
by  one,  or  a combination  of,  the  following  factors: 
the  proper,  delicate  balance  of  antibody  forma- 
tion; the  temperature;  the  effect  of  the  inflam- 
mation on  the  internal  secretions  of  the  testicle 
or  the  direct  effect  of  the  exotoxins  of  the  gon- 
ococci produced  by  the  occlusion  of  the  vas.  Such 
spontaneous  cures,  brought  about  by  the  body 
itself,  gives  us  a clue  as  to  the  direction  we  must 
follow  in  searching  for  the  proper  remedy  in  this 
disease. — Louis  J.  Roth,  M.D.,  Columbus,  Urol, 
and  Cut.  Rev.,  40:577,  August,  1936. 


THE  RELATION  OF  THE  INSULIN  REQUIREMENT  OF  THE  WEIGHT 

INCREASE  IN  DIABETIC  CHILDREN 

By  HENRY  J.  JOHN  M.D.,  Cleveland,  Ohio 


AS  THE  weight  of  diabetic  children  in- 
creases, there  is  a necessity  for  increased 
food  consumption  to  provide  for  metabolic, 
growth  and  energy  requirements.  From  this  it  is 
reasonable  to  assume  that  there  would  be  a 
corollary  need  for  increased  amounts  of  insulin. 
Theoretically,  there  should  be  an  increased  need 
for  exogenous  insulin  in  a growing  diabetic  child 
unless  his  own  insulogenic  function  improves,  in 
which  case  the  exogenous  insulin  requirement 
may  be  stationary  or  may  even  decrease. 

In  practice,  unfortunately,  the  regulation  of 
the  insulin  dosage  is  not  so  simple  as  this,  for 
there  are  many  other  factors  which  complicate 
the  problem.  Among  the  extraneous  influences 
which  tend  to  diminish  the  endogenous  insulogenic 
function  are  infections,  acidosis  and  coma,  dietary 
indiscretions  and  obesity. 

The  natural  increase  in  weight  due  to  growth 
usually  demands  increased  insulin  dosage,  and  if 
any  of  the  accidents  just  mentioned  should  occur 
in  addition,  the  insulin  requirement  is  likely  to 
be  increased  still  more.  To  determine  in  a given 
case  just  how  much  of  the  insulogenic  impairment 
is  attributable  to  one  or  the  other  factor  is  a 
hopeless  task.  In  case  of  an  infection,  for  in- 
stance, its  ravages  could  be  estimated  only  if 
comprehensive  records  were  available  on  the 
child’s  course  over  a long  period  of  time,  includ- 
ing very  recent  data  just  before  the  onset  of  the 
infection.  Only  then  might  it  be  possible  to  rule 
out  other  influences  that  might  complicate  the 
picture.  As  we  all  know,  an  infection  may  ser- 
iously affect  the  diabetic  status  of  a child  whose 
condition  up  to  that  point  has  been  well  controlled. 

The  best  assurance  of  having  the  child  emerge 
from  such  an  accident  with  the  insulogenic  func- 
tion as  good  as  before  is  to  administer  sufficient 
protection  by  means  of  a more  rigid  diet  and  in- 
creased insulin  dosage  during  the  infection.  That 
briefly  constitutes  the  problem  of  a physician 
treating  patients,  especially  children  with  dia- 
betes. He  must  maintain  a constant  watch  and 
must  be  on  the  alert  to  protect  the  child  against 
any  and  all  deleterious  influences.  This,  of  course, 
requires  close  and  intelligent  cooperation  on  the 
part  of  the  mother.  Where  this  is  lacking,  the 
ideal  goal  can  never  be  reached.  Without  constant 
vigil  and  adequate  protection,  the  child’s  pancreas 
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will  deteriorate,  the  diabetic  state  will  become 
more  advanced,  and  consequently  more  and  more 
exogenous  insulin  will  be  needed  in  order  to  con- 
trol the  condition. 

Although  it  is  extremely  difficult  to  evaluate 
the  importance  of  the  individual  factors  that  in- 
fluence the  insulin  requirement  in  growing  chil- 
dren, we  can  gleam  some  worth  while  information 
from  a study  of  a group  of  diabetic  children  who 
have  been  closely  followed  over  a period  of  years. 
By  charting  the  growth  increase  along  with  the 
insulin  increase,  some  of  the  general  trends  and 
also  individual  variations  are  more  easily  vis- 
ualized. 

I have  analyzed  in  this  fashion  a group  of  21 
cases  of  diabetes  in  children,  taken  at  random 
from  my  private  records.  The  group  includes 
fifteen  boys  and  six  girls,  whose  ages  range  from 
two  and  a half  to  seventeen  years  at  the  time  of 
onset  of  the  diabetes.  These  children  have  been 
studied  from  two  to  eleven  years.  During  this 
time,  all  but  one  had  one  or  more  of  the  accidents 
above  mentioned  and  some  had  several  such  in- 
cidents. 

In  Chart  1 I have  summarized  the  results, 
namely,  the  weight  at  the  time  diabetes  developed; 
the  weight  at  present;  the  insulin  requirement  at 
first  upon  stabilization  of  the  diabetic  condition; 
the  insulin  requirement  at  present;  the  various 
infections  which  these  children  experienced; 
their  age,  sex,  and  the  year  in  which  diabetes 
developed. 

Even  a cursory  glance  at  the  chart  will  show  a 
marked  variation  in  the  insulin  increase  as  com- 
pared with  the  weight  increase.  The  patients  can 
be  classified,  in  a general  way,  into  five  groups, 
as  follows:  (1)  those  in  whom  the  insulin  in- 
crease is  proportionate  to  the  weight  increase 
(Cases  1,  2,  15,  19,  20,  and  21)  ; (2)  those  in 
whom  the  insulin  increase  much  exceeds  the 
weight  increase  (Cases  3,  5,  6,  11  and  16)  ; (3) 
those  in  whom  the  weight  increase  much  exceeds 
the  insulin  increase  (Cases  9,  12,  13,  and  14)  ; 
(4)  those  who  required  no  insulin  at  first,  but 
needed  rather  large  doses  later  (Cases  4 and  7)  ; 
and  (5)  those  whose  insulin  requirement  actually 
decreased  with  growth  (Cases  10  and  17).  In 
addition,  there  was  one  patient  (Case  8)  whose 
insulin  requirement  remained  stationary  with 
growth,  and  another  (Case  18)  who  has  never 
needed  insulin. 

If  an  attempt  is  made  to  analyze  the  factors 
involved  in  the  group  of  patients  whose  insulin 
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INSULIN  AND  BODV  WEIGHT 


Fig.  1.  The  relationship  between  the  increase  in  insulin  dosage 
children.  (A  study  of  21  cases.) 


and  increase  in  body  weight  in  growing  diabetic 


requirement  was  in  excess  of  growth,  it  is  ap- 
parent that  a number  of  them  had  infections. 
One  patient  (Case  3)  had  tonsillitis,  coma  and 
otitis  media;  another  (Case  5)  had  measles  and 
coma;  two  patients  (Cases  6 and  11)  had  coma; 
and  a fifth  patient  had  sinusitis  and  influenza. 

It  might  perhaps  be  assumed  that  these  ac- 
cidents were  responsible  for  the  increased  insulin 
requirement.  But  in  contrast  to  these  cases,  there 
were  two  patients  who,  despite  infections,  needed 
less  insulin  as  their  weights  increased  with 
growth.  One  of  these  patients  (Case  10)  had 
mumps  and  the  other  (Case  17)  had  a carbuncle. 

These  infections  were  just  as  hazardous  as 
those  which  affected  the  first  group  of  patients. 
The  question  naturally  arises  as  to  why  the  sugar 
tolerance  was  decreased  in  the  former  group  and 
unaffected  in  the  latter.  Did  these  two  patients 
receive  better  care  during  the  infections  ? That  I 
think  is  one  of  the  answers.  There  is  another 
factor,  though,  and  that  is  that  the  effect  of  any 
single  infection  in  any  individual  case  is  always 
unpredictable.  In  general,  infections  are  danger- 
ous, but  they  do  not  always  exert  the  same  effect 
on  a diabetic  patient.  I have  seen  children  pass 
through  some  of  the  serious  infections  with  fever, 


without  any  change  in  diet  or  insulin,  and  still 
emerge  with  no  impairment  of  their  sugar  tol- 
erance. In  any  given  infection,  it  is  impossible 
to  foretell  whether  much  or  no  damage  will  re- 
sult. I have  reported  a series  of  cases1  in  which 
the  onset  of  diabetes  occurred  a few  days  or 
weeks  after  infectious  diseases.  Just  why  such  an 
infection  affects  one  out  of  500  children  and  pre- 
cipitates diabetes,  is  not  known.  All  we  know  is 
that  it  happens. 

The  same  variations  are  apparent  in  the  pa- 
tients who  had  coma.  Usually,  following  coma, 
there  is  a considerable  disturbance  of  the  meta- 
bolism and  the  insulin  requirement  is  considerably 
increased.  Cases  3,  5,  6,  and  11  show  this.  But 
in  Case  20  where  the  insulin  increase  is  not  so 
marked,  the  patient  passed  through  coma,  as  did 
the  patient  (Case  17)  whose  insulin  dosage  ac- 
tually was  decreased. 

I have  found  that  mumps  preceded  the  onset  of 
diabetes  fairly  frequently  in  my  series  of  diabetic 
children.  There  is  a reason  for  this,  for  the  pan- 
creas is  closely  related  to  the  parotid  gland,  and 
abdominal  (pancreatic)  tenderness  is  found  fairly 
frequently  during  mumps.  Consequently  one 
would  expect  that  if  mumps  develop  in  a diabetic 
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child,  they  might  cause  a considerable  disturbance 
in  sugar  metabolism. 

In  this  group  of  children  there  were  four  who 
had  mumps.  In  Case  4,  large  dosages  of  insulin 
were  necessary  after  the  infection,  when  the 
patient  had  needed  none  before,  and  in  Cases  10 
and  17  there  was  an  actual  decrease  in  need  for 
insulin  following  mumps.  In  Case  18,  insulin  was 
not  necessary  either  before  or  after  parotitis.  Is 
it  the  severity  of  the  infection  or  a peculiar  re- 
sponse to  its  toxicity  which  does  harm  at  times? 
All  we  know  is  that  parotitis  does  not  affect  all 
patients  in  the  same  manner. 

From  the  study  of  this  group  of  patients  it  is 
obvious  that  there  is  no  single  rule  which  can  be 
applied  to  all  cases.  There  are  so  many  variations 
in  each  individual  and  in  each  individual  condition 
that  no  accurate  predictions  can  be  made  in  any 
given  case.  No  sweeping  rules  or  generalizations 
can  be  made  and  in  each  case  the  treatment  has 
to  be  individualized.  A hundred  per  cent  increase 
in  weight  alone,  barring  complications,  will  not 
require  a hundred  per  cent  increase  in  insulin 
dosage.  There  will  still  be  variations  and  marked 
variations.  Diabetes  itself  is  not  a static,  but  a 
dynamic  state  and  the  realization  and  reiteration 
of  this  principle  is  necessary  to  make  certain 
that  the  best  possible  will  be  offered  to  the  diabetic 
child. 

SUMMARY  AND  CONDITIONS 

The  relation  of  the  weight  increase  in  growing 
diabetic  children  to  the  increase  in  insulin  dosage 


has  been  studied  in  a group  of  21  diabetic  chil- 
dren. 

Although  in  general  it  may  be  said  that  the 
insulin  requirement  increases  with  growth,  there 
is  no  fixed  ratio  that  can  be  applied  in  all  cases. 

Many  factors,  including  infections,  coma,  diet- 
ary indiscretions  and  obesity,  complicate  the  prob- 
lem so  that  the  treatment  in  each  case  must  be 
individualized. 

Even  in  patients  who  have  had  infectious,  the 
variations  in  the  effect  on  the  diabetic  state  are 
so  marked,  that  no  definite  generalizations  can  be 
made. 
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DISCUSSION 

Cecil  Striker,  M.D.,  Cincinnati,  Ohio — This 
original  piece  of  clinical  investigation  is  instruc- 
tive because  it  reveals  again  that  there  is  no 
standardized  method  in  treating  diabetes.  It 
offers  hope  for  the  diabetic  children  in  that  they 
are  not  inevitably  doomed  to  insulin  or  to  in- 
creasing doses  as  they  grow  older. 

There  are  several  interesting  questions  sug- 
gested by  this  piece  of  work.  What  role  does  the 
pituitary  play  in  this  ? Is  there  an  antidotal  effect 
of  the  pituitary  in  causing  an  elevation  of  the 
blood  sugar. 

I wonder  if  there  has  been  any  correlation  in 
the  physical  constants  to  observe  whether  there 
is  similar  physical  development  in  the  cases  that 
reacted  alike  and  finally  if  correlation  studies 
have  been  made  between  the  incidence  of  diabetes 
in  the  parents  and  siblings  and  the  unfavorable 
reaction  in  the  diabetic  child. 


THE  MODERN  CONCEPT  OF  THE  TREATMENT  OF  MALIGNANCIES 

WITH  RADIUM 

By  WILLIAM  M.  MILLAR,  M.D.,  Cincinnati,  Ohio 


THIS  paper  does  not  purport  to  set  forth  any- 
thing new  to  those  who  have  concerned 
themselves  with  radium  during  the  past 
few  years.  It  merely  emphasizes  to  those  in- 
dividuals who  have  not  been  especially  concerned 
with  the  details  of  this  particular  form  of  therapy 
the  following  facts:  First,  that  the  treatment  of 
cancer  has  swung  away  from  the  “massive  dose” 
method  which  was  carried  out  over  comparatively 
short  periods  of  time,  to  the  longer,  much  more 
prolonged  form  which  employs  small  quantities  of 
a comparatively  “low  intensity”;  second,  that  with 
this  last  procedure  neoplasms  apparently  respond 
much  better  and  more  favorably  than  they  did 
with  the  older  methods. 


Read  before  the  Sixth  Session,  Ohio  State  Medical  As- 
sociation, at  the  89th  Annual  Meeting,  Cincinnati,  October 
2-4,  1935. 

For  information  relative  to  the  author,  see  Who’s  Who 
in  This  Issue. 


The  history  of  radium  therapy  may  roughly  be 
divided  into  three  ages.  These  periods  are  not 
sharply  differentiated  and  though  they  blend 
chronologically  they  represent  nevertheless  three, 
definite  therapeutic  changes. 

The  first  period  would  perhaps  include  the  ten 
or  fifteen  years  which  followed  the  discovery  of 
the  element  by  the  Curies  and  Bemont  in  1898. 
Here  it  must  be  admitted  that  the  frenzied  and 
too  often  disastrous  experiments  of  ruthless  en- 
thusiasts frequently  overshadowed  the  beneficial, 
and  for  that  time,  spectacular  benefits  which  the 
careful  and  conscientious  workers  obtained.  Dur- 
ing this  time,  owing  to  the  scarcity  of  the  metal 
the  dosage  was  from  necessity  of  small  “intensity” 
and  had  to  be  employed  over  comparatively  long 
intervals.  This  was  similar  to  the  “broken”  dose 
procedures  as  advocated  by  so  many  men  today 
except  for  the  highly  important  fact  of  filtration. 

The  second  period  might  be  called  the  “massive 
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dose”  decade.  By  this  time  the  quantity  of  radium 
had  increased  markedly,  thanks  to  increased 
efficiency  of  the  methods  of  ore  extraction.  A 
number  of  clinics  soon  possessed  considerable 
amounts,  and  they  advocated  and  favored  the 
employment  of  large  doses  within  a short  time 
interval.  Meanwhile  work  on  filtration  was  also 
greatly  advanced. 

The  third  era  is  the  one  into  which  we  are  now 
entering  and  has  its  origin  about  the  year  1920 
when  Coutard  and  his  fellow  workers  began  to 
recommend  and  emphasize  low,  prolonged  dosage 
as  the  method  of  choice.  Slowly  this  idea  has  been 
accepted  by  radiologists  the  world  over  until  to- 
day it  has  its  advocates  in  almost  every  clinic. 

The  rationale  of  this  modern  treatment  is  based 
on  the  following  premises: 

1.  That  the  majority  of  malignant  cells  will 
require  a tremendous  dose  of  ray  therapy  to  kill 
all  of  them  in  any  given  locality. 

2.  The  size  of  this  dosage  is  far  more  than  the 
normal  skin  is  able  to  stand  at  one  time. 

3.  Mitosis  is  assumed  to  be  proceeding  con- 
tinually in  any  neoplastic  growth. 

Therefore,  the  argument  put  forth  that  if  fre- 
quent daily  doses,  or  in  the  case  of  interstitial 
patients,  small  continued  radiation,  be  given,  this 
cellular  division  will  be  constantly  bombarded  by 
gamma  rays  with  resulting  death  to  them. 
Theoretically  they  have  no  time  to  build  up  de- 
fense mechanisms  and  the  possibility  of  a few 
hardy  cells  springing  up  in  the  middle  of  scar 
tissue  is  tremendously  diminished.  On  the  other 
hand,  the  normal  tissues  are  not  injured  because 
it  is  well-known  that  small  repeated  radiation  will 
be  tolerated  a great  deal  more  effectively  than 
one  huge  one. 

In  present  day  medical  therapeutics  it  cannot 
be  denied  that  radium  does  not  possess  a definite 
sphere  of  usefulness.  But  too  often  it,  with  A- ray, 
has  been  relegated  to  the  role  of  a “placebo”  or 
into  the  position  of  a “scape  goat”  whereby  the 
surgeon  is  able  to  rid  himself  of  the  hopeless, 
pitiful,  and  semi-moribund  patient.  Too  rarely, 
indeed,  is  the  radiologist  given  a fair  “chance” 
with  early  malignancies. 

The  radium  therapy  of  malignancies  at  the 
present  time  can  be  divided  with  respect  to  the 
results  into  three  main  groups:* 

1.  Those  in  which  the  results  are  “excellent”, 

i.e.,  as  good,  equal,  or  better  than  any  method  em- 
ployed at  the  present  time  in  the  treatment  of 
cancer  today.  In  this  heading  fall  carcinoma  of 
the  cervix,  skin,  lip,  tongue,  and  oral  cavity,  and 
of  late  years,  the  pharynx. 

2.  Those  in  which  the  radium  is  perhaps  equal 
to  surgery,  or  with  which  it  had  best  be  used  as  a 


*The  benign  lesions  with  which  brilliant  results  are 
gotten  such  as  hemangiomata  and  uterine  bleeding  are 
purposely  excluded  in  this  monograph. 


supplementary  measure.  This  would  include  the 
breast,  the  uterus,  and  certain  bone  conditions.** 

3.  Those  malignancies  against  which  radiation 
has  been  to  all  intents  and  purposes  negative.  The 
gastro-intestinal  group  (with  a very  few  brilliant 
results  in  the  rectum),  salivary  tumors,  and  cer- 
tain of  the  nerve  tumors  could  be  bracketed  here. 

Time  will  not  permit  even  a meager  review  of 
the  biophysics  which  underlies  our  conceptions  of 
wave  therapy,  but,  briefly,  one  should  always  re- 
member that  the  five  following  variables  must 
always  be  taken  into  consideration: 

1.  The  amount  of  radium  used  and  its  “dis- 
tribution.” 

By  this  last  word  is  meant  how  the  radium  is 
“placed”  in  the  needles  whether  it  be  of  “point” 
or  “linear  intensity”. 

2.  The  nature  of  the  tissue  which  is  exposed. 

Here  differentiation  must  be  made  between  the 

so-called  “radium  sensitive”  and  the  “radium  re- 
sistant” groups. 

3.  The  filtration  employed.  This  is  necessary 
in  order  to  eliminate  injurious  beta  and  soft 
gamma  radiation. 

4.  The  distance  of  the  radium  to  the  object 
treated.  It  may  be  stated  the  strength  of  radium 
is  inversely  as  the  square  of  the  distance. 

5.  The  time  of  the  exposure. 

Space  will  not  permit  more  than  mention  of  the 
various  methods  of  application: 

1.  The  radium  bomb.  This  is  possible  only  in 
clinics  which  possess  several  grams  of  radium. 

2.  Radon  seeds.  These  are  only  economically 
possible  for  use  in  a large  clinic  or  in  one  which 
employes  at  least  two  grams  of  the  metal,  the 
minimal  amount  from  which  it  is  practical  to 
“withdraw”  or  “evacuate”  the  niton. 

3.  Needles.  These  may  be  used  either  on  sur- 
face moulds  or  interstitially  and  may  be  of  “point” 
or  “linear  intensity”. 

methods  of  treatment  where  radium  has  been 
OF  GREAT  benefit 

Cervix: 

It  has  now  been  over  thirty  years  since  radium 
was  first  used  in  the  female  genito-urinary  tract 
by  Deutsch  of  Munich  and  Morton  of  New  York 
City,  who  independently  in  1902  were  the  first  to 
employ  such  measures.  Gradually  dosage  and 
filtration  have  increased  until  it  is  now  “routine” 
to  use  between  6,000  and  7,000  milligram  hours  in 
a carcinoma  of  the  cervix  in  addition  to  3,000  to 
4,000  r.  units  of  Roentgen-ray.  There  are  a few 
minor  differences  encountered  in  the  details  for  at 
present  there  seem  to  be  varying  opinions  as  to 
the  absolute  efficacy  of  one  large  dose,  or  small 
daily  doses  extending  over  a week  or  ten  days,  or 
of  two  fairly  large  doses  within  three  to  six 
weeks.  The  economics  and  financial  status  of  the 

**  By  this  we  do  not  mean  the  efficacy  of  radiation  in 
checking  pain  in  bone  metastases  which  is  a property  far 
too  often  underestimated. 
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clinic  or  patient  are  two  large,  important  factors 
here. 

At  the  Tumor  Clinic  of  the  Cincinnati  General 
Hospital  for  the  last  year  and  a half  we  have 
employed  the  following  technique: 

1.  We  first  use  a vaginal  dose  of  3,000  milli- 
gram-hours, using  a rubber  cork  colpostat  ap- 
paratus which  contains  6 needles  of  5 milligrams 
each  for  a total  of  30  milligrams  per  hour  for  a 
total  of  100  time  hours.  The  filtration  of  the 
needles  is  1.0  millimeter  platinum. 

2.  Next,  generally  within  six  weeks,  follows 
the  intra-uterine  therapy:  Four  needles  of  3 milli- 
grams intensity  of  0.5  millimeter  platinum  filtra- 
tion and  a linear  length  of  4.2  centimeters,  are 
placed  within  a fountain  pen  rubber  reservoir  and 
this  is  inserted  into  the  uterine  cavity.  Occasion- 
ally we  have  used  3 needles  of  5 milligrams  with 
1.0  centimeters  platinum  filtration  here.  At  the 
same  time  a two-armed  colpostat  is  placed  into 
the  vagina  which  has  two  needles  of  5 milligrams, 
1.0  platinum  filtration  in  each  branch.  In  this 
manner  3,000  more  milligram-hours  are  given  for 
a grand  total  of  6,000. 

3.  Roentgen-ray  therapy  is  given  the  patient 
by  the  radiological  department  of  the  University 
of  Cincinnati  and  the  General  Hospital  according 
to  the  following  technique: 

The  total  average  dose  per  patient  is  about 
3,600  r.  units  as  measured  in  air.  (If  back  scat- 
ter were  accounted  for  this  amount  would  of 
course  be  considerably  higher.) 

Two  courses  are  given  within  an  interval  of 
eight  weeks  and  last  from  six  to  twelve  days. 
The  K.  V.  P.  is  220;  the  distance  from  the  tube 
to  the  patient  is  50  cms;  the  portals  are  15  or  20 
cms.  square;  the  filtration  1 millimeter  aluminum 
and  either  0.5  or  2 millimeters  copper.  The  supra- 
pubic region  is  treated  through  anterior  abdominal 
and  lumbar  portals. 

Care  must  be  taken  to  avoid  infections  and  old 
salpingitic  “flare-ups”.  Contact  of  the  radium 
with  the  bladder  and  rectum  is  avoided  by  careful 
and  adequate  packing  with  gauze  strips.  We  use 
gas-oxygen  only  when  we  place  the  intra-uterine 
radium  into  position  as  morphia  generally  suffices 
for  the  first  vaginal  procedure.  The  usual  gynec- 
ological clean-up  of  green  soap  is  used  for  asepsis 
and  is  aided  by  acriflavine  1 to  1,000. 

Skin  Cancer: 

The  general  practitioner  is  well  aware  that  a 
basal  cell  malignancy  can  be  brilliantly  and  satis- 
factorily treated  with  radium  but  he  is  too  often 
of  the  belief  that  in  squamous  cell  carcinoma  the 
results  are  “not  so  good”,  and  indeed,  the  idea  is 
held  that  in  many  cases  radium  is  distinctly  detri- 
mental. While  this  may  have  been  true  in  former 
times,  it  is  not  entirely  the  case  with  the  modern 
methods  of  adequate  filtration  and  long,  small 
doses. 

A biopsy  should  be  taken  for  it  is  really  sur- 


prising that  a large  number  of  the  cases  which 
are  clinically  “basal”  will  prove  to  be  squamous 
carcinoma  when  seen  under  the  microscope. f 
Here  the  section  is  of  considerable  importance 
because  of  the  difference  of  treatment  not  only 
for  prophylactic  therapy  of  possible  metastatic 
lymph  glands  but  locally  because  of  the  need  of 
additional  radiation.  In  general  it  can  be  said 
that  (a)  the  squamous  cell  is  much  more  “radium 
resistant”  than  is  the  basal  variety;  (b)  that  a 
greater  dose  is  required  to  “kill”  these  cells;  and 
(c)  that  the  dose  necessary  to  “exterminate”  them 
is  a very  large  one  and  that  it  is  only  by  using 
small,  well  screened  doses  that  this  maximum 
may  be  reached  within  a suitable  period  without 
injury  to  the  healthy  tissue  surrounding  the 
neoplasm. 

We  have  built  up  dosages  of  1.7  to  1.9  m.  c.  d. 
with  disappearance  of  the  malignancy.* * 

Lip,  Tongue,  and  Oral  Cavity: 

Surgeons  are  gradually  handing  over  these 
difficult  cases  to  the  radiologist.  At  present  the 
best  radium  therapy  would  seem  to  resolve  itself 
into: 

1.  Surface  ** 

2.  Interstitial 

3.  A combination  of  these  two. 

Great  care  must  be  taken  in  these  regions  be- 
cause of  the  sensitivity  of  mucous  membrane. 
We  have  found  in  common  with  others  that  it  is 
difficult  to  build  up  a 0.7  m.  c.  d.  dose  even  when 
as  long  as  three  weeks  is  taken.  The  teeth  are 
generally  extracted  if  they  are  in  bad  condition 
before  therapy  is  instituted.  In  addition,  the  pa- 
tient is  warned  about  later  dental  extraction  in 
view  of  the  rarification  of  the  jaw  bones  which 
frequently  follows  radiation  and  makes  osteomye- 
litis a thing  to  be  carefully  watched  for  and 
avoided  when  teeth  must  later  be  removed. 

The  neck  glands  should  of  course  receive  heavy 
therapy.  Occasionally  it  may  be  advisable  to  dis- 
sect the  glands  but  now  this  action  as  the  treat- 
ment of  choice  is  beginning  to  be  doubted  by 
many  physicians.  At  the  General  Hospital  the 
radiologists  recommend  and  have  given  as  high 
as  2,000  r.  units  (measured  in  air)  through  two 
portals.  In  short,  they  advise  all  the  treatments 
that  the  skin  will  stand. 

Tongue: 

Interstitial  radiation  is  at  present  the  method 
of  choice.  (Supplemented  by  Roentgen-ray  to  the 

tin  view  of  the  work  of  Tyzzer,  Wood,  McGraw,  Hart- 
man and  others,  it  would  appear  that  an  “incision”  biopsy 
or  a “punch”  one  may  be  taken  with  comparative  safety. 
This  is  of  course  diametrically  opposite  to  the  ideas  of  a 
few  years  ago. 

*We  purposely  refrain  from  talking  about  “cures”  in 
view  of  the  five  year  definition  which  has  been  generally 
adopted  as  we  have  not  had  our  radium  for  that  length  of 
time. 

**We  have  been  especially  fortunate  in  the  creation  of 
our  mouth  moulds  in  having  the  interest  and  skill  of  the 
resident  dentist  of  the  hospital.  Dr.  James  Dunlop,  now  of 
Mt.  Washington,  Cincinnati,  Dr.  Gilby,  now  of  Lebanon, 
Ohio,  and  Dr.  Pickering  have  all  been  of  great  assistance. 
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neck.)  We  have  employed  between  1,000  to  1,250 
milligrams  using  4 or  5 three  milligram  needles 
of-  0.5  millimeter  platinum  filtration  and  4.2  cen- 
timeters in  length. 

For  the  last  six  or  eight  months  we  have  been 
using  intravenous  evipal  and  prefer  it  to  gas- 
oxygen  or  avertin  in  oral  cases.  Its  advantages 
are  that  it  is  of  short  duration  and  that  it  does 
away  with  the  necessity  of  having  a mouth  mask 
or  intratracheal  tube,  instruments  which  are 
bound  to  get  in  the  way  of  this  procedure.  It  also 
furnishes  the  complete  relaxation  that  is  not 
present  in  local  anesthesia. 

Lymph  gland  malignancies  and  the  blood 
dyscrasias  are  often  successfully  treated  by 
radium  bomb  or  by  deep  X-ray. 

CONDITIONS  WITH  WHICH  RADIOLOGY  HAS 
SECURED  FAIR  RESULTS 

It  may  be  stated  that  surgery  of  the  uterus 
(the  pan-hysterectomy  with  bilateral  salpingo- 
oopherectomy)  equals  expert  radiology.  Nowa- 
days the  trend  has  been,  however,  to  combine  the 
two  procedures.  The  radium  should  be  placed 
within  the  uterine  cavity  for  from  3,000  to  5,000 
milligram  hours,  and  then  followed  by  operation. 
Surgery  should  be  done  either  within  five  or  six 
days  after  the  insertion  or  not  for  an  interval 
of  from  six  to  seven  weeks  because  of  the  nature 
of  the  reaction  which  will  follow  such  radiation. 
We  have  not  used  this  technique  but  have  tried 
either  surgery  or  radium,  each  supplemented  with 
X-ray  along  the  lines  of  the  cervical  applications 
described  above. 


The  fat  of  the  average  female  breast  will  fre- 
quently prevent  the  best  results  in  interstitial 
radiation  of  this  organ.  Successful  interstitial 
radiation  is  particularly  difficult  in  the  axilla 
because  of  the  proximity  of  the  glands  to  the 
large  vessels.  In  elderly  individuals,  cardiacs,  or 
recent  post-pneumonias,  all  notoriously  bad 
operative  risks,  this  method  is  the  action  of  choice. 

While  as  a rule  radical  amputation  with 
Thiersch  graft  plus  therapy  is  favored,  there 
have  been  cases  which  came  under  this  last  men- 
tioned group  on  which  we  have  used  the  inter- 
stitial method.  We  have  given  from  8,000  to 
12,000  interstitially  within  a period  of  six  to  nine 
days,  using  3 and  2 milligram  needles  of  4.2  and 
3.2  centimeters  in  length  and  0.5  millimeters  of 
platinum  filtration. 

Supplementary  X-ray:  Our  experience  with 

deep  post-operative  X-ray  as  employed  by  Doctors 
Reineke,  Whiteleather,  and  McCarthy,  has  been 
gratifying.  After  a radical  mastectomy  they 
have  been  using  two  series,  each  of  about  1000  r. 
(measured  in  air)  through  4 portals  (supra- 
scapular, supraclavicurar,  axillary,  and  low  an- 
terior) ; using  portals  of  10  to  15  centimeters 
square,  at  50  centimeters  distance  with  a K.  V.  P. 
of  220.  Filtration  is  1 millimeter  aluminum  and 
either  0.5  or  2.0  millimeters  of  copper. 

CONCLUSIONS 

1.  A short  review  of  the  various  methods  of 
radium  therapy  is  given. 

2.  The  procedures  which  are  now  in  use  (1935) 
at  the  Tumor  Clinic  of  the  General  Hospital  of 
Cincinnati  are  briefly  described. 


INVASION  OF  THE  FEMALE  GENERATIVE  TRACT  BY  ASCARIS 

LUMBRICOIDES.  CASE  REPORT 


By  ROBERT  STERLING,  M.D.,  El  Centro,  Barranca-Bermeja,  Columbia,  South  America 


MISS  V.  R.,  age  21,  was  admitted  to  the 
El  Centro  Hospital  May  8,  1936,  com- 
plaining of  severe,  low  abdominal  pain 
of  eight  days’  duration.  There  was  no  vomiting, 
no  diarrhea  and  no  vaginal  discharge.  The  last 
menstrual  period  was  ten  days  before  admission. 
This  period  was  of  usual  amount  but  of  short  dur- 
tion.  The  previous  period  was  missed.  She  had 
had  no  menstrual  irregularities  before  that  time. 
She  had  never  been  pregnant. 

Examination:  The  patient  was  well  developed 
and  moderately  well  nourished.  Her  temperature 
was  100;  pulse  104;  respiration  24.  The  examina- 
tion was  negative  except  for  tenderness  in  both 
lower  abdominal  quadrants,  more  marked  on  the 
right.  Pelvic  examination.  Vagina  admitted  two 
fingers  readily.  Bartholin’s  glands  were  not  pal- 

For  information  relative  to  the  author,  see  Who’s  Who 
in  This  Issue. 


pable.  The  cervix  was  small,  firm,  nulliparous, 
without  discoloration  or  inflammation.  The  fun- 
dus was  anterior,  fixed  but  not  enlarged.  There 
was  thickening  in  both  adenexal  regions,  more 
marked  on  the  right  and  both  sides  were  ex- 
quisitely tender.  There  was  slight  tenderness  in 
the  cul-de-sac. 

Laboratory  Examination:  Urine  negative. 

Blood — W.B.C.  12,000  with  80  per  cent  polys,  12 
per  cent  lymphocytes  and  8 per  cent  eosinophiles. 
Hbg.  85  per  cent.  Urethral  and  cervical  smears 
were  negative  for  GC.  Stool:  Ascaris  Lumbri- 
coides  4 plus,  Necator  americanus  3 plus,  Tri- 
churis  trichiura  3 plus. 

Operation  May  10.  Under  spinal  anesthesia,  the 
abdomen  was  opened  in  the  mid-line.  The  uterus, 
fallopian  tubes,  sigmoid  and  several  loops  of  the 
small  intestine  were  bound  in  the  pelvis  by  firm, 
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inflammatory  adhesions.  The  omentum  sur- 
rounded and  was  firmly  adherent  to  the  right 
tube.  Both  tubes  were  greatly  enlarged  and  in- 
flammed.  Encysted  in  the  right  tube  were  five 
full  grown,  viable  round  worms  (ascaris  lumbri- 
coides).  There  was  a large  hemorrhagic  cyst  of 
the  right  ovary,  the  size  of  an  orange.  Bilateral 
salpingectomy  and  right  oophorectomy  were  done. 
One  ascaris  was  found  encysted  in  the  cul-de-sac, 
surrounded  by  purulent  exudate.  No  fistulae  were 
found.  The  appendix  was  normal.  All  surfaces 
were  peritonized  and  the  abdomen  closed  with  one 
Penrose  drain  in  the  cul-de-sac.  The  immediate 
postoperative  condition  was  good. 

Two  days  after  operation  the  drainage  was 
fecal.  On  the  first,  second  and  twelfth  postopera- 
tive days,  ascaris  were  discharged  through  the 


incision.  Hexylresorcinol  crystoids  (because  of 
low  toxicity)  were  given  on  the  second  and 
seventh  postoperative  days.  After  operation,  re- 
peated examinations  of  the  stools  and  drainage 
from  the  incision  failed  to  reveal  ascaris  ova.  No 
ascaris  were  found  in  the  stools.  Six  smears  from 
the  cervix  and  vagina  showed  no  ascaris  ova  and 
were  negative  for  GC. 

Fourteen  days  after  operation,  the  patient  de- 
veloped a fever  to  105  F.  and  Estivo-autumnal 
malaria  was  found  in  the  blood  smears.  Atabrine 
with  Plasmoquin  was  given.  Fecal  drainage 
ceased  on  the  fourteenth  postoperative  day.  The 
temperature  and  pulse  remained  normal  after  the 
sixteenth  day  and  recovery  was  uneventful  from 
that  date. 


postpartum  care  of  the  uterine  cervix 

By  J.  HOFBAUER,  M.D.,  F.A.C.S.,  Cincinnati,  Ohio 


IT  is  my  honorable  privilege  and  task  today, 
to  give  you  a bird’s-eye  view  of  the  problems 
relating  to  the  postpartum  care  of  the 
uterine  cervix. 

From  a study  of  the  literature  on  the  subject, 
we  are  left  with  the  impression  that  we  are  not 
yet  in  a position  to  be  dogmatic  about  the  relative 
merits  of  conservative  and  radical  procedures  for 
immediate,  intermediate,  and  remote  cervical  re- 
pairs, or  to  formulate  any  definite  views  about 
kindred  problems. 

It  is  the  purpose  of  postpartum  treatment  of 
the  uterine  cervix  to  take  appropriate  care  of 
cervical  lesions  resulting  from  the  trauma  of 
labor,  and  if  possible,  to  restore  the  integrity  of 
the  cervical  wall.  This  would  entail  a prophy- 
lactic effect  against  subsequent  cervical  inflam- 
matory lesions  which  are  conducive  to  leucorrhea, 
backache,  abdominal  pain,  subinvolution  of  the 
uterus  and  metrorrhagia. 

However,  before  considering  more  fully  some 
aspects  of  this  subject,  it  will  be  advisable  to  re- 
call a few  points  of  the  anatomy  and  the  me- 
chanics of  the  uterine  cervix.  In  the  cervix, 
muscular  and  fibrous  tissues  are  interlacing  to 
form  a dense  reticulum  in  which  we  find  a cer- 
tain amount  of  elastic  tissue.  The  distensibility 
of  the  cervix  is,  in  large  measure,  due  to  this 
structure.  The  outer  longitudinal  muscle  layers 
of  the  uterine  body  extend,  anteriorly  and  pos- 
teriorly, to  the  cervical  tissues,  while  the  two 
lateral  aspects  of  the  cervix  lack  this  reinforce- 
ment. In  addition,  the  pubo-cervical  ligaments  in 
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front,  and  the  sacro-uterine  ligaments  behind, 
fuse  with  the  circular  muscular  strands,  render- 
ing the  two  lateral  aspects  of  the  cervix  its 
weakest  portions.  It  is  in  these  locations  that 
the  cervix  gives  way  whenever  cervical  dilatation 
during  labor  is  unduly  rapidly  performed  or  when 
the  limit  of  cervical  distensibility  is  transgressed, 
(particularly  in  cases  of  congenital  structural 
deficiency,  or  anatomical  rigidity  in  elderly  primi- 
parae,  or  chronic  inflammatory  induration  of  the 
cervix.)  When  such  a cervical  laceration  occurs 
the  circular  muscular  and  elastic  tissues  of  the 
cervix  contract  and  retract. 

The  cervical  branch  of  the  uterine  artery 
passes  directly  medialward  and  divides  into  foui 
branches  one  of  which  anastomoses  with  the 
cervical  artery  of  the  opposite  side  so  as  to  form 
the  circular  artery  of  the  cervix.  Lacerations  of 
the  cervix,  so  common  in  labor  and,  as  a rule, 
only  of  moderate  degree,  may  involve  a larger 
part  or,  sometimes,  even  the  whole  cervical  lip 
and  run  up  into  the  vaginal  roof  or  further  into 
the  base  of  the  broad  ligament. 

It  is  on  the  extent  of  the  cervical  injury  that 
the  immediate  symptoms  depend.  There  is  gen- 
eral agreement  that  immediate  suture  of  the 
laceration  is  imperative  when  the  cervical  tear 
severs  one  of  the  main  branches  of  the  uterine 
artery,  causing  severe  hemorrhage.  For  such  im- 
mediate repair,  proper  exposure  and  good  light 
are  essential  requirements.  The  tendency  toward 
healing  of  the  cervical  tissue  following  labor,  is 
remarkable.  Whether  this  phenomenon  is  due  to 
the  well-known  defensive  forces2  demonstrable  in 
the  cervix  and  the  adjacent  structures,  I am  not 
prepared  to  determine. 

Considerable  difference  of  opinion  prevails  con- 


972 


The  Ohio  State  Medical  Journal 


Vol.  32— No.  10 


cerning  the  advisability  of  immediate,  and  in- 
termediate repair  of  cervical  lacerations  without 
hemorrhage.  Of  late,  prominent  obstetricians 
advocate  routine  inspection  and  immediate  re- 
pair of  the  cervix  at  the  end  of  the  second  or 
third  stage  of  labor,  unless  there  are  contrain- 
dications such  as  shock,  or  infection,  or  imperfect 
aseptic  surroundings.  Such  views  have  been 
growing  with  increasing  conviction  in  the  minds 
of  many  obstetricians.  It  should  be  remembered, 
however,  that  while  good  results  are  obtainable 
in  the  hands  of  expert  obstetricians  who  work 
under  favorable  circumstances,  the  procedure 
should  not  be  recommended  as  a routine  to  the 
practitioner  with  limited  facilities.  Increased 
puerperal  mobidity  would  far  outweigh  its  poten- 
tial advantages. 

My  technique,  in  primiparae,  is  to  expose  the 
cervix  with  the  aid  of  an  instrument  similar  in 
construction  to  a self-retaining  abdominal  re- 
tractor (in  miniature),  and  to  suture  only  such 
lacerations  which  bleed,  even  moderately,  or 
which  extend  for  more  than  half  an  inch.  My 
rather  extensive  experience  tends  to  show  that 
the  great  majority  of  minor  cervical  lacerations 
can  be  cured  by  cauterization  (surgical  diathermy 
or  the  nasal  tip  cautery),  this  treatment  being 
instituted  five  or  six  weeks  postpartum  and  re- 
peated, if  necessary,  after  six  to  twelve  more 
weeks. 

The  anatomical  integrity  of  the  cervical  con- 
tour should  thus  be  perfectly  restored  within  six 
months  after  labor.  It  should  be  remembered,  at 
this  juncture,  that  it  is  not  the  tear  in  the  cervix 
but  rather  the  complicating  superimposed  in- 
fection which  accounts  for  the  train  of  sub- 
sequent symptoms,  traceable  to  lymphatic  in- 
vasion of  the  infection.  For  this  and  for  other 
reasons  which  will  be  discussed  later,  cauteriza- 
tion of  the  endocervix  concomitant  with  treat- 
ment of  the  laceration  constitutes  the  routine 
procedure  in  my  hands. 

It  may  not  be  amiss  to  mention  at  this  juncture 
that  I do  not  consider  that  the  fact  that  a multi- 
para has  just  been  delivered  and  is  under  anes- 
thesia should  be  the  immediate  occasion  for  a 
skilled  repair  of  an  old  cervical  lesion;,  in  spite 
of  the  excellent  results  obtained  with  this  pro- 
cedure by  such  pioneers  as  Bubis,  and  Potter.  A 
“hands  off”  policy  is  my  watchword.  The  same 
reasoning  applies  to  the  practice  of  intermediate 
repair  of  cervical  laceration  during  the  first  week 
of  the  puerperium  which  had  been  advocated,  some 
thirty  years  ago  by  such  authorities  as  Dickinson, 
and  Barton  Cook  Hirst,  and  is  now  being  strongly 
recommended  by  Bubis  to  whom  we  owe  a debt  of 
gratitude  for  bringing  this  and  allied  subjects  to 
the  fore. 

We  argue  that  during  labor,  with  the  efface- 
ment  of  the  cervix  and  the  thmning  out  of  its 
wall,  the  structural  pattern  of  the  cervix  becomes 


intrinsically  altered  and  it  takes  about  six  weeks 
of  involution  until  normal  tissue  relations  have 
been  re-established. 

Chronic  inflammation  of  the  pelvic  cellular  tis- 
sues owe  its  inception  to  the  lymphatic  ex- 
tension of  endocervical  infection  consequent  upon 
cervical  injuries.  Clinical  experience  serves  to 
show  that  this  inflammation  travels  along  the 
same  routes  as  does  the  spread  of  carcinoma  of 
the  uterine  cervix.  It  spreads  laterally  to  the 
parametrium,  and  posteriorly  along  the  sacro- 
uterine ligaments.  Chronic  pain  in  the  lower 
abdomen,  with  a maximum  intensity  of  pain 
situated  in  the  iliac,  fossa,  in  cases  where  no 
lesion  capable  of  accounting  for  the  symptom  can 
be  detected,  represents  not  infrequently  the  ex- 
pression of  an  ascending  infection  into  the  broad 
ligament.  This  class  of  case  has  been  the  despair 
of  surgeons  who  removed  the  ovary  or  the  ap- 
pendix, with  no  benefit  to  the  patient.  That  the 
symptom  complex  under  consideration  is  initiated 
by  cervical  infection  is  borne  out  convincingly  by 
the  clinical  experience  that  pain  and  tenderness 
frequently  clear  up  after  appropriate  treatment 
of  the  endocervix  has  been  instituted. 

On  innumerable  occasions,  the  profession  has 
been  told  during  the  last  two  decades  that  the  re- 
lationship between  lacerations  of  the  cervix,  cer- 
vicitis and  carcinoma  is  well  established.  This 
teaching  has  become  a sort  of  academic  ritual 
and  creed.  Of  late,  however,  this  traditional  be- 
lief has  been  assailed  by  facts  which  furnish  ob- 
vious arguments  against  it;  they  would  have 
been  indicted  as  blasphemy  a few  years  ago. 

Painstaking  studies  on  specimens  of  very  early 
cervical  carcinoma,  as  conducted  in  this  country 
by  Ries,  Bell,  Jones,  Heaney  and  others,  and  by 
Schiller  (Vienna),  failed  to  find  any  relationship 
between  the  location  of  the  lesion  and  the  site  of 
the  cervical  laceration;  nor  could  a pre-existing 
chronic  inflammation  always  be  demonstrated. 
Quite  recently,  McGlinn3  (Philadelphia)  severely 
criticized  the  statistics  which  have  been  pub- 
lished to  prove  the  value  of  cervical  repair  in  pre- 
venting carcinoma  of  the  cervix.  He  speaks  of 
“ill-considered  statistical  deductions.”  His  em- 
phatic statement  reads : “I  am  convinced  that 

lacerations  and  chronic  irritative  lesions  of  the 
cervix  play  but  little  part  in  the  causation  of 
cancer,  and  our  efforts  of  the  past  twenty-five 
years  in  clearing  up  these  lesions  have  not  re- 
duced its  incidence.  These  measures  give  a false 
perspective  and  an  unjustified  sense  of  security.” 

There  remains,  however,  the  clinical  fact  that 
cervical  carcinoma  does  occur  definitely  more 
often  in  women  who  have  gone  through  labor  or 
abortion.  While  cervical  laceration  or  cervicitis 
can  no  longer  be  regarded  as  the  keystone  to  the 
interpretation  of  the  prevalence  of  carcinoma  in 
parous  women,  we  might  bridge  over  the  gap  be- 
tween the  two  schools  of  thought  on  this  question, 
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by  referring  to  the  recently  established  fact  of 
marked  epithelial  proliferation  and  metaplasia  in 
the  cervix  of  the  pregnant  woman.4  Consistent 
with  the  current  view  that  epithelium  which  has 
once  been  stimulated  to  active  growth  may  form 
a potential  nidus  for  later  malignancy,  the 
opinion  has  been  advanced  that  ©ne  of  the  factors 
which  predispose  the  cervix  of  the  parous  woman 
to  carcinoma  may  be  the  remarkable  activity  of 
the  cervical  epithelium  during  gestation.  On  the 
other  hand,  in  chronic  cervicitis,  epithelial  hyper- 
plasias likewise  occur.  If  these  views  are 
sustained  by  further  observation  the  application 
of  surgical  diathermy  or  electrocautery  to  the 
endocervix,  with  a view  toward  destroying  the 
abnormal  epithelium  would  play  an  important 
part  in  the  postpartum  care  of  the  uterine  cervix. 
For  further  details  on  this  problem,  I refer  to  my 
previous  papers  on  the  subject.4 
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DISCUSSION 

J.  L.  Bubis,  M.D.,  Cleveland:  The  subject 

which  Dr.  Hofbauer  has  so  ably  presented  has 
particularly  interested  me  for  many  years.  His 
observation  regarding  the  anatomical  structures 
of  the  cervix  explains  the  frequency  of  the  lateral 
tears  that  occur,  namely  that  the  pubocervical 
ligament  in  front  and  the  utero-sacral  ligaments 
behind  fuse  with  the  circular  muscles  of  the  cer- 
vix and  reinforce  them  anteriorly  and  posteriorly, 
thus  leaving  the  lateral  aspects  the  weakest. 

The  uterine  cervix  is  subjected  to  more  trauma 
and  is  the  seat  of  more  pathological  changes  than 


any  other  part  of  the  human  body,  especially 
after  childbirth. 

An  infected  cervix  must  be  placed  in  the  same 
category  as  other  foci  of  infection. 

A great  deal  has  been  written  regarding  ma- 
ternal mortality  and  immediate  maternal  mor- 
bidity but  practically  nothing  is  said  about  the 
subsequent  or  remote  morbidity  which  follows 
neglected  and  infected  tears  of  the  cervix. 

Gynecological  operations  may  be  divided  into 
three  classes:  first,  those  due  to  new  growths, 

especially  fibroids,  and  occasional  cancerous 
growths;  second,  those  due  to  infections,  par- 
ticularly those  of  a gonorrheal  type;  and  third, 
those  resulting  from  poor  obstetrics  and  unsatis- 
factory healing  after  repair  work  has  been  done. 

In  the  absence  of  a known  or  suspected  in- 
fection, the  cervix  and  the  rest  of  the  birth  canal 
may  be  inspected  and  repaired  without  danger  of 
carrying  infection  into  the  birth  canal,  with  very 
satisfactory  results  for  the  patient. 

In  the  limited  time  allotted,  it  is  impossible  to 
discuss  the  technique  of  repair.  Suffice  to  say 
that  rarely  have  I seen  an  intact  cervix  after  de- 
livery. 

The  old  adage  “a  stitch  in  time  saves  nine/’ 
should  be  modernized  to  “a  stitch  in  time  may 
save  the  patient  a hysterectomy.”  No  wound 
that  can  hold  a stitch  should  be  left  unrepaired. 

If  the  cervix  is  correctly  repaired  immediately 
after  childbirth,  or  during  the  lying-in  period, 
involution  of  the  uterus  will  take  place  more 
readily  and  the  need  for  cauterization  or  other 
ambulatory  treatments  will  be  greatly  diminished. 
Cervicitis,  endocervicitis,  ascending  infection  into 
the  uterus  and  the  supporting  ligaments,  and  the 
usual  train  of  symptoms  such  as  leucorrhea, 
backache,  menstrual  disturbances,  etc.,  will  be 
reduced  to  a minimum. 

Dr.  Hofbauer  and  many  other  leading  gyne- 
cologists claim  that  a cancerous  lesion  bears  no 
relation  to  the  site  of  the  laceration.  To  this 
point  of  view  I cannot  wholly  agree  as  one  of  the 
microscopic  pictures  in  my  book  on  “Puerperal 
Gynecology,”  demonstrates.  This  patient  was  a 
multipara  with  evidence  of  old  scars  in  the  cer- 
vix near  the  site  of  the  pathological  changes 
noted. 
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ENDOCRINE  OBESITY 

By  HARRY  A.  GUSMAN,  M.D.,  Cleveland,  Ohio 


IT  IS  believed  that  the  endocrine  chain  of 
glands  is  concerned  with  metabolism  through 
a mechanism  that  controls  the  normal  re- 
lationship between  food  intake  and  energy  output. 
Thus  with  a normal  functioning  mechanism  we 
are  able  to  maintain  a more  or  less  stationary 
weight  for  years  at  a time,  even  though  our  food 
intake  varies  in  amount  from  day  to  day.  This 
normal  mechanism  even  permits  us  to  over-eat 
occasionally  without  materially  changing  our 
weight.  However,  if  this  over-eating  becomes 
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more  frequent,  obesity  may  result,  at  first  of  an 
exogenous  nature  and  purely  due  to  too  much 
food,  but  with  persistent  over-indulgence  and  re- 
peated insult  to  the  endocrine  mechanism,  this 
simple  exogenous  obesity  may  be  converted  into  a 
more  complex  endocrine  or  endogenous  obesity. 
One  can,  therefore,  readily  contend  that  the  en- 
docrine factor  in  obesity  far  outweighs  any  other. 

Other  points  in  favor  of  the  endocrine  factor  in 
obesity  are:  hereditary  tendencies,  the  associa- 

tion of  obesity  with  other  endocrine  disturbances, 
the  suddenness  of  weight  gain,  the  failure  to  lose 
weight  at  attempted  dieting,  and  the  frequent  his- 
tory of  obese  patients  that  they  are  small  eaters. 
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All  these  facts  point  to  a disturbance  in  some 
mechanism  which  normally  controls  the  nutri- 
tional state  of  the  individual. 

Depending-  upon  the  gland  primarily  involved, 
endocrine  obesity  is  classified  as  follows: 

1.  Thyroidal  Obesity 

Thyroidal  obesity  is  the  form  which  results 
from  a deficient  function  of  the  thyroid  gland  and 
varies  in  severity  from  the  mild  hypo-thyroidism 
to  the  more  marked  thyroid  deficiency  resulting  in 
myxedema.  It  is  interesting  to  note  that  pure 
thyroid  obesity  is  comparatively  rare,  comprising 
only  a small  percentage  of  overweight,  yet,  thy- 
roid medication  is  prescribed  almost  indiscrimi- 
nately to  combat  obesity,  irrespective  of  its  causa- 
tion. The  fallacy  of  such  treatment  is  obvious, 
and  it  merely  produces  the  severe  reactions  of 
the  nervous  and  cardiovascular  systems  that  are 
often  encountered.  Thyroid  medication  should 
only  be  used  in  cases  of  thyroid  deficiency. 

2.  Pituitary  Obesity 

Pituitary  obesity  or  adiposogenital  dystrophy, 
or  Froelich’s  Syndrome  refers  to  the  character- 
istic girdle  obesity  complicated  with  functional 
disturbances  of  sex  of  varying  degrees  and  hyper- 
trichosis. The  true  etiology  is  not  definitely 
known;  however,  the  syndrome  points  to  a con- 
comitant involvement  of  the  pituitary  gland  and 
the  tuber  cinereum.  In  regard  to  the  cause  of  the 
adiposity  of  Froelich’s  disease,  Mazer  makes  the 
following  remarks,  “It  does  not  follow  extirpation 
of  the  animal  pituitary  gland  nor  is  it  present  in 
Simmonds’  disease  .wherein  the  function  of  the 
gland  is  partly  destroyed  by  organic  lesions.  It 


Hypothyroid  Obesity 


can,  however,  be  produced  by  trauma  or  chromic 
acid  injections  into  the  suprasellar  area.  More- 
over, it  is  present  in  some  cases  of  suprasellar 
tumors  of  the  human.  These  observations  point  to 
an  associated  functional  derangement  of  the 
hypothalamic  area  as  the  cause  of  the  obesity  of 
Froelich’s  disease.  This  assumption  is  also  sup- 
ported by  the  well-known  fact  that  low-dosage 


irradiation,  which  frequently  improves  pituitary 
function,  resulting  in  the  reestablishment  of 
menstruation,  does  not  influence  the  associated 
obesity.” 


3.  Thyro-pituitary  or  Pituitary-Thyroid 
Obesity 

Thyro-pituitary,  or  pituitary-thyroid  obesity 
is  a combination  of  the  two  previously  mentioned 
types. 


Hypopituitary  Obesity 


4.  Gonadal  Obesity 

While  the  gonads  themselves  are  not  concerned 
with  nutrition,  their  close  relationship  to  the  rest 
of  the  endocrine  chain  often  produces  a charac- 
teristic obesity  associated  with  gonadal  failure. 
This  obesity  is  usually  acquired  after  the  age  of 
30  or  following  castration,  and  only  rarely  is  it 
associated  with  primary  ovarian  failure. 

5.  Rare  Endocrine  Forms  of  Obesity 

The  rare  endocrine  forms  of  obesity  are  those 
resulting  from  hyper-functional  states  of  the  pan- 
creas, adrenals  and  the  thymus  gland. 

Obesity  being  only  a symptom  and  not  a dis- 
ease, the  diagnosis  of  its  etiology  entails  a de- 
tailed search  for  other  symptoms  which  will  aid 
in  the  discovery  of  the  gland  primarily  responsi- 
ble for  the  over-weight. 

Diagnosis,  therefore,  should  include: 

1.  Careful  history  as  to  the  time  of  onset, 
familial  tendencies,  menstrual  and  fertility  his- 
tory, dietary  habits,  and  other  complaints  aside 
from  the  over-weight. 

2.  In  addition  to  the  routine  physical  exami- 
nation, to  exclude  cardio-renal-vascular  disease, 
special  note  should  be  made  of  the  distribution  of 
the  fat,  presence  or  absence  of  hypertrichosis, 
presence  or  absence  of  genital  hypoplasia,  the 
condition  of  the  hair,  nails  and  skin. 

3.  Laboratory  Tests  consist  of: 

(a)  Basal  Metabolic  Rate 

(b)  Specific  Dynamic  Action  of  Proteins 

(c)  Sugar  Tolerance  Test 

(d)  X-ray  of  Sella  Turcica 

(e)  Examination  of  the  Visual  Fields 

(f)  Complete  Blood  and  Urine  Analysis 
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The  distribution  of  the  fat  is  so  characteristic 
for  the  several  endocrine  types,  that  the  responsi- 
ble gland  is  very  often  suspected  by  merely  ob- 
serving the  patient  in  the  nude. 

Thus  the  hypo-thyroid  presents  a universal  di- 
stribution of  the  excess  fat,  including  large  de- 
posits around  the  shoulder  and  back,  large  but- 
tocks and  breasts.  The  extremities  are  short  and 
stocky. 

The  hypo-pituitary  obesity  is  characterized  by 
the  girdle-mammary-mons  type  of  fat  distribu- 
tion. The  girdle  is  most  markedly  affected  and 
the  obesity  hardly  ever  extends  beyond  the  knees 
and  elbows.  The  hands,  feet  and  head  seem  small 
compared  to  the  rest  of  the  body  and  the  ends  of 
the  fingers  taper.  If  this  type  is  encountered  in 
children,  of  about  puberty  age,  the  picture  is 
typical.  The  face  is  strikingly  round,  the  chin  is 
duplicated,  the  breasts  are  feminine  and  there  is 
a considerable  accumulation  of  fat  around  the 
mons.  If  this  condition  is  a true  Froelich’s,  the 
genitals  are  perceptively  small. 

The  excess  adipose  tissue  that  is  frequently 
associated  with  hypo-gonadism  or  the  castrated 
woman,  is  usually  found  around  the  trochanteric 
region,  although  it  may  also  involve  the  mam- 
mary glands  and  the  mons  veneris. 

TREATMENT 

The  modern  concept  of  the  treatment  of  endo- 
crine obesity  includes  not  only  the  reduction  of 
the  over-weight,  but  also  attempts  to  correct  the 
under-lying  endocrinopathy.  The  mechanism  by 
which  the  body  loses  weight  is  accomplished  by 
the  oxidation  of  its  fat  and  the  release  of  water. 


This  can  usually  be  accomplished  by  proper  diet 
and  exercise,  augmented  by  proper  medication. 

DIET 

The  logical  diet,  therefore,  consists  chiefly  of 
proteins,  vegetables,  fruits,  and  only  as  much  car- 
bohydrates and  fats  as  is  necessary  to  prevent 
the  occurrence  of  acidosis  and'  hypoglycemia. 


Recent  work  on  vitamins  has  suggested  the  pos- 
sibility that  hunger  is  not  a craving  for  food,  but 
a lack  of  vitamins  in  the  system.  It  is,  there- 
fore, wise  to  stress  the  highly  containing  vitamin 
foods  such  as,  skimmed  milk,  eggs,  tomato  juice, 
orange  juice,  and  occasionally  yeast.  In  addition, 
the  intake  of  water  and  salt  is  reduced  to  a 
minimum.  Very  often  the  suggested  high  protein 
diet  will  produce  constipation  which  must  be  cor- 


rected with  bowel  lubricating  preparations  of 
low  caloric  value. 

EXERCISE 

Only  moderate  exercise  such  as  calesthenics  and 
walking  are  recommended  as  well  as  light  mas- 
sage. Strenuous  exercise  is  not  only  inadvisable 
but  may  also  prove  dangerous  for  the  obvious 
reason  that  the  very  obese  patient  has  already 
an  added  load  on  his  cardio-vascular  system. 

MEDICATION 

Thyroid  medication  judiciously  used  and  care- 
fully gauged  by  repeated  readings  of  the  basal 
metabolic  rate,  tests  and  pulse  is  very  helpful  in 
those  cases  in  which  the  thyroid  is  primarily  or 
secondarily  involved.  This  is  best  given  in  one 
daily  dose  and  is  increased  or  decreased  depend- 
ing on  the  individual  tolerance.  The  safest  and 
most  advisable  form  to  use  is  the  dessicated  gland 
of  known  potency. 

It  is  a fact  that  certain  individuals  either  build 
up  an  immunity  to  thyroid  medication  or  cannot 
tolerate  the  drug  in  the  smallest  doses  even 
though  they  are  found  to  have  a thyroid  de- 
ficiency. The  question  of  immunity  is  often  cor- 
rected by  changing  to  another  manufacturer’s 
brand,  while  the  intolerance  to  thyroid  medica- 
tion may  be  overcome  by  the  addition  of  small 
amounts  of  potassium  iodide  or  organic  iodine. 
The  use  of  thyroxine  should  be  left  to  men  ex- 
perienced in  the  administration  of  the  drug,  and 
such  powerfully  dangerous  drugs  as  dinitrophenol 
are  better  avoided  until  such  time  when  more  is 
known  about  them. 
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Anterior  pituitary  medication  in  cases  of  pitui- 
tary deficiency  is  of  questionable  benefit,  because 
of  the  lack  of  standardized  products  of  known 
hormonic  content,  however,  the  available  prepara- 
tions may  be  used  safely  until  more  potent  pro- 
ducts of  the  gland  are  isolated. 

PHYSICAL  THERAPY 

Having  attempted  the  correction  of  the  existent 
obesity  by  diet,  exercise  and  medication,  does  not 
give  assurance  that  the  same  condition  will  not 
return  when  treatment  is  suspended.  The  treat- 
ment thus  far  has  all  been  substitutive  in  nature 
and  nothing  has  really  been  done  to  cure  the  ex- 
isting endocrinopathy. 

With  this  fact  in  mind,  a new  adjunct  in  the 
treatment  of  endocrine  obesity  is  found  in  the  use 
of  Bucky’s  Grenz  Ray. 

It  is  not  within  the  realm  of  this  paper  to  dis- 
cuss the  physics  of  Grenz  Ray.  Nor  is  it  my  pur- 
pose to  consider  the  many  endocrine  disturbances 
for  which  Bucky  and  others  have  found  the  Grenz 
Ray  useful.  I shall,  therefore,  limit  myself  to  its 
application  in  the  treatment  of  endocrine  obesity. 

Dr.  Bucky  maintains  that  since  profound  effects 
are  elicited  in  the  body  by  radiation,  without  any 
appreciable  change  in  the  skin,  it  is  assumed  that 
the  skin  must  possess  some  sort  of  apparatus  for 
transforming  radiant  energy.  He  further  quotes 
the  work  of  Bloch,  who  not  only  demonstrated  a 
rich  nerve  supply  at  the  skin  surface  but  proved 
conclusively  that  the  skin  acts  reciprocally  in  an 
endocrine  capacity  with  the  glands  of  internal 
secretion.  Bucky  also  points  to  the  inter-relation- 
ship between  the  skin  and  the  adrenals  in  pigment 
formation  as  further  proof  that  the  skin  is  a 
functional  part  of  the  endocrine  chain. 

Since  clinical  as  well  as  experimental  observa- 
tions corroborate  the  above  contentions,  we  may 
assume  that  the  sympathetic  nervous  system  with 
its  nerve  endings  in  the  skin  acts  as  the  conveyor 
for  radiant  energy  (Grenz  Ray).  This  stimulus 
is  then  transferred  from  the  skin  to  the  endo- 
crine chain  of  glands. 

This  theory  coupled  with  the  supposition  that 
the  sympathetic  nervous  system  plays  an  im- 
portant role  in  the  maintenance  of  normal  endo- 
crine balance,  suggests  a possible  explanation  for 
the  beneficial  effects  of  the  Grenz  Ray  in  endocrine 
disturbances. 

By  repeated  stimulation  of  the  skin  with  Grenz 
Ray  on  a number  of  patients  who  presented  hypo- 
states  of  endocrine  origin,  I have  observed  clini- 
cally, an  increased  function  of  the  suspected  gland 
or  glands.  Thus  I have  been  able  to  corroborate 
Bucky’s  contention  that  the  radiant  energy 
emanating  from  the  Grenz  Ray  tube  stimulates 
and  “tones  up”,  as  Bucky  calls  it,  the  endocrine 
chain  of  glands. 

Patients  treated  with  these  rays  not  only  re- 
spond better  to  the  entire  regime  of  treatment, 


but  they  can  also  return  to  a more  normal  diet 
without  regaining  their  lost  over-weight.  Further 
clinical  proof  of  a more  permanent  correction  of 
the  under-lying  endocrinopathy  is  the  increase  in 
the  basal  metabolic  rate  in  those  who  previously 
showed  a low  basal  metabolic  rate.  The  check-up 
tests  were  made  at  least  three  months  after  all 
forms  of  treatment  had  been  discontinued. 

Relating  my  observations  to  Dr.  Bucky,  the  fol- 
lowing is  his  response,  “As  far  as  your  ideas  of 
treating  endocrine  obesity  are  concerned  I can 
only  agree  with  them  and  I think  your  observa- 
tions are  of  greatest  importance  for  treating  this 
disease.  My  experiences  are  almost  alike,  and  as 
you  know  my  assumption  is  that  the  Grenz  Ray 
treatments  do  nothing  else  than  bring  about  the 
proper  balance  of  endocrine  function.  If  this  is 
established  the  balance  is  maintained  and  the 
symptoms  disappear.” 

M.  A.  Goldzieher  in  his  text  book  '‘Practical 
Endocrinology”,  writes  the  following  under  the 
chapter  of  “Treatment  of  Pituitary  Insufficiency”: 
“Stimulation  of  the  pituitary  by  X-rays  is  un- 
questionably a most  effective  procedure.  Never- 
theless, we  do  not  like  to  advocate  its  use  on  ac- 
count of  the  inherent  hazards.  The  danger  of 
applying  too  large  doses,  and  thereby  aggravat- 
ing the  condition,  is  perhaps  less  alarming  if  the 
treatment  is  given  by  a radiologist  of  special  ex- 
perience, but  it  should  make  us  hesitate  in  calling 
for  the  services  of  a roentgenologist  who  is  less 
familiar  with  the  reaction  of  endocrine  glands  to 
X-rays.  The  dangers  of  roentgen  therapy  are 
obviated  by  applying  Bucky’s  Grenz  Rays  instead 
of  the  ordinary  radiation.” 

COMMENTS 

The  recognition  of  the  endocrine  factor  in 
obesity  in  recent  years,  has  changed  the  general 
attitude  towards  over-weight.  No  longer  is  30  to 
50  pounds  over-weight  considered  as  an  unusual 
state  of  good  health  and  needing  nothing  more 
than  a reduction  in  diet  and  increase  in  exercise. 

Marked  over-weight  is  a serious  handicap  to 
good  health  and  it  is  common  knowledge  that 
obese  patients  are  more  susceptible  to  a host  of 
other  ailments  such  as  gall-bladder  disease,  car- 
dio-vascular  involvement,  arthritis  and  many 
others. 

In  addition  to  the  physical  abnormalities  pe- 
culiar to  the  obese,  one  often  finds  changes  in 
their  personality  which  can  be  attributed  directly 
to  their  consciousness  of  the  over-weight.  Even 
though  the  old  adage  that  fat  people  are  jolly, 
appears  to  be  ti  ue  outwardly,  in  confidence,  they 
usually  regard  their  obesity  resentfully. 

In  conclusion,  I should  like  to  concur  with  the 
opinion  of  J.  H.  Anderson,  who  writes  about 
obesity  in  the  Lancet:  “There  are  few  chronic 
disabilities  where  so  great  an  improvement  in  the 
well-being  of  the  patients  follows  a good  start  on 
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proper  lines.  . . . With  careful  treatment  and 
encouragement  they  respond  well  and  one  is 
astonished  at  the  unanimity  with  which  patients 
report  a return  to  vigor,  a feeling  of  well-being 
and  resistance  to  fatigue  which  has  been  lost  for 
months  or  years.  Such  a therapeutic  result  is 
worth  working  for.” 

10515  Carnegie  Avenue. 
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POSSIBLE  ERRORS  WHICH  MAY  APPEAR  IN  THE  NORMAL 

ELECTROCARDIOGRAM 

By  JULIEN  E.  BENJAMIN,  M.D.,  HENRY  LEDERER,  B.S.,  and  HARRY  LANDT,  M.D., 
with  technical  assistance  of  Nathan  Aronoff,  B.S.,  Cincinnati,  Ohio 


DISTORTIONS  of  the  complexes  in  one  or 
more  leads  of  the  normal  electrocardio- 
gram have  been  frequently  described  in 
the  literature. 

These  may  be  classified  as  follows: 

1.  Intrinstic  Factors: 

A.  Muscular  activity  is  the  most  common 
cause  of  artefacts. 

1.  Single  contraction  may  stimulate 
a P or  T Wave.8 

2.  Somatic  tremors  may  at  times  mask 
the  cardiac  deflections. 

B.  Increased  heart  action  produces  promi- 
nence of  T wave  in  lead  l.2.  There  are 
two  general  causes  for  this: 

1.  Exercise. 

2.  Thyrotoxicosis. 

C.  Axis  of  heart.  Axis  shift  produces 
characteristic  changes  in  the  electro- 
cardiogram 12 . These  changes  may  be 
caused  by: 

1.  Changes  in  posture.391 
2.  Changes  in  height  of  diaphragm. 

A.  Respiratory  changes6. 

B.  Distention  of  bowel. 

3.  Displacement  of  heart  by  pneumo- 
thorax, pleural  effusion,  etc.6 
D.  Tissue  resistance.4,  8i  10,  18 

E.  Metabolism.5 

F.  Refraction  period  of  heart  is  reduced 
by  heat  and  prolonged  by  cold.13,  18'  17 

G.  Digitalis  affects  the  A-V  condition.15 

Extrinsic  Factors: 

A.  Variations  in  technique: 

1.  Of  observer. 

A.  Reversed  electrodes  or  error  in 
wiring. 

B.  Composite  electrocardiograms 
produced  by  mother  holding 
child. 

C.  Faulty  photography.  If  a plate 
is  reversed,  a P wave  may  be 
interpreted  as  a T wave  or 
vice  versa. 

For  information  relative  to  the  authors,  see  Who’s  Who 
in  This  Issue. 


D.  Rate  of  time  marker. 

E.  Inexact  standardization. 

F.  Misinterpretation. 

2.  Of  Equipment. 

A.  Polarization  of  electrodes.1, 7 

B.  Outside  currents  (induction) 

such  as  the  ringing  of  a tele- 
phone bell,  and  an  adjacent 
X-ray  machine,  etc. 

C.  Faulty  contacts — 

1.  Switch  defect. 

2.  Loose  or  dirty  contacts. 

D.  Airbubble  in  oil  chamber  of 
certain  types  of  machine. 

ADDITIONAL  OBSERVATIONS 

In  the  course  of  an  investigation  of  the  phe- 
nomenon of  the  transmission  of  the  electrical  im- 
pulse, generated  in  the  heart,  to  the  periphery 
(to  be  published),  certain  important  artefacts  in 
the  otherwise  normal  record  were  encountered. 
Because  of  their  possible  bearing  on  the  accurate 
reading  of  electrocardiograms,  the  findings  are 
herewith  recorded. 

Variations  in  Technique: 

Five  separate  electrocardiographic  laboratories, 
including  hospitals  and  private  offices,  agreed  to 
cooperate  in  this  study.  The  plan  stipulated  the 
use  of  their  usual  technique  employed  in  the  tak- 
ing and  developing  of  records.  The  same  subject 
(A.L.)  was  to  appear  in  each  tracing  as  the 
patient. 

Plate  No.  1 will  serve  to  give  some  idea  of  the 
wide  variations  obtained.  It  will  be  observed  that 
the  most  striking  alterations  are  those  (1)  in 
changes  with  regard  to  voltage  in  three  leads 
affecting  chiefly  the  Q.R.S.  complex.  (2)  altera- 
tion of  T 3 amounting  to  appreciable  significance. 
(3)  alteration  in  Q.R.S.  1 from  essentially  upright 
curve  to  a diphasic  complex.  That  these  changes 
are  presumably  due  to  faulty  technique  and  non- 
standardization of  posture  of  patient  seems  a 
justifiable  conclusion.  This  is  substantiated  in 
the  observation  graphically  shown  in  Plate  2. 
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PLATE  1. 

DIFFERENT  OPERATORS  EMPLOY- 
ING THEIR  INDIVIDUAL  TECHNIQUES 
WITH  THEIR  OWN  MACHINES. 

Machine  C.  7-2-35 


: i-  k r . ' 

isiii 


Machine  A.  6-25-35 


Machine  A*  7-2-35  - 


Machine  XU  7-2-35 


****** 


| 


Machine  I* 


7-2-35 


PLATE  2. 

SAME  OPERATOR  EMPLOYING  A 
STANDARDIZED  TECHNIQUE  USING 
DIFFERENT  MACHINES. 


Machine  C* 


7-7-55 
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Machine  A, 


Machine  X. 


7-9-35 


6-29-35 


Machine  X 
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7-3-35 


7-9-35 


7-11-35 
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Machine  E, 


6-29  -35 


4 minutes  after. 


25  minutes  after. 


35  minutes  after. 


1 hour  after. 

ICE  Y/ATER. 
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Forced  Expiration* 
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Before  Meal . 
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PLATE  4. 
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PLATE  3. 


POSTURE 


Recumbent. 


Right  Side 
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Left  Side. 


Face  Bonn. 

RESPIRATION. 
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Normal  Respiration. 


Forced  Inspiration. 
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1 minute  after. 
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10  minutes  after. 
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WAVE  FORM  DISTORTION  AS  A CAPACITANCE  EFFECT 


ORIGINAL 

DISTORTION 

REPRODUCED 


RESISTANCE  ADDED 
TO  CIRCUIT 
TOTAL  9700 


8000  OHMS 
‘ SHUNTED  BY 
^ 2 MFD  CONDENSER 


NO  CHANGE 


CORRECT  PREPARATION 

PATIENT'S  RESISTANCE  - 9700  OHMS 


DISTORTION 


NORMAL 


1700  OHMS 


Here  the  same  subject  was  examined  by  one 
operator  using  careful  technique  with  the  patient 
recumbent  and  employing  several  different  ma- 
chines. 

The  electrocardiogram  of  this  normal  patient 
was  altered  by  the  introduction  of  the  following 
factors : 

(1)  Posture.  The  changes  are  noted  when 
sitting,  where  T 3 is  diphasic.  Likewise  any  shift 
in  posture  affects  to  some  degree  the  T wave  in 
the  third  lead.  When  patient  assumed  position 
face  downward,  the  Q.R.S.  3 became  diphasic  and 
slurred.  Similar  changes  was  noted  in  Q.R.S., 
with  patient  in  the  left  lateral  position.  (Plate  3). 

(2) .  Respiration.  Forced  inspiration  gave 
curves  suggestive  of  right  axis  shift,  while  the 
reverse  occurred  during  forced  expiration.  This 
latter  change  is  similar  to  the  electrocardiogram 
obtained  during  the  later  months  of  pregnancy, 
when  the  diaphragm  is  high  and  the  heart  as- 
sumes a transverse  position.  Inversion  T 3 is  like- 
wise noted  under  both  conditions.*  (Plate  3). 

(3) .  Influence  of  Food.  Of  interest  is  the  prog- 
ressive change  in  T 3,  amounting  to  a gradual  in- 
version following  ingestion  and  lasting  over  half 
an  hour.  (Plate  4). 

(4) .  Drinking  Iced  Water.  Changes  in  T 3 
similar  to  those  reported  by  Wilson  et  al.,  were 


“Cardiovascular  Studies  of  the  Pregnant  Woman”  (to  be 
published)  Harry  Landt  and  Julien  E.  Benjamin. 


noted.  The  alteration  in  amplitude  of  T 3 one 
minute  after  drinking  cold  water  returned  to 
normal  within  three  minutes. 

(5).  Wave  form  distortion  as  a capacitance 
effect. 

Plate  V shows  this  effect.  Record  1 shows  the 
electrocardiogram  taken  on  a normal  patient. 
This  patient  was  improperly  prepared  and  the 
registered  resistance  with  the  patient  in  the  cir- 
cuit was  9,700  ohms.  We  were  of  the  opinion  that 
the  resulting  abnormal  electrocardiogram  was 
not  the  result  of  resistance  in  the  total  circuit,  but 
the  result  of  a capacitance  effect  at  the  site  of 
the  pick  up  electrodes.  We  had  seen  the  same 
effect  when  the  skin  was  poorly  prepared  and 
when  the  electrodes  had  become  oxidized  with  a 
resulting  film  of  poor  conducting  material  on  their 
surface.  To  test  the  plausibility  of  this  explana- 
tion, the  following  experiment  was  devised: 

Record  A shows  a normal  electrocardiogram 
taken  from  the  same  patient  after  he  had  been 
properly  prepared.  The  total  resistance  was 
1,700  ohms  which  is  within  the  usual  magnitude 
encountered. 

Record  B shows  the  electrocardiogram  taken 
after  8,000  ohms  resistance  had  been  added  to  the 
external  circuit.  The  resulting  electrocardiogram 
is  comparable  to  that  of  record  A,  even  if  the 
total  resistance  was  9,700  ohms.  Thus  we  have 
two  records  which  were  taken  with  a total  re- 
sistance of  9,700  ohms.  One  differed  in  that  it 
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was  taken  when  the  patient  was  poorly  prepared. 
This  is  abnormal  and  Record  B is  normal. 

Record  C was  taken  with  the  same  resistance 
of  9,700  ohms  with  the  patient  properly  prepared 
and  with  a 2 M.F.D.  added  in  shunt  to  the  circuit. 
The  resulting  record  shows  the  same  abnormali- 
ties that  Record  1 demonstrated.  The  overshoot- 
ing of  the  string  is  particularly  noticeable. 

CONCLUSIONS 

(1)  Standardized  technique  must  be  developed 
in  order  to  safeguard  the  future  reliability  of 
electrocardiography. 

(A).  This  becomes  increasingly  important 
with  the  more  general  use  of  the 
machine. 

(2) .  The  multiplicity  of  sources  of  error  are 
emphasized. 

(A).  Lack  of  uniformity  in  technique  fre- 
quently renders  the  comparison  of 
electrocardiograms  of  the  same  patient 
taken  by  different  observers,  impos- 
sible. 

19  West  Eighth  Street. 
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AKINESIA  ALGERA 


By  LOUIS  A.  MILLER,  M.D.,  Toledo,  Ohio 


IN  1891  Mobius  described  a clinical  condition 
which  he  named  akinesia  algera,  after  the 
chief  symptom,  which  is  characterized  by  the 
patient’s  inability  to  move  on  account  of  the  re- 
sulting pain  for  which  no  organic  basis  could  be 
found.  After  that  Erb,  Oppenheim  and  others 
described  like  cases. 

There  has  been  pretty  general  agreement  that 
the  disorder  is  psychogenic.  Mobius  spoke  of 
hallucinations  of  pain  and  Oppenheim  of  psychal- 
gia.  The  latter  states  that  the  pulse  rate  and 
respirations  may  be  increased. 

At  first  the  pain  is  produced  only  by  the  more 
extreme  movements  of  a part,  but  later  all  move- 
ments are  dreaded.  In  the  beginning,  too,  the 
pain  is  limited  to  the  part  moved,  but  in  time  it 
is  prone  to  radiate  outside  this  area. 

The  malady  is  very  chronic.  In  a case  reported 
by  Erb  the  patient  had  been  affected  22  years  and 
had  remained  in  a horizontal  position  for  14  years 

Read  before  the  Section  on  Nervous  and  Mental  Diseases, 
Ohio  State  Medical  Association,  at  the  89th  Annual  Meet- 
ing, Cincinnati,  October  2-4,  1935. 

For  information  relative  to  the  author,  see  Who’s  Who 
in  This  Issue. 


because  every  movement  that  he  made  produced 
unbearable  pain.  The  case  was  reported  in  1892. 
A year  later  there  was  some  improvement  and 
the  patient  believed  himself  that  his  trouble  was 
mental  and  fought  against  it.  In  a third  paper 
Erb  reported  in  1896  a near  recovery  of  the  pa- 
tient, brought  about  apparently  by  psycho- 
therapeutics, mainly  in  the  form  of  suggestions. 

In  the  October,  1933  number  of  Archives  of 
Neurology  and  Psychiatry,  Dr.  Spiller  gave  a 
brief  review  of  the  subject  and  after  remarking 
on  the  rarity  of  the  affection  stated  that  he  fre- 
quently had  been  informed  by  capable  neurolo- 
gists that  they  never  had  heard  of  it.  He  reports 
a case. 

Many  text  books  do  not  mention  the  subject. 
Oppenheim  in  his  “Lehrbuch”  asserts  that  aki- 
nesia algera  is  not  an  independent  affection,  but 
a symptom,  or  symptom  complex  based  upon 
neurasthenia,  hypochondriasis,  hysteria  or  psychic 
degeneration.  Cimbal  states  his  belief  that  it  is 
often  a “defense  or  purposive  neurosis.” 

In  the  beginning  it  is  certain  and  forced  move- 
ments which  produce  the  pain,  but  little  by  little 
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any  movement  becomes  painful  and  lasts  longer. 
Passive  movements  may  also  be  painful. 

According  to  Oppenheim  lesser  grades  of  the 
malady  may  be  encountered  in  the  course  of  the 
traumatic  neuroses.  The  prognosis  is  net  very 
favorable,  although  not  entirely  hopeless. 

The  following  case  has  become  important  from 
both  the  interests  of  legal  and  scientific  medicine : 

The  case  is  in  the  jurisdiction  of  the  State 
Commission.  Many  medical  men  have  examined 
the  patient  and  there  has  been  uncertainty  as  to 
diagnosis  and  differences  of  opinion. 

It  was  in  1921  that  the  claimant  C.  J.,  first  sus- 
tained an  accidental  injury.  At  the  time  the 
claimant  was  a rigger.  He  was  26  years  of  age, 
of  good  nutrition  and  musculature,  tending  to- 
ward a schizoid  athletic  habitus.  He  was  married 
and  the  parent  of  two  children.  His  personal  his- 
tory was  good  except  for  a Neisser  infection 
while  in  the  Navy.  The  family  history  is  negative 
as  far  as  ascertainable. 

In  November,  1921,  while  at  work,  a swinging 
bucket  struck  him  just  back  of  the  left  ear.  He 
was  floored  but  not  rendered  unconscious,  nor  did 
he  “see  stars.”  The  claimant  thinks  the  force  was 
sufficient  to  “twist  his  neck.”  There  was  no  rea- 
son to  suspect  a fracture  or  dislocation.  He  con- 
tinued at  his  work.  The  following  day  the  neck 
was  “stiff  and  sore,”  he  stated.  He  was  given 
“light  treatment”  by  a competent  surgeon  and 
after  a time  the  patient  became  symptom  free. 
The  apparent  cure  continued  for  several  months, 
or  until  he  slipped  while  pulling  on  a rope  and 
which  indirectly  twisted  the  neck  followed  by  a 
relapse  of  the  symptoms. 

Two  doctors  then  treated  him  for  several 
months  but  without  benefit.  Nevertheless  the  pa- 
tient continued  at  his  employment,  which  is  of 
lighter  character  than  that  of  rigging  as  a 
boiler  maker.  He  did  not  think  he  should  risk 
engaging  in  his  old  trade  for  fear  that  if  a stitch 
of  pain  suddenly  assailed  him  while  at  a height 
he  might  lose  his  hold  and  fall. 

Three  separate  Rontgenologists  made  X-ray 
studies,  but  without  finding  any  abnormality. 

The  writer  examined  the  subject  for  the  first 
time  in  1926,  and  a number  of  times  since,  i.e., 
in  1930,  1931,  1934  and  1935. 

The  clinical  picture  has  remained  the  same 
throughout  the  years,  aside  from  some  increase 
in  the  severity  and  extent  of  the  pain.  For  all  of 
these  14  years  practically  the  only  subjective 
complaint  has  been  pain.  In  1926  the  pain  was 
located  back  of  the  mastoid  deep  in  the  neck.  It 
was  not  spontaneous  then,  but  provoked  by  ex- 
treme rotation  of  the  head  to  the  left.  This  was 
still  largely  true  in  1931.  At  this  time  a trial 
rotation  of  the  head  and  neck  to  the  left  acceler- 
ated the  pulse  rate  more  than  20  beats  per  min- 
ute, hence  Mannkopfs’  sign  was  positive.  This 
was  accompanied  by  seemingly  genuine  facial 
expression  of  pain  and  a spontaneous  defensive 
position  of  the  neck. 

Thorough  physical  examination  failed  to  dis- 
close any  organic  disorder  or  injury.  Laboratory 
tests,  including  the  Wassermann  returned  nega- 
tive findings. 

Recently  I have  re-examined  and  studied  the 
case.  It  may  be  well  to  interpolate  here  that  in 
the  intervals  the  claimant  has  been  sent  to  others 
for  either  treatment,  or  for  expert  opinions. 

In  1927  a surgeon  did  an  exploratory  operation 
on  the  neck,  another  one  did  the  same  in  1929. 


Neither  surgeon  found  pathology,  nor  benefited 
the  condition.  Last  year  two  a ole  men  rendered 
a written  opinion  stating  the  claimant  was  a 
malingerer.  Another  was  somewhat  non-com- 
mital,  but  was  inclined  to  agree  with  the  writer 
after  having  read  his  report  which  was  written 
in  1934.  A,t  that  time  the  diagnosis  of  akinesia 
algera  was  made. 

The  patient  always  sat  or  moved  in  a defensive 
manner.  The  neck  and  head  remained  in  a nearly 
fixed  position.  He  rarely  rotated  the  neck  to  the 
left  and  then  but  part  way  and  carefully.  He  did 
not  move  the  left  shoulder  freely.  He  seemed 
always  apprehensive  of  bringing  on  violent  pain 
by  some  overaction  of  the  muscles  in  the  area. 

The  pain  is  no  longer  confined  to  the  neck,  but 
extends  to  the  shoulder,  arm,  chest,  and  up  the 
head.  It  also  lasts  longer  after  activity  and  is 
brought  on  by  less  activity.  When  we  talked 
frankly  regarding  the  nature  of  the  affliction  the 
claimant  volunteered  that  he  had  suspected  a 
mental  factor,  since  he  had  noticed  that  he  was 
better  when  pre-occup:ed.  He  still  does  some 
garden  work  and  chores  about  his  place.  The 
patient  was  under  my  care  for  a fortnight  last 
month. 

He  was  always  consistent.  No  positive  evi- 
dence of  malingering  has  ever  been  detected  by 
me.  No  organic  basis  was  discoverable,  and  no 
stigmata  of  hysteria.  No  improvement  was  ob- 
tained by  electrical  treatments,  novocain  injec- 
tions, suggestions  and  persuasion. 

Not  much  could  be  expected  in  view  of  the  ex- 
periences of  others  in  these  cases.  Even  in  private 
cases.  Here  we  had  the  psychic  complication  of 
compensation,  making  possible  Cimbal’s  hypo- 
thesis of  “Zweck”  (purposeful)  neurosis.  The 
symptomatology  and  course  of  the  case  cited 
seems  to  fit  into  the  criteria  of  the  descriptions 
of  akinesia  algera  found  in  the  literature. 
Psychopathologically  they  seem  to  be  instances 
of  a profound  monosymptomatic  hysteria. 

Since  the  case  before  us  has  been  before  the 
State  Industrial  Commission  for  14  years  one 
readily  appreciates  how  such  cases  become  of  im- 
mense socio-economic  importance.  It  also  offers 
a forceful  reason  for  making  a lump  settlement 
of  claims  possible  and  legal. 

316  Michigan  Street. 
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A DOCTOR’S  PRAYER 

“Grant  that  I may  be  filled  with  love  for  my 
art  and  for  my  fellowmen.  May  the  thirst  for 
gain  and  the  desire  for  fame  be  far  from  my 
heart.  For  these  are  the  enemies  of  Pity  and  the 
ministers  of  Hate.  Grant  that  I may  be  able  to 
devote  myself,  body  and  soul,  to  Thy  children  who 
suffer  from  pain.  Preserve  my  strength,  that  I may 
be  able  to  restore  the  strength  of  the  rich  and 
poor,  the  good  and  the  bad,  the  friend  and  the  foe. 
Let  me  see  in  the  sufferer  the  man  alone.  When 
wiser  men  teach  me,  let  me  be  humble  to  learn; 
for  the  mind  of  man  is  so  puny,  and  the  art  of 
healing  so  vast.  But  when  fools  are  ready  to  ad- 
vise me  or  to  find  fault  with  me,  let  me  not  listen 
to  their  folly.  Let  me  be  intent  upon  one  thing,  0 
Father  of  Mercy,  to  be  always  merciful  to  Thy 
suffering  children.” — W.  B.  Russ,  M.D.,  Texas  St. 
J.  of  Med.,  32:271,  August,  1936. 


HYPERTENSION  IN  CHILD;  CASE  REPORT 


By  PAUL  S.  ROSS,  M.D.,  Columbus,  Ohio 


CASE  HISTORY 

BOY  aged  12  years;  chief  complaint:  Sudden 

blindness. 

Present  Illness:  At  3 A.M.,  Jan.  12,  1935, 

the  patient  got  out  of  bed,  went  to  the  toilet,  and 
while  there  he  suddenly  called  his  mother  saying 
that  he  could  not  see  anything.  He  was  carried  to 
his  bed  and  shortly  thereafter  began  having  con- 
vulsions. When  his  doctor  had  arrived  about  one- 
half  hour  later,  he  had  had  two  convulsions.  At 
the  time  when  he  was  first  examined  he  was  un- 
conscious and  breathing  irregularly  about  ten 
times  per  minute  and  his  pulse  was  strong  at  120 
per  minute.  He  responded  to  no  questions.  The 
left  arm  was  perfectly  flaccid,  the  rest  of  the 
body  was  hypertonic.  The  left  corner  of  his 
mouth  was  pulled  to  the  left.  His  reflexes  were 
present  normally.  One  hour  later  he  had  con- 
vulsions which  involved  the  left  side  of  his  face, 
his  left  side  and  his  left  leg,  but  not  the  left  arm 
or  the  right  half  of  his  body.  These  convulsions 
consisted  of  a series  of  arrhythmic,  spasmodic, 
tonic  and  clonic  contractures  of  the  muscles  in- 
volved. The  same  night  he  had  altogether  seven 
severe  convulsions.  The  attacks  lasted  on  the 
average  about  five  minutes.  Toward  morning  the 
patient  became  conscious  at  intervals,  but  was 
unable  to  see  clearly. 

Past  History:  Left  partial  iridectomy  1930,  fol- 
lowing injury  to  eye.  Pneumonia  1930  supposedly 
perfect  recovery.  No  history  of  other  infection 
of  any  type. 

The  mother  states  that  the  patient  frequently 
complained  of  severe  headaches  especially  after 
playing,  this  for  a number  of  years  previous  to 
the  onset  of  convulsions.  For  the  past  several 
months  prior  to  the  first  convulsions,  he  had  com- 
plained of  light  hurting  his  eyes.  While  small  for 
his  age,  his  health  had  been  thought  good,  and  he 
was  an  exceptionally  active  child  and  quite  intel- 
ligent. 

Family  History:  negative. 

SYSTEMIC  REVIEW 

The  systemic  review  is  largely  negative  except 
for  slight  breathlessness  beyond  normal  on  ex- 
ertion, infrequent  attacks  of  vomiting  during  the 
six  months  prior  to  the  convulsions  and  the  com- 
plaints of  bright  light  “hurting  his  eyes”. 

The  skin  was  always  dry,  sweating  was  very 
unusual  even  after  severe  exercise  or  hot  baths. 

PHYSICAL  EXAMINATION 

General  Appearance:  The  patient  is  lying 

quietly  in  bed.  He  has  a pasty  sallow  complexion. 
He  is  underdeveloped  and  undernourished.  He 
has  an  alert  expression  and  intelligent  aspect. 
Head:  Negative  for  gross  abnormalities. 

Eyes:  Slight  edema  of  upper  and  lower  eyelids. 


Presented  before  the  Columbus  Academy  of  Medicine, 
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Left:  Vision  20/200.  Pupillary  reaction  hin- 
dered by  partial  iridectomy.  Conjunctiva,  sclera, 
and  anterior  chamber  normal.  Posterior  chamber 
normal.  Left  partial  iridectomy  following  injury 
at  age  6 years.  Marked  papillo-edema  present 
with  adjacent  choroidal  exudate.  Numerous  small 
areas  of  recent  hemorrhages  in  the  retina. 

Right:  Vision:  light  only.  Pupil  reacts  to  light 
and  accommodation.  Conjunctiva,  sclera,  anterior 
and  posterior  chamber  normal.  Marked  papillo- 
edema  as  in  the  left  eye.  Large  recent  hemor- 
rhage of  the  superior  temporal  artery  present.  In 
neither  eye  was  there  evidence  of  sclerosis  of 
any  of  the  vessels. 

Chest: 

Heart:  Blood  pressure  250/180.  Heaving  im- 

pulse plainly  visible  and  felt.  Heart  generally  en- 
larged to  percussion.  Right  cardiac  border  is  at 
the  right  sternal  margin,  apex  of  the  heart  is  20 
cm.  from  the  right  border.  The  rhythm  is 
regular  at  90  per  minute,  there  is  no  pulse  de- 
ficit, the  pulse  is  exceptionally  strong.  The  im- 
pression is  that  of  a large,  powerful,  heart  work- 
ing under  a heavy  load.  There  is  a loud  wheezing 
systolic  murmur  at  the  mitral  area  and  at  the 
base  of  the  heart.  This  murmur  is  not  constant 
but  is  worst  when  the  pressure  of  the  blood  is 
highest. 

Lungs:  Normal. 

Abdomen:  Negative. 

Extremities:  Negative  save  for  numbness  of 
left  leg  (following  first  convulsions). 

Neuro-muscular:  Reflexes:  normal.  No  areas 
of  paralysis,  slight  paresis  of  left  leg.  Sensation 
to  heat  and  cold  impaired  in  left  leg.  Slight  im- 
pairment to  light  touch  sensation  in  left  foot. 
Deep  pressure,  muscle,  tendon,  and  joint  sensa- 
tion not  impaired. 

f 

LABORATORY  DATA: 

Blood : 

Blood  Wassermann:  negative 
1-26-35 

Non-Protein-Nitrogen:  55  mgm.  per  cent 
1-26-35 

Blood  Count:  WBC  16,350  Polys  85  per  cent; 
LM  10  per  cent;  SM  10  per  cent;  Eos  2 per  cent 
1-26-35 

RBC  4,500,000  Hemo  80  per  cent 

Spinal  Fluid:  1-26-35.  Under  greatly  increased 
pressure;  perfectly  clear;  6 lymphocytes  per  cu. 
mm.;  sugar  1 plus;  Ross-Jones  protein:  very  faint 
trace;  Wassermann:  negative. 
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Kidney  Function  Test:  (PSP) 

1- 29-35;  1st  hour  250  cc.  10  per  cent,  2nd  hour 
170  cc.  5 per  cent,  Total  15  per  cent 

2- 27-35;  Total  10  per  cent 

3- 8-35;  Total  8 per  cent 

4- 4-35;  Total  4 per  cent 

Thereafter  below  4 per  cent  and  too  low  to 
measure  (see  chart) 

Urinalysis:  1-6-35 — Sug.  O.,  Alb.  4 plus,  acid, 
Sp.  G.  1015,  rare  cellular  and  granular  casts. 

Many  more  urinalyses  were  made  and  are  re- 
corded on  the  chart.  At  no  time  was  the  urine 
normal. 

treatment 

Total  bedrest  with  no  more  movement  than 
necessary  was  allowed.  Spinal  puncture  and 
drainage  was  done  once  on  1-27-35  with  much  re- 
lief when  cerebral  pressure  symptoms  became 
alarming.  Codeine  and  sodium  nitrite  were  used 
for  headaches.  During  periods  of  increased  pres- 
sure he  was  given  large  doses  of  Mag.  Sulph.  to 
dehydrate  and  this  often  relieved  the  headaches 
for  a time.  During  these  spells  his  diet  was 
largely  fruit  juices  and  milk.  His  diet  most  of 
the  time  was  calculated  to  contain  at  least  a 
maintenance  requirement  of  protein.  Potassium 
iodide  in  gr.  x bid  doses  was  used  for  two  months 
with  no  results.  Sodium  nitrite,  gr.  1/100  q.  3.  h. 
was  tried  for  a week  with  practically  no  lowering 
of  the  blood  pressure,  the  patient  felt  worse  with 
it  and  it  was  discontinued.  Digitalis  in  thera- 


peutic doses  was  given  during  several  periods 
when  the  heart  began  to  dilate,  the  murmur  grew 
louder  and  the  patient  became  dyspneic  with  con- 
siderable benefit.  Edema  was  a sign  we  did  not 
have  to  contend  with  in  this  case. 

PROGRESS  OF  CASE 

The  sudden  blindness  with  convulsions  at  the 
onset  of  this  case  lasted  two  days  and  was  fol- 
lowed by  vomiting  and  numbness  of  the  left  leg. 
Following  drainage  of  spinal  fluid  at  the  end  of  the 
second  week  his  vision  improved,  the  headaches 
stopped  and  the  choroidal  exudate  began  to  re- 
sorb. The  blood  pressure  continued  extremely 
high  throughout  the  illness  and  the  urinary 
albumin  was  in  direct  ratio  to  the  blood  pressure 
(see  chart).  The  kidney  function  grew  pro- 
gressively lower  throughout  the  illness,  the  blood 
pressure  gradually  rose,  the  pulse  pressure  be- 
came less,  vomiting,  blindness  and  convulsions  re- 
curred, and  the  patient  died  of  a terminal  bron- 
cho pneumonia  six  months  from  the  onset  of  his 
final  illness. 

SUMMARY 

An  unusual  case  of  a twelve-year-old  boy  with 
a hypertensive  heart  disease  and  a nephritic  in- 
sufficiency of  obscure  etiology.  He  lived  over  four 
months  with  a kidney  function  of  4 per  cent  or 
less,  and  lived  for  six  months  after  the  onset  of 
papillo-edema,  intracranial  hypertension,  convul- 
sions, and  rupture  of  some  cerebral  vessels. 

1105  Oak  Street. 


CASE  RECORD  PRESENTING  CLINICAL  PROBLEMS 

A BOY,  AGED  5,  IN  LETHARGY,  WITH  PATCHES  OF  ERYTHEMA 

Presented  by 

H.  E.  LEFEVER,  M.D.,  and  H.  L.  REINHART,  M.D. 


CASE  HISTORY 

A LETHARGIC  white  boy,  five  years  old, 
was  admitted  to  the  hospital.  The  follow- 
ing history  was  obtained  from  his  parents: 
Three  months  ago  the  child  had  generalized 
aching  and  malaise  which  lasted  about  ten  days 
and  was  diagnosed  “influenza”.  Following  this  he 
was  often  dizzy,  stumbled  into  objects  and  fell 
down  frequently.  About  a week  later  he  was  con- 
fined to  bed  and  since  then  has  not  been  able  to 
stand  or  walk.  Although  he  apparently  suffered 
no  pain,  he  developed  increasing  difficulty  in 
swallowing,  and  was  unable  to  talk.  During  the 
last  two  weeks  there  has  been  a progressively  in- 
creasing weakness  in  both  arms  and  legs  which 
seemed  most  marked  on  the  right  side.  Until  re- 
cently he  was  nervous,  fretful  and  apprehensive. 
He  has  taken  very  little  food  and  has  been  obsti- 
nately constipated.  Three  weeks  ago  he  had  a 
short  spell  of  vomiting,  nonprojectile  in  type,  with 
a recurrence  of  vomiting  the  evening  of  his  ad- 
mission. 

He  has  had  measles,  and  whooping  cough;  and 
also  chicken  pox  two  weeks  before  admission. 
There  were  erythematous  patches  over  the  entire 
body.  There  were  no  scales  or  crusts  present. 

Physical  examination  revealed  a small  boy 
lying  quietly  in  bed  and  acutely  ill.  He  was 
lethargic  and  difficult  to  arouse.  The  skin  was  dry 
and  covered  with  erythematous  patches.  The  con- 
junctiva were  injected;  pupils  were  round,  regular 
and  equal,  but  reacted  sluggishly  to  light  and 
accommodation.  There  was  a slight  papilledema 
of  the  eye  grounds  on  the  right  side  and  a definite 
weakness  of  the  right  eyelid.  The  tongue  was  dry 
and  coated  and  was  protruded  slowly  and  inde- 
cisively upon  request.  He  swallowed  with  great 
difficulty,  although  there  was  no  evidence  of 
pharyngeal  exudate,  swelling  of  the  neck  or 
lymphadenopathy.  The  neck  was  not  rigid;  there 
was  no  opisthotonos.  The  heart,  lungs,  and  ab- 
domen were  essentially  negative.  There  was  a 
generalized  muscular  weakness,  most  pronounced 
in  the  extremities  and  more  marked  on  the  right 
side.  Bilateral  Babinski  reflex  was  present;  the 
abdominal  reflexes  were  present.  The  other  re- 
flexes were  not  remarkable.  Sensory  examination 
was  unsatisfactory  due  to  the  general  condition  of 
the  patient.  The  responses  were  universally 
diminished. 

Blood  Count:  R.B.C.  4,100,000:  Hemoglobin  75 
per  cent;  Leucocytes  4,350,  with  54  per  cent 
Neutrophils,  42  per  cent  Lymphocytes  and  4 
Monocytes.  The  urine  was  essentially  negative. 

Spinal  Fluid:  Pressure  20  mm.  Hg.;  cell  count 
4 Lymphocytes.  Globulin  negative;  sugar  positive; 
Wassermann  and  colloidal  gold  curve  negative. 

Progress  of  Case  in  Hospital:  The  first  four 
days  of  hospitalization  there  was  a septic  tem- 
perature ranging  from  100  to  102:  pulse  140-150: 

This  is  the  tenth  of  a series  of  cases  to  be  published 
under  the  heading,  “Case  Record  Presenting  Clinical  Prob- 
lems”. The  cases  presented  are  selected  by  Dr.  Harry  L. 
Reinhart  as  the  most  instructive  among  those  discussed  at 
the  weekly  pathologic  conferences  at  Starling-Loving  Hos- 
pital, Ohio  State  University,  Columbus,  Ohio. 


Resp.  30-50.  The  remaining  14  days  the  tem- 
perature, pulse  and  respirations  were  essentially 
normal.  Throughout  the  hospital  course  he  was 
unable  to  swallow  solid  foods,  and  liquids  only 
with  difficulty  if  given  slowly.  The  water  bal- 
ance was  necessarily  maintained  by  daily  clyses. 
Enemata  were  a necessary  routine.  He  was  per- 
sistently bothered  with  mucous  in  the  pharyngeal 
cavity  for  which  aspiration  and  atropine  were  in- 
stituted. From  the  beginning  he  had  involuntary 
urination.  Several  times  he  appeared  brighter 
and  began  to  respond  somewhat  but  this  was  only 
momentary.  Practically  throughout  the  entire 
hospital  course  he  was  moribund  and  on  the  eigh- 
teenth day  he  became  very  weak,  pulse  thready 
and  respiration  labored,  and  he  died. 

Consultant  during  the  early  part  of  his  hos- 
pitalization reported  “eye  grounds  blurred  on 
right  nasal  side.  Lateral  squint  of  right  eye.  Re- 
flexes increased.  Bilateral  Babinski.  No  neck 
rigidity.  Would  consider  possibility  of  encephali- 
tis as  a complication  of  chicken  pox”. 

Dr.  LeFever: 

In  an  evaluation  of  the  history  we  note  that  the 
onset  was  three  months  ago  with  an  attack  of 
illness  which  was  diagnosed  as  influenza,  follow- 
ing which  the  patient  complained  of  vertigo,  ac- 
companied by  falling  and  a reeling  type  of  gait. 
After  one  week  the  patient  was  confined  to  bed, 
presumably  because  of  his  inability  to  walk.  We 
also  note  that  there  has  been  considerable  diffi- 
culty in  swallowing,  which  has  gradually  prog- 
ressed to  the  extent  that  he  was  unable  to  take 
solid  food.  Accompanying  this  there  was  an  in- 
ability to  talk,  which  we  may  presume  was  due  to 
a dysarthria.  Gradually  there  developed  a weak- 
ness in  both  arms  and  legs,  more  marked  upon  the 
right  side.  We  are  told  that  three  weeks  before 
his  hospitalization  there  was  a short  attack  of 
vomiting,  which  was  nonprojectile  in  type  with  a 
recurrence  of  vomiting  on  the  night  of  his  ad- 
mission. It  is  stated  that  the  patient  had  diffi- 
culty in  starting  the  stream  of  urine. 

Physical  examination  revealed  the  patient  to  be 
lethargic  and  difficult  to  arouse.  The  pupils  re- 
acted sluggishly  to  light  and  to  accommodation. 
Slight  blurring  of  the  eye  ground  was  noted  in 
the  right  nasal  disc  and  a ptosis  of  the  right  eye- 
lid. Extreme  difficulty  was  noted  when  the  patient 
was  asked  to  swallow.  There  was  no  rigidity  of 
the  neck.  The  abdominal  reflexes  were  absent 
and  a bilateral  Babinski  sign  was  present;  other- 
wise the  reflexes  were  not  remarkable.  Evidently 
the  sensory  examination  was  unsatisfactory,  due 
to  the  lethargic  condition  of  the  patient. 

I feel  that  we  have  definite  evidence  from  this 
examination  to  indite  the  central  nervous  system. 
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The  inability  to  walk  due  to  a reeling,  staggering 
uncertain  gait  with  vertigo,  difficulty  in  swallow- 
ing and  dysarthria  all  point  to  some  lesions  of 
the  posterior  fossa.  The  ptosis  of  the  right  eyelid 
indicates  some  damage  to  the  nucleus  of  the  third 
nerve  and  the  bilateral  Babinski  sign  with  pro- 
gressive weakness  of  both  upper  and  lower  ex- 
tremities reflects  pyramidal  tract  damage. 

The  question  now  arises  as  to  whether  we  are 
dealing  with  an  inflammatory  lesion  or  with  a 
neoplastic  mass.  The  temperature  upon  admission 
ranged  between  100  and  102  and  persisted  for  a 
period  of  four  days,  after  which  it  subsided  and 
was  normal  for  the  remaining  fourteen  days. 
The  white  count  did  not  reflect  the  presence  of  an 
inflammatory  disease.  The  spinal  fluid  contained 
only  four  lymphocytes.  None  of  these  examina- 
tions revealed  any  definite  evidence  in  favor  of 
inflammatory  disease. 

Upon  the  side  of  tumor  it  may  be  said  that  the 
cerebrospinal  fluid  pressure  was  increased  to  20 
mm.  of  mercury,  about  twice  the  normal  pressure. 
A slight  blurring  was  noted  upon  the  right  nasal 
side  of  the  disc.  The  history  of  vertigo  and  diffi- 
culty in  walking  extended  over  a period  of  three 
months’  time  with  the  gradual  development  of 
weakness  of  the  extremities,  difficulty  in  swallow- 
ing and  inability  to  walk.  These  are  all  consistent 
with  a very  rapidly  growing  mass  localized  in 
the  posterior  fossa. 

The  posterior  fossa  is  the  site  at  which  most 
tumors  occur  in  childhood,  the  vermis  of  the  cere- 
bellum being  a frequent  site  for  the  very  highly 
malignant  medulloblastoma  and  the  relatively  be- 
nign astrocytoma.  The  pons  and  brain  stem  fre- 
quently harbor  the  spongioblastoma  in  childhood. 
Due  to  the  proximity  of  the  vermis  to  the  fourth 
ventricle  a tumor  in  this  location  produces  an 
early  hydrocephalus  with  explosive  signs  of  a 
generalized  increase  of  intracranial  tension,  i.e., 
headache,  vomiting  and  choked  discs.  A tumor  of 
the  pons  may  be  present  for  a considerable  period 
of  time  and  be  productive  of  many  localizing  signs 
without  producing  extensive  generalized  signs  of 
an  increase  of  intracranial  pressure.  Oftentimes  a 
tumor  in  this  location  does  not  produce  a choked 
disc.  It  is  therefore  my  belief  that  the  lesion  re- 
sponsible for  the  signs  and  symptoms  of  this 
patient  was  a tumor  localized  in  the  posterior 
fossa. 

Dr.  Reinhart:  Anatomic  Diagnosis: 

1.  Brain  tumor  (Spongioblastoma  Polare  of 
Pons). 

2.  Hydrocephalus. 

3.  Terminal  lobular  pneumonia,  acute. 

Spongioblastomas  are  relatively  benign  tumors 
which  show  little  evidence  of  active  growth.  The 
malignant  course  of  this  case  is  due  to  the  un- 
favorable situation  rather  than  the  biological 


character  of  the  tumor.  The  gross  pathology  pre- 
sented the  appearance  of  hypertrophy  of  the  pons 
rather  than  tumor,  and  the  early  descriptions  of 
this  tumor  alluded  to  it  as  “hypertrophy”  of  the 
pons. 

The  symptomatology  of  a tumor  in  the  pons  is 
characterized  by  palsies  of  cranial  nerves,  with 
palatal  and  vocal  cord  disturbances  and  various 
manifestations  of  quadriplegia;  ptosis  of  the  eye- 
lids, squint,  and  difficulty  in  walking  or  standing 
may  be  present  according  to  the  brain  stem  loca- 
tion. Sudden  onset  with  coma  is  not  infrequent. 
A tumor  in  this  region,  infringing  upon  areas  also 
involved  in  encephalitis  and  poliomyelitis  may 
present  a difficult  differential  diagnosis  as  in  this 
case.  This  is  particularly  true  when  the  symp- 
toms are  associated  with  fever.  Brain  tumors 
may  be  accompanied  by  fever  in  the  absence  of 
infection,  and  children  are  especially  prone  to 
short  periods  of  thermal  imbalance.  The  recorded 
course  of  this  case  was  largely  afebrile.  Alternat- 
ing palsies,  simulating  those  encountered  in  en- 
cephalitis lethargica,  may  develop  slowly  but 
progressively  before  symptoms  of  intracranial 
hypertension  occur.  The  triad  of  headache,  vomit- 
ing and  failing  vision  are  the  manifestations  of 
intracranial  hypertension  and  are  not  early  char- 
acteristics of  brain  tumor.  They  were  never 
prominent  in  this  case.  Summarizing  the  clinical 
course  of  this  case,  the  outstanding  manifestation 
was  the  steady,  progressive,  relatively  afebrile 
alteration  of  nervous  function.  This  in  general  is 
the  most  suggestive  early  clinical  manifestation 
of  brain  tumor. 

The  early  diagnosis  of  brain  tumor  is  necessary 
for  the  most  favorable  utilization  of  modern  brain 
surgery.  The  diagnosis  of  brain  tumor  does  not 
necessarily  entail  a hopeless  prognosis.  About  50 
per  cent  of  primary  tumors  of  the  brain  are  be- 
nign, and  if  favorably  situated  may  be  removed 
with  a good  prognosis.  Pontine  Spongiobastoma 
Polare,  the  tumor  which  was  present  in  this  case, 
is  rare  in  comparison  to  astrocytoma  of  the  cere- 
bellum, which  is  a benign  tumor  usually  favor- 
ably situated  for  removal,  and  which  may  give 
rise  to  similar  clinical  manifestations. 

— OSM  J — 

LIVER  IN  AGRANULOCYTOSIS 

The  rapid  recovery  of  a patient  severely  ill 
with  agranulocytosis,  coincident  with  the  use  of 
unusually  large  dosage  of  liver  extract,  prompted 
the  above  case  report  with  the  hope  of  stimulat- 
ing the  further  trial  of  heavy  dosage  of  liver 
extract,  administered  parenterally  in  cases  of 
agranulocytosis  until  its  value  or  lack  of  value 
in  this  disease  is  more  definitely  determined.  At- 
tention is  called  to  the  fact  that  liver  extract  in 
the  equivalent  of  100  grams  of  liver  was  ad- 
ministered each  three  hours  night  and  day,  the 
equivalent  of  800  grams  of  liver  per  twenty-four 
hours. — Henry  W.  Tihen,  M.D.,  Journal  of  the 
Kansas  Med.  Society,  37:4:142,  April,  1936. 
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PRACTICAL  PREVENTIVE 
MEDICINE 

Editor’s  Note : The  Committee  on  Preventive  Medicine 

and  Periodic  Health  Examinations  of  the  Ohio  State  Medical 
Association  has  propounded  certain  questions  to  a number 
of  authoritative  physicians  throughout  the  state.  Each  ques- 
tion deals  with  some  problem  in  preventive  medicine.  The 
answers  will  be  published  in  The  Journal  to  assist  all 
physicians  in  determining  how  these  problems  might  be  met. 
The  seventh  of  this  series  follows : 

Q. — In  making  a periodic  health  examination 
upon  a young  man  you  find  that  he  is  about  to  go 
into  the  market  business  with  his  father  where  he 
will  handle  some  game.  What  will  be  your  advice 
to  him  about  protecting  himself  against  tula- 
remia? 

A. — I have  watched  butchers  and  market  men 
work  in  local  shops  during  the  rush  period  be- 
tween Thanksgiving  Day  and  Christmas.  Con- 
tinual plunging  of  arms  into  deep  vats  and  bar- 
rels of  water  containing  game  makes  the  wearing 
of  rubber  gloves  (as  protection  against  tularemic 
infection)  worse  than  useless.  The  skin  of  the 
hands  becomes  macerated  with  sweat  and  water. 
Bacterium  tularense  penetrates  normal,  unbroken 
skin  with  the  greatest  of  ease.  Hence  it  seems 
unwise  to  aid  its  progress  through  the  skin  by 
urging  these  men  to  wear  rubber  gloves  in  the 
circumstances  under  which  they  are  forced  to 
work.  Inspection  of  markets  at  this  busy  period 
will  convince  anyone  of  the  truth  of  this  obser- 
vation. 

I would  advise  every  non-immune  in  the  ex- 
posed occupations  to  be  vaccinated  annually 
against  tularemia,  and  to  be  sure  to  take  all 
three  inoculations  each  year,  preferably  in  Sep- 
tember or  October.  The  vaccine  is  injected  sub- 
cutaneously, is  non-toxic,  and  has  caused  no  un- 
pleasant reactions  in  more  than  530  persons. 
There  is  as  yet  no  proof  that  it  actually  protects. 
Experience  with  it  is  still  too  small.  Since  tula- 
remia confers  an  unusually  solid  permanent  im- 
munity after  recovery  from  attack  the  theoretical 
outlook  for  vaccine  prophylaxis  is  excellent. 

For  years  Cincinnati  has  averaged  about  12 
cases  of  tularemia  annually,  in  the  occupationally 
exposed  groups.  For  three  years  vaccination  of 
non-immunes  in  this  group  has  been  performed. 
A total  of  500  persons  were  vaccinated.  Over  this 
three  year  period  only  two  men  in  the  vaccinated 
group  have  contracted  tularemia.  One  man  took 
the  recommended  amount  of  vaccine  and  became 
infected  six  weeks  later.  The  second  case  de- 
veloped in  a man  who  failed  to  complete  the  three 
injections  in  1934,  and  who  failed  to  be  vaccinated 
again  in  1935.  He  contracted  tularemia  in  1935. 
Both  of  these  cases  were  unusually  mild.  About 
the  usual  number  of  cases  of  usual  severity  de- 
veloped annually  in  the  non-vaccinated,  non-im- 
mune  exposed  group.  The  results  of  prophylactic 
vaccination  against  tularemia  are  not  conclusive 


by  any  means.  Nevertheless  they  are  distinctly 
encouraging. 

Systemic  reactions  to  vaccine  injections  have 
not  occurred  in  non-immune  subjects.  Immune 
persons  suffer  severe  general  and  local  reactions, 
but  they  should  never  be  vaccinated  as  they  are 
already  completely  protected.  With  nothing  to 
lose  by  vaccination,  and  with  encouraging  pros- 
pects of  attaining  some  degree  of  protection,  its 
use  appears  justified  in  continued  experimental 
prophylaxis.  At  present  the  vaccine  is  still  being 
improved.  Optimal  dosage  is  still  being  sought. 
Until  these,  and  other,  factors  are  better  under- 
stood vaccination  will  continue  to  be  restricted  to 
the  Cincinanti  group. — Lee  Foshay,  M.D.,  Cin- 
cinnati, Ohio. 

— OSMJ  — 

Whooping  Cough  Takes  Big  Death  Toll  in 
Children  Under  Five 

Whooping  cough  kills  more  children  under  the 
age  of  five  in  Ohio  each  year  than  any  other 
communicable  disease,  usually  runs  a favorable 
course  in  healthy  children  of  school  age,  is  rarely 
fatal  after  puberty  and  is  more  dangerous  the 
younger  the  child  afflicted,  according  to  data  re- 
cently compiled  by  Dr.  Finley  Van  Orsdall,  chief, 
Division  of  Comunicable  Diseases,  State  Depart- 
ment of  Health,  and  presented  in  the  following 
tables: 

table  I. 

Deaths  from  Communicable  Diseases  During  1934 


Per  cent 

Deaths  under 

under 

All  Ages 

5 years 

5 years 

Whooping  cough  ...  - 

301 

278 

92 

Measles  

145 

96 

66 

Diphtheria  - 

197 

91 

46 

Scarlet  Fever  _ .... 

224 

75 

33 

Ac.  Anterior  Poliomyelitis__ 

37 

6 

16 

Epidemic  Meningitis 

59 

3 

5 

TABLE  II. 

Deaths  Under  Five  Years — 1925-1934 
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Cough 

356 

621 

258 

242 

489 

186 

158 

341 

145 

278 

3084 

Diphtheria 

184 

254 

256 

197 

112 

87 

189 

222 

88 

91 

1680 

Measles 

59 

609 

26 

142 

178 

127 

98 

110 

73 

96 

1518 

Scar.  Fever 

93 

79 

57 

46 

55 

61 

226 

221 

62 

75 

975 

Ac.  Ant. 
Polio. 

65 

45 

166 

27 

18 

38 

50 

29 

12 

6 

456 

Epid. 

Meningitis 

51 

33 

45 

40 

63 

42 

99 

58 

13 

3 

447 

TABLE  III. 

Whooping  Cough  Deaths — 1925-1934 


Year 

Under 
1 yr. 

1 yr. 

2 yrs. 

tn 

h 

>. 

eo 

4 yrs. 

Total 
under  ! 
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cs  by 
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1925 

211 

100 

25 

14 

6 

356 

364 

1926 

349 

158 

66 

33 

15 

621 

650 

1927 

163 

51 

25 

12 

7 

258 

270 

1928 

128 

71 

23 

14 

6 

242 

249 

1929 

287 

126 

40 

24 

18 

489 

521 

1930 

126 

41 

10 

5 

4 

186 

204 

1931 

86 

45 

10 

7 

1 

149 

158 

1932 

180 

95 

20 

14 

9 

318 

341 

1933 

94 

30 

13 

6 

2 

145 

152 

1934 

164 

65 

28 

15 

6 

278 
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COLUMBUS  STATE  HOSPITAL 

By  Isabel  A.  Bradley,  M.D.,  Columbus,  Ohio 


IT  is  just  one  hundred  years  ago  that  a con- 
vention of  physicians  under  the  leadership  of 
Dr.  William  M.  Awl  accomplished  the  neces- 
sary preliminaries  towards  the  building  of  the 
Lunatic  Asylum  of  Ohio. 

It  was  estimated  in  1835  that  there  were  “in- 
cluding the  idiotic”  about  1,000  insane  in  Ohio. 

On  March  7,  1835,  the  Ohio  legislature  au- 
thorized the  purchase  of  land  for  a lunatic 


DR.  WILLIAM  M.  AWL 


asylum  and  appointed  three  directors,  Sam  Par- 
sons, William  M.  Awl  and  Sam  F.  MacCracken  to 
carry  on  the  work.  At  the  following  session  of 
the  legislature  the  erection  of  an  asylum  was 
authorized.  The  directors  “visited  and  examined 


Isabel  A.  Bradley,  M.D.,  Columbus, 
Ohio,  is  first  assistant  physician  on  the 
medical  staff  of  the  Columbus  State  Hos- 
pital. 


the  lunatic  hospitals  of  the  Atlantic  States  in  an 
effort  to  inform  themselves  as  to  the  best  type  of 
building”.  They  selected  the  Massachusetts  Luna- 
tic Hospital  at  Worcester  as  their  model. 

In  May,  1837,  Dr.  William  M.  Awl  was  ap- 
pointed superintendent.  Following  his  appoint- 
ment he  spent  “several  months  in  the  Atlantic 
States  acquiring  practical  knowledge  of  the  treat- 
ment of  insanity”.  Dr.  William  M.  Awl  was  one 
of  the  outstanding  men  of  his  time  in  his  chosen 
field.  In  his  first  annual  report  he  said,  “Our 
heart  and  hand  was  in  the  cause  and  with  an 
humble  reliance  upon  the  aid  of  Divine  Provi- 
dence we  have  ventured  to  throw  open  the  doors 
of  this  noble  State  Institution  to  the  poor  and 
needy,  the  unfortunate  and  afflicted  and  in  some 
measure  to  begin  the  work  as  a great  moral  en- 
terprise upon  the  principle  of  Christian  charity 
and  according  to  the  active,  liberal  and  com- 
mendable spirit  of  the  time  in  which  we  live”. 

On  November  30,  1838,  the  first  patient  was  ad- 
mitted. When  completed  the  capacity  was  150. 
This  was  considered  a large  number  and  the 
directors  thought  necessary  to  explain  that  they 
were  looking  to  the  future  in  providing  for  so 
many.  It  cost  about  $60,000.  It  was  beautifully 
located  on  a 65  acre  tract  of  land  on  the  north 
side  of  East  Broad  street  about  one  mile  from 
the  State  House. 

Dr.  Awl  was  superintendent  until  1850. 

On  November  18,  1868,  at  9:15  P.  M.  fire  was 
discovered  in  one  of  the  wards.  It  was  a bitter 
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cold  night  and  the  fire  was  fought  with  difficulty. 
Six  of  the  patients  in  the  ward  where  the  fire 
started  were  suffocated  but  the  remainder  of  the 
314  patients  escaped  uninjured. 

This  was  the  only  insane  asylum  in  Ohio  until 
the  decade  preceding  the  Civil  War  during  which 
time  the  Cleveland,  Dayton  and  Cincinnati 
asylums  were  built.  , 


VIEW  OF  OLD  LUNATIC  ASYLUM 


On  July  4,  1870,  the  corner  stone  of  the  present 
hospital  on  West  Broad  Street  was  laid  in  the 
presence  of  Governor  Hayes  and  other  notables. 
The  present  site  was  purchased  for  $100,000  from 
the  Sullivant  estate.  The  style  of  architecture 
was  the  massive  Kirkbride  plan  so  common  at 
that  period  in  the  construction  of  State  Hos- 
pitals for  the  insane.  This  type  of  building 
reached  its  culmination  in  the  completion  of 
this  hospital.  All  subsequent  hospitals  were 
built  on  the  cottage  or  pavilion  plan.  It  took  seven 
years  to  build  it  and  it  cost  $1,520,980.45.  Its 
capacity  was  902,  the  per  capita  cost  $1,700.  Dr. 
Richard  Gundry  became  superintendent  in  1876 
and  the  name  “The  Columbus  Hospital  for  the 
Insane”  was  adopted.  The  first  patient  was  ad- 
mitted August  25,  1877.  On  October  23,  1877,  a 
young  woman  22  years  old  was  admitted  from 
Morrow  County.  She  is  still  living  and  has  been 
in  this  hospital  continuously  for  the  past  58 
years.  Her  number  is  380. 

Shortly  after  the  opening  of  this  hospital  a 
very  unusual  thing  occurred.  We  find  this  men- 
tion of  it  in  the  annual  report  of  1879.  “Matthew 
Russell,  a former  resident  of  Jefferson  County 
shortly  before  his  death  made  a bequest  out  of 
w’hich  was  realized  $30,000  for  the  Deaf  and 
Dumb  Asylum  and  the  Columbus  Asylum  for  the 
Insane”.  From  this  bequest  this  hospital  obtained 
$16,000  for  the  “comfort  and  happiness  of  the 
patients”.  With  this  money  five  pianos  were  pur- 
chased, several  music  boxes,  scenery  for  the  stage, 
musical  instruments  for  the  orchestra,  a con- 
servatory for  plants  was  built  and  a fine  collec- 


tion of  pictures,  mostly  steel  engravings.  All  of 
the  above  have  long  since  vanished  except  the 
rare  and  beautiful  pictures  which  still  adorn  the 
walls  of  the  hospital  and  are  greatly  admired  by 
patients,  employes  and  visitors.  The  provisions 
of  this  bequest  were  largely  carried  out  by  Dr. 
H.  C.  Rutter. 

In  1887  Dr.  C.  M.  Finch  started  the  first  train- 
ing school  for  attendants.  In  1893,  Dr.  A.  B. 
Richardson  greatly  improved  the  training  school 
but  it  was  not  until  1902  that  a full  fledged  train- 
ing school  for  nurses  was  established.  It  was  in 
Dr.  Richardson’s  administration  the  attention 
was  directed  to  the  scientific  investigation  and 
the  study  of  pathology.  Dr.  Carl  Spohr  was  the 
first  regularly  appointed  pathologist.  In  1894  the 
name  was  changed  to  the  Columbus  State  Hos- 
pital. It  was  through  the  efforts  of  Dr.  Eugene 
Carpenter  that  the  Voluntary  Commitment  Act 
was  passed  in  1902. 

The  constitutional  amendment  and  the  statutes 
creating  Civil  Service  went  into  effect  in  1913, 
putting  all  institutional  officers  and  employes 
under  Civil  Service. 

From  the  opening  of  the  Lunatic  Asylum  of 
Ohio  in  1838  until  August  15,  1911,  this  institu- 
tion was  under  the  management  of  a Board  of 
Trustees  appointed  by  the  Governor.  The  Trus- 
tees appointed  the  Superintendent  who  appointed 
his  co-workers.  From  August  15,  1911,  to  July  1, 
1921,  the  Board  of  Administration  composed  of 
four  members  appointed  by  the  Governor  con- 
stituted the  controlling  body.  This  reform  was 
insisted  upon  by  Gov.  Judson  Harmon.  In  1921 
the  Department  of  Public  Welfare  came  into  ex- 
istence with  a Director  of  Public  Welfare  in 
control  of  the  State  Hospital. 


PRESENT  STATE  HOSPITAL 


The  patient  population  has  increased  from  114 
in  1838  to  2,932  in  1935.  There  are  nine  phy- 
sicians, including  the  Superintendent,  three  medi- 
cal externes  and  one  dentist.  There  are  307  em- 
ployes. 

I think  I am  right  when  I say  that  the  benevo- 
lent spirit  that  dominated  Dr.  William  M.  Awl, 
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the  first  superintendent  of  this  hospital,  has  ex- 
tended down  through  the  years  and  that  at  no 
time  has  it  been  more  in  evidence  than  now  under 


The  articles  published  in  Volume  32 
of  The  Journal  under  the  heading  “The 
Historian's  Notebook”  will  be  published 
in  booklet  form  and  will  he  available  at 
cost  to  any  member  who  may  he  inter- 
ested. For  details  and  an  order  blank, 
please  turn  to  page  1029. 


the  present  Superintendent,  Dr.  William  H. 
Pritchard,  who  took  charge  on  July  16,  1916,  and 
who  has  given  30  years  of  his  life  “ministering 
to  the  mind  diseased”. 

— oSMj  — 

Graduate  Medical  Program  at  Ohio  State 
University  to  be  Nov.  21 

The  annual  Fall  Graduate  Program  of  the  Ohio 
State  University  College  of  Medicine  will  be  held 
at  Columbus  on  the  morning  of  November  21,  the 
date  of  the  Ohio  State-Michigan  homecoming  foot- 
ball game. 

A varied  program  of  general  and  special  sur- 
gical clinics  will  be  presented  at  Starling-Loving 
University  Hospital  from  8:30  to  10:30,  medical 
“ward  rounds”  from  9:00  to  10:30,  and  from 
10:30  to  11:30  a clinical-pathological  conference 
will  be  held  in  the  lecture  room. 

Dr.  J.  H.  J.  Upham,  dean  of  the  College  of 
Medicine,  and  Dr.  Russel  G.  Means,  chairman  of 
the  Alumni  Relations  Committee,  extend  a cordial 
invitation  to  all  medical  alumni  and  visiting  phy- 
sicians to  attend  the  program. 

The  103rd  Anniversary  and  Post-Collegiate 
Medical  Assembly  will  be  held  at  Columbus  on 
March  5 and  6.  Details  and  features  of  this  tra- 
ditional assembly  will  be  announced  later. 

Officers  of  the  Medical  College  Alumni  are:  Dr. 
W.  H.  Martin,  Detroit,  president;  Dr.  Henry 
Lehrer,  Sandusky,  first  vice-president;  Dr.  Ralph 
Holmes,  Chillicothe,  second  vice-president,  and 
Dr.  Jonathan  Forman,  Columbus,  secretary. 

The  program  for  the  Fall  graduate  meet'ng  is 
being  arranged  by  a committee  consisting  of  Dr. 
Harry  L.  Reinhart,  chairman;  Dr.  Verne  A.  Dodd, 
Dr.  C.  A.  Doan  and  Dr.  Neal  N.  Wood,  the  new 
director  of  University  Hospital. 

— OSM  J — 

Columbus — Dr  Leslie  L.  Bigelow  was  the  official 
representative  of  the  American  Medical  Associa- 
tion at  the  celebration  in  September  of  the  three- 
hundredth  anniversary  of  the  founding  of  Harvard. 


We  Sometimes  Forget--- 

TO  emphasize  the  importance  of  function  in 
the  repair  of  fractures,  let  us  review  the 
scheme  of  Dr.  J.  J.  Moorhead,  who  classi- 
fies fracture  results  upon  a percentage  basis. 
This  probably  is  the  best  and  simplest  means  of 
rating  fracture  results  that  has  been  offered  the 
profession. 

In  it  he  rates:  function  as  60  per  cent;  union 
as  30  per  cent;  and  contour  or  form  as  10  per 
cent.  It  is  quite  obvious  that  the  most  important 
question  is,  what  can  you  do  with  the  result,  and 
not  was  the  reduction  architecturally  perfect? 
Was  there  an  offset  or  was  there  some  overriding? 
We  are  only  interested  in  deformity  when  it  in- 
terferes with  function.  What  is  there  in  deform- 
ity which  might  interfere  with  function?  Seme 
of  the  more  common  causes  are: 

1.  Shortening — Shortening  in  all  places  has  not 
the  same  significance,  for  when  it  occurs  in  an 
arm  it  is  less  important  than  in  a leg.  And  shor- 
tening up  to  an  inch  can  be  well  tolerated  in  the 
leg.  Shortening  without  functional  impairment 
means  nothing. 

2.  Angulation — There  are  all  degrees  of  it,  and 
angulation  in  the  young  is  generally  well  taken 
care  of  in  growth,  but  after  full  bone  growth  has 
been  obtained  is  the  cause  of  considerable  dis- 
ability. This  is  especially  true  in  forearm  frac- 
tures. 

3.  Joint  Fractures — These  are  often  accom- 
panied by  marked  disabilities.  The  disabilities 
are  the  result  of: 

(a)  Imperfect  reduction. 

(b)  Injury  to  soft  parts,  hemorrhage  into 
joint,  tearing  of  ligaments,  etc. 

(c)  Too  long  immobilization  with  subse- 
quent marked  limitation  in  motion. 
Joint  fractures  require  very  good  re- 
ductions plus  very  early  motion  to  ob- 
tain the  best  results. 

4.  Limitation  in  motion  in  joints  adjacent  to 
fractures.  This  can  only  be  remedied  by  early 
massage  and  motion  in  the  joints. 

5.  Extensive  injury  to  soft  parts;  such  as 
laceration  of  muscles  from  compound  fractures 
causing  adhesion  of  muscles,  and  consequently 
interference  of  motion. — Occasionally  muscles  be- 
come adherent  to  the  site  of  fracture  causing 
marked  interference  in  their  function.  The 
remedy  for  this  is  early  motion. 

6.  Non-union — A lack  of  firm  bony  union  may 
interfere  with  function  by  causing  an  instability 
of  the  part. 

7.  Nerve  Injuries — Caused  by  interference 
with  muscle  function. 

The  above  are  some  of  the  more  important 
causes  of  loss  of  function  following  fractures. 
There  probably  are  ethers  less  important. — 
Barney  J.  Hein,  M.D.,  F.A.C.S.,  Toledo,  Ohio. 


HIGH  SPOTS  OF  THE  NINETIETH  ANNUAL  MEETING,  OHIO  STATE  MEDICAL 
ASSOCIATION,  WEDNESDAY,  THURSDAY  AND  FRIDAY,  OCTOBER  7,  8 AND  9, 
PUBLIC  AUDITORIUM  AND  HOTEL  CLEVELAND,  CLEVELAND,  OHIO 

TUESDAY,  OCTOBER  6 

Annual  tournament,  Ohio  State  Medical  Golfers’  Association,  Oakwood  Country  Club.  Skeet  and 
trap  shooting. 

WEDNESDAY,  OCTOBER  7 

First  General  Session  and  Opening  Session  of  House  of  Delegates,  10:30  A.  M.,  Ballroom,  mez- 
zanine floor,  Hotel  Cleveland. 

Fraternity  luncheons  and  class  reunions,  12:00  Noon. 

Formal  opening  of  Scientific  Exhibit,  1 :00  P.  M.,  Main  Exhibition  Hall,  Public  Auditorium. 

Clinical-Pathological  Conferences,  2:30  P.M.,  Main  Exhibition  Hall,  Public  Auditorium. 

Second  General  Session,  2:30  P.  M.,  Ballroom,  north  wing,  fourth  floor,  Public  Auditorium,  Dr. 
Andrew  C.  Ivy,  Chicago,  111.,  and  Dr.  Walter  E.  Dandy,  Baltimore,  Md.,  guest  speakers. 

Inspection  of  Scientific  Exhibit,  4:30  P.M. 

Past  Presidents’  Dinner,  6:00  P.  M.,  Hotel  Cleveland. 

Third  General  Session,  8:15  P.M.,  Ballroom,  north  wing,  fourth  floor,  Public  Auditorium.  Ad- 
dresses by  Dr.  R.  R.  Hendershott,  President,  Ohio  State  Medical  Association,  and  Hon.  W.  H.  Drane 
Lester,  Bureau  of  Investigation,  U.  S.  Department  of  Justice,  Washington,  D.  C. 

THURSDAY,  OCTOBER  8 

Fourth  General  Session,  9:00  A.  M.,  Ballroom,  north  wing,  fourth  floor,  Public  Auditorium.  Ad- 
dresses by  Dr.  George  T.  Harding,  III,  Columbus;  Dr.  Walter  W.  Brand,  Toledo;  Dr.  Russell  L.  Haden, 
Cleveland;  Dr.  James  A.  Doull,  Cleveland,  and  Dr.  George  M.  Lyon,  Huntington,  W.  Va. 

House  of  Delegates  Luncheon  and  Final  Session  of  House  of  Delegates,  12:00  Noon,  Ballroom, 
mezzanine  floor,  Hotel  Cleveland. 

Luncheon  for  visiting  women  physicians,  12:00  Noon,  Hotel  Cleveland. 

Demonstrations  at  Scientific  Exhibit,  1 :00  P.  M. 

Clinical-Pathological  Conferences,  1:45  P.  M. 

Sixth  General  Session,  2:30  P.M.,  Ballroom,  north  wing,  fourth  floor,  Public  Auditorium. 
Addresses  by  Dr.  John  R.  Caulk,  St.  Louis,  Mo.;  Dr.  Mont  R.  Reid,  Cincinnati;  Dr.  Albert  D.  Frost, 
Columbus,  and  Dr.  Merlin  Cooper,  Cincinnati. 

Inspection  of  Scientific  Exhibit,  4:30  P.M. 

Annual  Banquet,  7 :00  P.  M.,  Hotel  Cleveland.  Sigmund  Spaeth,  guest  speaker. 

FRIDAY  OCTOBER  9 

Sessions  of  seven  Scientific  Sections,  9:00  A.  M.,  Public  Auditorium. 

^ S-i  5{C  % ❖ 

Registration  Headquarters,  Main  Exhibition  Hall,  Public  Auditorium. 

Scientific  Exhibits  and  Clinical-Pathological  Conferences,  Main  Exhibition  Hall,  Public  Auditorium. 

Technical  Exhibits,  Main  Exhibition  Hall,  Public  Auditorium. 

Admission  to  all  sessions  and  the  exhibits  will  be  by  badge  only,  obtainable  at  Registration  Head- 
quarters, upon  presentation  of  1936  membership  card. 
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CLEVELAND’S  GREAT  LAKES  EXPOSITION  WILL  REMAIN  OPEN 
DURING  ANNUAL  MEETING  OF  STATE  ASSOCIATION 


A RECENT  announcement  by  Lincoln  G. 
Dickey,  General  Manager  of  the  Great 
Lakes  Exposition  in  Cleveland,  that  the 
Exposition  will  be  held  over  until  October  12 
should  be  an  additional  incentive  for  members  of 
the  Ohio  State  Medical  Association  to  be  in 
Cleveland  for  the  90th  Annual  Meeting,  October 
7,  8 and  9. 

The  Exposition,  which  is  located  along  Lake 
Erie,  only  a short  walking  distance  from  the 
down-town  hotels,  and  adjoining  the  Public 
Auditorium,  has  attracted  over  3,000,000  visitors 
to  Cleveland  this  Summer. 

Commemorating  the  centennial  year  of  the  in- 
corporation of  Cleveland  as  a city,  it  was  de- 
signed to  express  the  material,  social  and  cul- 
tural progress  which  has  been  achieved  in  the 
Great  Lakes  Region  during  the  past  100  years. 

The  interesting  educational  exhibits  at  the 
Exposition  are  too  numerous  to  mention.  Some 
of  the  outstanding  ones  include  the  industrial  dis- 
plays, including  the  Romance  of  Iron  and  Steel 
in  the  Lakeside  Exhibition  Hall;  the  Court  of  the 
Great  Lakes,  with  its  model  homes  and  historical 
cabins;  Hall  of  the  Great  Lakes,  filled  with  dis- 
plays of  the  federal,  state  and  local  governments: 
Hall  of  Progress,  with  a wealth  of  exhibits  of 
public  service  and  other  industries;  the  Auto- 
motive Building  containing  the  latest  in  Auto- 
motive products;  Admiral  Byrd’s  flagship;  the 
Horticultural  Gardens  and  the  Horticultural 
Building,  with  a constantly  changing  series  of 
flower  shows  and  the  Firestone  Singing  Fountains. 

Concerts  are  presented  daily  by  the  Great  Lakes 
Symphony  Orchestra  and  the  Great  Lakes  Band. 
Radioland,  the  world’s  largest  broadcasting 
studio,  has  an  array  of  talent  from  the  country’s 
nationally  known  broadcasting  programs. 

Two  entertaining  features  which  have  been 
widely  approved  by  visitors  to  the  Exposition  are 
the  Parade  of  the  Years,  portraying  America’s 
phenomenal  transportation  development  in  300 
years;  and  the  Marine  Theater,  at  which,  several 
times  daily,  swimming  and  diving  exhibitions  are 
staged,  and  unusual  chorus  formations  in  the 
water  done  to  music. 

The  official  art  exhibit  of  the  Exposition  is 
held  at  the  Cleveland  Museum  of  Art,  located  on 
Euclid  Avenue,  just  beyond  107th  Street.  This 
exhibition  includes  hundreds  of  world  famous 
paintings  lent  by  leading  museums  and  collectors 
throughout  the  world,  augmenting  the  choicest 
works  of  art  from  the  Museum’s  own  collection. 
Among  the  artists  represented  are  Raphael 
Titian,  Rembrandt,  Van  Dyck,  Romney  and 


Gainsborough.  Illustrated  lectures  and  informal 
talks  will  be  given  daily  at  the  Museum. 

Visitors  to  the  amusement  section  of  the  Ex- 
position have  a choice  of  about  everything  from 
Shakespearian  plays  to  blimp  rides.  Sideshows 
and  outdoor  attractions  abound.  In*  “The  Streets 
of  the  World”  nearly  every  nationality  is  repre- 
sented at  least  in  architecture.  Foreign  foods  are 
featured  in  replicas  of  old  world  cafes.  The  out- 
standing places  are  the  Alpine  Village,  the  French 
Casino  and  the  Continental  Sidewalk  Cafe. 

In  order  to  thoroughly  enjoy  the  many  interest- 
ing features  of  the  Great  Lakes  Exposition,  mem- 
bers of  the  State  Association  going  to  Cleveland 
for  the  90th  Annual  Meeting,  October  7,  8 and  9; 
should  either  plan  to  be  in  Cleveland,  Tuesday, 
October  6,  to  take  in  the  Exposition,  or  stay  over 
Friday  afternoon,  October  9,  after  the  section 
meetings. 

Seldom  have  Ohio  physicians  had  such  an  op- 
portunity to  combine  scientific  advancement  and 
recreation  as  is  offered  in  Cleveland  during  the 
first  week  of  October. 

— OSM  J — 

COMING  MEETINGS 

Ohio  State  Medical  Association,  Cleveland,  Oc- 
tober 7,  8,  9. 

American  Medical  Association,  Atlantic  City, 
June  7-11,  1937. 

American  Academy  of  Ophthalmology  and  Oto- 
Laryngology,  New  York,  Sept.  26-Oct.  3. 

American  Association  of  Railway  Surgeons, 
Chicago,  Nov.  5-7. 

American  College  of  Surgeons,  Philadelphia, 
Oct.  19-23. 

American  Public  Health  Association,  New  Or- 
leans, Oct.  20-23. 

Associated  Anesthetists  of  United  States  and 
Canada,  Philadelphia,  Oct.  19-23. 

Association  of  Military  Surgeons,  Detroit,  Oct. 
29-31. 

First  International  Conference  on  Fever  Ther- 
apy, New  York,  Mar.  30-Apr.  2,  1937. 

Interstate  Postgraduate  Medical  Association  of 
North  America,  St.  Paul,  Oct.  12-16. 

Radiological  Association  of  North  America, 
Cincinnati,  Nov.  30-Dec.  4. 

Southern  Medical  Association,  Baltimore,  Md., 
Nov.  17-20. 
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FACTS  AND  FORECASTS  ABOUT  THE  NINETIETH  ANNUAL 
MEETING  AT  CLEVELAND,  OCTOBER  7,  8 AND  9 


MEMBERS  who  carefully  read  the  program 
for  the  Ninetieth  Annual  Meeting  of  the 
Ohio  State  Medical  Association,  October 
7,  8 and  9,  at  Cleveland,  published  in  the  Septem- 
ber issue  of  The  Journal,  must  agree  that  it  is 
one  of  the  finest — probably  the  best — in  the  his- 
tory of  the  Association.  It  represents  the  cul- 
mination of  months  of  diligent  effort  on  the  part 
of  the  Council  Program  Committee — Dr.  Parke  G. 
Smith,  Cincinnati,  chairman;  Dr.  E.  M.  Huston, 
Dayton,  and  Dr.  C.  C.  Sherburne,  Columbus,  and 
the  section  officers,  to  provide  for  their  colleagues 
an  interesting  and  instructive  program— one 
which  justifies  their  taking  a few  days  off  to  be 
in  Cleveland  that  week. 

Although  every  member  of  the  State  Associa- 
tion has  received  a summary  of  the  Annual  Meet- 
ing program,  and  a personal  invitation  to  attend, 
and  the  program  was  described  in  detail  in  last 
month’s  Journal,  just  for  the  sake  of  emphasis, 
brief  facts  concerning  several  of  the  many 
features  of  the  three-day  session  are  reviewed  in 
the  following  paragraphs : 

GENERAL  SESSIONS 

Five  guest  speakers  of  national  reputation,  Dr. 
Andrew  C.  Ivy,  Chicago;  Dr.  Walter  E.  Dandy, 
Baltimore;  Dr.  George  M.  Lyon,  Huntington,  W. 
Va.;  Dr.  John  R.  Caulk,  St.  Louis,  and  Inspector 
W.  H.  Drane  Lester,  Washington,  D.  C.,  and  the 
following  Ohio  physicians,  representing  the  var- 
ious scientific  sections:  George  T.  Harding,  III, 
Columbus;  Dr.  Walter  W.  Brand,  Toledo;  Dr. 
Russell  L.  Haden,  Cleveland;  Dr.  James  A.  Doull, 
Cleveland;  Dr.  Mont  R.  Reid,  Cincinnati;  Dr. 
Albert  D.  Frost,  Columbus,  and  Dr.  Merlin  R. 
Cooper,  Cincinnati,  are  scheduled  to  address  the 
general  sessions  which  will  be  held  in  the  ball- 
room, north  wing,  fourth  floor,  of  the  Cleveland 
Public  Auditorium,  Wednesday  afternoon  and 
evening,  October  7 ; Thursday  morning  and  after- 
noon, October  8. 

SECTION  MEETINGS 

There  will  be  one  session,  of  each  of  seven 
scientific  sections — medical;  surgical;  obstetrics 
and  gynecology;  pediatrics;  eye,  ear,  nose  and 
throat;  nervous  and  mental  diseases;  and  public 
health  and  preventive  medicine — beginning  at  9 
o’clock,  Friday  morning,  in  various  meeting  places 
in  the  Public  Auditorium.  Five  papers  will  be 
presented  at  each  of  these  sessions. 

HOUSE  OF  DELEGATES 

Meetings  of  the  House  of  Delegates  will  be  held 
in  the  main  ballroom  of  the  Hotel  Cleveland. 
There  will  be  two  sessions,  one  at  10  o’clock 
Wednesday  morning,  October  7,  and  the  other  at 
12  noon,  Thursday,  October  8.  A special  registra- 


tion booth  for  delegates  will  be  located  outside  the 
ballroom  on  the  morning  of  October  7. 

SCIENTIFIC  EXHIBIT 

' The  Scientific  Exhibit,  in  the  main  exhibition 
hall  of  the  Public  Auditorium,  will  be  formally 
opened  at  1 o’clock,  Wednesday  afternoon,  and 
will  remain  open  until  6:00  P.  M.  daily  during 
the  meeting. 

Arranged  by  a Cleveland  committee  composed 
of  Dr.  Russell  L.  Haden,  chairman,  Dr.  B.  S. 
Kline  and  Dr.  A.  C.  Ernstene,  it  contains  over 
60  exhibits  and  is  the  largest  ever  presented  at  a 
state  meeting. 

TECHNICAL  EXHIBIT 

Approximately  50  merchandisers  of  pharma- 
ceutical supplies,  surgical  equipment,  medical 
books,  etc.,  will  display  their  products  in  the 
main  exhibition  hall  of  the  Public  Auditorium. 
Not  only  for  the  useful  information  which  may  be 
obtained,  but  to  show  the  appreciation  of  members 
of  the  State  Association  to  these  firms,  a visit  to 
the  Technical  Exhibit  should  be  on  the  schedule 
of  every  physician  attending  the  meeting. 

ANNUAL  BANQUET 

All  attending  the  Cleveland  meeting  should  plan 
to  be  at  the  Annual  Banquet,  which  will  be  held 
Thursday  night,  October  8,  at  7 o’clock  at  Hotel 
Cleveland. 

A musical  program  will  be  provided  by  the  well- 
known  Walter  Logan  Orchestra.  In  addition, 
Carabella  Johnson,  soprano,  and  Elroy  Ward, 
bass-baritone,  will  be  presented  in  vocal  solos  and 
duets. 

Dr.  Charles  W.  Stone  will  be  toastmaster.  Dr. 
J.  H.  J.  Upham,  President-elect  of  the  American 
Medical  Association  will  be  presented.  The  guest 
speaker,  who  prefers  to  be  known  as  an  “enter- 
tainer” and  not  as  a “speaker”  will  be  Sigmund 
Spaeth,  noted  musical  composer  and  author. 

ANNUAL  GOLF  TOURNAMENT 

The  Sixteenth  Annual  tournament  of  the  Ohio 
State  Medical  Golfers’  Association  will  be  held  at 
the  Oakwood  Country  Club,  Cleveland,  Tuesday, 
October  6. 

An  innovation  arranged  by  the  Cleveland  com- 
mittee this  year,  is  a trap  and  skeet-shooting 
event  which  will  also  be  held  at  the  club  on  the 
same  day. 

REGISTRATION 

Admission  to  all  sessions  will  be  by  badge  only, 
which  should  be  obtained  by  a member  by  pre- 
sentation of  his  1936  State  Association  member- 
ship card  at  Registration  Headquarters  in  the 
main  exhibition  hall  of  the  Public  Auditorium. 
Members  of  the  House  of  Delegates  will  be  regis- 
tered at  the  Hotel  Cleveland. 
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ANNUAL  REPORT  OF  THE  COMMITTEE  ON  PUBLIC  POLICY 


J.  H.  J.  Upham,  Chairman,  (1937) Columbus 

John  B.  Alcorn,  (1936) Columbus 

Chas.  W.  Stone,  (1938) Cleveland 

R.  R.  Hendershott,  (Ex-Officio) Tiffin 

John  A.  Caldwell,  (Special) Cincinnati 

Clyde  L.  Cummer,  (Special) Cleveland 

H.  M.  Platter,  (Special) Columbus 

Charles  S.  Nelson,  Secretary Columbus 


IT  WAS  necessary  for  the  Committee  on  Public 
Policy  to  be  exceptionally  alert  and  active 
during  the  past  year  in  order  to  dispose  of 
many  of  the  matters  referred  to  it  for  considera- 
tion and  action,  and  keep  the  public  relations  of 
the  State  Association  in  step  with  an  unprece- 
dented number  of  important  situations  and  de- 
velopments. 

The  committee’s  work  covered  a wide  and 
diversified  field  as  indicated  by  the  following 
necessarily  brief  reviews  of  some  of  its  important 
activities  since  the  last  Annual  Meeting. 

Legislation  and  Government — From  the  Fall  of 
1935  until  July  of  1936,  the  State  Legislature  was 
in  session  most  of  the  time.  The  Committee  on 
Public  Policy  had  to  be  on  the  job  every  minute, 
watching  developments,  attending  committee 
hearings,  checking  the  content  of  bills,  advising 
legislators  of  the  attitude  of  the  medical  profes- 
sion on  questions  in  which  physicians  were 
directly  interested,  preparing  bulletins  for  the  in- 
formation of  legislative  committeemen,  and 
strengthening  the  position  of  the  medical  pro- 
fession so  as  to  safeguard  it  against  discrimina- 
tory and  detrimental  legislation. 

Some  of  the  important  laws  of  medical  and 
public  health  interest  enacted  and  which  were 
followed  carefully  by  the  committee  during  the 
special  sessions  of  the  General  Assembly  will  be 
discussed  in  a general  way  later  in  this  report. 

We  feel  that  our  work  has  been  satisfactory. 
Because  we  had  such  loyal  support  and  efficient 
help  from  so  many  legislative  committeemen,  so 
many  individual  members,  and  the  members  of 
our  State  Headquarters  staff,  we  were  able  to 
have  objectionable  proposals  defeated  and  legisla- 
tion on  medical  and  public  health  matters  con- 
fined to  constructive  measures. 

Medical  Relief — Withdrawal  of  the  Federal 
Government  last  Fall  from  the  field  of  direct  re- 
lief, created  an  emergency  in  Ohio  and  necessi- 
tated quick  action  by  the  Legislature  to  prevent 
hardship  and  suffering  in  many  parts  of  the  state. 
After  weeks  of  controversy,  the  State  Legislature 
in  January  of  this  year  enacted  a poor  relief  act 
appropriating  state  funds  to  assist  the  counties 
in  caring  for  their  poor.  A state  relief  commis- 
sion was  created.  Its  powers  were  limited  and 
administrative  duties  delegated  to  the  commis- 


sioners of  the  respective  counties.  This  policy  of 
decentralizing  the  administration  of  relief  had 
our  approval.  We  found  it  necessary  to  be  ex- 
tremely alert  in  following  the  relief  bill,  to  make 
sure  that  it  permitted  use  of  the  state  relief  sub- 
sidy for  medical  attention.  Since  the  act  passed 
in  January  extended  only  to  July  31,  the  General 
Assembly  in  June  again  was  confronted  with  the 
poor  relief  problem.  A new  act  was  introduced 
about  July  1 and  enacted  on  July  20. 

As  a result  of  the  adoption  of  an  amendment 
suggested  by  this  committee,  the  provisions  rela- 
tive to  medical  attention  in  the  present  act  are 
more  liberal  than  those  of  the  previous  law.  The 
present  act  provides  that  state  relief  funds  allo- 
cated to  the  counties  may  be  used  to  reimburse 
physicians  for  “services  wherever  rendered”  in 
caring  for  those  entitled  to  direct  relief. 

We  believe  the  present  relief  act  is  an  improve- 
ment over  the  FERA  system.  It  places  the  re- 
sponsibility for  administration  in  the  hands  of 
local  officials,  with  discretion  to  establish  a relief 
program  best  suited  to  the  needs  of  each  county. 

For  that  reason  it  is  more  essential  than  ever 
before  that  each  component  medical  society  main- 
tain close  and  friendly  relationships  with  .local 
relief  officials  and  cooperate  with  them  in  setting 
up  a medical  relief  plan  which  will  be  economical, 
provide  adequate  medical  attention  for  those  on 
relief,  and  assure  physicians  of  fair  remuneration 
for  services  given  those  entitled  to  public  as- 
sistance. 

The  present  relief  act  will  expire  at  the  end  of 
the  year.  The  Legislature  may  be  compelled  to 
grapple  with  this  problem  at  another  special  ses- 
sion before  the  first  of  next  year. 

Taxation — The  taxation  problem  has  been  a 
bugaboo  of  the  past  several  General  Assemblies. 
It  will  be  one  of  extreme  importance  by  the  first 
of  next  year.  Physicians  as  taxpayers  should  be 
deeply  concerned  in  this  question.  The  medical 
profession  as  a group  may  be  directly  affected 
and  may  have  to  put  up  a strenuous  fight  to  pre- 
vent discrimination. 

The  present  retail  sales  tax  will  expire  early  in 
1937.  Sentiment  against  re-enactment  of  the 
sales  tax  is  strong.  If  it  is  not  re-enacted,  new 
sources  of  revenue  must  be  found — an  income 
tax,  gross  receipts  tax,  luxury  taxes,  increase  in 
real  property  taxes  through  increases  in  ap- 
praised values,  etc.  The  taxpayers  should  give 
this  question  their  serious  attention  and  express 
their  sentiments  to  members  of  the  next  Gen- 
eral Assembly. 

Acting  on  the  instructions  of  the  Council,  this 
committee  has  opposed  and  will  continue  to  op- 
pose inclusion  of  a tax  on  physicians’  services  in 
the  retail  sales  tax  law.  Also,  we  will  oppose  any 
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special  taxes  which  would  discriminate  against 
physicians.  Physicians  as  individuals  must  decide 
whether  or  not  they  want  to  pay  an  income  tax, 
gross  receipts  tax,  luxury  taxes,  greater  real 
property  taxes,  etc. 

In  this  connection,  it  is  recommended  that  mem- 
bers of  the  State  Association  give  special  con- 
sideration to  the  merit  of  reducing  governmental 
expenses  so  that  the  present  tax  burden  can  be 
decreased.  Instead  of  asking  for  more  revenue, 
the  state  and  local  subdivisions  should  make  a 
sincere  effort  to  reduce  their  activities,  making 
more  revenue  unnecessary. 

Believing  this  to  be  a sound  policy,  this  com- 
mittee cooperated,  on  behalf  of  the  State  Associa- 
tion, with  the  Inter-Organization  Conference,  con- 
sisting of  50  or  more  large  state-wide  business 
and  professional  organizations,  in  a campaign  to 
prevent  the  enactment  of  new  taxes  and  bring 
about  economy  in  government.  Largely  through 
the  efforts  of  that  group,  increases  in  taxes  have 
been  prevented  this  year. 

Although  not  a medical  and  public  health  ques- 
tion, taxation  touches  the  pocketbook  of  every 
physician  in  the  state.  For  that  reason,  it  is  the 
duty  of  this  committee  to  keep  all  members  in- 
formed on  taxation  trends  and  the  financial  af- 
fairs of  the  state  and  local  governments,  and 
offer  suggestions  when  appropriate  to  do  so. 

Politics  and  the  Election — Selection  of  well- 
qualified  and  dependable  persons  for  public  offices 
has  become  increasingly  more  important  due  to 
the  large  and  rapid  expansion  of  the  scope  and 
activities  of  government.  Physicians  as  in- 
dividuals should  take  an  active  interest  in  politics. 
Medical  organization  necessarily  has  to  be  non- 
partisan on  public  questions  generally.  However, 
it  must  take  a firm  stand  for  or  against  can- 
didates for  public  office,  irrespective  of  party 
affiliation,  when  medical  and  public  health  ques- 
tions are  involved.  Candidates  who  subscribe  to 
sound  economic  and  social  principles  and  scien- 
tific doctrines  on  public  health  and  medical  mat- 
ters and  are  otherwise  qualified  to  hold  public 
office,  deserve  the  support  of  the  medical  pro- 
fession. 

The  general  election  on  November  3 will  be  one 
of  the  most  important  in  the  history  of  the  nation. 
This  committee  has  done  everything  possible  to 
stimulate  active  interest  in  the  election  among 
Ohio  physicians.  Articles  have  been  published  in 
The  Journal.  Special  bulletins  have  been  sent 
frequently  to  legislative  committeemen.  Informa- 
tion concerning  candidates  and  local  political  de- 
velopments has  been  sought.  Suggestions  and 
data  have  been  disseminated  to  committeemen  of 
the  component  societies.  We  have  supplied  in- 
formation on  the  legislative  records  of  those  seek- 
ing re-election. 

The  present  is  a critical  period,  not  only  for 
the  medical  profession  but  for  all  individuals  and 


groups.  Unless  citizens  assume  more  responsi- 
bility with  respect  to  government  and  show  more 
discrimination  in  the  election  of  public  office- 
holders, a more  serious  situation  than  we  have 
now  will  develop.  The  physicians  of  Ohio  must 
lead  the  fight  to  eliminate  governmental  med- 
dling and  defeat  detrimental  legislation  with  re- 
spect to  medical  and  public  health  matters. 

State  Department  of  Health — Close  contact  has 
been  maintained  with  officials  of  the  State  De- 
partment of  Health.  We  have  found  the  Director 
of  Health  and  his  assistants  friendly  and  co- 
operative. They  have  expressed  a willingness  to 
conform  to  the  policies  of  the  State  Association 
in  administering  the  activities  of  that  department. 

The  advice  of  this  committee  has  been  sought 
frequently  by  the  department  and  the  policies  of 
the  State  Association  have  been  repeatedly  em- 
phasized to  officials  of  the  department  at  con- 
ferences on  new  or  contemplated  activities. 

The  added  impetus  which  has  been  given  to 
public  health  work  in  the  past  year  has  made  co- 
operation between  the  State  Association  and  the 
State  Department  of  Health  more  important  than 
ever  before  in  order  to  avoid  difficulties  which 
would  result  from  too  ambitious  programs  or  un- 
wise administration. 

We  believe  the  public  health  officials  of  Ohio  in 
general  realize  the  importance  of  active  co- 
operation on  the  part  of  the  medical  profession 
and  want  to  keep  their  activities  in  conformity 
with  the  official  policies  of  medical  organization. 

We  recommend  that  every  county  medical  so- 
ciety maintain  a committee  on  public  health, 
charged  with  the  responsibility  of  working  with 
the  local  health  officials,  or  designate  such  re- 
sponsibility to  some  other  appropriate  committee. 

The  medical  profession  must  take  an  active  in- 
terest in  public  health  administration  and  be 
ready  to  furnish  information  and  advice  to  public 
health  officials.  If  we  guide  such  activities  and 
insist  at  all  times  that  their  scope  be  limited  to 
the  field  of  public  health,  the  danger  of  conflicts 
over  policies  and  procedures  will  be  minimized. 

At  present  officials  of  the  Department  and  this 
committee  are  cooperating  on  plans  which  will 
stimulate  the  interest  of  the  public  and  the  mem- 
bers of  the  medical  profesison  in  immunization 
and  vaccination  and  in  the  control  of  venereal 
diseases.  Froblems  of  stream  pollution  are  being 
considered.  With  the  help  of  this  committee,  the 
Department  also  will  endeavor  to  secure  more 
accurate  and  a greater  number  of  reports  of  com- 
municable diseases  and  more  prompt  reporting  of 
births  and  deaths,  so  that  the  records  of  the  De- 
partment can  be  kept  accurate  and  up-to-date. 

Social  Security  Program — Several  sections  of 
the  Federal  Social  Security  Act  provide  for  co- 
operation between  the  Federal  Government  and 
the  individual  states  in  various  kinds  of  public 
health  activities  and  medical  services  for  the 
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handicapped.  This  committee  has  been  in  close 
touch  with  officials  who  are  in  charge  of  these 
activities  in  Ohio. 

We  studied  carefully  the  proposals  enacted  by 
the  State  Legislature  enabling  Ohio  to  participate 
in  the  Federal  Social  Security  Program  and 
made  certain  that  they  did  not  affect  adversely 
the  medical  profession. 

The  chairman  of  the  Committee  on  Public 
Policy,  at  the  invitation  of  the  State  Director  of 
Health  and  with  the  consent  of  the  Council,  ac- 
cepted an  appointment  as  a member  of  an  Ad- 
visory Council  to  the  State  Department  of 
Health  on  social  security  activities.  That  depart- 
ment is  administering  the  maternal  and  child 
health,  venereal  disease,  and  occupational  disease 
programs,  and  has  supervision  of  Federal  funds 
appropriated  to  aid  weak  local  public  health  de- 
partments. 

The  Committee  on  Public  Policy  was  consulted 
by  the  Department  when  these  programs  were 
being  formulated  and  in  general  the  recommenda- 
tions of  the  committee  were  followed.  We  have 
been  assured  that  these  activities  will  be  con- 
fined to  educational  and  research  projects  and  that 
they  will  not  encroach  on  the  rights  of  the  physi- 
cian in  private  practice. 

These  programs,  for  the  most  part,  will  be  in 
charge  of  local  administrators.  Therefore,  it  is 
important  that  each  county  medical  society  be 
alert  and  through  conferences  with  local  health 
officials  maintain  control  over  the  programs. 

Conferences  also  have  been  held  with  officials 
of  the  State  Welfare  Department  who  are  in 
charge  of  activities  for  crippled  children  and  the 
blind. 

Regardless  of  how  we  may  feel  about  the  con- 
stitutionality or  soundness  of  the  Social  Security 
Act,  it  is  on  the  statute  books  and  is  operating. 
Therefore,  it  is  the  responsibility  of  medical  or- 
ganization to  see  that  it  is  administered  in  Ohio 
in  accordance  with  the  policies  of  the  Ohio  State 
Medical  Association.  The  fact  that  the  adminis- 
tration will  be  somewhat  decentralized  places 
great  responsibility  on  the  shoulders  of  the  com- 
ponent units  of  the  State  Association.  This  com- 
mittee welcomes  the  suggestions  and  advice  of 
the  officers  and  committeemen  of  the  various 
county  societies  on  these  matters  and,  of  course, 
will  do  everything  possible  to  assist  each  society 
in  handling  local  problems  which  may  arise. 

Lien  Law  Proposal — At  the  1935  Annual  Meet- 
ing in  Cincinnati,  the  House  of  Delegates  re- 
ferred to  this  committee  a resolution  requesting 
the  State  Medical  Association  to  sponsor  a bill  at 
the  next  regular  session  of  the  General  Assembly 
to  provide  a method  whereby  physicians  may  file 
a lien  covering  medical  bills  on  judgments  and 
settlements  secured  by  persons  injured  through 
the  fault  or  neglect  of  another. 

The  committee  has  given  much  study  to  this 


question.  Information  has  been  secured  from 
officials  of  medical  associations  in  states  in  which 
similar  legislation  is  in  effect.  Informal  con- 
ferences have  been  held  with  representatives  of 
other  groups  interested  in  this  question.  Sug- 
gestions of  alternative  plans  to  protect  the  phy- 
sician in  such  instances  have  been  considered. 

After  reviewing  all  these  data  and  studying  the 
question  from  all  angles,  we  recommend  that  the 
House  of  Delegates  authorize  tins  committee  to 
prepare  a so-called  lien  law  bill  covering  phy- 
sicians’ services  for  introduction  by  some  mem- 
ber of  the  92nd  General  Assembly  which  will  con- 
vene early  in  1937. 

Insurance  Frauds — Doubtless,  most  of  the 
members  know  that  the  State  Division  of  Insur- 
ance is  conducting  an  investigation  of  alleged  in- 
surance frauds  in  Ohio  in  which  some  members 
of  the  medical  profesison  have  been  involved.  At 
the  request  of  officials  of  the  Division  of  Insur- 
ance, the  Committee  on  P'ublic  Policy  attended  a 
conference  on  this  question.  The  conference  also 
was  attended  by  representatives  of  the  State  Bar 
Association  and  insurance  companies. 

This  committee  volunteered  to  cooperate  with 
officials  of  the  division  and  law-enforcement 
agencies  in  stamping  out  corrupt  practices  in  the 
insurance  field.  It  was  emphasized  to  insurance 
division  officials  that  the  initiative  must  be  taken 
by  them  and  it  is  their  responsibility  to  secure 
and  submit  evidence  against  members  of  the  med- 
ical profession  on  which  disciplinary  action  by 
medical  organization  can  be  based. 

It  was  agreed  that  investigators  of  the  Di- 
vision of  Insurance  would  seek  the  cooperation  of 
local  medical  societies  and  that  the  Committee  on 
Public  Policy  would  recommend  to  the  Council  of 
the  Ohio  State  Medical  Association  that  it  en- 
courage component  societies  to  initiate  disciplin- 
ary action  against  offending  members  where  the 
circumstances  and  facts  show  such  action  should 
be  taken. 

Pre-marriage  Physical  Examinations — Mem- 
bers of  the  committee  have  attended  conferences 
called  by  members  of  a special  commission  ap- 
pointed several  years  ago  by  Former  Governor 
White  to  draft  a proposal  recodifying  and  modify- 
ing the  present  Ohio  statutes  relating  to  mar- 
riage, divorce  and  separation. 

The  commission  has  considered  including  in  its 
recommendations  one  providing  that  all  applicants 
for  a marriage  license  must  submit  to  a physical 
examination  and  file  a medical  certificate  when 
applying  for  a license. 

Information  has  been  obtained  by  the  Commit- 
tee on  Public  Policy  on  the  provisions  of  similar 
laws  in  other  states  and  how  they  have  operated. 
A detailed  memorandum  on  this  subject  has  been 
secured  from  Dr.  W.  C.  Woodward,  director  of  the 
Bureau  of  Legal  Medicine  and  Legislation  of  the 
American  Medical  Association.  Another  con- 


October,  1936 


Annual  Reports 


997 


ference  with  the  special  commission  will  be  held 
this  Fall. 

At  present,  the  Committee  on  Public  Policy  is 
not  ready  to  make  any  final  recommendations 
relative  to  this  proposal.  Some  members  of  the 
committee  have  pointed  out  serious  objections  to 
legislation  of  this  character.  All  of  us  are  con- 
vinced that  the  proposal  in  its  present  form  needs 
revising. 

Debate  on  State  Medicine— Last  Winter  and 
this  Spring,  many  Ohio  high  schools  and  a num- 
ber of  universities  and  colleges  staged  debates  on 
the  subject  of  state  medicine.  Early  last  Fall  the 
Committee  on  Public  Policy  prepared  to  supply 
data  to  debaters  on  the  negative  side  of  the  ques- 
tion. Literature,  pamphlets,  reports,  etc.,  were 
secured  from  the  American  Medical  Association. 
Packages  containing  these  data,  copies  of  reports 
of  committees  of  the  Ohio  State  Medical  Associa- 
tion and  reprints  of  addresses  on  this  subject 
made  by  former  and  present  officials  of  the  State 
Association  were  assembled  at  our  State  Head- 
quarters Office  and  disseminated  to  every  section 
of  the  state  where  such  debates  were  being  held 
or  planned.  It  is  estimated  that  approximately 
10,000  pieces  of  literature  were  mailed  directly  to 
debaters  or  distributed  through  debate  coaches 
or  members  of  the  State  Association. 

In  our  opinion,  this  was  one  of  the  most  im- 
portant undertakings  of  the  committee  during  the 
past  year.  It  is  estimated  that  hundreds  of  boys 
and  girls  and  many  adults — their  parents — were 
provided  with  an  opportunity  to  familiarize  them- 
selves with  the  viewpoint  of  the  medical  profes- 
sion on  socialized  medicine  and  really  understand 
the  serious  objections  to  it.  A check-up  of  the  re- 
sults of  the  debates  shows  that  the  negative 
teams  were  victorious  in  a majority  of  debates 
held. 

Incidentally,  the  State  Headquarters  Office  has 
a limited  supply  of  the  package  containing  the 
above-mentioned  data  and  literature  and  will  be 
glad  to  send  a package  to  any  member  who  may 
be  interested  in  having  one  for  his  library. 

Druggists — Contacts  have  been  maintained  with 
the  Ohio  State  Pharmaceutical  Association,  rep- 
resenting the  pharmacy  profession  of  the  state. 
Mutual  problems  have  been  discussed  at  informal 
conferences.  Active  cooperation  on  the  part  of 
the  pharmaceutical  association  and  the  State 
Medical  Association  on  matters  of  common  in- 
terest may  be  anticipated.  At  the  recent  annual 
meeting  of  the  State  Pharmaceutical  Association 
at  Cedar  Point,  one  of  the  principal  speakers  was 
Dr.  Barney  J.  Hein,  Toledo,  Councilor  of  the 
Fourth  District,  who  appeared  on  the  program  as 
the  official  representative  of  the  State  Medical 
Association. 

Hospital  Problems — Because  of  the  movement 
snonscred  by  the  Ohio  Hospital  Association  to 
have  group  hospitalization  programs  inaugurated 


in  some  of  the  more  populous  centers  of  the  state, 
the  Committee  on  Public  Policy  has  been  called 
upon  to  furnish  advice  to  some  of  the  component 
medical  societies  on  this  question. 

There  are  certain  aspects  of  group  hospitaliza- 
tion which  are  of  vital  concern  to  the  medical  pro- 
fession. The  most  important  is:  The  furnishing 
of  medical  service  must  not  be  included  in  the 
sale  of  insured  hospital  accommodations.  The 
medical  profession  should  not  compromise  on  this 
matter. 

Opinions  differ  as  to  the  value  of  group  hos- 
pitalization. For  that  reason,  and  especially  be- 
cause there  are  inherent  dangers  in  the  applica- 
tion of  the  insurance  principle  in  the  provision  of 
hospital  service,  this  committee  has  advised 
county  medical  societies  and  physicians  as  in- 
dividuals to  be  extremely  cautious  in  dealing  with 
this  question. 

The  recommendation  of  the  Council  adopted  in 
December,  1933,  advising  component  societies  not 
to  sanction  any  hospital  insurance  project  until 
complete  study  has  been  made  by  the  society  and 
until  pertinent  data  have  been  submitted  to  and 
acted  upon  by  the  Council,  should  be  followed. 

In  our  opinion,  each  medical  society  should  give 
such  plans  serious  study.  It  should  exercise  con- 
trol where  necessary  and  demand  that  certain 
safeguards  be  established.  All  medical  services 
should  be  excluded. 

The  following  statement  issued  by  the  Bureau 
of  Medical  Economics  of  the  American  Medical 
Association  is  particularly  pertinent: 

“Although  group  hospitalization  properly  or- 
ganized and  operated  may  in  some  communities 
serve  to  supplement  existing  medical  facilities, 
the  plan  must  not  be  considered  a panacea  for 
the  medical  economic  ills  of  a community,  and 
extreme  caution  must  be  exercised  if  many  of  the 
evils  and  destructive  elements  that  have  attend 
other  new  forms  of  medical  practice  are  to  be 
avoided  in  these  undertakings.” 

A close  and  friendly  relationship  should  exist 
between  the  medical  profession  and  hospitals. 
Unless  there  is  cooperation  between  physicians 
and  the  hospitals  in  which  they  practice,  the 
standards  of  both  medical  services  and  hospital 
services  will  be  lowered. 

Every  hospital  should  confine  its  activities  ex- 
clusively to  supplying  hospital  services.  Physi- 
cians on  hospital  staffs  should  be  consulted  on  the 
medical  aspects  of  hospital  administration,  but 
they  should  leave  to  trained  and  experienced  hos- 
pital executives  the  responsibility  of  administer- 
ing the  business  affairs  of  the  institution  and  all 
services  which  are  strictly  hospital  services. 

An  ambition  on  the  part  of  either  hospitals  or 
the  medical  profession  to  dominate  the  other  can- 
not be  tolerated. 

Cooperation  and  conferences  between  represen- 
tatives of  hospitals  and  representatives  of  medi- 
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cal  organization  a:.e  essential.  The  State  Medical 
Associat'on  and  the  Ohio  Hospital  Association 
have  worked  together  many  times  in  the  past. 
This  relationship  should  be  maintained  as  it  will 
provide  a way  for  deliberate  discussions  of 
mutual  problems  and  aid  in  efforts  to  arrive  at 
common  ground  on  questions  on  which  opinions 
cf  the  two  groups  differ. 

Incidentally,  Dr.  E.  M.  Huston,  President-Elect 
of  the  State  Medical  Association,  was  one  of  the 
principal  speakers  at  the  recent  annual  meeting 
of  the  hospital  association  in  Columbus. 

Miscellaneous  Activities — Some  of  the  other 
important  activities  of  the  Committee  on  Public 
Policy  during  the  past  year  were: 

Conferences  with  representatives  of  the  Ohio 
State  Nurses’  Association  on  mutual  problems 
were  held. 

At  the  request  of  a Columbus  radio  broadcast- 
ing station,  the  committee  secured  authentic  in- 
formation with  respect  to  the  reliability  of  cer- 
tain drug  and  food  concerns  seeking  time  on  the 
air  to  advertise  their  products. 

Information  and  resumes  of  the  policies  of  the 
State  Association  were  supplied  to  the  American 
Foundation  Studies  in  Government  and  other 
similar  groups  making  studies  in  the  fields  of 
medical  practice  and  public  health. 

Conferences  with  officials  of  the  State  Division 
of  Aid  for  the  Aged  relative  to  medical  services 
for  old  age  pensioners  were  held.  This  question 


is  one  of  vital  importance  and  additional  confer- 
ences will  be  necessary. 

Groups  planning  to  sponsor  legislation  to  estab- 
lish county  welfare  departments  were  contacted 
in  order  to  emphasize  the  policy  of  the  State  As- 
sociation that  such  a proposal  should  not  con- 
template any  changes  in  public  health  adminis- 
tration. 

Check-ups  were  made  from  time  to  time  on 
cooperative  movements  in  Ohio  and  activities  of 
the  Resettlement  Administration  of  the  Federal 
Government,  to  ascertain  whether  or  not  medical 
service  projects  are  being  carried  on  or  con- 
templated. 

The  committee  cooperated  with  various  bureaus 
and  committees  of  the  American  Medical  Asso- 
ciation in  securing  important  data  in  Ohio  on 
social  and  economic  questions  affecting  medical 
practice;  and  keeping  Ohio’s  representatives  in 
Congress  informe  1 of  the  policies  of  the  State 
Association  on  proposed  national  legislation. 

In  conclusion,  the  Committee  on  Public  Policy 
expresses  its  sincere  appreciation  to  the  officers 
and  committeemen  of  the  various  county  medical 
societies,  as  well  as  many  members  who  do  not 
hold  official  positions,  for  their  splendid  coopera- 
tion during  the  past  year.  Without  their  active 
support,  the  work  of  the  committee  would  not 
have  been  nearly  as  effective.  Also,  we  are  ap- 
preciative of  the  assistance  and  cooperation  we 
have  received  from  the  Officers  and  Council  and 
the  members  of  the  State  Headquarters  staff. 
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L.  L.  Bigelow,  (Chairman),  1937 Columbus 

J.  Craig  Bowman,  (1936) Upper  Sandusky 

L.  Howard  Schriver,  (1938) Cincinnati 

B.  J.  Hein,  (special) .....Toledo 

THE  Committee  on  Medical  Economics  has 
concentrated  on  workmen’s  compensation 

problems  during  the  past  year. 

A review  in  detail  of  the  work  of  the  committee 
will  not  be  attempted.  We  merely  desire  to 
mention  a number  of  outstanding  questions  we 
have  had  up  with  the  State  Industrial  Commis- 
sion and  make  a few  general  observations  on  the 
medical  aspects  of  the  workmen’s  compensation 
system. 

Considerable  progress  has  been  made  by  the 
committee  in  having  eliminated  or  adjusted  some 
of  the  difficulties  which  have  been  sources  of  dis- 
satisfaction. Some  important  questions  are  pend- 
ing They  will  be  taken  up  at  future  conferences 


with  members  of  the  Commission  and  divisional 
heads  of  that  department. 

The  committee  has  found  the  members  of  the 
Commisison  and  their  assistants,  cooperative  and 
helpful,  eager  to  receive  suggestions  and  recom- 
mendations from  the  Ohio  State  Medical  Asso- 
ciation and  anxious  to  bring  about  improvements 
in  administrative  procedures. 

The  Industrial  Commission  realizes  the  im- 
portance of  competent  medical  service  and  ac- 
curate medical  testimony.  It  knows  that  the  co- 
operation of  the  medical  profession  is  vital.  With 
these  things  in  mind,  it  is  making  every  effort  to 
make  administrative  changes  which  will  be  of 
benefit  to  physicians  and  to  claimants,  and  to  en- 
courage wholehearted  cooperation  on  the  part  of 
the  medical  profession  by  remunerating  physi- 
cians adequately  and  promptly  for  their  services. 

The  Commission  has  requested  the  State  Medical 
Association  to  continue  to  assist  it  in  meeting  some 
of  its  perplexing  prob’ems.  The  State  Associa- 
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tion  should  accept  this  invitation  to  work  with 
the  Commission. 

THE  20  PER  CENT  CUT 

Acting  on  instructions  of  the  Council,  the  Com- 
mittee on  Medical  Economics  held  conferences 
with  the  Commission  and  submitted  data  on  the 
question  of  restoration  of  the  20  per  cent  cut  in 
medical  and  surgical  fees  which  was  ordered  by 
the  Commission  in  the  Spring  of  1933. 

The  membership  knows  the  ultimate  outcome  of 
these  conferences : The  20  per  cent  reduction 

was  eliminated,  effective  July  1,  1936.  Details 
relative  to  the  action  of  the  Commission  were 
published  in  the  May,  1936,  issue  of  The  Journal, 
pages  452-457. 

We  commend  the  Commission  for  its  willing- 
ness to  discontinue  the  20  per  cent  cut  in  medical 
and  surgical  fees  as  soon  as,  in  its  opinion,  the 
financial  condition  of  the  fund  warranted.  The 
medical  profession  of  the  state  can  point  with 
pride  to  the  fact  that  it  helped  conserve  work- 
men’s compensation  funds  at  a critical  period. 
All  but  a comparatively  few  physicians  cooperated 
with  the  Commission  and  gave  honest,  competent 
service  despite  the  curtailment  of  their  remunera- 
tion. Those  who  padded  fee  bills  and  resorted  to 
other  dishonest  practices  in  an  effort  to  make  up 
the  20  per  cent  reduction,  harmed  themselves  by 
losing  the  confidence  of  the  Commission  and  the 
respect  of  their  colleagues. 

PERSONNEL  CHANGES 

The  State  Medical  Association  has  been  con- 
sulted frequently  on  proposed  administrative  and 
personnel  changes  in  the  Medical  Department  of 
the  Commission.  Those  who  have  kept  in  touch 
with  the  activities  of  the  Association  and  read 
The  Journal  are  familiar  with  the  constructive 
recommendations  which  have  been  made  from 
time  to  time  by  the  Association  and  transmitted 
to  the  Commission,  some  of  which  are  now  in 
effect  and  others  under  consideration. 

Last  Spring,  the  Commission  appointed  Dr. 
Sidney  M.  McCurdy,  Youngstown,  as  supervisor 
of  the  Medical  Division,  and  made  other  personnel 
changes  in  the  division.  The  appointment  of  Dr. 
McCurdy  met  with  the  hearty  approval  of  the 
medical  profession  of  the  state.  Dr.  McCurdy  is 
exceptionally  well  qualified  for  this  important 
position  and  possesses  unusual  administrative 
ability.  For  years  he  has  been  a leader  in  the 
Mahoning  County  Medical  Society  and  an  active 
worker  in  the  State  Association.  Dr.  McCurdy  is 
thoroughly  familiar  with  the  principles  and  ad- 
ministrative details  of  the  workmen’s  compensa- 
tion system  because  of  his  long  experience  as  an 
industrial  surgeon.  Moreover,  he  can  analyze 
medical  problems  from  the  viewpoint  of  the  physi- 


cian in  private  practice,  having  at  one  time  been 
in  private  practice  and  for  years  fully  acquainted 
with  the  policies  of  medical  organization. 

Under  Dr.  McCurdy,  the  work  of  the  Medical 
Division  has  improved.  Additional  improvement 
can  be  anticipated.  He  has  consulted  with  this 
committee  frequently  and  we  have  found  him  co- 
operative and  open  to  suggestions  at  all  times..  . 

The  Commission  should  be  congratulated  on  its 
appointment  of  Dr.  McCurdy,  who  deserves  the 
active  assistance  and  cooperation  of  all  physicians 
in  guiding  the  medical  activities  of  the  depart- 
ment. 

OFFICIAL  INVESTIGATIONS 

For  the  past  three  or  four  years  the  Industrial 
Commission  has  been  subjected  to  a number  of 
official  investigations.  Details  concerning  these 
have  been  published  in  The  Journal  and  will  not 
be  discussed  here.  Several  of  those  surveys  were 
worth  while  and  resulted  in  improvements  in  the 
workmen’s  compensation  system.  Several  ac- 
complished nothing  except  to  keep  the  Commission 
in  turmoil  and  prevent  the  department  from 
operating  as  smoothly  as  it  should  have. 

This  committee  thoroughly  agrees  with  the  sen- 
timents expressed  recently  in  the  editorial  col- 
umns of  The  Journal,  that  it  is  time  to  call  a halt 
on  workmen’s  compensation  investigations;  that 
the  Commission  should  be  let  alone  and  provided 
with  sufficient  time  and  funds  to  put  into  effect 
administrative  changes  which  the  Commission 
itself  realizes  should  be  made. 

We  have  found  the  Commission  willing  at  all 
times  to  confer  with  groups  sincerely  interested 
in  the  principles  of  workmen’s  compensation  and 
anxious  to  receive  constructive  suggestions  from 
such  groups.  Investigations,  especially  those 
likely  to  create  animus  and  discontent  or  raise 
groundless  suspicions  in  the  minds  of  beneficiaries 
of  the  Workmen’s  Compensation  Law,  are  dan- 
gerous and  should  be  discouraged. 

ADEQUATE  APPROPRIATIONS  NEEDED 

The  medical  profession  has  a big  stake  in  the 
workmen’s  compensation  system.  The  way  the 
law  is  administered  and  the  efficiency  of  the  de- 
partment affect  favorably  or  adversely  thousands 
of  Ohio  physicians.  Therefore,  it  is  important  to 
the  medical  profession  that  the  Industrial  Com- 
mission be  adequately  financed  and  fully-manned. 

Appropriations  by  the  General  Assembly  for 
the  conduct  of  that  department  have  never  been 
sufficient  for  the  employment  of  enough  personnel 
to  permit  the  department  to  keep  up  with  the 
flow  of  claims  and  maintain  a careful  check  on 
employers  and  their  payrolls.  More  and  better- 
qualified  employes  are  needed  in  some  of  the 
divisions.  The  Commission  wants  to  make  some 
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changes  in  administrative  procedure.  However, 
these  needs  cannot  be  met  unless  more  funds  are 
made  available  by  the  state. 

It  is  recommended  that  physicians  talk  with  the 
members  of  the  General  Assembly  from  their 
county  and  district  about  this  and  urge  them  to 
aid  in  securing  adequate  appropriations  for  the 
Commission. 

POLITICS  SHOULD  BE  BANNED 

We  believe  that  physicians  should  use  their  in- 
fluence to  discourage  the  injection  of  politics  into 
the  work  of  the  Industrial  Commission,  especially 
with  respect  to  the  selection  of  the  divisional 
heads  and  technical  and  professional  personnel. 
This  is  not  meant  as  a criticism  of  the  Commis- 
sion which,  we  are  convinced,  has  complied  with 
the  civil  service  laws  and  regulations  and  has 
used  merit  as  the  basis  for  its  appointments. 

The  criticism  is  intended  for  certain  party 
leaders  who  constantly  are  exerting  tremendous 
influence  on  the  heads  of  all  departments  to  secure 
jobs  for  persons  known  to  be  incompetent  and 
unreliable. 

Competence  and  ability  are  more  important  than 
party  affiliation  and  party  loyalty  when  it  comes 
to  the  administration  of  some  state  departments, 
especially  departments  such  as  the  Industrial 
Commission,  where  efficiency  is  vital  and  technical 
knowledge  essential.  The  welfare  of  thousands  of 
individuals  disabled  in  industry,  or  their  benefi- 
ciaries, depends  on  the  work  of  the  Commission. 
Efforts  to  make  a political  football  out  of  that 
department  cannot  be  tolerated. 

UNETHICAL  AND  UNPROFESSIONAL  PRACTICES 

If  every  physician  handling  workmen’s  com- 
pensation cases  were  honest  and  lived  up  to  the 
Principles  of  Medical  Ethics,  some  of  the  Indus- 
trial Commission’s  serious  problems  would  not 
exist.  Unfortunately,  a few  physicians  are  dis- 
honest and  regard  medical  ethics  as  something 
which  can  be  winked  at.  Their  conduct  handi- 
capped the  Commission.  The  reflection  of  their 
practices  upon  the  medical  profession  as  a whole 
is  humiliating  and  offensive  to  the  thousands  of 
honest,  ethical  physicians  dealing  with  the  In- 
dustrial Commission. 

By  the  same  token  it  may  be  said  that  the 
difficulties  of  the  Commission  would  be  lessened  if 
every  claimant  were  honest  and  every  employer 
followed  the  principles  of  fair  play  in  his  re- 
lationship with  the  Commission. 

A survey  of  the  records  of  the  Industrial  Com- 
mission has  revealed  the  following  examples  of 
unethical,  dishonest  and  fraudulent  conduct  on 
the  part  of  a comparatively  small  group  of  phy- 
sicians, claimants  and  employers. 


PERSONAL  RESPONSIBILITY 

Every  physician  has  a personal  responsibility 
in  each  workmen’s  compensation  case  which  comes 
under  his  supervision.  Regardless  of  whether  he 
performs  every  service  given  the  patient  or 
whether  some  of  the  routine  services  are  ren- 
dered by  assistants  employed  by  him,  the  physi- 
cian alone  is  held  responsible  for  the  quality  and 
kind  of  services  performed  as  long  as  he  is  in 
charge  of  the  case. 

Records  of  the  Industrial  Commission  show 
that  in  some  instances  the  physician  ostensibly  in 
charge  of  a case  has  submitted  a fee  bill  for  ser- 
vices when  actually  the  patient  had  never  been 
seen  by  the  physician,  the  services  covered  by  the 
fee  bill  having  been  rendered  by  a nurse  or 
technician  employed  in  the  physician’s  office. 

Obviously,  a physician  cannot,  and  should  not 
be  expected  to,  render  all  minor  services,  such  as 
simple  dressings,  simple  physical  therapy,  labora- 
tory tests,  etc.  However,  such  services  should  be 
given  by  well-trained  and  well-qualified  nurses  or 
technicians  and  should  be  done  under  the  direc- 
tion of  the  physician  who  is,  in  the  final  analysis, 
responsible  at  all  times. 

We  believe  the  ruling  of  the  Commission  that 
“no  fees  will  be  paid  to  a doctor  for  services  ren- 
dered by  an  assistant  who  is  not  a registered 
physician,  unless  the  doctor  is  present  and  directly 
supervises  the  treatment”  is  fair  and  logical. 

The  physician  who  submits  a fee  bill  for  ser- 
vices not  actually  rendered  by  him  or  under  his 
personal  supervision  is  guilty  of  unprofessional 
conduct  and  violates  the  fraud  provisions  of  the 
Workmen’s  Compensation  Act. 

FALSIFYING  REPORTS 

When  a physician  takes  charge  of  a workmen’s 
compensation  case,  he  not  only  enters  into  a con- 
tract with  the  patient  but  also  with  the  state. 
The  physician  obligates  himself  to  give  the  in- 
jured workman  the  best  services  he  is  capable  of 
rendering  and  to  rehabilitate  the  claimant  so  he 
can  return  to  work  in  the  shortest  time  possible. 

When  a physician  fails  to  give  competent  ser- 
vice, renders  unnecessary  and  excessive  services, 
falsifies  reports  to  aid  malingering  claimants,  pro- 
longs the  period  of  disability  for  the  purpose  of 
running  up  the  cost  of  services,  or  pads  his  fee 
bill,  he  violates  the  Principles  of  Medical  Ethics, 
the  basic  principles  of  the  workmen’s  compensa- 
tion system,  and  lays  himself  open  to  prosecution 
under  the  fraud  statutes  of  the  compensation  law. 

It  is  easy  to  understand  why  the  Industrial 
Commission  is  confronted  with  obstacles  and  why 
it  lacks  confidence  in  some  physicians.  Moreover, 
such  conduct  by  a few  physicians  indicates  why 
the  Commission  must  have  definite  regulations 
governing  medical  services,  why  careful  investi- 
gation must  be  made  in  all  cases,  why  all  phy- 
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sicians  are  required  to  do  so  much  paper  work  in 
connection  with  workmen’s  compensation  claims 
and  why  the  Commission  has  to  insist  that  all 
physicians  comply  with  specific  instructions  on 
filing  reports,  etc. 

SHORT-SIGHTED  EMPLOYERS 

Short-sighted  policies  pursued  by  some  em- 
ployers have  caused  some  physicians  to  com- 
promise with  the  Principles  of  Medical  Ethics 
and  created  conditions  under  which  good  medical 
service  cannot  be  rendered  to  deserving  disabled 
workmen. 

Files  of  the  Industrial  Commission  reveal  in- 
stances where  some  industries  which  have  assumed 
the  responsibility  of  providing  piedical  services 
for  their  injured  employes  through  a full-  or  part- 
time  medical  department,  have  curtailed  funds 
for  that  department  to  such  an  extent  that  high 
medical  standards  and  good  medical  results  can- 
not be  obtained. 

Some  industrial  plants  encourage  the  trained 
nurse  employed  by  the  company  to  care  for  in- 
juries too  serious  to  be  safely  handled  by  first- 
aid  and  which  should  be  treated  by  a qualified 
physician.  When  such  practices  are  followed,  the 
nurse  exceeds  her  legal  privileges  and  the  em- 
ploye is  subjected  to  the  menace  of  inadequate 
and  poor  medical  service. 

DANGEROUS,  UNETHICAL  CONTRACTS 

A problem  which  has  reached  major  propor- 
tions in  some  industrial  centers  has  arisen  from 
the  practice  of  some  employers  in  attempting  to 
make  unfair  contracts  with  physicians  and  in 
some  instances  in  coercing  physicians  to  agree  to 
certain  practices  which  the  physicians,  as  well  as 
the  employers,  know  are  dishonest  and  unethical. 
Examples  can  be  cited. 

In  one  city  several  firms  have  compelled  physi- 
cians on  contract  to  care  for  their  injured  em- 
ployes, to  turn  over  to  the  company  money  re- 
ceived by  the  physicians  from  the  State  Indus- 
trial Commission,  over  and  above  an  agreed 
amount  each  month.  Other  firms  have  forced 
physicians  not  to  bill  the  Industrial  Commission 
for  money  beyond  a maximum  figure  agreed  upon 
between  the  company  and  the  physician. 

The  medical  profession,  employers,  and  the  In- 
dustrial Commission  should  take  cognizance  of 
this  condition  and  take  steps  to  eradicate  it,  for 
the  following  reasons: 

1.  A company  entering  into  agreements  of 
this  character  is  guilty  of  attempting  to  defraud 
or  deceive  the  State  Industrial  Commission  by 
using  a subtle  method  of  keeping  its  medical 
costs  at  an  unreasonably  low  figure,  or  hidden,  in 
order  to  secure  unreasonably  low  premium  rates. 

2.  This  is  a poor  financial  proposition  for  an 
employer  as  it  ultimately  will  result  in  inade- 


quate and  poor  medical  attention;  employes  will 
lose  more  time,  and  compensation  costs  will  soar. 

3.  Schemes  of  this  character  upset  the  ac- 
tuarial machinery  of  the  Commission. 

4.  A physician  who  is  a party  to  such  agree- 
ments is  guilty  of  collusion  to  defraud  or  deceive 
the  Commission  and  violates  the  Principles  of 
Medical  Ethics. 

5.  Employes  receiving  service  under  such  agree- 
ments are  deprived  of  good  medical  care  and  the 
status  of  their  claims  may  be  jeopardized. 

MEDICAL  ORGANIZATION  MUST  ACT 

These  typical  illustrations  of  some  of  the  bad 
practices  which  have  arisen  in  the  workmen’s 
compensation  field  emphasize  the  necessity  for 
firm  action  on  the  part  of  the  Industrial  Com- 
mission and  all  groups  who  have  the  power  to 
exercise  disciplinary  control  over  their  members. 

The  Industrial  Commission  should  make  a 
searching  investigation  where  fraud  and  deceit 
are  suspected.  It  is  the  duty  of  a physician,  as 
well  as  every  other  citizen,  to  report  suspicious 
cases  to  the  Commission.  If  proper  evidence  is 
secured,  the  Commission  should  take  steps  to 
prosecute  all  persons  participating  in  these 
schemes. 

Medical  organization  can  be  helpful  by  taking 
steps  to  clean  its  own  house.  Armed  with  evi- 
dence secured  by  investigators  for  the  Industrial 
Commission,  county  medical  societies,  with  the 
active  backing  of  the  State  Association,  should 
take  disciplinary  action  against  members  who  are 
parties  in  these  conspiracies.  Of  course,  medical 
organization  can  not  reach  physicians  who  are 
not  affiliated  with  it.  Nevertheless,  it  should  give 
its  moral  support  to  efforts  of  the  Commission  to 
punish  such  physicians. 

Here  is  an  opportunity  for  the  State  Medical 
Association  and  the  Industrial  Commission  to 
join  hands  in  a clean-up  crusade  which  will  inure 
to  the  benefit  of  workmen’s  compensation  claim- 
ants, the  Commission,  and  the  medical  profession 
generally. 

ADMINISTRATIVE  PROBLEMS 

Many  physicians  do  not  have  an  accurate  con- 
ception of  the  magnitude  of  the  Ohio  workmen’s 
compensation  system  and  do  not  understand  many 
of  the  legal  restrictions  which  have  been  placed 
on  the  Industrial  Commission  in  administering 
the  Act. 

Here  is  a department  employing  approximately 
500  persons,  handling  on  the  average  of  800 
claims  daily,  ranging  from  claims  for  medical 
services  for  trivial  injuries  to  death  claims,  acting 
as  the  trustee  of  a fund  of  between  40  and  50 
millions  of  dollars,  and  restricted  in  its  activities 
by  statutes  and  interpretations  of  those  statutes 
by  the  courts. 

At  the  request  of  this  committee,  one  of  thi 
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expert  statisticians  employed  by  the  Commission 
made  a study  of  the  claims  received  on  a certain 
day  at  the  Commission’s  office.  His  findings  are 
interesting,  to  say  the  least,  and  illustrate  some 
of  the  problems  which  confront  the  Commission 
daily. 

Of  the  claims  filed  that  day,  four  per  cent  were 
disallowed  because  the  injury  alleged  was  not 
sustained  in  the  course  of  and  arising  out  of  em- 
ployment. It  should  be  remembered  that  work- 
men’s compensation  insurance  differs  from  ordi- 
nary insurance  in  that  it  covers  only  injuries  sus- 
tained in  the  course  of  and  arising  out  of  employ- 
ment, and  occupational  diseases  enumerated  in 
the  Workmen’s  Compensation  Act. 

Ninety- two  percent  of  the  claims  admitted 
passed  through  the  department  smoothly  and 
were  settled  without  difficulty. 

Eight  per  cent  ran  into  trouble  for  one  reason 
or  another.  Following  are  some  of  the  reasons 
for  the  delay  in  handling  this  eight  per  cent,  most 
of  which  had  to  be  returned  to  the  claimant,  the 
physician  or  the  employer:  No  date  of  injury; 

no  date  when  claimant  quit  work;  no  accident 
described;  not  signed  by  claimant;  no  physician’s 
report;  no  estimate  by  physician  of  disability; 
employer’s  certificate  improperly  filled  out;  no 
wage  statement  given;  wrong  blank  used. 

Probably  some  physicians  who  submitted  X-ray 
reports  last  year  wondered  why  they  did  not  re- 
ceive payment  for  their  services.  Doubtless  their 
X-ray  reports  were  among  the  400  of  the  26,503 
received  by  the  Commission  which  had  no  means 
of  identification  and  had  to  be  disallowed.  Each 
X-ray  report  should  be  labelled  with  the  claim 
number,  name  of  patient  and  physician  with  his 
address,  the  part  described  and  date. 

Unless  the  Commission  has  complete  and  ac- 
curate medical  reports  and  unless  the  physician 
makes  a competent  diagnosis  and  prognosis, 
faulty  decisions  or  unnecessary  delays  result.  Not 
infrequently  the  Commission  has  to  hold  up  a 
claim  until  essential  information  which  should 
have  been  supplied  in  the  first  place  is  secured 
from  the  attending  physician. 

One  serious  reason  for  delay  in  correspondence 
and  in  settling  claims  is  the  failure  of  physicians 
to  place  the  claim  number  on  all  communications 
and  reports  submitted  to  the  Commission.  A 
number  filing  system  is  used  by  the  Commission. 
Files  cannot  be  found  readily  and  letters  answered 
promptly  unless  the  number  of  a claim  is  given 
by  physicians  and  others  making  inquiries. 

Hernia  cases  are  the  source  of  many  misunder- 
standings. The  Commission  will  not  grant  im- 
mediate authority  to  operate  upon  a hernia,  un- 
less strangulated,  until  after  an  investigation 
has  been  made.  This  requires  time.  Physicians 
should  not  perform  herna  operations  except  in 
emergency  cases  without  authority  from  the  Com- 


mission. Of  course,  the  physician  should  follow 
his  best  judgment  in  such  cases.  If  he  deems 
an  operation  necessary  to  save  the  patient  from 
death  or  permanent  disability,  he  should  operate 
and  later  file  evidence  with  the  Commission  to 
substantiate  his  decision. 

Corrective  and  reconstructive  operations  should 
not  be  performed  without  written  authority  from 
the  Commission. 

Fee  bills  for  physical  therapy  will  not  be  paid 
unless  the  physician  has  secured  authorization 
for  such  treatments  from  the  Commission. 

Delay  on  the  part  of  the  physician  in  filing 
medical  reports  causes  unnecessary  delay  in  the 
settlement  of  many  claims.  Frequently  a case 
cannot  be  closed  and  bills  paid  because  the  phy- 
sician has  not  submitted  his  fee  bill.  Occasionally 
a fee  bill  is  not  itemized  or  visits  listed  in  chron- 
ological order.  This  causes  delay  and  wastes  the 
time  of  employes  at  the  Commission.  Failure  on 
the  part  of  some  physicians  to  follow  the  standard 
fee  schedule  makes  it  necessary  for  Commission 
employes  to  check  every  fee  bill  carefully.  Over 
a period  of  a year,  considerable  time  is  consumed 
by  this  one  process.  Much  time  can  be  saved, 
however,  if  the  need  for  adjustments  in  fees  is 
minimized. 

The  foregoing  paragraphs  should  suggest  to 
physicians  many  ways  by  which  they  can  be  of 
assistance  to  the  Commission  and  at  the  same 
time  insure  the  prompt  payment  of  their  fee  bills. 
The  Commission  must  require  systematic  pro- 
cedure and  a certain  amount  of  red-tape.  Prac- 
tically every  claim  is  a medical  problem,  big  or 
little.  For  that  reason,  the  medical  profession  is 
one  of  the  important  cogs  in  the  administrative 
machinery. 

CONCLUSIONS 

During  our  contacts  with  the  Commission,  we 
have  learned  many  things  about  its  problems  and 
difficulties.  We  have  enumerated  some  of  them 
for  the  benefit  of  the  members,  hoping  that  read- 
ing of  this  report  will  stimulate  greater  active 
cooperation  on  their  part  and  give  them  a better 
understanding  of  the  Workmen’s  Compensation 
Law  and  its  administration. 

The  present  friendly  relationship  between  the 
Commission  and  the  Ohio  State  Medical  Associa- 
tion should,  by  all  means,  be  maintained.  That 
will  insure  a satisfactory  solution  of  some  of  the 
important  questions  which  have  been  called  to  the 
attention  of  the  Commission  and  on  which  action 
is  pending. 

— OSM  J — 

The  Cleveland  Medical  Library  Association  is 
probably  the  only  medical  library  in  the  country 
operating  a motorcycle  book  delivery  system. 
On  request,  books  are  called  for  and  delivered  at 
homes  or  offices  of  members  of  the  Library  Asso- 
ciation. 
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A REVIEW  of  the  activities  of  the  Commit- 
tee on  Medical  Defense  since  the  last  An- 
nual Meeting  indicates  suits  and  threats 
of  suit  for  alleged  malpractice  still  constitute  a 
menace  for  the  entire  medical  profession  of  the 
state. 

Since  September  1,  1935,  the  committee  has  had 
referred  to  it  21  suits  and  14  threats  of  suits  for 
alleged  malpractice  involving  members  of  the 
Ohio  State  Medical  Association. 

Since  1916,  when  the  Medical  Defense  Plan  was 
instituted,  the  committee  has  handled  300  suits 
and  221  threats,  including  figures  for  the  first 
eight  months  of  the  current  year. 

Of  course,  these  are  by  no  means  all  the  suits 
filed  and  threats  made  against  members  during 
those  years.  There  are  cases  which  are  not  re- 
ferred to  this  committee,  especially  if  the  phy- 
sician carries  indemnity  insurance.  It  is  sug- 
gested that  all  cases  should  be  brought  to  the  at- 
tention of  the  committee  so  that  its  records  can 
be  complete. 

These  data  show  the  need  of  continuing  the 
Medical  Defense  Plan,  the  purpose  of  which  is  to 
prevent  unjust  suits  and  assist  in  the  defense  of 
members  when  sued  for  alleged  malpractice. 

It  is  unnecessary  to  describe  in  detail  the 
Medical  Defense  Plan  and  how  it  operates.  Most 
of  the  members  are  familiar  with  the  plan.  To 
those  who  are  not,  we  suggest  they  review  the 
revised  regulations,  published  in  the  May,  1936, 
issue  of  The  Journal,  pages  467  and  468. 

After  analyzing  the  records  and  experiences  of 
the  committee  over  a period  of  years,  it  seems 
advisable  to  emphasize  certain  facts  in  connection 
with  the  prevention  of  suits  and  the  defense  of 
members  in  an  effort  to  improve  the  situation  as 
regards  actions  in  malpractice  during  the  en- 
suing year. 

1.  The  committee’s  records  show  the  following 
to  be  the  principal  causes  of  suits  and  threats: 

(a)  Thoughtless,  ill-advised  and  unjustifi- 
able criticism  or  disparaging  remarks 
by  a physician  concerning  some  col- 
league. 

(b)  Hope  by  dissatisfied  patient  and  his 
attorney  to  profit. 

(c)  Desire  to  injure  the  defendant’s  pro- 
fessional standing. 

(d)  Criticism  of  physician  by  relatives  or 
friends  of  patient. 


(e)  Carelessness  or  negligence  on  the  part 
of  the  physician;  superficial  examina- 
tion and  service. 

(f)  Failure  on  the  part  of  the  physician  to 
keep  adequate  and  accurate  records. 

(g)  Negligence  on  the  part  of  assistants 
and  attendants  employed  by  physician. 

(h)  Failure  on  the  part  of  the  patient  or 
his  family  to  carry  out  the  physician’s 
instructions  and  advice. 

2.  Practically  all  suits  for  alleged  malpractice 
are  unjust  and  entirely  unwarranted. 

3.  Settlement  of  suits  alleging  malpractice 
through  compromise  is  bad  practice  and  poor 
policy.  Such  suits  are  attacks  on  professional  in- 
tegrity and  reputation  and,  therefore,  should  not 
be  compromised.  A physician  is  either  guilty  or 
innocent.  There  is  no  half-way  mark. 

4.  The  defense  plan  of  the  State  Association 
is  not  and  should  not  be  considered  insurance  as 
this  term  is  applied  to  indemnity.  It  does  not 
permit  the  State  Association  to  pay  court  judg- 
ments in  any  case.  The  Association  is  not  obli- 
gated to  contribute  financially  to  the  defense  of 
a member  who  carries  indemnity  insurance. 

5.  The  defense  plan  permits  the  State  Associa- 
tion to  contribute  toward  the  expense  for  legal 
services  to  a member  sued  for  alleged  malpractice 
provided  the  member  is  eligible  to  defense.  Also,  it 
permits  the  Committee  on  Medical  Defense  to  aid 
in  the  preparation  of  defense  in  any  suit,  even  if 
the  physician  involved  is  not  entitled  to  defense 
but  where  principles  of  law  affecting  malpractice 
actions  are  at  stake  and  where  an  adverse  decision 
would  establish  a legal  precedent  involving  the 
interest  of  the  entire  profession.  Moreover,  it 
permits  the  committee  to  assist  counsel  for  in- 
demnity companies  and  to  intercede  in  behalf  of 
a physician  in  event  of  difficulties  between  him 
and  his  insurance  company. 

6.  Physicians  should  deal  only  with  indemnity 
companies  of  sound  financial  rating  and  good 
reputation.  Policies  should  be  checked  carefully 
to  see  that  they  do  not  contain  technical  loop- 
holes. Advice  of  the  Committee  on  Medical  De- 
fense is  available  to  members  on  these  and  similar 
matters. 

7.  When  sued  or  threatened  with  suit,  a mem- 
ber should  at  once  notify  the  Executive  Secre- 
tary, Ohio  State  Medical  Association,  Hartman 
Theatre  Building,  Columbus;  fill  out,  according 
to  directions,  the  blanks  received  from  him;  re- 
turn one  completed  blank  to  him  and  the  second 
completed  blank  to  the  chairman  of  this  com- 
mittee, 733  Osborn  Building,  Cleveland. 

8.  A physician  is  not  entitled  to  defense  if: 
(a)  He  is  not  in  good  standing  (dues  fully 
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paid)  in  his  county  medical  society  and 
therefore  not  in  good  standing  in  the 
State  Association. 

(b)  The  alleged  cause  of  the  suit  occurred 
or  the  suit  was  filed  during  a period 
for  which  the  member  is  or  was  in 
arrears  with  his  dues,  or  in  case  the 
alleged  cause  occurred  previous  to  the 
defendant’s  membership  in  the  State 
Association.  (Annual  dues  in  the 
State  Association  are  always  due  in  ad- 
vance on  or  before  January  1). 

(c)  He  has  failed  to  forward  a medical  de- 
fense application,  properly  filled  out,  to 
the  State  Association  offices  within  10 
days  after  the  service  of  summons. 

(d)  He  does  not  take,  or  have  taken,  and 
keep  on  file,  or  have  available,  X-ray 
pictures  of  fracture  cases,  unless  it  can 
be  shown  that  at  the  time  and  place  it 
was  impossible  to  secure  an  X-ray  ex- 
amination. 


(e)  He  has  been  sued  on  “cross  complaint”, 
having  filed  a suit  himself  to  collect  a 
bill  within  one  year  of  the  termination 
of  his  services. 

(f)  He  is  believed  guilty,  after  careful  in- 
vestigation, of  illegitimate  professional 
actions  or  service. 

9.  A member  who  has  been  sued  or  threatened 
with  suit  may  employ  counsel  of  his  own  selec- 
tion. However,  the  State  Association  will  not  con- 
tribute to  the  legal  expense  incurred  by  a mem- 
ber unless  the  counsel  employed  by  him  co- 
operates fully  with  the  Committee  on  Medical  De- 
fense and  the  General  Counsel  of  the  Association. 
Upon  request  of  a member,  the  committee 
through  its  General  Counsel  will  recommend  legal 
counsel. 

If  members  will  bear  in  mind  the  points  noted 
in  the  foregoing  paragraphs,  we  believe  that  the 
malpractice  menace  can  be  minimized  and  a 
stronger  defense  established  in  cases  which  may 
arise  during  the  next  year. 
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NEVER  in  history  has  the  responsibility 
of  medical  schools  been  greater  than  at 
the  present  time. 

The  selection  of  a limited  number  of  students 
from  a veritable  deluge  of  applicants  is  a problem 
in  itself. 

Medical  educators  also  are  confronted  with  the 
problem  of  producing  physicians  thoroughly 
trained  in  the  latest  developments  of  medical 
science,  but  still  not  so  scientific  in  their  view- 
point as  to  be  aloof  and  impersonal  in  their  at- 
titude toward  patients. 

It  has  been  charged  that  patients  seem  to  get 
relatively  less  personal  attention  from  physicians 
than  they  received  in  the  past,  and  “that  physi- 
cians are  more  interested  in  disease  processes 
than  in  diseased  persons”. 

ORGANIZED  MEDICINE  AND  THE  STUDENT 

To  assist  medical  schools  in  impressing  on 
students, the  necessity  of  a personal  interest  as 
well  as  scientific  knowledge  as  prerequisites  for 
the  successful  practitioner,  your  Committee  be- 
lieves that  students  should  be  assigned  during 
vacation  periods  to  work  with  physicians  in 
private  practice.  Daily  association  with  a family 


physician  as  a preceptor  should  accomplish  much 
in  personalizing  students. 

The  medical  school  also  must  prepare  students 
for  practice  under  social  and  economic  conditions 
vastly  different  than  those  which  confronted  the 
young  physician  a decade  ago.  The  dominance  of 
the  private  practitioner  in  medical  practice  is 
being  challenged  by  agencies  which  would  give 
him  the  status  of  a “medical  servant”  rather  than 
a “medical  guide”. 

Since  the  retention  of  the  traditional  principles 
of  medical  practice  is  one  of  the  tenets  of  or- 
ganized medicine,  your  committee  feels  that  all 
medical  schools  should  impress  on  their  graduates 
the  advantages  of  early  affiliation  with  organized 
medicine.  A resolution  urging  that  medical 
schools  instruct  senior  medical  students  in  the 
objectives  and  activities  of  organized  medicine, 
adopted  by  the  House  of  Delegates  of  the  Ohio 
State  Medical  Association  October  2,  1935,  was 
endorsed  by  the  House  of  Delegates  of  the 
American  Medical  Association  at  its  session  in 
Kansas  City,  May  11-15,  1936.  A school  which 
fails  to  provide  such  instruction  for  its  students 
is  neglecting  an  opportunity  to  render  a real 
service  both  to  students  and  to  the  medical  pro- 
fession. 

Ohio  is  fortunate  in  having  three  of  the  out- 
standing Class  A medical  schools  in  the  country. 
They  are  institutions  of  which  the  medical  pro- 
fession should  be  proud.  Their  entrance  require- 
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ments  are  stringent;  their  faculties  and  clinical 
and  teaching  facilities  excellent. 

So  that  Ohio  physicians  may  be  familiar  with 
the  present  status  of  these  institutions,  your 
Committee  requested  their  deans  to  furnish  per- 
tinent data,  which  is  published  herewith: 

OHIO  STATE  UNIVERSITY  COLLEGE  OF  MEDICINE 
J.  H.  J.  Upham,  M.D.,  Dean 

The  103rd  school  year  of  the  College  of  Medi- 
cine of  Ohio  State  University  began  September 
29,  1936,  with  an  enrollment  of  341  students,  28 
less  than  were  enrolled  for  the  year  1935-36. 

The  number  of  admissions  to  the  Freshman 
class  has  been  reduced  to  75,  in  order  to  facilitate 
teaching,  particularly  in  the  clinical  years. 

The  enrollment  and  number  of  graduates  for 
this  year  and  the  past  five  years  follows: 
NUMBER  OF  STUDENTS 
1936-37  1935-36  1934-35  1933-34  1932-33  1931-32 


Freshman  75  100  101  101  101  100 

Sophomore  82  89  97  90  85  86 

Junior  87  92  89  85  88  92 

Senior  97  88  90  89  90  76 

Total  341  369  377  365  364  354 


NUMBER  OF  GRADUATES 


1931  78  1934  86 

1932  75  1935  83 

1933  75  1936  91 


No  changes  in  curriculum  have  been  consum- 
mated. However,  plans  are  under  way  for  a co- 
ordinated medical  program  which  would  greatly 
improve  the  method  of  teaching  in  clinical  years. 

The  Department  of  Medicine  and  the  Depart- 
ment of  Medical  Research  were  recently  com- 
bined, and  Dr.  C.  A.  Doan  appointed  chairman  of 
the  new  Department  of  Medicine. 

It  is  anticipated  that  the  new  wing  to  Starling- 
Loving  University  Hospital  for  the  outpatient 
department,  will  be  ready  for  occupancy  by  next 
Spring. 

Dr.  Neal  N.  Wood,  formerly  of  Hillman  Hos- 
pital, Birmingham,  Alabama,  has  been  appointed 
Director  of  Starling-Loving  Hosiptal  and  of  the 
new  outpatient  department. 

UNIVERSITY  OF  CINCINNATI  COLLEGE  OF  MEDICINE 
Alfred  Friedlander,  M.D.,  Dean 

The  current  academic  year  of  the  University  of 
Cincinnati  College  of  Medicine  opened  in  Septem- 
ber with  295  students  enrolled  and  68  in  intern- 
ship. 

Comparison  of  this  year’s  enrollment  and  1936 
g’raduates  with  figures  of  previous  years  follows: 
NUMBER  OF  STUDENTS 


1936-37 

1935-36 

1934-35 

1933-34 

1932-33 

1931-32 

First  year 

75 

75 

75 

91 

90 

90 

Second  year 

74 

70 

79 

76 

77 

75 

Third  year 

75 

72 

72 

68 

72 

75 

Fourth  year 

71 

69 

69 

74 

74 

67 

Fifth  year 

68 

73 

73 

72 

67 

59 

(internship) 

Special 

• 9 

3 

5 

— 

— 

— 

— 

— 

— 

Total 

363 

354 

368 

390 

383 

371 

NUMBER  OF  GRADUATES 


1931  61  1934  71 

1932  60  1935  73 

1933  67  1936  67 


Effective  in  1937,  a change  has  been  made  in 
the  entrance  requirements  in  chemistry.  Prev- 
iously 16  semester  hours  were  required,  with  four 
hours  of  either  qualitative  or  quantitative  an- 
alysis. The  new  requirement  is  15  hours  of 
chemistry,  of  which  11  hours  must  be  in  general 
inorganic  chemistry.  This  must  include  both 
qualitative  and  quantitative  analysis,  and  five 
hours  must  consist  of  laboratory  work. 

There  have  been  some  changes  in  the  curri- 
culum in  the  senior  year  and  junior  years  in 
which  certain  didactic  lectures  and  clinical  work 
previously  given  in  the  fourth  year  have  been 
transferred  to  the  third  year  so  as  to  allow 
senior  students  more  time  for  ward  work. 

WESTERN  RESERVE  UNIVERSITY  SCHOOL  OF  MEDICINE 
Torald  Sollman,  M.D.,  Dean 

The  94th  session  of  Western  Reserve  Univer- 
sity School  of  Medicine  began  September  24,  1936, 
with  an  enrollment  of  262  students,  two  less  than 
last  year. 

Following  are  the  figures  on  enrollment  and 
graduation  for  this  year  and  the  past  year: 


NUMBER  OF  STUDENTS 


1936-37 

1935-36 

1934-35 

1933-34 

1932-33 

1931-32 

First  year 

74 

75 

80 

81 

79 

78 

Second  year 

59 

67 

68 

65 

74 

60 

Third  year 

67 

65 

60 

71 

55 

62 

Fourth  year 

62 

57 

70 

55 

61 

58 

Total 

262 

264 

278 

272 

269 

258 

NUMBER  OF  GRADUATES 


1931  58  1934  53 

1932  57  1935  ,71 

1933  61  1936  57 


Emphasis  of  individual  factors  has  been  con- 
tinued in  the  selection  of  applicants  for  entrance 
into  the  medical  school. 

Beginning  with  the  class  entering  in  1937, 
Western  Reserve  has  decided  to  drop  its  formal 
requirement  for  foreign  language  credits  as  a 
prerequisite  for  admission,  and  to  leave  these 
to  the  judgment  of  the  undergraduate  faculties. 
Dean  Sollman  commented  as  follows  on  this 
point : 

“This  step  is  taken  in  the  interest  of  simplifi- 
cation of  the  demands  which  the  medical  schools 
make  on  undergraduate  training,  and  in  con- 
sonance with  the  fundamental  policy  of  not  ham- 
pering the  programs  of  the  undergraduate  col- 
leges in  such  cultural  studies  as  are  not  im- 
mediately essential  to  the  medical  course.  It 
should  not  be  interpreted  as  minimizing  the  value 
of  language  study  in  general  culture.  Profes- 
sionally, some  familiarity  with  the  classical  lan- 
guages facilitates  the  correct  understanding  of 
medical  terms,  and  a reading  knowledge  of  any  of 
the  foreign  languages  in  which  the  medical  treat- 
ises are  written  widens  the  horizon  of  the  student 
and  physician.  However,  experience  has  shown 
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that  they  are  not  essential.  Indeed,  the  formal 
language  courses  do  not  insure  such  intimate 
familiarity  with  these  languages  as  to  make  them 
of  much  real  use  as  tools  in  the  study  or  practice 
of  medicine,  and  the  extension  of  journals  and 
abstract  journals  in  English  makes  their  pro- 
fessional use  less  important  than  was  formerly 
the  case,  except  for  those  who  devote  themselves 
to  research.” 

All  supplemental  courses  offered  by  the  school 
have  been  changed  to  optional,  making  the  basic 
course  of  1746  hours  for  the  first  two  years  re- 
quired of  all  students.  Applied  bacteriology  and 
immunology,  required  of  all  second  year  students 
in  1935-1936,  has  been  discontinued  but  an 
optional  course  in  advanced  immunology  is  being 
offered. 

Dr.  William  E.  Bruner  has  been  made  profes- 
sor emeritus  of  ophthalmology  after  41  years  of 
service  to  the  school.  Dr.  Harold  N.  Cole  was 
promoted  to  clinical  professor  of  dermatology  and 
syphilology.  Other  promotions  include:  Dr. 

Harold  H.  Brittingham,  assistant  clinical  pro- 
fessor of  medicine;  Dr.  Charles  Y.  Dolezal,  as- 
sistant clinical  professor  of  medicine;  Dr.  Walter 
E.  Hambourger,  assistant  professor  of  pharma- 
cology and  Dr  Franklin  R.  Miller,  assistant  pro- 
fessor of  medicine.  Dr.  0.  W.  Barlow,  associate 
professor  of  pharmacology,  has  left  the  staff. 

VALUE  OF  POSTGRADUATE  STUDY 

Appreciating  the  necessity  of  continous  study 
if  physicians  are  to  stay  abreast  of  their  field, 
it  is  the  earnest  hope  of  your  Committee  that  the 
members  of  the  medical  profession  in  Ohio  will 
utilize  all  facilities  available  for  postgraduate 
study. 

We  are  well-pleased  with  the  increased  interest 
which  physicians  throughout  the  state  are  taking 
in  the  district  society  meetings.  Programs  have 
been  presented  by  able  speakers  who  have  fur- 
nished the  men  in  general  practice  with  practical 
information. 

It  is  our  hope  that  the  district  society  officers, 
councilors  and  the  State  Headquarters  Office  will 
continue  to  cooperate  in  making  this  opportunity 
for  postgraduate  study  one  of  the  most  popular 
of  the  many  services  which  the  Ohio  State  Medi- 
cal Association  offers  its  members. 

The  establishment  of  a Speaker’s  Bureau  by 
the  State  Association  is  another  innovation  which 
has  our  hearty  endorsement. 

HOSPITAL  STATISTICS 

Matters  of  policy  concerning  hospital  practice 
and  the  medical  profession  have  been  carefully 
considered  by  the  Committee  on  Public  Policy. 
Therefore,  we  are  confining  our  report  on  hos- 
pitals to  the  presentation  of  the  following  factual 
data : 

During  the  year  1935,  according  to  the  Council 
on  Medical  Education  and  Hospital  of  the 
American  Medical  Association,  (March  7,  1936 


issue  of  The  Journal  of  the  American  Medical 
Association),  there  were  6,246  registered  hos- 
pitals in  the  United  States  as  compared  with 
6,334  last  year,  a net  decrease  of  88. 

During  1935,  the  capacity  of  all  registered 
hospitals  was  1,076,350  beds  and  53,310  bassinets, 
with  an  aveiage  number  of  199,661  idle  beds,  of 
which  144,880  were  in  general  hospitals.  The 
total  of  patients  admitted,  not  counting  new-born 
infants,  was  7,709,942,  with  an  average  daily 
census  of  876,689.  Hospitals  admitted  bed  pa- 
tients at  the  rate  of  one  patient  every  four  seconds 
throughout  the  year. 

The  4,257  general  hospitals  admitted  6,867,870 
patients,  or  89.07  per  cent  of  the  7,709,942  pa- 
tients admitted  to  all  hospitals.  However,  the 
total  patients  days  in  general  hospitals  was  only 
95,372,310,  or  29.8  per  cent  of  319,991,485  patient 
days  in  all  hospitals.  The  average  length  of  stay 
per  patient  in  general  hospitals  was  14  days. 

General  hospitals  reported  732,465  births  dur- 
ing 1935,  and  maternity  hospitals  35,784,  a total 
of  769,660,  which  was  an  increase  of  68,517  over 

1934. 

One  person  in  15  was  a hospital  bed  patient  in 

1935,  based  on  the  U.  S.  Bureau  of  the  Census 
estimated  population  for  the  year. 

Growth  of  hospital  facilities  for  the  last  26 
years  had  been  at  the  rate  of  25,203  beds  a year. 

There  are  4,364  hospitals  that  have  their 
laboratories,  3,115  of  which  are  directed  by 
physicians,  and  275  have  nurses  for  directors. 

Y-ray  departments  were  reported  by  4,698  hos- 
pitals, with  3,686  physician-directors  and  278 
nurse-directors.  2749  hospitals  reported  patients’ 
libraries. 

Outpatient  departments  in  2,476  hospitals  re- 
ported 9,712,862  outpatients  who  made  25,588,- 
640  visits  to  the  outpatient  departments. 

New  York,  Pennsylvania,  Illinois,  California, 
Massachusetts,  Ohio,  Michigan,  New  Jersey  and 
Texas  rank  in  the  order  named  in  the  number  of 
patients  admitted  to  hospitals.  Bed  patients  ad- 
mitted to  Ohio  hospitals  during  1935  were  351,785. 

General  hospitals  in  the  United  States  had  an 
average  occupancy  of  64.3  per  cent  in  1935  as 
against  59.9  per  cent  in  1933. 

OHIO  HOSPITALS  RANK  HIGH 

Ohio’s  high  ranking  in  the  hospital  field  was 
maintained  during  1935.  Hospitals,  sanatoriums 
and  related  institutions  in  Ohio  registered  by  the 
Council  on  Medical  Education  and  Hospitals  of 
the  Amercan  Medical  Association  numbered  253, 
with  a capacity  of  52,554  beds  and  2,587  bas- 
sinets. Ohio  hospitals  reported  36,930  births 
during  1935,  as  compared  with  33.270  in  1934. 
Bed  patients  admitted  numbered  351,785,  an  in- 
crease of  34,105  over  1934,  and  the  average 
daily  census  was  43,427  as  compared  with  41,631 
in  1934.  Ohio  hospitals  totaling  189  had  clinical 
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laboratories,  181  had  Y-ray  departments,  of 
which  147  were  directed  by  physicians;  108  had 
patients’  libraries  and  eight  owned  ambulances. 

The  following  Ohio  hospitals,  numbering  38, 
are  approved  for  intern  training: 

City  Hospital,  Akron;  Peoples  Hospital,  Akron; 
St.  Thomas  Hospital,  Akron;  Aultman  Hospital, 
Canton;  Mercy  Hospital,  Canton;  Bethesda  Hos- 
pital, Cincinnati;  Christ  Hospital,  Cincinnati; 
Cincinnati  General  Hospital;  Deaconess  Hospital, 
Cincinnati;  Good  Samaritan  Hospital,  Cincin- 
nati; Jewish  Hospital,  Cincinnati;  St.  Mary  Hos- 
pital, Cincinnati;  Charity  Hospital,  Cleveland; 
City  Hospital,  Cleveland;  Lutheran  Hospital, 
Cleveland;  Mt.  Sinai  Hospital,  Cleveland;  St. 
Alexis  Hospital,  Cleveland;  St.  John’s  Hospital, 
Cleveland;  St.  Luke’s  Hospital,  Cleveland;  Uni- 
versity Hospitals,  Cleveland;  Woman’s  Hospital, 
Cleveland;  Grant  Hospital,  Columbus;  Mt.  Car- 
mel Hospital,  Columbus;  St.  Francis  Hospital, 
Columbus;  Starling-Loving  University  Hospital, 
Columbus;  White  Cross  Hospital,  Columbus; 
Good  Samaritan  Hospital,  Dayton;  Miami  Valley 
Hospital,  Dayton;  St.  Elizabeth  Hospital,  Day- 
ton;  Huron  Road  Hospital,  East  Cleveland; 


Mercy  Hospital,  Hamilton;  City  Hospital,  Spring- 
field;  Flower  Hospital,  Toledo;  Lucas  County 
General  Hospital,  Toledo;  St.  Vincent’s  Hospital, 
Toledo;  Toledo  Hospital;  St.  Elizabeth’s  Hospital, 
Youngstown,  and  Youngstown  Hospital. 

Hospitals  in  Ohio  approved  for  residencies  in 
specialties  number  27. 

They  are:  Children’s  Hospital,  Akron;  City 
Hospital,  Akron;  St.  Thomas  Hospital,  Akron; 
Mercy  Hospital,  Canton;  Children’s  Hospital, 
Cincinnati;  Cincinnati  General  Hospital;  Dea- 
coness Hospital,  Cincinnati;  Good  Samaritan 
Hospital,  Cincinnati;  Jewish  Hospital,  Cincin- 
nat;  Longview  State  Hospital,  Cincinnati;  Char- 
ity Hospital,  Cleveland;  City  Hospital,  Cleve- 
land; Mt.  Sinai  Hospital,  Cleveland;  St.  Alexis 
Hospital,  Cleveland;  St.  John’s  Hospital,  Cleve- 
land; St.  Luke’s  Hospital,  Cleveland;  University 
Hospitals,  Cleveland;  Children’s  Hospital,  Co- 
lumbus; Columbus  State  Hospital;  Starling- 
Loving  University  Hospital;  Columbus;  Miami 
Valley  Hospital,  Dayton;  Ohio  State  Sanatorium, 
Mt.  Vernon;  Toledo  State  Hospital;  Women’s  and 
Children’s  Hospital,  Toledo;  Cleveland  Tuber- 
culosis Sanatorium,  Warrensville ; St.  Elizabeth’s 
Hospital,  Youngstown,  and  Youngstown  Hospital. 
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C.  I.  Stephen Ansonia 
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John  Dean  Boylan Milford  Center 


CURRENT  events  are  to  a certain  extent 
forcing  the  attitude  of  the  medical  profes- 
sion toward  preventive  medicine. 

This  is  borne  out  by  a review  of  the  activities 
of  the  Committee  on  Preventive  Medicine  and 
Periodic  Health  Examinations  during  the  past 
year.  A contrast  between  the  work  of  the  com- 
mittee during  the  past  12  months  and  that  for  a 
similar  period  during  the  early  1920’s  is  interest- 
ing. 

In  1923  the  Ohio  State  Medical  Association 
created  a Committee  on  Periodic  Health  Exami- 
nations to  popularize  a physical  examination  pro- 
gram. It  began  with  a rather  arbitrary  attitude 
of  specifying  a more-or-less  stereotyped  physical 
examination  at  fixed  intervals.  This  was  used  at 
first  in  impersonal  form  and  often  in  groups 
without  any  consideration  of  privacy. 

It  soon  became  apparent  that  this  was  a very 
narrow  view  of  the  whole  field.  Then  followed  the 
emphasis  upon  a complete  health  inventory, 
thoroughly  individualized,  with  consideration  of 
hereditary  tendencies  and  personal  physical  and 
mental  habits. 


The  physical  examination  became  only  the  en- 
tering wedge  for  a complete  health  survey.  The 
whole  conception  of  the  movement  was  broadened. 
The  name  of  the  committee  was  then  changed  to 
that  of  Preventive  Medicine  and  Periodic  Health 
Examinations  so  as  to  include  all  forms  of  per- 
sonal preventive  work. 

Today — a period  of  social  experiments — the 
field  of  preventive  medicine  is  undergoing  ad- 
ditional changes.  Interest  in  it  is  steadily  grow- 
ing, throwing  out  a challenge  to  the  private 
practitioner  of  medicine  and  medical  organiza- 
tion. 

A few  of  the  activities  and  observations  of  this 
committee  during  the  past  year  will  illustrate 
how  the  scope  of  preventive  medicine  has  been 
enlarged  and  why  the  medical  profession  must 
take  a more  active  interest  in  it. 

WPA  HEALTH  PROJECTS 

Millions  of  dollars  have  been  made  available  by 
the  Federal  Government  through  the  Works  Pro- 
gress Administration  for  welfare  programs  of 
many  types,  including  public  health  projects. 
This  program  is  now  being  carried  out.  Its 
economic  justification  is  no  problem  of  ours  as 
a professional  group. 

Ohio  has  shared  in  the  Federal  funds  and  dur- 
ing the  past  year  many  public  health  activities 
under  the  auspices  of  the  WPA  have  been  carried 
on  in  various  communities  of  the  state.  This 
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committee  has  observed  some  of  these  activities 
and  secured  some  interesting  data  on  them. 

For  example,  in  Cleveland,  where  more  work 
of  this  character  was  done  than  in  any  other  area 
in  the  state,  more  than  1,000  WPA  workers  were 
employed  at  one  time  on  various  health  projects. 

The  child  population  of  Greater  Cleveland  was 
canvassed  to  secure  as  nearly  as  possible  uni- 
versal immunization  and  vaccination,  permits  for 
tuberculin  testing,  etc.  In  the  diphtheria  im- 
munizing program,  35,000  families  were  visited 
and  8,000  additional  children  immunized,  3,000 
of  these  by  private  physicians.  The  percentage 
of  unimmunized  children  was  reduced  from  67 
per  cent  to  49  per  cent.  Only  700  “conscientious” 
objectors  were  encountered  in  the  whole  group. 
Altogether  330,000  persons  were  contacted.  In- 
struction in  child  care  was  given.  The  value  and 
importance  of  prenatal  care  were  emphasized  by 
those  engaged  in  educational  activities.  Sight- 
saving and  prevention-of-deafness  campaigns 
were  conducted.  Day  nurseries  were  put  into 
operation. 

These  are  examples  of  the  intensive  activities 
carried  on  in  one  large  Ohio  community.  Similar 
projects  on  a smaller  scale  were  staged  in  other 
parts  of  the  state.  There  was  some  complaint 
relative  to  the  use  of  lay  persons  for  health  edu- 
cation purposes.  However,  most  of  the  Cleveland 
WPA  projects  have  conformed  to  sound  policies 
and  have  cooperated  with  advisory  committees 
composed  of  physicians. 

GCFVER N M EN T ADDS  IMPETUS 

Entrance  of  the  Federal  Government  in  a big 
way  has  added  so  much  impetus  to  activities  in 
the  field  of  preventive  medicine  that  they  have 
become  major  projects  in  some  communities. 
Professional  guidance  is  definitely  needed.  The 
medical  profession  should  not  overlook  this  op- 
portunity. Unless  the  profession  cooperates,  they 
will  be  carried  on  independently  of  it,  to  the 
detriment  of  the  public  and  the  medical  profes- 
sion. 

Professional  persons  should  make  up  the  per- 
sonnel of  the  supervisory  groups.  It  is  the  re- 
sponsibility of  pediatricians  and  general  practi- 
tioners to  assume  supervision  over  and  participate 
in  child-care,  immunization,  vaccination,  and 
health  examination  programs.  The  specialist  in 
orthopedics  should  guide  the  crippled  children 
projects  and  the  obstetrician  the  prenatal  care 
campaign.  Oculists  should  make  up  the  super- 
visory group  in  sight-saving  campaigns  and  ser- 
vices for  the  blind.  The  prevention-of-deafness 
work  should  be  guided  by  the  otologists. 

This  committee  has  encouraged  physicians  and 
medical  societies  to  investigate  these  WPA  health 
projects;  insist  on  professional  supervision;  make 
sure  the  policies  of  the  medical  profession  are 
adhered  to;  and  cooperate  in  worthy  programs. 


Aloofness  on  the  part  of  the  medical  profes- 
sion will  cause  such  projects  to  get  out  of  control 
and  place  them  in  the  hands  of  inexperienced  and 
unqualified  laymen. 

OHIO’S  SOCIAL  SECURITY  PROGRAM 

Activities  in  the  field  of  preventive  medicine 
constitute  one  of  the  major  phases  of  the  Ohio 
Social  Security  Program,  financed  with  Federal 
funds.  They  include  such  activities  as  a state- 
wide maternal  and  child  health  educational  pro- 
gram, refresher  courses  for  physicians  in  ob- 
stetrics and  pediatrics,  post-graduate  work  for 
public  health  workers,  nursing  projects,  programs 
to  control  venereal  diseases,  research  in  occupa- 
tional diseases,  and  expansion  of  services  for  the 
crippled  children  and  the  blind. 

With  the  exception  of  activities  relating  to 
crippled  children  and  the  blind,  which  are  under 
the  direction  of  the  State  Department  of  Wel- 
fare, these  health  activities  are  being  adminis- 
tered by  the  State  Department  of  Health. 

Before  the  Ohio  programs  were  formulated, 
and  many  times  since,  this  committee  has  held 
conferences  with  officials  of  the  health  depart- 
ment on  various  phases  of  the  work  contemplated 
or  started. 

OBSTETRICS  AND  PRENATAL  CARE 

With  the  Hospital  Obstetric  Society  of  Ohio, 
this  committee  has  cooperated  with  the  State  De- 
partment of  Health  in  the  past  in  educational 
campaigns  to  lower  the  maternal  death  rate  in 
Ohio.  Federal  funds  are  now  available  to  step  up 
activities  in  this  field.  Our  committee  has  volun- 
teered its  active  help  in  promoting  lectures  which 
will  be  given  by  well-qualified  and  experienced 
physicians  at  public  and  professional  gatherings 
throughout  the  state.  The  value  of  early  and 
adequate  prenatal  care  will  be  emphasized  at  the 
meetings  attended  by  the  laity  and  reviews  of 
good  obstetrical  procedure  will  be  presented  at 
gatherings  for  members  of  the  medical  profes- 
sion. In  other  words,  these  will  be  postgraduate 
assemblies,  held  at  places  conveniently  accessible 
to  a large  number  of  physicians.  Nursing  demon- 
strations will  be  held  and  nursing  care  provided 
for  needy  women  in  confinement,  especially  in 
rural  districts.  In  addition,  funds  will  be  made 
available  for  research  on  problems  of  maternal 
and  fetal  mortality  in  Ohio,  under  the  guidance 
of  the  Hospital  Obstetric  Society.  The  result  of 
this  program  should  be  an  elevation  of  the  stand- 
ard of  obstetrical  practice,  more  preventive  ob- 
stetrics, more  prenatal  examinations,  better 
nursing  care,  and  fewer  maternal  and  fetal 
deaths  in  Ohio. 

ATTACK  ON  CHILDREN’S  DISEASES 
An  attack  on  health  problems  of  children  also 
will  be  made  as  a part  of  the  Social  Security 
Program.  Experienced  pediatricians  will  give  re- 
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fresher  courses  at  medical  meetings  at  which 
demonstrations  in  immunization  and  vaccination 
will  be  presented,  communicable  diseases  will  be 
discussed,  and  problems  of  diet,  feeding,  etc., 
analyzed.  The  importance  of  the  periodic  health 
examination  also  will  be  stressed.  The  laity  will 
be  shown  the  value  of  these  preventive  services 
and  urged  to  place  their  children  at  an  early  age 
under  the  supervision  of  qualified  physicians  to 
receive  preventive  as  well  as  curative  services. 

One  of  the  greatest  preventive  fields  is  in  child 
health  and  welfare.  The  pediatrician,  the  ob- 
stetrician and  the  general  practitioner  will  make 
an  effective  team  to  promote  personal  preventive 
medicine  and  the  periodic  health  examination 
movement.  With  the  habit  established  early  in 
life,  the  future  generation  will  more  fully  realize 
the  value  of  preventive  services  and  the  services 
of  the  family  physician  will  be  more  widely 
sought,  especially  before  sickness  occurs. 

It  is  the  hope  of  this  committee  that  the  county 
medical  societies  of  Ohio  and  many  physicians  in- 
dividually will  aid  in  promoting  this  work  and 
participate  in  it.  We  have  every  reason  to  believe 
that  it  will  be  administered  properly  and  be  of 
inestimable  benefit  to  physicians,  as  well  as  the 
public  at  large. 

VENEREAL  DISEASE  CONTROL 

This  committee  in  the  past  has  tried  to  empha- 
size the  magnitude  of  the  venereal  disease  prob- 
lem which  confronts  this  nation,  and  has  urged 
the  medical  profession  to  cooperate  more  actively 
in  helping  to  control  it.  Needless  to  say,  we  are 
gratified  to  note  that  a venereal  disease  educa- 
tional campaign  has  been  included  in  the  Ohio 
Social  Security  Program. 

Additional  personnel  has  been  engaged  at  the 
State  Department  of  Health  to  carry  on  this  pro- 
gram. It  will  consist  for  the  most  part  of  field 
work,  such  as  interviewing  local  health  officials 
and  physicians,  addressing  medical  gatherings 
and  public  meetings,  and  carrying  on  other  ac- 
tivities designed  to  stimulate  the  interest  of  the 
medical  profession  and  the  public  in  venereal  dis- 
ease control.  Physicians  will  be  encouraged  to  be 
more  cooperative  in  filing  venereal  disease  reports 
with  the  department  so  that  better  methods  of  con- 
trol can  be  formulated  and  better  follow-up  work 
done.  Incidentally,  it  is  not  necessary  that  a 
physician  use  names  in  making  his  reports.  Key 
letters  or  numbers  may  be  used  to  safeguard  th^ 
confidential  relationship  between  physician  and 
patient.  Use  will  be  made  of  existing  venereal 
disease  clinics,  but  emphasis  will  be  placed  on  the 
services  of  the  physician  in  private  practice.  No 
new  clinics  will  be  established  unless  the  coopera- 
tion of  physicians  in  private  practice  cannot  be 
secured.  County  medical  societies  will  be  con- 
sulted on  all  local  plans  and  arrangements.  Here 
is  another  opportunity  for  physicians  in  private 


practice  to  assume  control  and  actively  partici- 
pate in  a great  preventive  campaign.  To  quote 
from  an  editorial  in  our  own  Ohio  State  Medical 
Journal : 

“This  is  not  a question  which  can  be  answered 
with  a shrug  of  the  shoulders.  The  medical  pro- 
fession is  obligated  to  use  the  weapons  of  modern 
scientific  medicine  in  combating  this  public 
health  menace.  It  is  a program  in  which  physi- 
cians in  private  practice  must  play  the  leading 
part,  by  rendering  competent  service  and  supply- 
ing data  as  a basis  for  prevention  and  control.  If 
they  don’t,  the  hazard  will  become  more  serious 
and  eventually  such  an  expansion  of  government- 
operated  clinics  will  result  that  the  private 
practitioner  will  be  excluded  from  the  picture. 
This  should  not  happen.  It  can  be  prevented  if 
all  physicians  will  give  this  problem  the  con- 
sideration it  deserves.” 

ADDITIONAL  ACTIVITIES 

The  occupational  disease  research  project  will 
consist  of  investigation  of  the  more  urgent  or 
profound  recorded  occupational  disease  cases  or 
complaints,  and  clinical  research  among  workers 
subjected  to  certain  hazards  in  their  employment. 
It  is  the  intention  of  the  officials  in  charge  of  this 
work  to  confine  it  to  research  and  statistical  in- 
vestigation. 

The  plan  to  provide  postgraduate  training  for 
official  health  workers  is  commendable.  Elevation 
of  the  standards  of  personnel  engaged  in  public 
health  work  must  keep  apace  with  the  progress 
taking  place  in  the  technique  of  public  health 
work. 

Activities  to  aid  crippled  children  and  the  blind 
will  be  carried  on  by  divisions  in  the  Department 
of  Welfare  under  professional  supervision,  similar 
to  that  which  has  been  given  to  these  activities 
in  the  past. 

Fortunately,  here  in  Ohio,  officials  in  charge  of 
these  medical  and  health  activities  under  the 
Social  Security  Program  have  sought  the  con- 
fidence and  cooperation  of  medical  organization 
and  have  received  them.  Efforts  have  been  made 
by  them  so  far  to  protect  the  physician  in  private 
practice  in  all  instances,  to  exercise  common  sense 
in  administration,  and  to  base  all  programs  on 
sound  medical  principles.  The  family  physician 
has  been  given  an  opportunity  to  play  a leading 
role.  It  is  hoped  he  will  do  so. 

PREVENTION  OF  DEAFNESS 

A nation-wide  professional  movement  for  the 
prevention  of  deafness  has  been  launched  by 
various  groups  particularly  interested  in  this 
great  problem,  realizing  that  deafness  in  a cer- 
tain large  percentage  of  cases  can  be  prevented 
and  in  many  cases  can  be  ameliorated. 

This  program  and  problem  were  called  to  the 
attention  of  organized  medicine  in  Ohio  last  Fall 
in  a resolution  presented  to  the  House  of  Dele- 
gates of  the  Ohio  State  Medical  Association  by 
Dr.  H.  V.  Dutrow,  Dayton.  At  that  time,  the 
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House  of  Delegates  expressed  the  be'ief  that 
medical  organization  should  take  an  active  in- 
terest in  educational  activities  for  the  prevention 
and  amelioration  of  deafness.  It  referred  the 
question  to  the  Committee  on  Preventive  Medicine 
and  Periodic  Health  Examinations  with  instruc- 
tions to  study  the  problem  and  evolve  a plan  for 
carrying  on  such  work  in  Ohio. 

The  committee  has  no  definite  recommendations 
to  make  at  this  time.  It  has  given  some  study  to 
the  problem  and  contemplates  additional  meet- 
ings for  the  purpose  of  discussing  it.  A sub- 
committee, headed  by  Dr.  Edward  H.  Porter, 
Tiffin,  a member  of  this  committee,  has  been 
selected  to  assemble  information  and  prepare 
recommendations.  The  other  members  of  the  sub- 
committee on  research  are:  Dr.  Edward  King, 

Cincinnati;  Dr.  H.  V.  Dutrow,  Dayton;  Dr.  Ben 
Mowry,  Findlay;  Dr.  John  Lukens,  Toledo;  Dr. 
W.  B.  Chamberlin,  Cleveland;  Dr.  Thayer  L. 
Parry,  Akron;  Dr.  Leo  D.  Covert,  Bellaire;  Dr. 
W.  W.  Sauer,  Marietta;  Dr.  Huston  H.  Morris, 
Portsmouth,  and  Dr.  A.  M.  Hauer,  Columbus. 

This  sub-committee  hopes  to  be  able  to  present 
a preliminary  report  to  the  main  committee  in 
the  near  future.  Also,  it  will  keep  in  touch  with 
“hearing  surveys”  and  similar  movements  being 
conducted  in  some  communities  by  official  public 
health  agencies  and  other  groups.  The  comments 
and  advice  of  members  of  the  State  Association 
on  this  problem  or  on  procedures  which  might  be 
adopted  will  be  appreciated  by  the  committee. 

SIGHT-SAVING  PROGRAMS 

Sight-saving  campaigns  have  become  a popular 
phase  of  preventive  medicine.  They  deserve  more 
attention  from  members  of  the  medical  profession 
in  many  communities.  Here  again  we  find  the 
entrance  of  governmental  agencies  into  the  field 
of  preventive  medicine. 

At  present  a sight-saving  campaign  is  being 
conducted  in  Cleveland  under  the  direction  of  a 
sight-saving  council  composed  of  oculists  and  in- 
terested laymen.  Parents  of  about  50,009  chil- 
dren of  pre-school  age  will  be  visited  by  a corps 
of  investigators  working  for  the  WPA.  It  is  said 
the  visitors  will  be  trained  under  the  direction  of 
the  sight-saving  council  and  will  stress  in  their 
visits  proper  care  of  children’s  eyes  and  in  case 
obvious  defects  are  noted,  the  parents  will  be  ad- 
vised to  secure  the  services  of  a competent  phy- 
sician. Educational  literature  will  be  distributed. 

Such  movements  will  stimulate  more  eye  ser- 
vices in  the  preventive  stage.  Obviously,  the  medi- 
cal profession  must  cooperate.  By  failing  to  do 
so,  physicians  will  be  playing  into  the  hands  of 
the  non-medical  groups.  It  is  recommended  that 
all  county  medical  societies  interest  themselves 
in  this  problem  and  through  contacts  with  public 
health  officials,  school  officials,  or  welfare 
agencies,  take  the  lead  in  preventive  measures. 


IMMUNIZATION  AND  VACCINATION 
This  committee  has  endeavored  during  the  past 
year  and  in  previous  years  to  drive  home  to  mem- 
bers of  the  medical  profession  how  necessary  it 
is  for  the  man  in  private  practice  to  enlarge  pre- 
ventive services  for  the  benefit  of  his  regular 
patients. 

Such  services  should  include  not  only  complete 
physical  examinations  for  adults,  but  also  im- 
munization and  vaccination  for  children  of  pre- 
school and  school  age.  The  great  proportion  of 
this  work  should  be  done  by  family  physicians. 
If  the  family  physician  is  alert,  he  can  make  pre- 
ventive service  an  important  part  of  his  practice. 

Some  interesting  data  relative  to  diphtheria 
mortality  and  morbidity  and  immunization  have 
been  published  in  recent  issues  of  The  Ohio  State 
Medical  Journal.  We  trust  all  members  read  those 
articles.  Interest  in  organized  campaigns  to  ac- 
quaint the  public  with  the  value  and  importance 
of  having  children  immunized  and  vaccinated  has 
been  revived.  It  is  recommended  that  county 
medical  societies  and  public  health  officials  work 
together  on  such  activities. 

Following  a suggestion  passed  on  to  it  by  this 
committee,  the  State  Department  of  Health  has 
prepared  printed  slips  calling  to  the  attention  of 
parents  the  importance  of  having  their  child  or 
children  immunized  against  diphtheria  and  has 
placed  the  slips  in  the  hands  of  local  health  com- 
missioners for  distribution,  particularly  at  the 
time  a birth  certificate  is  sent  the  parents. 

It  has  been  suggested  that  a law  be  enacted  to 
give  boards  of  education  the  power  to  require 
evidence  of  immunization  from  all  children  in 
event  of  an  epidemic.  A similar  law  covering 
vaccination  is  now  on  the  statute  books.  This 
recommendation,  we  believe,  is  worthy  of  serious 
consideration  by  public  health  officials. 

SPECIAL  ARTICLES  IN  THE  JOURNAL 
A number  of  splendid  articles  on  various  as- 
pects of  preventive  medicine  have  appeared  in 
The  Ohio  State  Medical  Journal  since  the  first  of 
the  year.  The  committee  wishes  to  thank  Dr. 
Forman,  the  Editor,  who  is  a former  member  of 
this  committee,  for  his  cooperation,  and  for  fol- 
lowing up  a suggestion  made  by  the  committee 
that  a series  of  articles  on  preventive  medicine  be 
prepared  and  published  in  The  Journal.  We  refer 
to  the  series  which  has  been  appearing  under  the 
heading  “Practical  Preventive  Medicine”.  The 
Journal  is  an  indispensable  aid  to  this  committee 
in  its  work.  Our  chief  responsibility  is  to  pro- 
mote preventive  medicine  among  our  own  mem- 
bers. To  do  so  we  need  the  help  of  every  medium 
and  every  member  of  medical  organization. 

MISCELLANEOUS  SUGGESTIONS  AND  CONCLUSION 
Space  will  not  permit  a discussion  of  some  of 
the  other  preventive  activities  gaining  in  popu- 
larity and  deserving  the  consideration  of  the 
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medical  profession.  Much  could  be  said  relative 
to  preventive  programs  dealing  with  tuberculosis, 
under-nutrition,  industrial  accidents  and  dis- 
abilities, obesity,  nervous  and  mental  ailments, 
etc. 

What  the  committee  has  tried  to  do  is  to  re- 


view some  of  its  activities,  discuss  some  of  the 
newer  trends  in  preventive  medicine,  and  em- 
phasize to  physicians  in  private  practice  that 
they  must  take  the  lead  or  the  leadership  will 
be  assumed  by  lay  agencies  or  governmental 
bureaus. 


ANNUAL  REPORT  OF  THE  COMMITTEE  ON  MILITARY  AND 

VETERANS’  AFFAIRS 


Drew  L.  Davies,  Chairman Columbus 

John  A.  Sipher Norwalk 

A.  J.  McCracken Bellefontaine 


WHILE  most  physicians  are  principally 
concerned  with  the  problems  of  the 
practice  of  medicine  in  times  of  peace, 
the  responsibility  of  the  profession  in  the  event 
of  a national  emergency  cannot  be  overlooked. 

The  magnitude  of  the  medical  department  of 
the  United  States  Army  in  the  World  War  is 
shown  in  the  following  data  which  were  published 
in  the  Military  Medical  Manual : 

“Over  7,000,000  men  were  examined,  over 
4,000,000  sick  and  wounded  weie  treated  in  mili- 
tary hospitals  and  over  250,000  evacuations  were 
made  from  the  combat  area  in  France.  The 
medical  department  alone  disbursed  over  $315,- 
000,000.  The  medical  department  included  at  the 
date  of  the  armistice,  30,591  officers  of  the  Medi- 
cal Corps,  2,929  officers  of  the  Sanitary  Corps, 
4,620  officers  of  the  Dental  Corps,  2,234  officers 
of  the  Veterinary  Corps,  21,480  members  of  the 
Army  Nurse  Corps,  281,341  enlisted  men  and 
10,695  civilian  employes;  an  aggregate  of  373,- 
890.” 

It  can  be  readily  understood  that  a ma:or  war 
would  necessitate  the  transforming  of  a large 
number  of  physicians  in  civilian  practice  into 
efficient  medical  officers.  Such  a transformation 
cannot  take  place  over-night. 

While  medico-military  practice  requires  the 
same  basic  medical  and  surgical  knowledge  as 
civilian  practice,  the  complexities  of  military 
service  dealing  with  masses  of  men  calls  for 
vast  y different  training  and  experience  than  that 
obtained  by  the  private  practitioner  in  caring  for 
individuals. 

Adequate  facilities  have  been  provided  by  the 
War  and  Navy  Departments  and  the  Ohio  Na- 
tional Guard  for  the  training  of  physicians  for 
military  service,  as  will  be  noted  from  the  in- 
formation and  factual  data  contained  in  this  re- 
port. 

ARMY  RESERVE  CORPS  FIGURES 

The  following  tables,  furnished  by  Colonel  W\ 
L.  Pyles,  Fifth  Corps  Area  Surgeon,  show  the 
number  of  Medical  Department  Army  Reserve 
officers  ehgible  (eligible  for  assignment,  active 
duty,  etc.),  and  ineligible  (not  eligible  for  as- 


signment or  active  duty),  residents  of  Ohio,  on 
December  31,  1935,  with  comparative  figures  for 
1934;  also  the  number  of  new  appointments  dur- 
ing 1935. 
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NEW 

APPOINTMENTS,  1935 

Medical 

Dental 

Sanitary 

Veterinary 

Med.  Adm. 
Corps. 

Total 

1934 

111 

30  0 19 

1 

161 

156 

PROMOTIONS  IN 

1935 

22 

13 

0 

7 

6 

48 

19 

In  order  to  be  eligible  for  promotion  an  officer 
must  first  obtain  a certificate  of  capacity  for 
promotion.  This  certificate  may  be  earned  by 
taking  a written  examination  in  certain  military 
subjects  on  satisfactory  completion  of  such  sub- 
jects in  the  Army  Extension  Courses  and  a prac- 
tical test,  the  successful  completion  of  which 
establishes  the  officer’s  eligibility  for  promotion 
when  he  has  served  sufficient  time  in  grade  and  a 
vacancy  exists. 

EXTENSION  COURSES 

Army  Extension  Courses  which  cover  a number 
of  military  subjects  that  would  confront  the  citi- 
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zen  officer  upon  assuming  his  duties  as  an  officer 
in  the  time  of  emergency  are  available  to  all 
Medical  Reserve  officers. 

The  object  of  the  extension  school  is  to  fit  the 
reserve  officer  who  finds  that  he  does  not  have 
time  to  devote  to  active  duty  training  during 
peace  time  for  the  duties  which  would  confront 
him  in  time  of  war.  On  December  31,  1935,  572 
Medical  Department  Reserve  Officers,  residents  of 
the  State  of  Ohio,  were  enrolled  in  the  extension 
school,  which  represents  an  increase  of  139  stu- 
dents over  the  preceding  year. 

AVIATION  MEDICINE 

In  addition  to  the  regular  extension  courses,  the 
Extension  Course  of  the  School  of  Aviation  Medi- 
cine is  available  to  Medical  Reserve  officers.  Upon 
completion  of  the  extension  course  officers  are 
detailed  to  duty  at  the  School  of  Aviation  Medi- 
cine, Langley  Field,  Virginia,  for  a practical 
course  of  six  weeks  and  upon  completion  of  both 
courses  are  rated  as  Flight  Surgeons. 

The  subjects  covered  in  the  School  of  Aviation 
Medicine  are  Ophthalmology  and  Otology,  Avia- 
tion Medicine,  Psychology  and  Neuropsychiatry. 

No  Medical  Reserve  officers,  residents  of  Ohio, 
completed  either  the  extension  course  or  the 
practical  course  at  Langley  Field,  during  1935. 

Since  the  beginning  of  the  Civilian  Conserva- 
tion Corps,  early  in  1933,  192  Medical  Reserve 
officers,  residents  of  Ohio,  have  been  ordered  to 
active  duty  as  camp  surgeons  for  CCC  camps.  On 
December  31,  1935,  89  of  these  officers  were  re- 
maining on  such  duty. 

The  procurement  quota  for  Medical  Depart- 
ment Reserve  Officers  of  the  Fifth  Corps  Area 
(Ohio,  Indiana,  Kentucky  and  West  Virginia) 
has  not  been  attained.  There  are  vacancies  in 
every  branch  of  the  Medical  Department  Reserve, 
with  the  exception  of  the  Dental  and  Sanitary 
Corps. 

Qualifications  for  appointment  in  the  Army 
Medical  Reserve  Corps  are:  graduation  from  a 
recognized  medical  school;  age  between  21  and 
35  years;  satisfactory  physical  examination; 
license  to  practice  medicine,  and  actual  experience 
in  the  ethical  practice  of  medicine. 

NAVAL  RESERVE  CORPS 

The  Naval  Reserve,  established  as  a component 
part  of  the  Navy  in  1925,  consists  of  three  classes, 
namely:  The  Fleet  Naval  Reserve,  the  Volunteer 
Naval  Reserve,  and  the  Merchant  Marine  Naval 
Reserve.  The  medical  profession  is  concerned  with 
only  the  first  two  of  these  classes. 

The  mission  of  the  Fleet  Naval  Reserve  is  to 
create  and  mobilize  trained  organizations  for 
service  on  vessels  of  the  United  States  Fleet  and 
Naval  Transportation  Service  in  time  of  war. 
The  officers  and  enlisted  men  of  the  Fleet  Reserve 


are  organized  into  divisions.  Each  division  of  the 
sea-going  branch  is  trained  to  provide  a reserve 
crew  for  a designated  type  of  naval  vessel  at 
time  of  mobilization,  and  is  required  to  attend 
weekly  armory  drills  and  perform  a two-weeks 
training  cruise  annually.  Officers  and  men  of  the 
Fleet  Reserve  attached  to  organized  units  receive 
drill  pay  for  each  prescribed  drill  actually  at- 
tended and  when  ordered  to  training  duty. 

Each  battalion  is  allowed  one  medical  officer. 
Medical  officers  for  the  Fleet  Reserve  are  ob- 
tained by  transfer  from  the  Volunteer  Reserve. 

VOLUNTEER  NAVAL  UNITS 

The  mission  of  the  Volunteer  Naval  Reserve  is 
to  provide  additional  personnel  for  general  ser- 
vice usually  in  the  United  States  Fleet  and 
Naval  Transportation  Service,  and  other  per- 
sonnel for  special  service,  usually  on  shore. 

The  Volunteer  Naval  Reserve  is  divided  into 
two  sub-classes  for  administrative  purposes:  (1) 
General  Service  and  (2)  Special  Service. 

General  Service  Officers  must  be  qualified  and 
available  for  duty  in  the  United  States  Fleet  and 
Naval  Transportation  Service.  They  may  be  as- 
sociated with  units  of  the  Fleet  Naval  Reserve 
as  supernumeraries.  No  pay  for  drill  attendance 
is  provided.  These  officers  may,  upon  their  own 
request,  be  ordered  to  a training  cruise  each 
year,  provided  funds  and  cruising  facilities  are 
available.  When  performing  such  duty,  they  are 
entitled  to  the  pay  and  allowances  of  their  grades. 
They  may  also,  upon  their  own  request,  be  given 
training  duty  without  pay  or  allowances. 

Special  Service  Officers  are  procured  only  for 
specific  duties.  Their  billets  are  mostly  on  shore 
but  they  may  be  ordered  to  sea  duty  in  time  of 
war.  Officers  in  this  class  are  only  appointed 
from  recognized  qualified  specialists  in  their  pro- 
fessions. Special  Service  Officers  are  not  required 
to  perform  any  training  duty.  They  may,  at  their 
own  request,  be  given  training  duty,  with  pay, 
provided  funds  are  available. 

SPECIALIST  UNITS 

Medical  and  dental  officers  of  the  Special  Ser- 
vice, Volunteer  Naval  Reserve,  are  organized  into 
Specialist  Units  in  various  cities.  Each  unit 
consists  of  specialists.  It  is  expected  that,  in 
case  of  war,  each  will  be  kept  intact  and  serve 
as  a unit. 

Specialist  units  are  located  in  the  following 
Ohio  cities:  Cleveland,  Toledo,  Columbus  (2), 

Akron,  Cincinnati  and  Dayton. 

Headquarters  for  Naval  Reserve  activities  in 
Ohio  is  the  office  of  the  Commander,  First  Naval 
Reserve  Area,  Ninth  Naval  District,  794  Leader 
Building,  Cleveland.  Headquarters  for  the  Ninth 
Naval  District,  is  the  office  of  the  Commandant, 
Ninth  Naval  District,  Great  Lakes,  Illinois. 

The  following  chart,  furnished  by  Captain  R. 


October,  1936 
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Hayden,  District  Medical  Officer,  Great  Lakes, 
Illinois,  shows  the  number  of  Naval  Reserve 
Medical  and  Dental  Officers,  of  all  classes,  now 
enrolled  in  the  First  Naval  Reserve  Area,  that  is, 
the  State  of  Ohio: 


NAVAL  RESERVE  MEDICAL  AND  DENTAL  OFFICERS 
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Grand  Total  of 

Medical 
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Dental 

Officers 
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NATIONAL  GUARD  MEDICAL  SERVICE 

The  medical  service  of  the  Ohio  National 
Guard  consists  of  one  medical  regiment,  known 
as  the  112th  Medical  Regiment,  Ohio  National 
Guard,  with  the  following  units: 

Headquarters,  Columbus;  Headquarters  Am- 
bulance Battalion,  Toledo;  Headquarters  Hospital 
Battalion,  Akron;  Service  Company,  Columbus; 
Ambulance  Company  No.  134,  Westerville;  Am- 
bulance Company  No.  135,  Columbus;  Ambulance 
Company  No.  136,  Steubenville;  Hospital  Company 
No.  134,  Akron;  Hospital  Company  No.  135,  Ash- 
land; Hospital  Company  No.  136,  Mount  Vernon; 
Collecting  Company  No.  134,  Bellefontaine,  and 
Collecting  Company  No.  135,  Van  Wert. 

In  addition  to  the  above,  each  regiment  and 
separate  organization  maintains  a medical  de- 
tachment, as  follows: 

Special  Troops,  37th  Division,  Circleville;  112th 
Quartermaster  Regiment,  Columbus;  112th  Engi- 
neers, Cleveland;  37th  Division  Aviation,  Cleve- 
land; 145th  Infantry,  Cleveland;  148th  Infantry, 
Celina;  147th  Infantry,  Cincinnati;  166th  In- 
fantry, Columbus;  134th  Field  Artillery,  Colum- 
bus; 135th  Field  Artillery,  Bucyrus;  136th  Field 
Artillery,  Wapakoneta;  107th  Cavalry,  Cincin- 
nati, and  2nd  Batallion,  372nd  Inf.  (Colored), 
Columbus. 

According  to  Adjutant  General  Emil  P.  Marx, 
there  are  83  medical  officers  in  the  Ohio  National 
Guard,  comprising  one  Colonel,  two  Lieutenant 
Colonels,  14  Majors,  55  Captains  and  11  First 
Lieutenants. 

An  applicant  for  a commisison  must  be  a 
graduate  of  an  accredited  medical  school  and 
must  have  a license  to  practice  medicine  in  Ohio. 
Medical  officers  are  normally  admitted  in  the 
grade  of  First  Lieutenant. 


R.  0.  T.  C.  UNIT  RE-ESTABLISHED 
Appropriation  acts  for  the  fiscal  years  1932, 
1933,  1934  and  1935,  provided  that  none  of  the 
funds  therein  available  for  the  support  of  the 
Reserve  Officers  Training  Corps  could  be  used 
for  medical,  dental  or  veterinary  units.  The 


effect  of  this  legislation  was  to  eliminate  the 
freshmen  classes  for  four  years,  so  that  in  June, 
1935,  the  medical,  dental  and  veterinary  R.  0.  T. 
C.  units  passed  out  of  existence. 

The  medical  R.  O.  T.  C.  units  which  were 
established  between  1920  and  1922  in  24  of  the 
leading  medical  schools  of  the  country,  graduated 
over  6,000  students  who  had  completed  the  course 
of  instruction  conducted  by  officers  of  the  Medical 
Corps  of  the  Regular  Army,  and  who  had  at- 
tended a camp  for  six  weeks.  Over  50  per  cent 
of  the  Medical  Reserve  officers  commissioned  dur- 
ing the  last  ten  years  have  been  R.  O.  T.  C. 
graduates. 

Furthermore,  these  units  resulted  in  the  crea- 
tion of  a very  valuable  contact  between  the  Medi- 
cal Department  of  the  Army  and  centers  of 
medical  education,  whereby  there  has  been  de- 
veloped a clearer  understanding  of  military  medi- 
cine and  of  the  scope  and  problems  of  prepared- 
ness at  the  very  points  where  expansion  must 
begin  in  time  of  a national  emergency. 

During  the  recent  session  of  Congress,  legisla- 
tion was  introduced  providing  for  the  restoration 
of  medical  R.  O.  T.  C.  units.  Your  committee  co- 
operated with  the  American  Medical  Association 
in  a successful  effort  to  have  this  measure  en- 
acted by  soliciting  the  support  of  Ohio  congress- 
men. 

At  present  plans  are  being  made  to  re-establish 
medical  R.  O.  T.  C.  units  in  many  of  the  medical 
schools  throughout  the  county,  including  Ohio 
State  University  College  of  Medicine  and  West- 
ern Reserve  University  School  of  Medicine. 

MISCELLANEOUS  PROBLEMS 

Among  several  matters  of  a routine  nature 
which  were  brought  to  the  attention  of  your  com- 
mittee was  a complaint  that  several  medical 
officers  on  active  duty  at  CCC  camps  in  Ohio  had 
been  rendering  medical  service  to  individuals 
living  in  the  vicinity  of  the  camps.  Believing  that 
such  officers  were  not  authorized  to  engage  in 
private  practice,  complaint  was  made  to  the  Fifth 
Corps  Area  surgeon,  who  concurred  in  the  opinion 
of  your  committee  and  issued  instructions  ac- 
cordingly to  all  Medical  Reserve  Corps  officers  on 
duty  with  the  Civilian  Conservation  Corps  in 
Ohio. 

An  investigation  was  made  of  the  possibility  of 
having  the  War  Department  allow  a moderate 
fee  for  physical  examinations  by  private  physi- 
cians of  applicants  for  the  Citizens'  Military 
Training  Corps.  We  found  that  it  is  the  policy 
of  the  War  Department  to  assign  this  work  to 
members  of  the  Medical  Reserve  Corps,  who  re- 
ceive one  hour's  military  credit  for  each  physical 
examination  given  to  a C.M.T.C.  applicant,  and 
that  no  funds  are  available  to  pay  private  physi- 
cians for  these  examinations. 


ANNUAL  REPORT  OF  THE  COMMITTEE  ON  AUDITING 

AND  APPROPRIATIONS 

(Combined  with  Annual  Report  of  the  Treasurer,  James  A.  Beer,  M.D.) 


B.  J.  Hein,  Chairman Toledo 

Parke  G.  Smith Cincinnati 

E.  R.  Brush. Zanesville 


THROUGH  careful  management  and  super- 
vision of  the  funds  of  the  Ohio  State  Medi- 
cal Association  and  The  Ohio  State  Medical 
Journal  by  the  Committee  on  Auditing  and  Ap- 
propriations and  the  staff  of  the  executive  offices, 
the  State  Association  and  The  Journal  both  closed 
the  calendar  (fiscal)  year  1935  with  their  financial 
affairs  in  excellent  condition. 

During  1935,  the  State  Association  increased 
considerably  its  benefits  and  services  for  members 
collectively  and  individually.  This  entailed  ad- 
ditional personnel  in  our  headquarters  office  and 
a larger  financial  layout.  In  spite  of  this  and  the 
rebate  on  dues  paid  to  all  members,  the  Associa- 
tion lived  well  within  its  income  and  the  budget 
established  by  the  Council. 

Methods  used  in  previous  years  were  followed 
in  handling  all  funds.  No  expenditures  were 
made  without  investigation  by  and  approval  of 
the  Committee  on  Auditing  and  Appropriations. 
Inactive  and  reserve  funds  were  carefully  in- 
vested. The  bookkeeping  was  done  efficiently  and 
monthly  financial  statements  issued  to  the  officers 
and  councilors.  Due  to  the  wisdom  and  judgment 
used  by  the  Council  in  drafting  the  budget  for 
1935,  all  activities  were  carried  on  within  the 
budgetary  allowances. 

What  has  been  said  with  respect  to  the  State 
Association  funds  applies,  also  to  the  financial 
affairs  of  The  Journal.  This  seems  to  us  to  be 
exceptional  inasmuch  as  The  Journal  was  en- 
larged during  the  last  six  months  of  the  year  1935 
resulting  in  larger  printing  costs. 

It  is  unnecessary  for  us  to  comment  in  detail 
on  the  finances  of  the  State  Association  and  The 
Journal  at  the  end  of  1935.  The  report  made  and 
certified  to  by  the  firm  of  Keller,  Kirschner  and 
Martin,  Columbus,  certified  public  accountants 
for  the  year  ended  December  31,  1935,  published 
as  a part  of  this  report,  shows  the  sound  financial 
status  of  the  State  Association  and  The  Journal 
at  the  beginning  of  1936. 

However,  a few  comments  concerning  the  cur- 
rent year  would  be  appropriate. 

In  the  Fall  of  1935,  the  Committee  on  Auditing 
and  Appropriations  made  a thorough  survey  of 
the  anticipated  financial  needs  of  the  State  As- 
sociation during  1936.  It  took  into  consideration 
the  many  new  activities  and  services  planned  by 
the  Council  and  many  of  which  have  been  in- 
augurated. The  new  editorial  set-up  for  The 
Journal  was  considered.  A study  was  made  of 
anticipated  revenue. 


After  analyzing  all  available  information  and 
data,  the  committee  presented  a budget  for  1936 
to  the  Council.  Our  recommendations  were  ap- 
proved, and  the  budget  adopted  at  the  December, 
1935,  meeting  of  the  Council  has  been  enforced 
during  the  current  year.  (See  January,  1936, 
issue  of  The  Journal,  pages  53-55). 

We  believe  all  members  will  agree  with  us  that 
the  Council  acted  wisely  in  enlarging  the  budget 
for  1936.  It  should  be  commended  especially  for 
making  available  sufficient  money  to  put  into 
effect  the  enlarged  program  of  State  Association 
activities  and  services. 

These  added  activities  and  projects  have  in- 
creased the  expenditures  of  the  State  Association 
but  we  are  certain  the  Association  will  end  the 
year  with  its  books  balanced. 

However,  this  observation  is  of  secondary  im- 
portance. The  important  point  is  that  the  State 
Association  during  the  first  nine  months  of  1936 
has  been  of  greater  value  and  service  to  its  mem- 
bers than  ever  before.  It  has  taken  a big  step 
forward.  Medical  organization  in  Ohio  has  be- 
come a more  virile,  useful  agent  for  the  perform- 
ance of  personal  services  and  in  the  promotion  of 
the  cause  of  scientific  medicine  and  public  health. 
Every  member  is  receiving  a great  deal  more 
than  the  value  of  his  annual  dues  through  the 
additional  services  and  benefits  offered  by  the 
State  Association.  We  strongly  urge  that  this 
policy  be  continued.  The  Association  must  be 
maintained  at  the  peak  of  efficiency,  especially  in 
these  times  of  uncertainty.  It  cannot  progress 
under  a short-sighted  financial  policy.  Our  reve- 
nues must  be  put  to  work.  This  is  being  done  at 
present  and  we  trust  this  procedure  will  be  fol- 
lowed in  the  future. 

As  we  visualize  the  future,  we  anticipate  that 
the  State  Association  will  be  compelled  to  con- 
tinue to  expand  its  scope  and  activities.  New 
problems  have  arisen  which  call  for  vigorous 
action.  To  meet  them  we  must  enlarge  our  pro- 
gram. For  that  reason  we  feel  that  all  our  annual 
income  must  be  used  to  the  best  advantage  and 
in  a way  that  all  members  will  benefit.  This  is  the 
objective  of  the  Council  and  that  policy  will  be 
adhered  to  by  this  committee.  At  the  same  time 
we  will,  of  course,  make  sure  that  no  funds  are 
wasted  and  that  money  is  spent  for  only  worth- 
while and  approved  activities.  We  appreciate  the 
way  the  Headquarters  Office  staff  has  cooperated 
with  the  committee  and  are  confident  that  it  will 
continue  to  work  with  us  in  seeing  that  every 
dollar  spent  by  the  Association  will  produce 
benefits  and  services  worth  many  times  more  than 
the  actual  amount  expended. 
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AUDIT  AND  REPORT  OF  BOOKS  OF  THE  OHIO  STATE  MEDICAL  ASSOCIATION  AND  THE 
OHIO  STATE  MEDICAL  JOURNAL  FOR  YEAR  ENDED  DECEMBER  31,  1935,  BY  KELLER, 
KIRSCHNER  & MARTIN,  CERTIFIED  PUBLIC  ACCOUNTANTS,  COLUMBUS,  OHIO. 

OHIO  STATE  MEDICAL  ASSOCIATION 


SCHEDULE  A — Statement  of  Cash  Receipts  and  Disburse- 
ments— Treasurer — for  the  year  ended 
December  31,  1935 


Cash  on  hand  and  on  deposit  at  Jan- 
uary 1,  1935  $ 2,521.04 

Certificate  of  deposit . 5,000.00 

United  States  bonds __  69,000.00 


Total  cash  and  bonds — Jan.  1,  1935  _ $ 76,521.04 

RECEIPTS 

Membership  dues — 1934  $ 35.00 

Membership  dues — 1935  27,080.00 

Annual  meeting  3,002.50 

Interest  J 2,393.01 

Total  receipts  __ 32,510.51 


Total  to  be  accounted  for $109,031.55 


DISBURSEMENTS 

Ohio  State  Medical  Journal $ 7,000.00 

Executive  Secretary — Salary 5,466.68 

Executive  Secretary— Expense  337.26 

Assistant  Executive  Sec’y — Salary 3,633.33 

Assistant  Executive  Sec’y — Expense  . 150.95 

President’s  Expense  __ 190.12 

Treasurer’s  Salary  300.00 

Council  : 1,034.26 

Annual  Meeting  2,989.27 

Auditing  __ 100.00 

Committee  on  Public  Policy 1,141.81 

Medical  Defense _| 701.20 

Miscellaneous  Committee  Expense 317.23 

Stationery  and  Supplies 562.47 

' Postage  and  Telegraph 800.00 

Rebate — One  Dollar  per  Member 5,238.00 

Rebate — Expense  218.48 

General  Counsel — Salary 612.50 

Thomas  E.  Bateman — Legal  Services  300.00 


Total  Disbursements  $ 31,093.56 

Cash  on  Hand,  on  Deposit  and  Bonds 

at  December  31,  1935_ J. 77,937.99 


Total  Accounted  for  $109,031.55 


SCHEDULE  B — Statement  of  Cash  and  Bond  Reconcilia- 
tion— Treasurer — at  December  31,  1935 

THE  HUNTINGTON  NATIONAL  BANK 

Balance  as  shown  by  bank  statement, 

December  31,  1935 

Less  Outstanding  Checks 

Balance  of  cash  as  shown  by  books 

at  December  31,  1935  

Government  Bonds  and  Certificate  of 
Deposit — 

U.  S.  Treasury  Bonds  3% $44,000.00 

U.  S.  Treasury  Bonds  3)4 20,000.00 

U.  S.  Treasury  Bonds  2% 5,000.00 

Certificate  of  Deposit  — Huntington 

National  Bank . 5,000.00  $ 74,000.00 


Total  balance  as  shown  by  books  at 

December  31,  1935 $ 77,937.99 


SCHEDULE  C — Statement  of  Cash  Reconciliation — Executive 
Secretary — at  December  31,  1935 

THE  OHIO  NATIONAL  BANK 

Executive  Secretary  (Account) 

Balance  as  shown  by  bank  state- 
ment, December  31,  1935 $ 10,050.20 

OHIO  STATE  MEDICAL  ASSOCIATION  RECORDS 

1936  Dues  Deposited  in  1935 $10,055.00 

Balance  for  Check  Tax  Not  Used .20 

Total  , $10,055.20 

Less  $5.00  Dues  Check  returned  by 
bank 5.00 


Balance  as  shown  by  records  Decem- 
ber 31,  1935 $ 10,050.20 


$ 4,107.44 

169.45 

$ 3,937.99 


OHIO  STATE  MEDICAL  JOURNAL 


FINANCIAL  CONDITION 

The  financial  condition  of  The  Ohio  State  Medical  Journal 
at  December  31,  1935,  (as  shown  in  detail  in  Schedule  A), 
was  as  follows : 

Current  Assets _ $ 2,389.71 

Less  : Current  Liabilities 30.66 


Net  Current  Assets $ 2,359.05 

Property  Assets  1,885.83 


Total  Net  Assets $ 4,244.88 


The  above  is  represented  by : 

Surplus  $ 4,244.88 


SCHEDULE  A — Balance  Sheet  at  December  31,  1935 
ASSETS 

CURRENTS  ASSETS 


Cash — The  Ohio  National  Bank 

Cash — Petty  _ ________  

$ 

1,564.54 

10.00 

Total  Cash  

Accounts  Receivable  _ 

$ 

1,574.54 

815.17 

Total  Current  Assets  __  . 

PROPERTY  ASSETS 

Furniture  and  Fixtures  (depreciated 
value)  - — ___________ 

$ 

2,389.71 

1,885.83 

TOTAL  ASSETS  

$ 

4,275.54 

LIABILITIES 

CURRENT  LIABILITIES 

Subscriptions  Prepaid  _ __ 

$ 

30.66 

SURPLUS 

Surplus  at  December  31,  1934  $ 3,919.42 

Add : Revenue  in  excess  of  Expense 
for  the  year  ended  December  31, 

1935  _ 325.46 

Surplus  at  December  31,  1935 4,244.88 

TOTAL  LIABILITIES  AND  SURPLUS  $ 4,275.54 


SCHEDULE  B — Statement  of  Revenue  and  Expense — For  the 
year  ended  December  31,  1935 


REVENUE 


Advertising  $ 10,336.01 

Less  : Commissions $ 855.17 

Cash  Discount 288.72 


Total  Commissions  and  Cash 

Discount  1,143.89 


Advertising — net  $ 9,192.12 

Circulation  7,070.84 

Bad  Debts  Recovered 62.52 

Miscellaneous 2.34 


Total  Revenue  ___ $ 16,327.82 


EXPENSES 


Journal  Printing  ! $ 8,172.56 

Office  Salaries  4,130.81 

Rent  , _ 1,500.00 

Journal  Postage 537.13 

Journal  Envelopes . 507.34 

Telephone  and  Telegraph  295.57 

Depreciation — Furniture  and  Fixtures  203.24 

Bad  Debts  158.00 

Office  Supplies  and  Expense 151.25 

News  Clipping  Service 78.00 

Stencils  and  Mimeograph  Supplies 77.92 

Dues  and  Subscriptions 65.70 

Repairs — Office  Furniture  and  Fix- 
tures   46.92 

Halftones,  Etchings  and  Artwork 31.33 

Miscellaneous  Expense . 46.59 


Total  Expense . 16,002.36 


REVENUE 

In  Excess  of  Expense  for  the  year 

ended  December  31,  1935  $ 325.46 
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ANNUAL  REPORT  OF  THE  COUNCIL 


IT  IS  impossible  and  unnecessary  for  the 
Council  to  review  the  numerous  questions  it 
has  considered  and  acted  upon  during  the 
past  year. 

Those  who  have  read  the  official  minutes  of 
meetings  of  the  Council  (November,  1935,  Janu- 
ary, 1936,  March,  1936,  May,  1936,  and  July, 
1936,  issues  of  The  Journal)  know  that  the  Coun- 
cil has  had  an  extremely  busy  year;  has  been 
confronted  with  many  serious  problems;  and  has 
conscientiously  tried  to  manage  the  affairs  of  the 
State  Association  for  the  best  interests  of  the 
membership  generally. 

Following  are  a few  matters  which  we  believe 
merit  emphasis  and  in  some  instances  careful  con- 
sideration and  action  by  the  component  societies: 

District  Meetings — The  Council  is  well  pleased 
with  the  interest  and  enthusiasm  which  has  been 
shown  in  the  various  district  meetings.  Most  of 
the  districts  held  meetings  during  the  past  year. 
All  were  well  attended  and  excellent  programs 
presented.  All  meetings  were  attended  by  one  or 
more  officials  of  the  State  Association  and  most 
of  them  by  the  Executive  Secretary  and  the  As- 
sistant Executive  Secretary.  The  Council  feels 
the  district  meetings  are  most  essential  and 
should  have  the  active  support  of  all  members. 
They  offer  a splendid  opportunity  for  taking  post- 
graduate instruction  into  the  respective  communi- 
ties of  the  state.  The  Council  is  glad  to  be  able 
to  make  available  some  of  the  funds  of  the  State 
Association  to  help  the  respective  districts  finance 
their  meetings.  It  is  suggested  that  officers  of  the 
district  societies  call  upon  our  State  Headquar- 
ters Office  for  assistance  in  arranging  and  pro- 
moting their  meetings  during  the  ensuing  year; 
also  that  they  make  use  of  the  columns  of  The 
Journal  for  publicizing  their  meetings.  This  is  a 
big  and  important  field.  By  proper  organization 
and  careful  selection  of  speakers,  the  district 
meetings  can  be  made  one  of  the  most  valuable 
educational  activities  carried  on  by  medical  or- 
ganization in  Ohio. 

County  Society  Meetings — Most  of  the  com- 
ponent societies  hold  regular  meetings  and  re- 
ports indicate  that  most  of  these  meetings  have 
been  well  attended  during  the  past  year  and  in- 
teresting programs  presented.  This  is  most  com- 
mendable. The  county  society  is  the  keystone  of 
medical  organization.  Unless  the  local  societies 
function,  the  State  Association  will  lose  its  effec- 
tiveness. Care  should  be  taken  in  arranging  the 
program  for  each  meeting.  One  bad  meeting  may 
destroy  interest  on  the  part  of  many  members. 
Local  talent  should  be  used  along  with  guest 
speakers.  Time  should  be  made  available  fre- 
quently for  discussions  of  social,  economic  and 


governmental  questions.  Communications  from 
the  officers  and  committees  of  the  State  Associa- 
tion and  the  Executive  Secretary  should  be  read 
and  discussed.  Reports  of  meetings  should  be  sub- 
mitted to  The  Journal  regularly.  Local  problems 
should  be  discussed  with  the  district  councilor.  It 
is  important  that  each  councilor  receive  a notice 
concerning  the  time  and  place  of  each  meeting  so 
that  he  can  attend  if  convenient  for  him  to  do  so. 
The  exchange  of  suggestions  and  advice  between 
county  societies  and  councilors  is  vital  from  an 
organization  standpoint. 

Speakers’  Bureau — By  late  Fall,  the  State  As- 
sociation hopes  to  have  a speakers’  bureau  in 
operation.  Details  of  the  plan  will  be  found  in 
the  Council  minutes  published  in  the  May,  1936, 
issue  of  The  Journal.  The  purpose  of  the  bureau 
will  be  to  assist  county  societies  to  secure  and 
pay  the  expenses  of  qualified  speakers.  This  is  a 
new  service.  It  has  splendid  possibilities  and 
should  be  beneficial  to  the  membership  generally. 

The  Journal — Since  the  first  of  the  year  there 
has  been  an  almost  miraculous  improvement  in 
The  Ohio  State  Medical  Journal,  both  in  content 
and  appearance.  The  Council  is  well  pleased  at 
the  way  the  new  editorial  set-up  has  operated. 
Additional  improvements  may  be  anticipated 
from  time  to  time.  Under  the  direction  of  Dr. 
Jonathan  Forman,  the  Editor,  The  Journal  has 
become  a medium  for  the  dissemination  of  help- 
ful, practical  scientific  articles,  presented  in  a 
concise,  clear,  and  attractive  way,  which  may  be 
read  with  interest  and  benefit  by  every  member. 
Dr.  Forman  deserves  much  commendation  for 
having  placed  our  Journal  in  the  front  rank  of 
publications  in  its  specific  field.  Through  the  fine 
cooperation  and  work  of  our  State  Headquarters 
staff,  the  news  departments  of  The  Journal  also 
have  improved.  Of  course  much  credit  is  due  to 
those  county  society  secretaries  and  correspon- 
dents who  have  regularly  supplied  The  Journal 
staff  with  local  news,  etc.  The  Journal  and  its 
editorial  staff  need  and  deserve  the  loyal  and 
active  support  of  every  member. 

Mid-Year  Organization  Conference — The  Mid- 
Year  Organization  Conference  held  last  April  in 
Columbus  and  attended  by  local  officers  and  com- 
mitteemen and  officers  and  committeemen  of  the 
State  Association  was  an  innovation.  It  was  one 
of  the  most  successful  undertakings  of  the  Asso- 
ciation in  years.  The  entire  program  was  devoted 
to  discussions  on  some  of  the  economic,  profes- 
sional, educational  and  governmental  questions  of 
direct  interest  to  the  medical  profession.  Many 
constructive  ideas  were  presented  by  the  various 
speakers  and  discussants.  The  conference  afforded 
an  opportunity  for  the  various  county  societies 
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to  discuss  mutual  problems  and;  analyze  them  in 
the  light  of  the  policies  of  the  State  Association. 
It  was  what  could  correctly  be  termed  a “busi- 
ness” meeting  of  the  State  Association.  In  all 
probability  it  will  become  an  annual  affair. 

Disciplinary  Procedure — One  of  the  most  com- 
plicated problems  which  the  Council  has  been 
called  upon  to  deal  with  is  that  of  handling  ap- 
peals of  physicians  who  have  been  suspended  or 
expelled  from  their  respective  county  societies. 
Specific  cases  will  not  be  discussed.  However,  the 
Council  takes  this  opportunity  to  emphasize  to  all 
county  societies  the  importance  of  strictly  com- 
plying with  all  provisions  of  their  local  constitu- 
tion and  by-laws  and  the  Constitution  and  By- 
Laws  of  the  State  Association  in  prosecuting 
disciplinary  action.  Some  complications  have 
arisen  in  the  past  because  of  irregularity  in  the 
holding  of  hearings,  drafting  of  charges,  sending 
out  of  notifications,  keeping  of  records,  etc.  The 
Council  believes  that  disciplinary  action  should  be 
taken  against  members  guilty  of  unethical  and 
unprofessional  conduct.  This  is  an  obligation  of 
medical  organization.  The  public  expects  us  to 
keep  our  own  house  in  order.  This  can  and  should 
be  done.  Nevertheless,  the  Council  must  insist 
that  disciplinary  procedure  be  handled  efficiently 
and  judiciously  and  that  the  constitutional  and 
legal  rights  of  accused  members  be  observed.  The 
Council  does  not  feel  obligated  to  support  county 
societies  guilty  of  slip-shod  methods!  and  mistakes 
which  could  have  been  avoided.  It  is  suggested 
that  in  the  future  societies  contemplating  dis- 
ciplinary action  consult  with  and  secure  the  coun- 
sel of  the  officers  and  Council  of  the  State  Asso- 
ciation before  initiating  such  action. 

❖ ❖ ❖ 

In  conclusion,  the  Council  urges  all  members  to 
read  carefully  the  official  minutes  of  the  regular 
meetings  of  the  Council  published  periodically  in 
The  Journal.  By  doing  so  each  member  can  keep 
himself  informed  on  the  business  affairs  and  ac- 
tivities of  the  State  Association  and  will  be  in  a 
better  position  to  offer  constructive  advice  and 
suggestions  to  the  Council  which  constantly  tries 
to  base  its  judgment  and  action  on  the  will  of  the 
majority  of  the  membership. 

Following  is  a summary  of  the  membership 
figures  of  the  various  component  societies,  tabu- 
lated by  councilor  districts,  as  of  September  10, 
1936,  and  for  the  entire  year,  1935.  It  is  gratifying 
to  note  that  a steady  increase  in  membership  has 
taken  place  during  the  past  year  and  that  a new 
membership  record  may  be  established  by  the 
close  of  the  calendar  year,  1936.  These  data  at- 
test to  the  confidence  which  members  of  the  medi- 
cal profession  of  Ohio  have  in  medical  organiza- 
tion and  to  the  fact  that  each  member  is  receiving 
services  and  benefits  which  greatly  exceed  the 
value  of  the  annual  membership  fee. 


MEMBERSHIP  DATA 
First  District 

Parke  G.  Smith,  M.D.,  Councilor,  Cincinnati 


Paid  Membership 
Sept.  10, 

County  1935  1936 

Adams  16  16 

Brown  7 6 

Butler  77  70 

Clermont  20  18 

Clinton  27  23 

Fayette  15  16 

Hamilton  642  654 

Highland  22  23 

Warren  : 21  19 


847  845 


Second  District 

D.  W.  Hogue,  M.D.,  Councilor,  Springfield 


Champaign  

17 

18 

Clark  

68 

70 

Darke  

32 

33 

Greene  

38 

38 

Miami  

49 

49 

Montgomery  

286 

285 

Preble  

18 

18 

Shelby  

20 

19 

528 

Third  District 

530 

O.  P.  Klotz 

, M.D.,  Councilor, 

Findlay 

Allen  

73 

76 

Auglaize  

30 

29 

Hancock  

44 

45 

Hardin  

24 

23 

Logan  

27 

27 

Marion  

40 

42 

Mercer  

19 

15 

Seneca  

34 

32 

Van  Wert 

20 

23 

Wyandot  

9 

8 

320 

320 

Fourth  District 

B.  J.  Hein,  M.D.,  Councilor,  Toledo 


Defiance  14  20 

Fulton  1 8 17 

Henry  13  12 

Lucas  245  238 

Ottawa  16  15 

Paulding  11  11 

Putnam  26  25 

Sandusky  36  35 

Williams  15  15 

Wood  36  36 


430  424 

Fifth  District 

A.  A.  Jenkins,  M.D.,  Councilor,  Cleveland 

Ashtabula  39  39 

Cuyahoga  988  967 

Erie  36  35 

Geauga  10  10 

Huron  18  19 

Lake  28  14 

Lorain  101  97 

Medina  22  22 

Trumbull  49  48 


1291  1251 
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Sixth  District 

W.  M.  Skipp,  M.D.,  Councilor,  Youngstown 


Excellent  Program  Being  Planned  for 
Eighth  District  Meeting  at  Athens 


Paid  Membership 
Sept.  10, 

County  1935  1936 

Ashland  21  22 

Holmes  8 6 

Mahoning  194  195 

Portage  27  25 

Richland  56  62 

Stark  186  186 

Summit  274  287 

Wayne  41  46 


807  829 

Seventh  District 


C.  W.  Kirkland,  M.D.,  Councilor,  Bellaire 


Belmont  

55 

52 

Carroll  

10 

Columbiana  

51 

49 

Coshocton  

23 

21 

Harrison  

11 

13 

Jefferson  

53 

53 

Monroe  

7 

5 

Tuscarawas  

49 

44 

249  247 


Eighth  District 

E.  R.  Brush,  M.D.,  Councilor,  Zanesville 


Athens  

....  39 

38 

Fairfield  

....  38 

32 

Guernsey  

....  32 

30 

Licking  

....  48 

49 

Morgan  

....  11 

12 

Muskingum  

....  54 

51 

Noble  

1 

1 

Perry  

....  19 

18 

Washington  

....  39 

37 

281 

268 

Ninth 

District 

I.  P.  Seiler,  M.D., 

Councilor, 

Piketon 

Gallia  

....  23 

24 

Hocking  

....  17 

17 

Jackson  

....  13 

13 

Lawrence  

....  23 

20 

Meigs  

....  12 

14 

Pike  

9 

10 

Scioto  

....  70 

72 

Vinton  

....  6 

3 

173  173 


Under  the  direction  of  Dr.  J.  L.  Webb,  Nelson- 
ville,  secretary  of  the  Eighth  District  Medical 
Society,  and  a special  committee  on  arrangements 
consisting  of  representatives  of  each  county  so- 
ciety in  the  district,  an  excellent  program  is  being 
arranged  for  the  Fall  meeting  of  the  Eighth  Dis- 
trict Society  at  Athens,  Thursday,  November  12. 

The  meeting  will  be  held  at  the  First  Christian 
Church,  Athens.  The  program  will  follow  a 
luncheon  at  noon. 

Part  of  the  program  has  been  arranged.  Dr. 
Clyde  L.  Cummer,  Cleveland,  professor  of  dermat- 
ology and  syphilology,  School  of  Medicine,  West- 
ern Reserve  University,  and  former  president  of 
the  Ohio  State  Medical  Association,  will  present 
an  illustrated  address  on,  “Present  Day  Diagnosis 
and  Treatment  of  Syphilis”. 

Motion  pictures  on  obstetrics  prepared  under 
the  personal  direction  of  Dr.  Joseph  B.  DeLee, 
Chicago,  will  be  shown.  The  feature  will  be  a four- 
reel  picture  entitled,  “Breech  Presentation”. 

Two  additional  speakers  of  prominence  have 
been  invited  to  take  part  in  the  program  which 
promises  to  be  one  of  the  best  ever  given  at  an 
Eighth  District  meeting. 

All  members  of  the  Eighth  District  and  physi- 
cians of  surrounding  counties  will  receive  invita- 
tions to  the  meeting  and  are  urged  to  set  aside 
this  date  on  their  calendar  at  this  time. 

— oSM  J — 

Akron  Postgraduate  Day,  Nov.  11 


The  Fifth  Postgraduate  Day  of  the  Summit 
County  Medical  Society  will  be  held  at  the  May- 
flower Hotel,  Akron,  Wednesday,  November  11, 
beginning  at  10:00  A.  M.,  and  continuing  in  the 
afternoon  and  evening. 

Speakers  will  be  Dr.  Martin  H.  Fischer,  profes- 
sor of  physiology,  University  of  Cincinnati  Col- 
lege of  Medicine;  Dr.  Fred  H.  Albee,  formerly 
professor  of  orthopedic  surgery,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons;  and 
Dr.  W.  C.  Alvarez  and  Dr.  A.  R.  Barnes,  profes- 
sors of  medicine,  University  of  Minnesota  Medical 
School. 

— oSM  J — 


Tenth  District 


C.  C.  Sherburne,  M.D.,  Councilor,  Columbus 


Crawford  

29 

29 

Delaware  

24 

23 

Franklin  

408 

411 

Knox  

24 

27 

Madison  

14 

14 

Morrow  

9 

10 

Pickaway  

12 

10 

Ross  

32 

36 

Union  

16 

15 

568  575 


Grand  Total 5494  5462 


Ophthalmology  Postgraduate  Course 

The  Annual  Postgraduate  Course  in  Ophthal- 
mology, given  under  the  auspices  of  the  Cleveland 
Ophthalmological  Club,  will  be  held  this  year  on 
December  7,  8 and  9.  Papers  are  contributed  both 
by  members  and  invited  guests.  The  fee  is  $15. 
In  the  past,  more  physicians  have  applied  to  take 
the  course  than  could  be  accommodated,  so  those 
who  are  interested  should  make  early  application 
to  the  program  chairman,  Dr.  A.  D.  Ruedemann, 
2090  E.  93rd  Street,  Cleveland.  Officers  of  the 
club  are  Dr.  A.  B.  Bruner,  president,  and  Dr.  M. 
W.  Jacoby,  secretary. 


DOCTORS  AND  CANDIDATES! 

Another  Personal  Communication  From  President  Hendershott  to  the  Membership, 
Setting  Forth  Important  Tasks  for  the  Medical  Profession  Before  Election  Day. 

“As  the  political  campaign  progresses  it  is  probable  that  matters  which  especially 
concern  physicians  will  become  issues  in  the  campaign.  On  these,  there  is  no  question 
of  the  right,  and  even  the  obligation,  of  organized  medicine  to  become  vocal — active  in 
the  promotion  of  the  policies  of  those  who  may  be  candidates  for  office,  and  also  openly 
active  in  efforts  to  elect  or  to  defeat  particular  candidates  whose  position  on  these  sub- 
jects is  known,  or  can  be  made  known.” 

The  above  quotation  from  a bulletin  recently  issued  by  the  public  relations  com- 
mitee  of  another  state  medical  association  is  of  the  greatest  significance.  Read  it 
carefully.  Analyze  its  meaning.  Evaluate  the  responsibility  which  rests  on  every 
member  of  the  medical  profession  between  now  and  the  General  Election  on  No- 
vember 3. 

In  this,  my  final  personal  message  to  you  as  the  president  of  our  Association,  I im- 
plore you  to  analyze  the  issues  of  the  present  campaign,  obtain  accurate  information, 
use  keen  discrimination  in  selecting  your  candidates,  and  actively  work  for  those  who 
can  be  depended  on  to  base  their  official  activities  on  sound  policies  and  principles. 

Ask  candidates  these  questions ; evaluate  the  answers  and  act  accordingly : 

1.  Are  you  opposed  to  the  establishment  of  a bureaucratic,  government-supervised 
and  politically-controlled  system  of  medical  service — national  or  state? 

2.  Are  you  opposed  to  excessive  experimentation,  based  on  crack-pot  theories,  the 
smoke  dreams  of  agitators,  and  the  ravings  of  demagogues? 

3.  Do  you  favor  preservation  of  the  present  high  standards  of  medical  practice 
and  public  health  administration  in  Ohio?  In  other  words,  will  you  help  to  defeat 
attempts  to  undermine  the  Ohio  Medical  Practice  Act  and  destroy  existing  public  health 
laws  and  regulations? 

4.  Will  you  look  to  your  physician-constituents  for  advice  on  medical  and  public 
health  matters? 

5.  Will  you  work  for  economy  and  efficiency  in  government  and  against  waste  and 
unnecessary  activities,  so  that  the  tax  burden  can  be  decreased? 

6.  Will  you  base  your  decisions  and  conduct  on  facts  and  what  you  conscientiously 
believe  is  for  the  best  interests  of  the  public  or  will  political  expediency  be  the  de- 
termining factor? 

To  vote  intelligently  on  November  3,  every  physician  must  have  the  answers  to 
the  above  questions — maybe  others — in  his  possession. 

It  is  your  obligation  to  yourself,  your  profession  and  the  public  at  large  to  find  out 
how  each  candidate  stands  on  issues  of  great  importance  to  the  medical  profession. 

R.  R.  Hendershott,  M.D.,  President. 
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Do  You  Know  - - - 

THAT  under  the  regulations  of  the  State  De- 
partment of  Health  governing  morbidity 
reports,  as  authorized  by  Sections  1237, 
1243-1,  1248-4  and  4427  of  the  Ohio  General  Code, 
every  physician  practicing  in  Ohio  is  expected  to 
report  to  the  local  health  commissioner  cases  of 
certain  diseases  or  disabilities  attended  by  him? 
Section  4427  reads  as  follows: 

“Each  physician  or  other  person  called  to  at- 
tend a person  suffering  from  smallpox,  cholera, 
plague,  yellow  fever,  typhus  fever,  diphtheria, 
membranous  croup,  scarlet  fever,  or  typhoid 
fever,  or  any  other  disease  dangerous  to  the 
public  health,  or  required  by  the  state  board  of 
health  to  be  reported,  shall  report  to  the  health 
officer  within  whose  jurisdiction  such  person  is 
found,  the  name,  age,  sex  and  color  of  the  pa- 
tient, and  the  house  and  place  in  which  such  per- 
son may  be  found.  In  like  manner,  the  owner  or 
agent  of  the  owner  of  the  building  in  which  a 
person  resides,  who  has  any  of  the  diseases 
herein  named  or  provided  against,  or  in  which 
are  the  remains  of  a person  having  died  of  any 
such  disease,  and  the  head  of  the  family,  im- 
mediately after  becoming  aware  of  the  fact, 
shall  give  notice  thereof  to  the  health  officer.” 

The  following  diseases  are  considered  danger- 
ous to  the  public  health  and  are  therefore 
notifiable: 

Acute  anterior  poliomyelitis 
Chickenpox 

Diphtheria  (stating  locality) 

Influenza 

Lethargic  encephalitis 

Malaria 

Measles 

Measles,  German 
Membranous  croup  (diphtheria) 

Meningococcus  meningitis 
Mumps 

Paratyphoid  fever 
Pneumonia 
Scarlet  fever 
Septic  sore  throat 
Smallpox 

Tuberculosis,  all  forms 
Tularemia 
Typhoid  fever 
Undulant  (Malta)  fever 
Whooping  cough 
Chancroid 

Gonococcus  infection 
Syphilis 

Diarrhea  and  enteritis  under  two  years  of  age 
Erysipelas 

Puerperal  septicemia 

Ophthalmia  neonatorum  (any  inflammation  of 
the  eyes  of  the  newborn) 

Trachoma 
Anthrax 
Cholera,  Asiatic 
Dysentery 
Food  poisoning 

Foot  and  #mouth  disease  (in  man) 

Leprosy 
Milk  sickness 
Plague 

Rabies,  in  man 
Tetanus 


Trichiniasis  (in  man) 

Typhus  fever 
Yellow  fever 
Aniline  poisoning 
Arsenic  poisoning 
Benzine  (gasoline)  poisoning 
Benzol  poisoning 
Brass  poisoning 
Carbon  monoxide  poisoning 
Compressed-air  illness 
Dinitrobenzine  poisoning 
Lead  poisoning 
Mercury  poisoning 
Naphtha  poisoning 
Natural  gas  poisoning 
Phosphorus  poisoning 
Turpentine  poisoning 
Wood  alcohol  poisoning 

Report  of  a case  of  a notifiable  disease  must 
be  made  in  writing  to  the  local  health  commis- 
sioner within  12  hours  after  its  existence  is 
known  or  reasonably  suspected,  except  that  cases 
of  ophthalmia  neonatorum  must  be  reported 
within  six  hours. 

A physician  attending  patients  at  a dispensary, 
clinic,  hospital,  asylum  or  other  such  institution 
may  in  writing  authorize  the  superintendent  or 
other  officer  in  charge  to  submit  the  reports, 
although  the  physician  is  not  relieved  of  the 
primary  responsibilty  of  reporting  such  cases. 

Physicians  should  comply  with  these  regula- 
tions, in  the  interest  of  safeguarding  public 
health  and  to  protect  themselves  from  charges  of 
negligence  and  possible  civil  action  for  the  re- 
covery of  damages  by  those  who  may  claim  they 
contracted  a contagious  disease  from  a person 
whose  case  had  not  been  properly  reported  by  the 
attending  physician. 

— OSMJ  — 

Chronic  Disease  Survey  Reports 

The  United  States  Public  Health  Service  is  now 
securing  from  physicians  reports  regarding  pa- 
tients who  were  contacted  by  interviewers  during 
the  chronic  disease  survey  carried  on  through 
the  nation.  Six  Ohio  cities  were  surveyed,  namely : 
Cleveland,  Cincinnati,  Columbus,  Lima,  Wilming- 
ton and  Franklin.  For  each  verification  report  he 
makes,  the  physician  will  receive  25  cents.  The 
physician  should  sign  both  invoices  sent  to  him. 
If  the  person  named  in  the  invoice  was  not  at- 
tended by  him,  the  physician  should  indicate  on 
the  front  of  the  form.  According  to  officials  of 
the  U.  S.  P’ublic  Health  Service,  the  information 
secured  will  be  treated  as  confidential  and  will  be 
used  solely  for  statistical  purposes. 

— OSMJ  — 

The  American  Board  of  Psychiatry  and  Neur- 
ology has  announced  that  applications  for  cer- 
tificates to  be  granted  at  its  next  meeting,  De- 
cember 29-30,  must  be  sent  before  October  30  to 
the  secretary,  Dr.  Walter  Freeman,  1028  Con- 
necticut Avenue,  N.W.,  Washington,  D.  C. 


ECONOMICS-  PROFESSIONAL  RELATIONS 
ORGANIZATION  PROBLEMS 


ASSISTANCE  GIVEN  TO  HIGH  SCHOOL  DEBATERS  WAS  TIME  AND 

EFFORT  WELL  SPENT 


IN  THE  annual  report  of  the  Committee  on  Public  Policy,  published  in  this  issue  of 
The  Journal  with  the  reports  of  the  other  committees  of  the  State  Association, 
reference  is  made  to  the  high  school  and  college  debates  on  state  medicine  held 
throughout  the  state  during  the  past  year. 

Rightly  so,  the  committee  considers  its  activities  in  furnishing  those  who  took 
part  in  such  debates  with  excellent  data  and  arguments  on  the  negative  side  of  the 
question  as  among  the  most  important  duties  it  performed  during  the  past  12  months. 

This  belief  is  borne  out  by  the  comments  made  by  Mr.  Karl  E.  Mundt,  president 
of  the  National  Forensic  League  in  a recent  issue  of  Survey -Graphic,  entitled,  “De- 
baters— and  Doctors”. 

Incidentally,  Mr.  Mundt’s  observations  reveal  the  importance  of  effective  public 
relations  generally  on  the  part  of  organized  medicine.  The  public  at  large  needs  en- 
lightenment on  the  problems  of  medical  practice  just  as  badly  as  did  the  hundreds  of 
youngsters  who  took  part  in  the  debates.  Who  are  better  fitted  to  furnish  the  light 
than  members  of  the  medical  profession?  Where  can  better  facilities  for  carrying 
out  this  educational  campaign  be  found  than  those  established  and  directed  by  organized 
medicine  ? 

Because  it  presents  some  significant  sidelights  and  eye-openers,  Mr.  Mundt’s  brief 
article  is  herewith  re-published  in  part  for  readers  of  The  Journal : 

* * * 


<<  IT  AST  year’s  high  school  debates  on  the  sub- 
I ject  of  socialized  medicine  brought  the 
J 1 country’s  health  services  and  medical 
practitioners  into  the  thinking  and  conversation 
of  millions  of  citizens.  The  1936  question— se- 
lected for  the  nation  as  a whole  by  the  National 
Forensic  League — was,  ‘Resolved:  That  the  sev- 
eral states  should  enact  legislation  providing  for 
a system  of  complete  medical  service  available  to 
all  citizens  at  public  expense.’ 

“Organizations  interested  in  both  the  pros  and 
cons  of  the  argument  had  sent  representatives  to 
the  committee  on  the  selection  of  a national  ques- 
tion to  urge  that  the  question  be  chosen  or  re- 
jected. Many  members  of  the  medical  profession 
felt  that  this  proposition  would  be  bound  to 
stimulate  immature  criticism  of  American  medi- 
cine. Some  medical  associations  even  submitted 
resolutions  against  the  proposition,  and  several 
schools  with  doctors  on  their  boards  were  dis- 
couraged from  joining  in  the  year’s  debating  con- 
test. 

“Now  that  the  debates  are  history,  some  in- 
teresting conclusions  are  available  from  my  own 
experience  with  this  controversial  issue.  Not  the 
least  important  of  these  is  the  age  old  truism 
that  it  is  folly  to  attempt  to  maintain  an  institu- 
tion or  a practice  by  the  mere  effort  of  prevent- 
ing discussion  of  its  virtues  or  its  vices. 

“It  was  interesting  to  observe  the  interest  and 
concern  created  by  nation-wide  debate  of  social- 
ized medicine.  Free  literature  and  propaganda 
were  made  available  on  both  sides  of  the  ques- 
tion. Organizations  favoring  socialized  medicine 


issued  tracts  espousing  their  position.  Many 
state  medical  societies  published  pamphlets  point- 
ing out  the  fallacies  of  such  a system  and  stress- 
ing the  advantages  of  the  present  fee  system. 
Often  a local  doctor  appeared  voluntarily  before 
a debate  squad,  presented  his  views,  and  sub- 
jected himself  to  a cross  examination.  Doctors 
were  also  interviewed  in  their  offices  and  at  meet- 
ings. 

“When  doctors  argued,  ‘Socialized  Medicine 
will  destroy  initiative  and  retard  medical  prog- 
ress because  when  practitioners  are  salaried  by 
the  state  they  will  cease  to  improve  themselves 
and  advance  their  science,”  invariably  the  youth- 
ful debaters  told  me  they  offered  a rejoinder  sub- 
stantially as  follows:  ‘We  don’t  see  why  this 

should  be  true.  We  are  students  of  a public  school 
in  which  our  teachers  are  paid  exactly  as  the 
doctors  would  be  under  socialized  medicine.  Still 
our  teachers  are  constantly  improving  them- 
selves by  summer  school  and  further  study  and 
education  is  making  rapid  progress.  Doctors 
themselves  usually  receive  their  training  in 
schools  employing  teachers  on  a salary  paid  by 
the  state.  If  progress  is  made  in  education  under 
state  control  and  on  a salary  basis,  why  cannot 
it  be  made  in  medicine?’ 

“Affirmative  teams  almost  invariably  built 
their  cases  upon  the  premises  that  the  preventive 
side  of  medical  treatment  was  being  neglected 
under  the  private  fee  system;  that  a large  por- 
tion of  our  populace  was  receiving  inadequate 
medical  care  due  to  inability  to  purchase  it;  that 
illness  was  unpredictable  and  therefore  did  not 
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readily  lend  itself  to  family  budgeting;  that, 
therefore,  some  principle  of  ‘spreading  the  cost’ 
over  a period  of  time  and  a number  of  individuals 
must  be  devised.  Statistics  were  quoted  to  show 
that  at  present  some  50  million  people  were  re- 
ceiving inadequate  medical  care;  that  10  per  cent 
of  the  people  were  paying  41  per  cent  of  the 
medical  costs;  that  10  per  cent  of  the  doctors  are 
not  earning  a decent  living;  and  that  over  five 
hundred  millions  per  year  were  being  spent  on 
patent  medicines  in  an  effort  by  the  people  to 
effect  quick  and  easy  cures  within  their  means 
of  payment.  Very  few,  if  any,  affirmative  teams 
denied  that  the  American  medical  profession 
leads  the  world  and  that  it  is  composed  of  a 
highly  respected  and  able  group  of  men  and 
women.  The  whole  argument  rested  on  the  diffi- 
culty of  making  this  valuable  service  available 
to  all  of  the  people. 

“Negative  teams  generally  admitted  that  medi- 
cal care  did  not  reach  many  who  needed  it;  but 
the  debaters  pointed  out  that  much  charity  care 
was  available  both  in  institutions  and  by  private 
physicians  who  treat  poor  clients  without  hope  of 
payment.  They  pointed  to  the  undesirable  fea- 
tures of  state  medicine  in  Italy,  Russia,  and 
Germany,  and  showed  the  impossibility  of  keep- 
ing medical  service  free  from  political  patronage 
and  plunder  as  a service  of  the  state.  Negative 
speakers  pointed  out  that  adequate  care  would 
cost  at  least  $30  per  individual  per  year  and  that 
under  every  system  of  taxation  thus  far  devised 
the  ultimate  consumer,  the  laborer,  farmer  and 
small  enterpriser  pays  the  bulk  of  the  tax  burden 
and  would  thus  still  be  penalized.  Socialized 
medicine  would  add  the  costs  of  political  super- 
vision and  inefficiency  to  the  costs  of  adequate 
medical  care.  State  medicine  was  described  as  a 
beautiful  theory  the  practice  of  which  would  de- 
generate into  political  plunderings  and  the  cost 
of  which  would  be  prohibitive. 

“Other  arguments,  of  course,  were  used  from 
time  to  time,  but  in  the  more  important  debates 
reflecting  the  arguments  selected  by  test  after 
test  in  actual  debate,  the  above  pretty  well  sum- 
marizes the  contention  usually  agreed  upon  as  of 
major  effectiveness  on  one  side  or  the  other.  The 
biggest  obstacle  to  the  affirmative  proved  to  be 
the  contentions  of  cost  and  political  control.  The 
hurdles  most  difficult  for  the  negative  were  those 
built  on  the  arguments  that  although  America 
had  the  world’s  outstanding  medical  system  it 
was  not  being  made  available  in  large  part  to 
those  who  needed  it  most.  Since  disease  follows 
persons  and  not  incomes,  a system  may  be  judged 
as  much  on  its  availability  as  upon  its  effective- 
ness when  used. 

“The  final  debate  at  Oklahoma  City  was  broad- 
cast on  a coast  to  coast  hook-up  of  stations  over 
the  Columbia  Broadcasting  System.  Equal  pub- 
licity was  given  to  both  sides  of  the  argument. 
Covert  criticisms  became  less  potent  when  en- 
unciated in  public.  Certain  weaknesses  were  ex- 
posed in  our  present  medical  practices,  and  the 
way  was  pointed  for  their  correction.  Socialized 
medicine  was  taken  out  of  the  category  of  an 
Utopian  plan  which  was  not  clearly  understood 
by  anyone,  and  became  controversial  table  talk 
in  thousands  of  homes  when  high  school  young- 
sters tried  out  their  arguments  on  their  families. 

“Althought  the  affirmative  side  won  in  the  final 
five-day  tournaments,  the  National  Forensic 
League  has  not  tabulated  or  publicized  the  de- 
cisions registered  throughout  the  debating  sea- 
son. As  is  usually  the  case — for  example,  in  the 
case  of  the  chain  store  debates  and  taxation  de- 


bates of  previous  years — the  side  which  was  vic- 
torious played  a better  game  of  debating  and 
made  better  use  of  evidence  and  strategy.  Al- 
though the  purpose  of  these  debates  is  not  to 
persuade  the  high  school  participants  of  the  ab- 
solute rightness  of  one  point  of  view — indeed, 
most  teams  argued  on  both  sides  of  the  question 
— but  to  develop  logical  and  analytical  discussion, 
the  debates  nevertheless  do  have  an  effect  upon 
public  opinion.  From  coast  to  coast  a hundred 
thousand  debaters  have  made  a tremendous  con- 
tribution to  popular  understanding  of  one  of  the 
livest  issues  in  the  whole  field  of  social  security.” 


What  would  happen  to  the  health  of  the  nation, 
if  research  in  medicine  were  directed  by  and  for 
those  who  wished  to  take  over  the  physician’s 
practice  for  political  or  economic  purposes?  — 
Dean  Carl  W.  Ackerman. 


Few  young  physicians  begin  private  practice 
adequately  trained  to  face  the  medical-economic 
and  sociological  problems  which  confront  all  mem- 
bers of  the 
medical  pro- 
fession. 

The  situa- 
tion and  a 
practical  sug- 
gest'on  for  its  solution,  is  well  stated  in  the  fol- 
lowing editorial  which  appeared  in  a recent  issue 
of  the  New  York  State  Journal  of  Medicine : 

“Within  the  next  month  or  so,  thousands  of 
young  men  and  women  will  be  entering  medical 
colleges  as  a prelude  to  the  practice  of  healing. 
Under  the  existing  curriculum  they  will  receive  a 
thorough  grounding  in  the  basic  sciences,  a smat- 
tering of  practical  experience  but  almost  no  train- 
ing in  the  sociological  and  economic  principles 
which  will  govern  their  future  life. 

“That  phase  of  medical  education  is  left  almost 
entirely  to  the  medical  societies  and  rarely  begins 
until  the  physician  has  been  engaged  in  private 
practice  for  some  months  or  even  years.  Ob- 
viously the  preparation  for  a professional  career 
would  be  more  complete  if  the  extra-scientific 
aspects  of  medicine  were  made  clear  before  the 
student  is  actually  precipitated  into  practice. 
Since  the  colleges  are  apparently  reluctant  to  as- 
sume this  responsibility,  organized  medicine 
should  do  so. 

“An  alert  county  medical  society  is  indeed  one 
of  the  best  classes  the  undergraduate  student  can 
attend  for  a realization  and  understanding  of  the 
economic  problems  of  his  chosen  profession.  Here 
are  threshed  out  the  practical  difficulties  that  beset 
the  practitioner.  Here  the  remedy  is  sought  in  dis- 
cussion, experiment,  and  united  action. 

“The  medical  student  has  a definite  place  in 
organized  medicine.  The  earlier  his  contacts  with 
his  profession  begin,  the  sooner  will  he  be  ready 
for  effective  participation  in  its  affairs.  Every 
county  medical  society  that  has  a medical  school 
within  its  district  should  make  a strong  effort  to 
bring  undergraduates  to  its  meetings  in  prepara- 
tion for  subsequent  membership.” 

Another  suggestion  as  to  how  individual  phy- 
sicians can  assist  medical  students  in  getting  the 
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proper  practical  backgTound  is  contained  in  the 
Annual  Report  of  the  Committee  on  Medical  Edu- 
cation and  Hospitals  of  the  Ohio  State  Medical 
Association  which  appears  in  this  issue  of  The 
Journal.  The  Committee  advocates  a return  to 
the  “preceptor”  system  by  medical  students  dur- 
ing vacation  periods.  Medical  Societies  should 
invite  medical  students  home  on  vacation  to  at- 
tend their  meetings. 

The  road  of  the  young  practitioner  has  always 
been  a hard  one  to  travel.  In  these  perplexing 
times,  it  is  even  more  so.  His  older  colleagues, 
individually  and  through  their  county  medical  so- 
cieties, should  consider  seriously  any  suggestions 
that  will  help  him  along  the  way. 


Attendance  at  a reasonable  number  of  medical 
meetings  is  significant  of  an  effort  to  keep  one’s 
medical  information  dated  today. — Dr.  R.  L.  Sen- 
senich,  president,  Indiana  State  Medical  Associa- 
tion. 


target  for  disciplinary  action  by  organized  medi- 
cine in  that  state;  and,  last  but  not  least,  Mr. 
John  A.  Kingsbury,  himself,  who  loves  organized 
medicine  about  as  much  as  poison  ivy  because  it 
got  him  ousted  from  a lucrative  position  with  one 
of  the  big  foundations  by  showing  that  he  was 
using  his  employer’s  funds  to  promote  socialized 
medicine. 

The  lesson  which  the  medical  profession  should 
learn  from  this  most  recent  national  attack  is 
that  it  dare  not  sit  back  and  let  its  critics  do  all 
the  talking.  No  effort  need  be  made  to  establish 
a defense  for  organized  medicine.  No  defense  is 
necessary.  Organized  medicine  can  safely  stand 
on  its  record.  At  the  same  time,  it  is  essential 
that  organized  medicine  use  more  effective  meas- 
ures to  present  its  side  of  the  question  to  the  pub- 
lic. Organized  activities  will  partially  meet  the 
challenge.  On  the  other  hand,  it  is  up  to  every 
individual  physici'an  to  assume  some  responsi- 
bility in  this  matter  and  enlighten  those  who 
compose  his  clientele  on  the  real  facts. 


Now  that  the  torrid  blasts  blown  by  Mr.  James 
Rorty  in  The  Nation,  concerning  the  alleged 
short-comings  of  the  medical  profession  and  cor- 
ruptness of  organized 

A Few  Sidelights  On  medicine,  have  had  a 
7 n 41  chance  to  cool,  it  may 

the  Rorty  Attack  on  be  of  academic  in_ 

Organized  Medicine  terest  to  review 

briefly  the  results  of 

this  mud-slinging  episode. 

First,  the  Rorty  articles  served  notice  on  the 
medical  profession  of  what  to  expect  from  the 
socialistic  and  communistic  fringe  of  the  popula- 
tion. 

Second,  they  proved  again  the  fact  that  the 
critics  of  present-day  medical  practice  have 
nothing  constructive  to  offer  and  that  organized 
medicine  itself  is  the  only  substantial  group 
doing  anything  constructive  to  try  to  bring  about 
readjustments  to  meet  recognized  needs. 

Third,  the  weakness  and  ridiculousness  of  the 
charges  made  against  organized  medicine  in- 
dicate the  medical  profession’s  strength  and  that 
it  can  make  short  work  of  its  enemies  if  it  will 
stick  together  and  put  its  own  house  in  order  by 
clamping  down  on  the  activities  of  those  physi- 
cians whose  unethical  and  dishonest  practices 
have  aroused  suspicion  in  the  public’s  mind. 

Fourth,  the  Rorty  attack  has — to  use  the  ver- 
nacular— “smoked  out”  those  willing  to  lend  a 
hand  in  this  attempt  to  “purge”  the  medical  pro- 
fession and  bring  about  a new  medical  order,  as 
indicated  by  the  letters  of  commendation  received 
by  Mr.  Rorty  and  The  Nation  from  such  per- 
sonages as  Dr.  Hugh  Cabot,  Rochester,  Minne- 
sota, long  an  advocate  of  some  scheme  of  mass 
medical  service;  Dr.  H.  Clifford  Loos,  Los  An- 
geles, California,  whose  clinic  has  made  him  the 


Everyone  of  good  sense  wants  to  keep  the  med- 
ical profession  on  the  highest  plane.  It  certainly 
will  be  kept  on  a higher  plane  if  nothing  is  done 
to  lead  to  political  demands  for  something  akin 
to  state  medicine. — Cincinnati  Enquirer. 


The  Journal  is  pleased  that  the  article,  “Ap- 
plied Medical  Ethics”,  by  Dr.  Sidney  M.  McCurdy 
which  was  published  in  the  August  issue  has 

caused  so  much 

Reactions  to  Article  on  favorable  com- 
r , . . . 7 ment  throughout 

Ethics  Show  Attitude  t h e profession 

of  Most  Physicians  generally. 

It  is  encourag- 
ing to  know  that  a cross-section  representing  that 
overwhelming  majority  of  physicians,  recognized 
as  honest,  ethical  practitioners,  heartily  endorses 
the  sentiments  expressed  in  such  an  able  manner 
by  Dr.  McCurdy. 


As  a example  of  the  reactions  which  followed 
publication  of  that  article,  we  quote  the  editorial 
comment  by  Dr.  Samuel  Zielonka  in  the  Septem- 
ber issue  of  The  Journal  of  Medicine  (Cincin- 
nati) : 

“The  August  issue  of  the  Ohio  State  Medical 
Journal,  Vol.  32,  No.  8,  pages  767-8,  contains  an 
article  entitled  “Applied  Medical  Ethics”,  by 
Sidney  McCurdy,  M.D.,  Medical  Supervisor,  State 
Industrial  Commission,  which  is  of  tremendous 
significance  to  the  medical  profession  of  Ohio. 

“In  it  reference  is  made  to  medical  service  as 
exists  in  many  instances  in  industry  under  ill- 
advised  and  poorly  controlled  supervision  on  the 
one  hand,  and  on  the  other  hand  as  practiced  by 
some  members  of  the  medical  profession,  illy 
equipped  to  handle  the  various  problems  arising 
in  industry.  As  a whole,  the  medical  profession 
can  well  be  proud  of  its  past  history  and  record. 


1024 


The  Ohio  State  Medical  Journal 


Vol.  32— No.  10 


An  individual  disabled  in  industry  is  entitled  to 
every  possible  care  and  consideration,  irrespective 
of  position,  race,  creed,  or  color. 

“It  is  encouraging  to  note  that  the  Medical  De- 
partment of  the  Ohio  State  Industrial  Commission 
is  in  charge  of  one  whose  ideals  and  aims  are  so 
well  expressed  as  in  this  article.  It  is  an  educa- 
tional call  to  arms  for  decency  and  boldly  refers 
to  some  of  the  questionable  acts  and  deeds  which 
reflect  directly  and  indirectly  on  the  medical  pro- 
fession as  a whole.  It  is  to  be  hoped  our  able 
Medical  Supervisor  will  pursue  his  ideals  re- 
lentlessly and  purge  the  profession  of  such  un- 
worthy. We  are  sure  the  organized  medical  pro- 
fession of  Ohio  sympathizes  with  Dr.  McCurdy 
and  the  Commissioners  in  their  effort  to  rectify 
existing  undesirable  conditions  in  both  the  in- 
dustrial and  medical  spheres. 

“Fundamentally,  medical  decency — so-called 
ethics — has  not  changed.  Deviations  therefrom 
are  due  probably  to  personal  exigencies  and 
needs,  and  a convenient  individualistic  interpre- 
tation and  adaptation  to  meet  some  situation  in 
which  selfish  interest  distorts  an  otherwise  nor- 
mal point  of  view. 

“It  might  be  well  that  this  article  by  Dr.  Mc- 
Curdy be  published  in  the  various  industrial 
journals  for  consideration  and  serious  thought  by 
employers.  It  is  absolutely  essential  that  active 
cooperation  between  the  medical  profession  and 
industry  be  firmly  cemented  if  the  injured  em- 
ploye is  to  be  given  the  just  consideration  to 
which  he  is  entitled. 

“May  we  add  that  it  is  high  time  that  the 
multitudinous  investigations  of  the  Industrial 
Commission  cease.  The  practical  solution  of  in- 
ternal problems  requires  serious  thought  and 
consideration,  experience,  patience,  unbiased 
judgment,  and  an  open-mindedness  beyond  re- 
proach. Given  the  necessary  appropriation  and 
consequent  increase  in  personnel  and  efficiency, 
the  Ohio  Industrial  Commission  will  maintain  a 
leading  rank  among  such  organizations  through- 
out the  country,  eventuating  in  benefit  to  both 
employer  and  employe.” 


Medicine,  notwithstanding  opposition,  strug- 
gling and  suffering,  right  through  the  ages,  has 
managed  to  develop  continuously  the  foundation 
on  which  it  rests  today,  but  we  have  to  prop  up 
the  foundation  upon  an  ethical  basis  and  the 
spirit  of  the  Hippocratic  oath,  realizing  that  only 
thus  can  the  economic  adjustment  of  medical  ser- 
vice survive. — New  Orleans  Medical  Journal. 


“California  Medical  Association’s  Change  of 
Attitude  on  Health  Insurance”,  read  the  head- 
line over  an  editorial  published  in  a recent  issue 

of  California  and 
Western  Medicine. 

When  boiled 
down,  the  editorial 
said  this: 

Compared  to  ex- 
pressions of  sentiment  and  official  action  in  1934 
and  1935,  “a  somewhat  radical  change  of  front 
concerning  health  insurance  is  quite  apparent  in 
the  California  Medical  Association”.  (It  will  be 


remembered  that  Association  endorsed  health 
insurance  at  a special  session  in  1935  when  most 
of  the  other  units  of  organized  medicine  were 
attempting  to  show  the  evils  of  bureaucratic 
medical  schemes.) 

California  physicians  still  are  deeply  interested 
in  hospitalization  and  medical  service  plans  de- 
signed to  improve  the  character  and  distribution 
of  medical  care,  but  “there  is  a widespread  and 
accepted  belief  that  because  of  the  far-reaching 
social  welfare  factors  involved,  the  solution  of 
such  medical  relief  problems  as  may  be  challeng- 
ing both  the  profession  and  the  laity,  must  come 
about  through  evolution  and  trial,  and  not  by 
some  of  the  revolutionary  procedures  advocated 
in  the  academic  discussions  of  the  subject”. 

At  the  recent  Coronado  meeting  of  the  Asso- 
ciation, the  delegates  expressed  their  interest  in 
these  matters  but  “basing  judgment  on  the  votes 
they  gave,  there  can  be  little  doubt  on  how  goodly 
a majority  of  the  delegates  stood  respecting  mat- 
ters of  further  experimentation  with  expensive 
and  unsatisfactory  surveys,  which  thus  far  have 
led  to  little  more  than  a startling  dissipation  of 
resources  which  the  Association  had  slowly  ac- 
cumulated in  previous  years”. 

The  Coronado  delegates  felt  that  the  claims  of 
advocates  of  sickness  insurance  were  exaggerated 
and  “that  the  remedies  advocated  were  not 
adapted  to  achieving  desirable  ends  for  either  the 
lay  public  or  the  medical  profession”. 

Also,  it  was  pointed  out  that  there  is  no  de- 
sire “to  pursue,  at  the  expense  of  the  Associa- 
tion’s members,  further  will-o’-the-wisp  or  other 
surveys”  and  that  “there  was  a strong  feeling  of 
regret  that  the  delegates  who  were  members  of 
the  previous  sessions  of  the  House  of  Delegates 
should  have  embarked  the  Association  upon  ex- 
penditures far  in  excess  of  those  first  proposed 
and  estimated  by  the  salaried  survey  staff;  run- 
ning, indeed,  into  so  massive  a sum  of  the  Asso- 
ciation’s funds  as  to  be  in  excess  of  fifty  thou- 
sand dollars”. 

There  is  a world  of  significance  in  the  bene- 
diction : 

“Now,  that  so  much  has  been  spent,  and  there 
is  so  little  to  show  therefrom,  the  realization  of 
what  is  construed  as  hasty  and  ill-advised  action 
becomes  more  and  more  apparent.” 

In  other  words,  California  has  found  its  ex- 
cursion to  the  “left”,  costly,  unproductive  and 
embarrassing.  It  may  find  out  later  that  it  has 
compromised  itself  to  such  an  extent  that  only 
heroic  action  will  prevent  its  previous  policies 
from  becoming  boomerangs. 

The  California  episode  should  serve  as  a warn- 
ing to  the  other  units  of  organized  medicine. 


California  Does  An 
About-F ace  Regarding 
Health  Insurance 


BIG  IMPROVEMENT  IN  WORKMEN’S  COMPENSATION  FUND 
SHOWN  IN  REPORT  MADE  BY  CHIEF  ACTUARY  EVANS 


A substantial  increase  in  the  surplus  of  the 
Ohio  Workmen’s  Compensation  Fund  during  1935 
is  disclosed  in  the  recently  released  official  re- 
port of  E.  I.  Evans,  chief  actuary,  State  Indus- 
trial Commission,  on  the  status  of  the  fund  as 
of  December  31,  1935. 

The  surplus  on  that  date  was  $2,683,278.38,  an 
increase  of  $1,011,153.03  over  the  previous  year. 
The  increase  during  1934  was  $1,037,136.77.  A 
gradual  rebuilding  of  the  fund’s  surplus  to  its 
pre-depression  level  of  $6,075,481.35  is  indicated. 
In  the  middle  of  the  depression  the  surplus 
dropped  to  approximately  $115,000. 

The  new  rates,  on  which  payments  by  em- 
ployers to  the  fund  are  based,  were  revised 
effective  July  1,  1936,  and  show  a reduction  of 
2.7  per  cent  from  the  general  level  of  last  year. 


Receipts  during  1935  showed  an  increase  of 
four  per  cent  over  1934.  They  have  now  returned 
to  a point  only  seven  per  cent  below  the  peak 
year,  1929.  An  increase  of  85  per  cent  over  the 
low  year,  1932,  was  shown. 

In  commenting  on  the  comparative  report  of 
receipts  and  disbursements  (see  Table  1),  Mr. 
Evans  pointed  out  that  in  a period  of  industrial 
activity  a portion  of  receipts  must  go  to  build  up 
claim  reserves  while  in  a period  of  depression 
the  claim  reserves  are  called  upon  to  meet  a por- 
tion of  the  disbursements. 

It  will  be  noted  that  disbursements  increased 
in  1935  over  1934  at  a more  rapid  rate  than  did 
receipts.  According  to  the  report,  this  can  be 
attributed  to  the  fund  being  required,  as  a result 
of  the  decision  of  the  Ohio  Supreme  Court  in  the 


TABLE  1 

COMPARATIVE  RECEIPTS  AND  DISBURSEMENTS 


EXCESS ^ 

YEAR  Receipts  Disbursements  Receipts  Disbursements 

1929  $16,221,264.67  $ 16,282,539.08  $ 61,274.41 

1930  14,004,755.54  16,165,029.67  2,160,274.13 

1931  11,544,899.14  16,077,209.54  4,532,310.40 

1932  8,140,584.09  14,406,006.65  6,265,422.56 

1933  8,820,381.47  12,896,361.28  4,075,979.81 

1934  14,510,777.24  12,210,370.69  $2,300,406.57 

1935  15,054,596.01  12,833,944.56  2,220,651.45 


Total  $88,297,258.16  $100,871,461.45  $12,574,203.29 


FINANCIAL  STATEMENT 

The  following  financial  statement  shows  the 

assets  and  liabilities  of  the  fund  at  the  close  of 
1935: 

ASSETS  Assets  Liabilities 

Invested  in  bonds ..$37,805,952.85 

Bank  deposits  (inactive) 2,346,630.72 

Bank  deposits  (active) 928,773.37 

Premiums  in  course  of  col- 
lection   1,848,601.62 

Interest  accrued  1,062,542.77 

Bond  premium  after  amortiza- 
tion   630,338.24 

LIABILITIES 


Reserve  held  to  cover  awards 
on  which  payment  is  re- 
quired to  be  made  over  a 
period  of  years,  or  during 
the  life  of  the  injured 

worker  $37,642,506.45 

Reserve  to  cover  warrants 

issued  but  not  cashed  333,845.60 

Reserve  for  portion  of  ad- 
vance premium  payments 

not  already  earned 2,159,864.69 

Due  Public  Employee  Fund  - 1,803,344.45 

Net  surplus,  statutory  and 

general  i 2,683,278.38 


$44,622,839.57  $44,622,839.57 

The  bond  investment  of  $37,805,952.85  consists 
of  obligations  of  the  Federal  Government  or  of 
municipalities  and  other  taxing  subdivisions  of 
the  State  of  Ohio. 


Kildow  case  bearing  upon  the  determination  of 
the  average  weekly  wage,  to  make  additional  pay- 
ments on  claims  of  former  years. 

PREMIUM  RECEIPTS  GREATER 

The  aggregate  payroll  of  private  employers 
increased  16.4  per  cent  in  1935  over  1934. 
Premium  receipts  increased  5.2  per  cent,  while 
the  number  of  claims  filed  shows  an  increase  of 
4.6  per  cent. 

A comparative  report  of  payrolls,  premium  re- 
ceipts and  claims  filed  for  the  years  1929  to  1935, 
inclusive,  is  shown  in  Table  2. 

Table  3 gives  a distribution  of  benefit  pay- 
ments made  during  the  year  1935  on  claims  re- 
sulting from  injuries  of  employes  of  private  em- 
ployers. 

Mr.  Evans  made  the  following  interesting  ob- 
servation in  explaining  Table  3: 

“During  the  year  the  total  benefits  distributed 
amounted  to  $12,298,656.00  of  which  amount 
$9,239,688.00  was  for  payment  of  compensation 
to  the  injured  worker  or  his  dependents;  the  re- 
maining $3,058,968.00  was  for  physicians,  hos- 
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pitals,  nurses,  medicines,  funeral  and  other  bene- 
fits. Therefore  the  injured  worker  or  his  de- 
pendents received  directly  75  per  cent  of  the 
total  benefits  paid  while  25  per  cent  represents 
medical  and  funeral  benefits  paid  to  those  render- 
ing aid  to  the  injured  employe. 

“The  cost  for  the  year  is  further  allocated  to 
the  year  in  which  the  accident  occurred,  to  dis- 
close the  extent  to  which  payments  in  the  year 


were  costing  an  amount  equal  to  the  cost  of  1934 
accidents  which  were  only  in  their  second  year.” 
On  the  subject  of  medical  cost,  the  report  con- 
tained the  following  statement: 

“The  total  medical  cost  paid  out  in  1935  was 
$3,058,968,  of  which  $1,997,063  represents  cost  on 
accidents  occurring  in  1935,  thus  of  the  total 
medical  cost  in  1935  65  per  cent  was  for  accidents 
occurring  in  1935  while  in  contrast  only  23  per 
cent  of  the  total  compensation  payments  in  1935 


TABLE  2 


PAYROLL 


PREMIUM 


CLAIMS  FILED 


YEAR 

Amount 

Percent 

Amount 

Percent 

Number 

Percent 

1929  

...$1,578,886,096 

100.0  : 

$13,274,966 

100.0 

234,314 

100.0 

1930  

...  1,383,802,716 

87.6 

11,128,799 

83.8 

193,005 

82.4 

1931  

...  1,118,587,184 

70.8 

8,958,868 

67.5 

154,232 

65.8 

1932  

...  838,775,495 

53.1 

5,990,994 

45.1 

117,866 

50.3 

1933  

...  787,633,213 

49.9 

6,909,666 

52.1 

117,002 

49.9 

1934  

...  951,350,627 

60.3 

12,550,252 

94.5 

141,429 

60.4 

1935  

...  1,107,028,355 

70.1 

13,197,872 

99.4 

147,985 

63.2 

1935  were  required 

to  be  made  on 

continuing 

was  for 

1935  accidents. 

The  major 

portion  of 

claims  of  accidents  of  earlier  years.  The  accidents 

medical 

cost  is  paid  during  the  year 

of  the  ac- 

that  occurred  in  1935  represent  only  $4,089,350.00 
or  33  per  cent  of  the  total  payments  of  $12,298,- 
656.00  during  the  year,  while  $8,209,306.00  or  67 
per  cent  of  the  payments  was  required  to  meet 
obligations  on  accidents  of  prior  years. 

“The  table  discloses  the  extent  to  which  the 
accidents  occurring  in  1929,  1930,  1931  and  1932 


cident  occurrence,  resulting  in  the  medical  cost 
practically  equalling  compensation  cost  during 
the  first  year.  As  the  claims  become  older  the 
medical  cost  in  relation  to  compensation  cost 
diminishes  rapidly  to  a point  where  it  is  less  than 
10  per  cent  of  the  compensation  cost. 

“The  average  cost  per  claim  increased  in  1935 


TABLE  3 


CLAIM  COST  FOR  YEAR 

1935  DISTRIBUTED  BY  YEAR  OF  ACCIDENT 
Private  Employers’  Accident  Fund 

OCCURRENCE 

Year  of  Accident  Occurrence: 

Compensation 

Medical 

Total 

Percent 

1935  

$2,092,293 

$1,997,063 

$ 4,089,356 

33.2 

1934  

1,072,814 

406,581 

1,479,395 

12.0 

1933  

542,346 

120,666 

663,012 

5.4 

1932  

704,476 

115,073 

819,549 

6.7 

1931  

907,080 

106,591 

1,013,671 

8.2 

1930  

1,067,125 

72,415 

1,139,540 

9.3 

1929  

968,110 

54,925 

1,023,035 

8.3 

1928  

489,083 

36,161 

525,244 

4.3 

1927  

339,006 

30,578 

369,584 

3.0 

1926  

253,816 

40,503 

294,319 

2.4 

1912-1925  

803,539 

78,412 

881,951 

7.2 

Total  

$9,239,688 

$3,058,968 

$12,298,656 

100.0 

Percent  

75.13 

24.87 

100.0 

continue  to  require  a relatively  high  amount  of 
compensation  benefits,  the  fund  in  1935  having 
disbursed  $1,067,125.00  in  compensation  benefits 
for  accidents  occurring  in  1930,  which  was  an 
amount  similar  to  that  disbursed  for  accidents  of 
1934;  thus,  notwithstanding  the  fact  that  1930 
accident  claims  were  five  years  old  in  1935  they 


over  1934  4.3  per  cent,  compensation  cost  having 
increased  7.7  per  cent  while  medical  cost  de- 
creased 4.3  per  cent.  The  level  of  compensation 
cost  in  1935  when  compared  with  that  of  1929 
shows  that  the  compensation  cost  in  1935  was 
three  per  cent  above  that  of  1929  while  the  medi- 
cal cost  was  10  per  cent  below  the  level  of  1929.” 


THE  MEDICAL  BOOKSHELF 


A Preface  to  Nervous  Disease,  by  Stanley 
Cobb,  A.B.,  M.D.,  Bullard  Professor  of 

Neuropathology,  Harvard  Medical  School. 
$2.50.  Pp.  173.  William  Wood  & Co.,  Balti- 
more, 1936. 

An  astute  pedagogue  of  medicine  once  re- 
marked that  every  student  who  is  about  to  begin 
a course  in  one  of  the  specialties  should  first  read 
a simplified  but  genuine  treatment  of  the  subject. 
By  this,  obviously,  one  does  not  mean  a popular- 
ized treatise  which  panders  to  the  morbidly 
credulous  layman.  To  produce  such  a solid  and 
pithy  version  of  neurology  is  a notable  achieve- 
ment, and  Dr.  Cobb  has  done  it  well.  Very  much 
like  Hoskin’s  treatment  of  endocrinology,  it  in- 
troduces the  student  and  general  practitioner 
gently  and  easily  into  a specialty  which  is 
notorious  for  its  breath-taking  terminology  and 
its  awesome  diagrams. 

In  the  first  chapter  the  forms  and  functions  of 
the  autonomic  nervous  system  are  conveniently 
tabulated  for  ready  reference  and  for  practical 
clinical  application.  The  familiar  diagram  of  this 
system  which  haunts  all  texts  in  neurology  is 
improved  by  introducing  the  newer  concepts  of 
vegetative  centers  in  the  forebrain,  hypothalamus 
and  brain  stem. 

In  the  chapters  on  integration  of  behavior  at 
various  levels  the  hackneyed  notion  that  there  is 
a “lower  motor  neurone”  and  a “single  upper 
neurone”  is  justly  criticized,  and  emphasis  is 
placed  upon  those  more  spontaneous,  automatic 
and  subrational  activities  attributed  to  the  basal 
ganglia  and  the  brain  stem,.  It  is  particularly 
gratifying  to  note  that  the  reticular  substance  of 
the  mid-brain  and  pons  is  now  given  its  rightful 
role  in  motor  integration. 

In  discussing  the  motor  area  of  the  cortex,  the 
author  apparently  has  taken  the  work  of  the  Ful- 
ton School  at  full  face  value,  particularly  in  re- 
spect to  the  so-called  motor  and  pre-motor  areas. 
This  matter  remains  under  such  controversial 
tension  at  the  present  time  that  no  such  dicta  are 
justified. 

Bravely  assaulting  the  subject  of  conscious- 
ness, about  which  neurologists  are  consistently 
reticent,  the  author  presents  its  neurological  im- 
plications and  contends  that  “it  is  integrated  at 
many  levels  like  other  important  functions  of  the 
nervous  system.”  In  contrast  to  the  typical  pon- 
derous discourse  on  the  subject  of  consciousness, 
Dr.  Cobb’s  chapter  is  delightful  because  of  its 
almost  monosyllabic  candor. 

Of  greatest  intrinsic  value  is  the  chapter  on 
cerebral  circulation,  for  it  is  a good  compend  of 
the  well-known  researches  of  the  author  and  his 


associates  at  Harvard.  The  same  can  be  said  of 
the  portion  of  the  book  on  epilepsy,  although  the 
subject  merits  more  space  than  he  has  given  it. 

Being  primarily  a neuropathologist,  the  author 
interjects  a chapter  or  two  on  its  special  tech- 
niques, describes  the  mode  of  behavior  of  viruses 
in  the  central  nervous  system,  discusses  poly- 
neuritis and  deficiency  disease  and  other  timely 
subjects.  Finally,  the  reader  is  offered  a gallery 
view  of  the  special  histopathology  of  the  more 
common  organic  nervous  diseases. 

The  title  of  “Preface  to  Nervous  Disease”  is 
well  chosen. — Louis  J.  Karnosh,  M.D. 

Tissue  Immunity,  by  R.  T.  Kahn,  M.D.,  D.Sc., 
University  of  Michigan.  Price,  $7.50.  C.  C. 
Thomas,  Springfield,  Illinois,  1936. 

This  is  a large  volume  of  707  pages  setting 
forth  the  views  of  the  author  upon  the  subject  and 
his  experimentations.  The  pathologist,  the  bac- 
teriologists, the  dermatologist,  the  allergist  and 
the  student  of  tuberculosis  will  find  this  work  in- 
dispensable. Other  physicians  will  want  to  con- 
sult it  whenever  they  become  interested  in  some 
special  problems  involving  tissue  immunity  and 
so-called  tissue  hypersensitivity. — Jonathan  For- 
man, M.D. 

I 

Arthritis  and  Rheumatic  Disease,  by  Maur- 
ice F.  Lautman,  M.D.,  director  of  the  Depart- 
ment for  the  Study  of  Arthritis,  Levi  Memorial 
Hospital,  Hot  Springs,  Arkansas.  $2.00. 
Whittlesey  House,  New  York,  1936. 

This  is  a successful  attempt  to  set  forth  in  a 
simple,  authoritative  manner  the  modern  con- 
ception of  the  recognition  and  management  of 
arthritis.  Since  this  conception  involves  a broad 
attack  upon  the  disease  and  the  full  cooperation 
of  a patient  freed  of  false  hopes,  the  book  is 
worth  a place  in  the  “lending  library”  of  every 
physician.  It  should  prove  of  great  help  both  to 
the  physician  and  the  arthritic  patients. — Jona- 
than Forman,  M.D. 

— oSM  J — 

“Medicine  Man”  Recommends  Some  New 
Books  of  Interest  To  Physicians 

In  view  of  the  interest  shown  by  readers  of 
The  Journal  in  the  list  of  “One  Hundred  Books 
for  the  Doctor”  compiled  by  Dr.  William  J. 
Stapleton,  Jr.,  Detroit,  “The  Medicine  Man”,  for 
the  Detroit  Medical  News,  and  reprinted  in  The 
Ohio  State  Medical  Journal,  pages  163-166,  Feb- 
ruary, 1936,  issue,  an  additional  selection  of  books 
recently  recommended  by  Dr.  Stapleton  is  listed 
below : 

The  Laws  of  Life.  By  Halliday  Sutherland, 
M.D.  Published  by  Sheed  and  Ward,  63  Fifth  Ave- 
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nue,  New  York.  Price  $2.50.  If  you  read  “The 
Aches  of  the  Year”,  by  this  fascinating  Scotch 
doctor  you  will  like  this  book.  He  discusses  a 
hundred  questions  from  the  “dying  races”  to 
the  “safe  period”,  discovered  by  Ogino. 

Diagnostic  Criminology.  By  Lowell  S.  Selling, 
M.D.  He  is  the  director  of  the  Recorders’ 
Court  Psychopathic  Clinic  in  this  city.  The  little 
book  is  published  by  Edwards  Brothers,  Ann 
Arbor.  Price  $2.25.  The  edition  is  limited  to 
350  copies,  so  all  who  are  interested  should 
hasten  to  obtain  their  copy.  In  the  small  vol- 
ume of  175  pages  with  a good  bibliography,  there 
is  a world  of  useful  information  for  the  man 
doing  this  type  of  work. 

The  Little  Doctor.  By  Louis  Plott  Hanck.  Pub- 
lished by  the  Penn  Publishing  Company,  Phila- 
delphia. A problem — when  a young  woman  doc- 
tor falls  in  love — what  shall  she  do?  Give  up 
her  career  for  marriage? 

Doctor  Morath.  By  Max  Rene  Hess.  Trans- 
lated from  the  German  by  Edward  Crankshow. 
Published  in  Boston  by  Houghten  Mifflin  Co. 
Price  $2.50.  In  this  volume  of  414  pages,  you  may 
read  all  about  the  career  of  a young  German  sur- 
geon who  goes  to  a South  American  city,  the 
new  land  of  opportunity.  It  is  also  a sorry  story 
of  intrigue  anl  life  in  a hospital,  where  the  young 
man  has  many  difficulties.  Parts  of  the  book 
are  interesting,  but  like  many  German  works, 
it  is  too  ponderous  in  tone. 

Celsus — De  Medicina,  with  an  English  trans- 
lation by  W.  G.  Spenar.  499  pages.  Out  of  the 
Loeb  Classical  Library.  Issued  under  the  im- 
print of  the  Harvard  University  Press.  Price 
$2.50.  Celsus  knew  medicine  and  his  work  is 
recognized  as  one  of  the  most  valuable  sources 
of  anatomical  knowledge  of  his  period.  It  is 
thought  that  he  lived  during  the  reign  of  Ti- 
berius. A mark  of  style. 

A Happy  Alienist.  By  Wallace  Smith.  Pub- 
lished, New  York,  by  Harrison  Smith  and  Robert 
Kass.  Price  $2.00.  The  story  of  a Viennese 
professor  very  learned  in  his  own  line,  but  very 
innocent  about  worldly  affairs  and  his  own  emo- 
tions. A book  for  the  sophisticated. 

Human  Anatomy — An  Atlas  of — By  Jesse  Fer- 
ring  Williams.  Illustrated  by  Franz  Frohse,  Max 
Broedel  and  Leon  Schlonsberg.  Published  by 
Barnes  and  Noble,  New  York.  Price  $2.00.  An 
excellent  book  for  students  and  laymen.  The 
drawings  in  black  and  white  with  larger  colored 
illustrations  and  partly  redrawn  from  German 
charts  by  the  artists  mentioned  above. 

Why  Keep  Them  Alive?  By  Paul  de  Kruif. 
Written  in  collaboration  with  Rhea  de  Kruif. 
Published  in  New  York  by  Harcourt,  Brace  & 
Co.  Price  $2.00.  All  Detroit  doctors  will  be  in- 
terested in  this  book  because  of  his  chapter  in 
what  certain  of  our  doctors  and  hospitals  are  do- 
ing for  the  cure  of  tuberculosis  by  surgical 
methods.  He  mentions  the  names  of  the  doc- 
tors and  tells  of  their  work.  He  is  insistent 
without  much  idea  of  economics  in  the  thought 
that  communities,  counties,  states  and  the  Fed- 
eral Government  should  finance  methods  to  rem- 
edy all  existing  illness. 

Antoine  Lavoisier,  the  Father  of  Modern 
Chemistry.  By  Douglas  McKie.  Published  in 
London  by  Gallancz.  Price  10s  6d.  The  life  story 
of  a great  chemist  and  man  of  science  who  was 
guillotined  on  May  18,  1794.  A great  story  of  a 
great  man. 


The  American  Chamber  of  Horrors.  By  Ruth 
de  Forest  Lamb.  The  inside  story  of  the  govern- 
ment fight  to  protect  the  people  from  dangers 
to  their  health,  life  and  pocketbook.  Price  $2.00. 
New  York,  Farrar  & Rinehart. 

The  Last  Plague  of  Europe.  By  Baron  Harryd 
Eslanger.  The  plague  was  the  trade  in  drugs. 
Russell  Parker,  founder  of  the  Central  Narcotics 
Intelligence  Bureau  in  Cairo,  has  dealt  with  this 
problem  as  capably  as  British  officials  know  how 
to  deal  with  anything.  A great  story  of  the 
tracking  down  of  the  dope  gangs  with  all  the 
glamour  of  the  East  to  help.  A serious,  an 
authoritative,  and  yet  a most  enjoyable  book. 

— oSM  J — 

Mt.  Sinai  Staff  Appointments 

Staff  and  intern  appointments  at  Mount  Sinai 
Hospital,  Cleveland,  have  been  announced  as  fol- 
lows: 

Dr.  Herschel  Pevaroff,  senior  surgical  resident 
and  chief  resident  house  staff,  Western  Reserve 
University;  Dr.  Julian  B.  Galvin,  junior  surgical 
resident,  Western  Reserve  University;  Dr.  Elliott 
Friedman,  resident  in  orthopedics  and  specialties, 
University  of  Syracuse;  Dr.  Asher  Randall,  resi- 
dent in  medicine,  Jefferson  University;  Dr.  Henry 
L.  Hoffman,  resident  in  obstetrics,  Western  Re- 
serve University;  Dr.  Phillip  Wasserman,  resi- 
dent in  pathology,  Rochester  University,  and  Dr. 
Reuben  K.  Straus,  fellow  in  pathology,  Western 
Reserve  University. 

The  interns  are: 

Dr.  Irving  Besserglick,  State  University  of 
Iowa;  Dr.  Allan  Bookatz,  Western  Reserve  Uni- 
versity; Dr.  Joseph  Gilman,  Ohio  State  University; 
Dr.  Robert  M.  Iseman,  Western  Reserve  Univer- 
sity; Dr.  Hyman  Jaffe,  Washington  University, 
St.  Louis;  Dr.  Zolton  L.  Klein,  Western  Reserve 
University;  Dr.  Herbert  R.  Markowitz,  Ohio  State 
University;  Dr.  Harry  R.  Mendelsohn,  Hebrew 
Union  College,  Cincinnati;  Dr.  Henry  F.  Saunders, 
University  of  Toronto;  Dr.  Benjamin  Stein,  Tufts 
College  Medical  School,  Boston,  and  Dr.  Benjamin 
Teitelbaum,  Western  Reserve  University. 

— OSM  J — 

Federal  Aid  in  38  Health  Districts 

As  of  October  1,  38  Ohio  health  districts  were 
receiving  federal  funds  from  the  State  Depart- 
ment of  Health,  for  the  purpose  of  paying  wages, 
salaries  and  traveling  expenses. 

Funds  allotted  by  this  program,  which  comes 
under  Title  VI  of  the  Federal  Social  Security 
Act,  must  be  matched  dollar-for-dollar  by  local 
funds,  and  are  granted  only  to  districts  which  have 
a full-time  health  commissioner,  a sanitary  officer 
one  or  more  nurses  and  a clerk. 

The  following  health  districts  are  participating 
in  the  program:  Athens,  Belmont,  Brown,  Butler, 
Clermont,  Clinton,  Crawford,  Cuyahoga,  Darke, 
Delaware,  Erie,  Fairfield,  Fayette,  Greene,  Guern- 
sey, Hamilton,  Hocking-Vinton,  Ironton,  Lorain, 
Lucas.  Madison,  Marion,  Medina,  Miami,  Mont- 
gomery, Morrow,  Muskingum,  Perry,  Preble, 
Richland,  Shelby,  Stark,  Summit,  Union,  Wash- 
ington, Wayne,  Wood  and  Wyandotte. 
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Holiday  Greetings 

with  The  Historian’s  Notebook 

\\  All  the  articles  appearing  in  The  Historian’s  Note- 

book department  in  the  current  volume  of  The  Journal 
will  be  reprinted  in  an  attractive  booklet. 

The  booklet  will  deserve  a place  in  the  home  library 
Is  of  every  Ohio  physician.  Also,  it  will  make  an  attrac- 

tive holiday  greeting  to  anyone  at  all  interested  in  Ohio 
history. 

The  booklet  will  be  offered  at  30  cents  per  single  copy 
and  25  cents  per  copy  in  orders  of  12  or  more,  to  cover 
actual  cost  of  pr  nting  and  mailing. 

Members  interested  in  securing  one  or  more  copies 
should  fill  out  the  following  order  blank  and  send  it  to 
The  Ohio  State  Medical  Journal , together  with  remit- 
tance. 


THE  OHIO  STATE  MEDICAL  JOURNAL, 

1005  Hartman  Theatre  Building, 

Columbus,  Ohio. 

Gentlemen:  Enclosed  find  $ for  which  please  send  me 

copies  of  the  booklet,  THE  HISTORIAN’S  NOTEBOOK. 

(Name)  M.D. 

Please  print  name 

(Address)  


BUCKEYE  NEWS  NOTES 


Ironton — Work  has  started  on  the  new  $250,000 
city  and  county  general  hospital. 

Akron — “Socialized  Medicine”  was  discussed 
by  Dr.  J.  N.  Weller  at  a recent  meeting  of  the 
Exchange  Club. 

Gallipolis — Dr.  Stanley  C.  Sneeringer  has  been 
appointed  to  the  staff  of  the  Ohio  Hospital  for 
Epileptics. 

Cincinnati — A gift  that  in  five  years  will  total 
$55,000  has  just  been  made  by  Mrs.  Louise 
Fleischmann  Yeiser  to  the  College  of  Medicine, 
University  of  Cincinnati.  Mrs.  Yeiser  will  give 
$10,000  a year  for  five  years,  for  research  in  pre- 
ventive medicine,  and  has  also  offered  to  give 
$5,000  for  needed  scientific  equipment. 

Port  Clinton — Dr.  Cyrus  R.  Wood  has  been  ap- 
pointed health  commissioner  of  Ottawa  County. 

Columbus — Dr.  Earl  W.  Euans  has  been  re- 
appointed for  the  19th  time  chief  medical  director 
of  the  United  Commercial  Travelers  of  America. 

Fremont — Memorial  Hospital  received  a cash 
bequest  of  $300  under  the  will  of  the  late  Mrs. 
May  H.  Dorr. 

Columbus — Dr.  G.  D.  Morse,  formerly  resident 
physician  of  the  Hopemount  Tuberculosis  Sana- 
torium, Hopemount,  W.  Va.,  has  been  appointed 
examining  physician  at  the  Columbus  Tuber- 
culosis Dispensary. 

Portsmouth — Dr.  Carl  G.  Braunlin  has  returned 
to  active  practice  after  being  ill  for  three  months. 

Lakewood — A new  laundry  and  boiler  building 
has  been  erected  at  City  Hospital  as  a $80,900 
PWA  project. 

West  Union — At  the  50th  anniversary  of  the 
founding  of  the  Adams  County  Medical  Society 
held  at  Seaman,  August  19,  Dr.  O.  T.  Sproull, 
secretary  of  the  society,  and  one  of  the  charter 
members,  was  presented  with  a chair  in  honor  of 
his  service  to  the  profession  and  to  the  com- 
munity. 

Bellevue — Dr.  John  I.  Appleby  is  in  Europe  com- 
pleting postgraduate  study  in  surgery  and  X-ray 
which  he  started  there  a year  ago. 

Cincinnati — Dr.  Gordon  F.  McKim  was  inducted 
as  a member  of  the  International  Congress  of 
Urologists  at  Vienna,  September  10. 

Galion — The  local  Kiwanis  Club  recently  heard 
an  address  by  Dr.  Clarence  Adams  on  “Modern 
Treatment  and  Prevention  of  Disease”. 

Portsmouth — Dr.  Carl  S.  Sandhu  is  taking  a 
postgraduate  course  in  surgery  in  New  York  City. 


Xenia — Dr.  Frank  M.  Chambliss,  formerly  city 
commissioner,  has  been  named  mayor  of  Xenia 
for  a term  ending  December  31,  1937. 

East  Liverpool — Dr.  John  A.  Fraser  compared 
methods  of  teaching  in  European  and  American 
medical  schools  at  a recent  meeting  of  the  Lions 
Club. 

Akron — Dr.  J.  L.  McEvitt  and  Dr.  R.  H.  Mc- 
Kay have  returned  from  postgraduate  study  in 
Czecho-Slovakia  and  Austria,  respectively. 

Cleveland — Arrangements  for  the  annual  ses- 
sion of  the  American  Roentgen-Ray  Society, 
scheduled  at  Cleveland,  September  29  to  October 
2,  were  in  charge  of  Dr.  B.  H.  Nichols,  general 
chairman  of  committees.  Sub-committee  chairmen 
were:  Dr.  E.  P.  McNamee,  Dr.  John  D.  Osmond, 
Dr.  Harry  Farmer,  Dr.  W.  I.  LeFevre,  Dr.  Walter 
C.  Hill,  and  Dr.  M.  A.  Thomas. 

Ravenna — Dr.  B.  H.  Nichols  spoke  on  “The  His- 
tory and  Modern  Use  of  X-ray”  at  a recent  meet- 
ing of  the  Kiwanis  Club. 

Wilmington — Dr.  W.  K.  Ruble  recently  com- 
pleted his  15th  year  as  health  commissioner  of 
Clinton  County.  Previously  he  served  two  terms 
as  county  treasurer. 

Marietta — Dr.  W.  H.  Hartung,  State  Director  of 
Health,  explained  the  work  of  his  department  at 
a recent  meeting  of  the  Rotary  Club. 

Cincinnati — One  of  the  guest  speakers  at  the 
annual  meeting  of  the  Wisconsin  State  Medical 
Society  held  at  Madison,  September  8-11,  was  Dr. 
John  H.  Skavlem,  Cincinnati,  who  discussed 
“Basic  Points  in  Roentgen  Ray  Studies  of  Lung 
Anatomy  and  Pathology”. 

Mentor — A movement  has  been  launched  to 
secure  a permanent  community  memorial  honor- 
ing the  late  Dr.  A.  J.  Ingersoll,  who  died  April  11, 
1934,  after  having  practiced  in  Mentor  for  41 
years. 

Hillsboro — Under  the  terms  of  the  will  of  the 
late  Mrs.  Sarah  M.  Jaynes,  Hillsboro  Hospital  and 
Christ  Hospital,  Cincinnati,  will  each  receive 
$2,000. 

Toledo — While  returning  from  Cincinnati,  where 
they  had  enrolled  their  sons  in  medical  school, 
Dr.  S.  B.  Andrews,  Toledo,  was  critically  injured 
and  Dr.  E.  D.  Schuiteman,  Genoa,  received  minor 
injuries,  in  an  automobile  accident  near  Findlay. 

Dayton — Dr.  Walter  M.  Simpson  recently  ad- 
dressed the  Kiwanis  Club  on  “Rambling  Through 
Europe”,  and  the  Rotary  Club  on  “Reflections  on 
a Trip  through  Europe”. 
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. . .THE  TRIPLE  TEST 
IN  PRACTICE! 


The  ETERNAL  triangle  dominates  the  lives  of  products, 
even  as  of  men.  In  infant  feeding  the  doctor  is  concerned 
with  the  three  factors — composition , concentration  and  cost! 
Apply  the  triple  test  in  your  practice.  Let  us  now  put  it  to  Karo: 

(1)  Composition  ..  .When  you  prescribe  Karo  as  the  milk-modifier  you  are  providing 
well-tolerated,  readily  digested  maltosc-dextrins-dextrose.  The  dextrins  are  non- 
fermentablc;  the  maltose  rapidly  transformed  to  dextrose  requiring  no  digestion;  the 
sucrose  added  for  flavor  is  digested  to 

monosaccharides.  Karo  is  prepared  chem- 
ically superior,  bacteriologically  safe  — 
non -allergic,  practically  free  from  pro- 
tein, fat  and  ash. 

(2)  Concentration  —When  you  consider 
that  volume  for  volume,  Karo  Syrup  fur- 
nishes twice  as  many  calories  as  a similar 
sugar  modifier  in  powdered  form,  you 
realize  hozv  strongly  saturated  Karo  is  in 
calories  of  maltose-dextrins-dextrose.  A 
tablespoon  of  Karo  Syrup  yields  6o  calories  while  a tablespoon  of  powdered  maltose- 
dextrins-dextrose  gives  29  calories.  Karo  Syrup  is  a concentrated  milk- modifier! 

(3)  Cost  —When  you  prescribe  Karo  you  help  the  family  out  of  the  economic  dilemma. 

Karo  costs  lj-  of  the  expen- 
sive carbohydrates,  slashing 
the  high  cost  of  infant  feed- 
ings. The  maltose-dextrins- 
dextrose  of  Karo  are  mar- 
keted as  a food.  The  saving 

is  80%.  The  Corn  Products 

Refining  Company  charges  for  the  constituents  of  Karo  and  nothing  extra  for  the 
good  name.  Apply  the  triple  test  to  milk-modifiers  and  you  will  find  Karo  desirable 
in  composition,  rich  in  calories,  and  inexpensive.  Karo  consists  of  dextrins,  maltose 
and  dextrose  (with  a small  percentage  of  sucrose  added  for  flavor). 


76  % 
CARBO- 
HYDRATES 

24% 

WATER 


50% 

DEXTRINS 

24%  MALTOSE 
16%  DEXTROSE 
6%  SUCROSE 
4%> 

INVERT  SUGAR 


Karo  Syrup  contains  twice 
as  many  calorics  as  ..  . 


Powdered  JAaltose-Dextrins-Dextrose 
including  Karo  Powdered 


THE 

KARO 

FORMULA 


COST  1-5 
OF  THE 
EXPENSIVE 
FORMULA 

> 


Corn  ‘Products  Consulting  Service 
for  Physicians  is  available  for  fur- 
ther clinical  information  regarding 
Karo  . . . Please  Address:  Corn 
Products  Sales  Compatiy,  Dept.  , 
Ip  Battery  Place , New  York  City. 


IN  MEMORI AM 


Abraham  William  Chernoff,  M.D.,  Cleveland; 
Tufts  Medical  School,  Boston,  Mass.,  1932;  aged 
27;  intern  member  of  the  Cleveland  Academy  of 
Medicine;  died  August  19,  following  an  automo- 
bile accident.  Dr.  Chernoff  was  a member  of  the 
pathological  staff  of  Cleveland  City  Hospital.  His 
parents  survive. 

D.  Edmund  Cone,  M.D.,  Coshocton;  University 
of  Illinois  College  of  Medicine,  Chicago,  111.,  1904; 
aged  67;  member  of  the  Ohio  State  Medical  Asso- 
ciation and  the  American  Medical  Association; 
died  August  28  of  heart  disease.  Prior  to 
studying  medicine,  Dr.  Cone  was  a school  teacher 
at  Ostego  for  seven  years.  He  began  practice  in 
Valparaiso,  Indiana,  in  1904,  and  after  a year 
there  moved  to  Coshocton,  where  he  remained 
until  his  death.  He  was  a member  of  the  Presby- 
terian Church.  Surviving  are  his  widow,  a daugh- 
ter and  two  brothers. 

William  Henry  Fisher,  M.D.,  Toledo;  University 
of  Michigan  Medical  School,  1891;  aged  66;  mem- 
ber of  the  Ohio  State  Medical  Association,  Fellow 
of  the  American  Medical  Association  and  the 
American  College  of  Surgeons;  died  September  6, 
following  a heart  attack.  Dr.  Fisher  was  a life- 
long resident  of  Toledo.  He  was  gynecologist  at 
Toledo  Hospital  for  16  years,  staff  physician  and 
member  of  St.  Vincent’s  Hospital  medical  advisory 
board  for  20  years,  and  professor  of  clinical  sur- 
gery at  Toledo  Medical  College.  For  13  years  he 
was  the  U.  S.  marine  surgeon  at  Toledo.  He  was 
president  of  the  Academy  of  Medicine  of  Toledo 
in  1900-1901.  Dr.  Fisher  was  a member  of  the 
Elks  Club,  the  Masonic  Order  and  the  First  Con- 
gregational Church.  His  brother  and  a sister  sur- 
vive. 

Clarence  Edwin  Gourley,  M.D.,  Mingo  Junction; 
Ohio  Medical  University,  Columbus,  1903;  aged 
60;  member  of  the  Ohio  State  Medical  Association 
and  the  American  Medical  Association;  died 
August  11.  Dr.  Gourley  had  practiced  in  Mingo 
Junction  since  1910.  Prior  to  that  time,  he  prac- 
ticed at  New  Alexandria  and  Mt.  Pleasant.  He 
was  a member  of  the  Mingo  Junction  school  board, 
the  Presbyterian  Church  and  the  Masonic  Order. 
He  is  survived  by  his  widow,  two  daughters,  a 
sister  and  three  brothers. 

Cyrus  O.  Jaster,  M.D.,  Elyria;  Western  Reserve 
University  School  of  Medicine,  1898;  aged  59; 
member  of  the  Ohio  State  Medical  Association  and 
Fellow  of  the  American  Medical  Association;  died 
September  8,  of  a heart  ailment.  After  several 


years  as  assistant  superintendent  of  the  State 
Hospital  at  Newburg,  Dr.  Jaster  began  private 
practice  in  Ravenna.  In  1914  he  moved  to  Elyria, 
where  he  has  been  practicing  since.  He  was  a 
past  president  of  the  Lorain  County  Medical  So- 
ciety, which  he  also  served  as  secretary  for  many 
years.  He  was  a member  of  the  Catholic  church. 
A daughter  and  a sister  survive. 

Clarence  King,  M.D.,  Cincinnati;  Medical  Col- 
lege of  Ohio,  Cincinnati,  1901;  aged  59;  member 
of  the  Ohio  State  Medical  Association  and  Fel- 
low of  the  American  Medical  Association;  mem- 
ber of  the  American  Academy  of  Ophthalmology 
and  Oto-Laryngology;  the  American  Ophthalmo- 
logical  Society,  the  American  Board  of  Opthalm- 
ology  and  Fellow  of  the  American  College  of 
Surgeons;  died  August  15,  following  a heart  at- 
tack. Dr.  King  was  professor  of  ophthalmology  at 
the  University  of  Cincinnati,  College  of  Medicine. 
He  served  on  the  staffs  of  Good  Samaritan,  Christ 
and  Deacon  hospitals  at  various  times,  was  at- 
tending surgeon  at  General  Hospital,  and  director 
of  eye  service  at  Children’s  Hospital.  During  the 
World  War  Dr.  King  was  a major  in  the  Army 
Medical  Corps.  He  contributed  much  to  medical 
literature,  particularly  on  the  subject  of  ocular 
tuberculosis.  Surviving  are  his  widow,  a son  and 
a daughter. 

James  Edgar  Murray,  M.D.,  Piqua;  Emory  Uni- 
versity School  of  Medicine,  Atlanta,  Ga.,  1893;  aged 
78;  member  of  the  Ohio  State  Medical  Association 
and  Fellow  of  the  American  Medical  Association; 
died  September  5.  Dr.  Murray  retired  last  year, 
after  having  practiced  in  Piqua  for  35  years.  He 
was  a past  president  of  the  Miami  County  Medical 
Society,  member  of  the  Elks  Club  and  the  Masonic 
Order.  His  widow  survives. 

Almond  G.  Phillips,  M.D.,  Cleveland;  Eclectic 
Medical  College,  Cincinnati,  1888;  aged  83;  died 
August  25.  Dr.  Phillips  practiced  medicine  in 
Lake  County  for  many  years.  He  was  county 
coroner  for  two  terms.  His  sister  survives. 

Edgar  Allen  Ross,  M.D.,  St.  Paris;  Kentucky 
School  of  Medicine,  Louisville,  Ky.,  1896;  aged  66; 
died  August  31.  Dr.  Ross  practiced  in  Little 
Hocking  and  Bartlett  until  he  moved  to  St.  Paris 
in  1918.  He  was  a member  of  the  Methodist 
Church  and  the  Masonic  Order.  He  is  survived  by 
his  widow,  four  sons,  two  daughters,  four  brothers 
and  a sister. 

William  Ridgway  Rothe,  M.D.,  Cincinnati;  Tem- 
ple University  School  of  Medicine,  Philadelphia, 
Pa.,  1911;  aged  47;  member  of  the  Medical  Society 
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Edward  Reinert 

Ph.G.,  M.D. 

247  East  State  Street  Columbus,  Ohio 

Radium  and  Deep  X-Ray  Therapy 
X-Ray  Diagnosis 
Electro  Coagulation 
Grenz  Ray 


Associates 

FRANK  GALLEN,  M.D.,  LEE  A.  HAYS,  M.D., 

Dermatology  Roentgenology 

Tel.  Main  1537  University  5842 


W.  H.  MILLER,  M.  D. 

328  East  State  St.  Columbus,  Ohio 

Office  Telephone,  MAin  3743  Residence,  EVergreen  5644 

Specializes  in 

Superficial  Malignancy  Electro-Coagulation 

Deep  Malignancy  X-ray  Diagnosis 

High  Voltage  X-ray  Therapy  Portable  X-ray. 

(LTe) 

Prompt  and  Full  Report 
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of  Pennsylvania  and  Fellow  of  the  American 
Medical  Association;  died  September  8.  Dr.  Rothe 
had  been  a medical  examiner  for  the  Pennsyl- 
vania Railroad  for  24  years,  the  last  eight  years 
in  the  Cincinnati  division.  He  was  a member  of 
the  Masonic  Order.  His  widow,  a son,  his  parents 
and  one  brother  survive. 

Isaac  Max  Rubinow,  M.D.,  Cincinnati;  New 
York  University  Medical  College,  1898;  aged  61; 
died  September  2.  Dr.  Rubinow  was  a native  of 
Russia.  He  had  been  associated  with  the  Bureau 
of  Statistics,  U.  S.  Department  of  Agriculture; 
the  U.  S.  Department  of  Commerce;  the  Bureau 
of  Social  Statistics  of  the  Department  of  Public 
Charity  in  New  York  and  the  Jewish  Social  Ser- 
vice Quarterly.  In  1919  he  was  director  of  the 
American  Zionist  medical  unit  in  Palestine  and  at 
the  time  of  his  death  was  international  secretary 
of  B’nai  B’rith.  He  is  survived  by  his  widow,  two 
daughters  and  a son. 

George  Metzger  Todd,  M.D.,  Toledo;  University 
of  Pennsylvania  School  of  Medicine,  Philadelphia, 
Fa.,  1894;  aged  65;  former  member  of  the  Ohio 
State  Medical  Association  and  the  American 
Medical  Association;  died  September  5.  Shortly 
after  graduation,  Dr.  Todd  joined  the  gynecologi- 
cal staff  at  Akron  City  Hospital,  and  later  served 
two  years  as  city  health  commissioner  there. 
After  being  medical  attache  at  the  United  States 
legation  in  London,  he  returned  to  this  country 
and  began  practice  as  a surgeon  in  Toledo  in 
1905.  He  had  served  as  visiting  gynecologist  at 
St.  Vincent’s,  Toledo,  Women’s  and  Children’s, 
and  County  Hospital.  Dr.  Todd  was  surgeon  for 
the  New  York  Central  Lines  and  the  Chesapeake 
& Ohio  Railroad.  He  was  a former  president  of 
the  N.Y.C.  Surgical  Association  and  was  elected 
president  of  the  C.  & 0.  Surgical  Association  last 
year.  His  widow,  a son  and  a daughter  survive. 

Charles  C.  Whitsett,  M.D.,  Freeport;  Medical 
College  of  Ohio,  Cincinnati,  1882;  aged  76;  died 
August  26.  Dr.  W^hitsett  had  been  a resident  of 
Freeport  for  28  years,  and  had  practiced  for  54 
years.  He  was  a member  of  the  Christian  Church 
and  the  Masonic  Order.  His  widow  and  a daugh- 
ter survive. 

Howard  Louis  Wilkinson,  M.D.,  Hamilton;  Ohio 
State  University  College  of  Medicine,  1911;  aged 
52;  member  of  the  Ohio  State  Medical  Association 
and  the  American  Medical  Association;  died 
August  29,  following  a cerebral  hemorrhage.  Dr. 
Wilkinson  had  practiced  in  Hamilton  for  24  years. 
During  the  World  War,  he  was  a lieutenant  in 
the  Medical  Corps  of  the  U.  S.  Army.  He  was  a 
member  of  the  American  Legion,  the  Jr.  O.U.A.M., 
and  the  Presbyterian  Church.  He  is  survived  by 
his  widow,  a daughter  and  a brother. 


CHAS.  F.  BOWEN,  M.D. 

SPECIALIZES 

in 

Superficial 

Malignancies 

Removal  of 

Foreign  Bodies 

Radium  and 

X-Ray 

Diagnosis  and 

Therapy 


332  E.  State  Street 
COLUMBUS,  OHIO 


COOK  COUNTY  GRADUATE 
SCHOOL  OF  MEDICINE 

(In  affiliation  with  COOK  COUNTY  HOSPITAL) 

ANNOUNCES  CONTINUOUS  COURSES 

MEDICINE — Informal  Course  first  of  every  week ; 

Intensive  Personal  Courses. 

SURGERY — General  Course  One,  Two,  Three  and 
Six  Months ; Intensive  Course  Surgical  Tech- 
nique every  two  weeks  ; Special  Courses. 
GYNECOLOGY— Three  Months  Course ; Intensive 
Two  Weeks  Course  starting  October  19th. 
FRACTURES  AND  TRAUMATIC  SURGERY— In- 
formal Practical  Courses ; Intensive  Ten  Day 
Course  starting  February,  1937. 

EAR,  NOSE  AND  THROAT — Informal  Course;  Per- 
sonal Courses  ; Intensive  Ten  Day  Course  start- 
ing April,  1937. 

OPHTHALMOLOGY — Intensive  Two  Weeks  Course 
st  rting  April,  1937. 

UROLOGY — General  Course  Two  Months ; Intensive 
Course  Two  Weeks ; Special  Courses. 
CYSTOSCOPY — Intensive  Course  every  two  weeks 
(attendance  limited). 

General,  Intensive  and  Special  Courses  in  Obstetrics, 
Pediatrics,  Tuberculosis,  Roentgenology,  Electro- 
cardiography, Dermatology  and  Syphilology,  Path- 
ology, Neurology,  Topographical  and  Surgical 
Anatomy,  Physical  Therapy,  Gastro-Enterology,  Al- 
lergy, Rectal  Diseases,  Varicose  Veins,  and  Psychia- 
try. 


TEACHING  FACULTY  — ATTENDING 
STAFF  OF  COOK  COUNTY  HOSPITAL 

Address : 

Registrar,  427  S.  Honore  Street, 
CHICAGO,  ILLINOIS 
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THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL 

(ORGANIZED  1881) 

THE  PIONEER  POST-GRADUATE  MEDICAL 
' INSTITUTION  IN  AMERICA 


PHYSICAL  THERAPY 

Lectures  and  demonstrations  in  electro- 
therapy, electrodiagnosis  and  minor  electro- 
surgery; light  therapy;  hydro  and  thermo- 
therapy, including  fever  therapy;  massage 
and  therapeutic  exercise.  Active  clinical 
work  in  treatment  of  medical  and  surgical 
conditions. 


For  Information  Address 

MEDICAL  EXECUTIVE  OFFICER 

345  West  50th  Street  NEW  YORK  CITY 


Do  You  Treat  CANCER? 

THE  RADIUM  EMANATION  CORPORATION 

MAINTAINS  the  most  efficiently  organized  Radium  laboratory  to 
make  available  to  you,  at  low  cost,  every  facility  for  the  use  of 
Radium  in  your  practice. 

RADON  SEEDS.  Removable  or  permanent.  We  provide  seeds 
of  the  composite  type,  with  Radon  under  leak-proof  glass  seal. 

Filtration  0.3  mm.  of  Platinum. 

APPLICATORS.  Uterine  tubes,  cervical  applicators,  surface 
plaques  properly  prepared  to  meet  the  requirements  of  each  indi- 
vidual case. 

OUR  SERVICE  is  available  to  you  day  and  night  including  Sun- 
days and  holidays.  Your  inquiries  and  orders  will  receive  our 
prompt  and  careful  attention. 

THE  RADIUM  EMANATION  CORPORATION 

GRAYBAR  BLDG.  Tel:  MOhawk  4-6455  NEW  YORK,  N.Y. 


TRAUMATIC  SURGERY 

including 

General  Surgery,  Orthopedic  Surgery,  Phy- 
sical Therapy,  Anatomical  Review  and 
Operative  Surgery  on  the  Cadaver. 
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Postgraduate  Course  of  Cleveland  Academy 
To  Open  on  October  16 

The  Academy  of  Medicine  of  Cleveland  has  an- 
nounced a postgraduate  course  beginning  October 
16,  covering  the  general  field  of  dermatology, 
urology  and  venereal  diseases.  These  subjects 
will  be  presented  from  the  point  of  view  of  the 
general  practitioner. 

As  in  past  years,  a registration  fee  of  one  dol- 
lar will  be  charged  those  who  desire  to  attend. 
Registration  with  the  academy  will  insure,  with- 
out further  cost,  mimeographed  digests  of  each 
lecture. 

The  postgraduate  committee,  consisting  of  Dr. 
R.  E.  Barney,  chairman,  Dr.  C.  G.  LaRocco,  Dr.  J. 
J.  Joelson  and  Dr.  L.  F.  Huffman,  has  arranged 
the  following  schedule  of  lectures: 

October  16,  1936 — The  evaluation  of  urological  symptoms 
with  special  references  to  pyuria,  and  cystitis,  hema- 
turia, and  renal  pain.  Dr.  J.  J.  Joelson. 

October  23,  1936 — The  essentials  of  urological  diagnosis : 
indications  for  cystoscopy  and  interpretation  of  findings. 
Dr.  L.  F.  Huffman. 

October  30,  1936 — Obstructive  lesions  of  the  lower  urinary 
tract:  benign  hypertrophy  of  the  prostate,  carcinoma  of 
the  prostate,  and  stricture.  Dr.  C.  A.  Bowers. 
November  6,  1936 — Infections  of  the  kidney,  ureter  and  blad- 
der, tuberculosis  and  non-tuberculous.  Dr.  T.  P.  Shupe. 
November  13,  1936 — Urinary  lithiasis.  Dr.  Wm.  Rosenberg. 
November  20,  1936 — Congenital  anomalies  of  the  urinary 
tract ; symptoms  and  treatment  (hydronephrosis,  aber- 
rant renal  blood  vessels,  extrophy  of  the  bladder,  hypos- 
padias, urethral  obstructions,  undescended  testicles,  etc.) 
Dr.  W.  E.  Lower. 

December  4,  1936 — Neoplasms  of  the  genito-urinary  tracl^. 
Dr.  H.  R.  Trattner. 

December  11,  1936' — Acute  gonorrheal  urethritis ; non- 

specific urethritis.  Dr.  H.  L.  Sanford. 

December  18,  1936 — Chronic  gonorrhea,  and  non-specific  in- 
fections. Dr.  J.  B.  Morgan. 

January  8,  1937 — Eczema  and  dermatitis.  Dr.  J.  R.  Driver. 
January  15,  1937 — Ringworm  and  warts.  Dr.  J.  A.  Gammel. 
January  22,  1937 — Toxic  dermatoses.  Dr.  C.  G.  LaRocco. 
January  29,  1937 — The  papulosquamous  eruptions.  Dr.  R.  E. 
Barney. 

February  5,  1937 — Cancer  and  nevi.  Dr.  E.  W.  Netherton. 
February  12,  1937 — Acne  vulgaris.  Acne  rosacea.  Dr.  H.  G. 
Miskjian. 

February  19,  1937 — Early  Syphilis  and  its  treatment.  Dr.  C. 
L.  Cummer. 

February  26,  1937 — Late  syphilis  and  its  treatment.  Heredi- 
tary syphilis  and  its  treatment.  Dr.  J.  E.  Rauschkolb. 
March  5,  1937 — The  serologic  and  sociologic  aspects  of 
syphilis.  Dr.  H.  N.  Cole. 

OSM  J — 

Openings  in  Navy  Medical  Corps 

Examination  for  commission  in  the  medical 
corps  of  the  U.  S.  Navy  will  be  held  December  1, 
1936,  and  during  the  latter  part  of  May  or  early 
in  June,  1937,  to  fill  25  vacancies.  The  examina- 
tions will  take  place  at  U.  S.  Naval  Hospital, 
Great  Lakes,  Illinois;  U.  S.  Naval  Medical  School, 
Washington,  D.  C.,  and  U.  S.  Naval  Hospital, 
Mare  Island,  California. 

Candidates  for  admission  must  be  between  the 
ages  of  21  and  32  at  the  time  of  appointment, 
graduates  of  Class  A medical  schools,  and  must 
have  completed  an  internship  of  one  year  in  a 
hospital  accredited  for  internship  by  the  Ameri- 
can Medical  Association  and  the  American  College 
of  Surgeons. 

Additional  information  can  be  obtained  by  ad- 
dressing Captain  R.  C.  Hayden,  District  Medical 
Officer,  Great  Lakes,  Illinois. 


URINE  DARK  FIELD— SPIROCHETA 

BLOOD  BASAL  METABOLISM 

BLOOD  CHEMISTRY  AUTOGENOUS  VACCINES 
SPUTUM  SURGICAL  PATHOLOGY 

FECES-VACCINES  MEDICO-LEGAL  AUTOPSIES 
EFFUSIONS  X-RAY  DIAGNOSIS 

STOMACH  CONTENTS  ALLERGY 
PREGNANCY  TEST  ELECTROCARDIOGRAPHY 
AGGLUTINATION  WASSERMANN  & KAHN 
TESTS  TESTS 

LABORATORY 

Clinical  and  Pathological 


Established  1904 


Approved  by  the  American  Medical  Association 

Columbus,  Ohio  370  E.  Town  Street 


J.  J.  COONS,  Director, 

B.  Sc.,  M.D.,  D.  Sc.,  F.A.C.P. 

H.  M.  Brundage,  M.D. 

H.  A.  Baughn,  A.B.,  M.D. 

M.  D.  Godfrey,  M.D. 

Frances  Coup,  A.B. 

Marian  Guild,  A.B. 
Alice  Gerlinger,  A.B. 


PROMPT  SERVICE 

Immediate  Report  on  Frozen  Sections  of  all  Tumors 


ENDORSED  BY  PHYSICIANS 


Coe-Z-ene 

Menstrual  Protector 

Many  physicians  are  recommend- 
ing Coe-Z-ene  to  their  women 
patients  because  it  is  anatomic- 
ally correct  and  scientifically  de- 
signed to  afford  ease,  comfort  and 
safety  during  the  menstrual  period. 
Made  under  the  Coe-Z-ene  patents 
— the  only  cup  with  air  vents  in 
the  rim  that  permits  proper  ven- 
tilation with  no  leakage  and  no 
suction  on  the  vaginal  tract.  Soft, 
chemically  pure  rubber. 

In  order  that  you  may  intelligently  talk  to  your  women  patients  about 
COE-Z-ENE,  send  $1.50  . . . . we  will  send  you  one  promptly  with 
information  of  importance  to  physicians. 

TL«  7 C rs  4300  Euclid  Ave. 

I DC  vOC  ■ Z.  * SI1S  V.O./  Cleveland,  Ohio 


CLASSIFIED  ADVERTISEMENTS 

Rates  for  advertisements  under  this  heading  are  50  cents 
per  line,  payable  in  advance.  Minimum  charge  of  $1.00 
for  each  insertion.  Price  covers  the  cost  of  remailing 
answers.  Forms  close  16th  of  the  month  preceding 
publication. 


For  Sale — Office  and  residence  of  the  late  Dr.  E.  A. 
Hecker  in  New  Madison.  No  charge  for  practice.  Address, 
Miss  Edna  Hecker,  New  Madison,  Ohio. 

For  Sale  or  Rent — Modern  residence  and  three-room  office, 
of  Dr.  F.  C.  Gray,  deceased.  Good  location.  For  particulars 
write  Mrs.  F.  C.  Gray,  519  Plymouth  Ave.,  Dayton,  Ohio. 

Specialty  Salesmen — We  have  several  territories  open  for 
high  grade  specialty  salesmen  now  contacting  physicians 
and  surgeons  with  surgical  instruments  or  therapeutic  equip- 
ment. If  you  are  interested  in  a steady  income  from  a 
profitable  side  line  which  does  not  interfere  with  your  main 
line,  communicate  with  us  for  full  particulars.  The  Bley 
Corp.,  2306-10  Wabansia  Ave.,  Chicago. 
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A FEW  CONTRIBUTIONS  TO  THE  ! 

MODERN 
MATERIA 
M E D I G A 

BY  THE  RESEARCH  LABORATORIES  OF 


PARKE,  DAVIS 

ADRENALIN 

The  First  Commercial  Epinephrine 

. PITUITRIN 

The  First  Pituitary  Extract 

CASCARA-SAGRADA 

Introduced  to  Medicine,  1877 

SIL  V OL 

Meets  all  tests  for  Mild  Silver 
Protein,  U.  S.  P. 

NEO-SIL  VOL  If 

. i i 

Non-staining,  Collodial  Silver  Iodide 

/ ' ' . ' - ' ] l 

PITRE  SSIN 

Pressor  Principle  of  the  Pituitary  Gland 


& COMPANY 


THIO-BISMOL 


An  Antisyphilitic  Agent  that  will  not 
precipitate  in  the  tissues 

V E N TRICUL  IN 

Specific  in  Pernicious  Anemia 

MAPHARSEN 

A refinement  of  the  Arsenical  Therapy 
of  Syphilis 

ORTAL  SODIUM 

Effective  Sedative  and  Hypnotic 

HALIVER  OIL 
WITH  VIOSTEROL 

A Modern  Means  of  Administering 
Vitamins  A and  D 


Pharmacists  everywhere  are  prepared  to  fill  your  prescriptions  or  orders  for 
these  and  other  pharmaceutical  products  bearing  the  Parke-Davis  label. 


PARKE,  DAVIS  COMPANY 

DETROIT,  MICHIGAN 
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ACTIVITIES  OF  COUNTY  SOCIETIES 


First  District 

(COUNCILOR:  PARKE  G.  SMITH,  M.D.,  CINCINNATI) 

FAYETTE 

At  a meeting  of  the  Fayette  County  Medical 
Society,  September  3,  at  the  Cherry  Hotel,  Wash- 
ington, C.  H.,  Dr.  Paul  W.  Palmer,  Columbus, 
spoke  on  “Hemorrhoids”. — James  F.  Wilson,  M.D., 
secretary. 

HIGHLAND 

Dr.  Harold  G.  Reineke,  Cincinnati,  spoke  on 
“X-Ray  and  Radiation”,  at  a meeting  of  the 
Highland  County  Medical  Society,  September  2, 
at  Hillsboro. — News  clipping. 

Second  District 

(COUNCILOR:  D.  W.  HOGUE,  M.D.,  SPRINGFIELD) 


following  interesting  program  was  presented: 
Motion  picture,  “Novocain  Anesthesia  in  Obstet- 
rics”; “The  Indications  for  Caesarian  Section”,  by 
Dr.  L.  N.  Lindenberger,  Troy;  “The  Surgical 
Technic  of  Caesarian  Section”,  by  Dr.  G.  R. 
Upton,  Piqua.  Dr.  J.  S.  Shinn,  Troy,  opened  the 
discussion. — G.  A.  Woodhouse,  M.D.,  secretary. 

Fifth  District 

(COUNCILOR:  A.  A.  JENKINS,  M.D.,  CLEVELAND) 

CUYAHOGA 

On  September  24,  Sir  Joseph  Barcroft,  profes- 
sor of  physiology,  Cambridge  University,  Cam- 
bridge, England,  addressed  the  Academy  of  Medi- 
cine of  Cleveland  on  “The  Genesis  of  Respiration”. 
— Bulletin. 


GREENE 

Dr.  Haroldd  F.  Koppe,  Dayton,  was  guest 
speaker  at  a meeting  of  the  Greene  County  Medi- 
cal Society,  September  4,  at  Xenia. — News  clip- 
ping. 

MIAMI 

At  a meeting  of  the  Miami  County  Medical  So- 
ciety, September  4,  at  Stouder  Hospital,  Troy,  the 


Sixth  District 

(COUNCILOR:  WM.  M.  SKIPP,  M.D.,  YOUNGSTOWN) 

ASHLAND 

Dr.  J.  L.  Stevens  read  a paper  on  “Acute  and 
Chronic  Prostate — Diagnosis  and  Treatment”,  at 
a meeting  of  the  Ashland  County  Medical  Society, 
September  11,  at  Ashland.  Dr.  M.  J.  Thomas, 


NEW  RADIUM  RENTAL  RATES 

Are  Substantially  Lower 


50  Milligrams 

75  Milligrams 

100  Milligrams 

For  use  36  hours  or  less 

$10.00 

$14.50 

$19.00 

For  use  48  hours 

13.00 

19.00 

25.00 

For  use  72  hours 

19.00 

28.00 

37.00 

For  use  96  hours 

25.00 

37.00 

49.00 

Rates  apply  to  actual  time  of  use. 

Radium  is  contained  in  needles  and  tubes  of  all  dosage  range,  with  new  platinum  filtration. 
Applicators  arranged  as  specified  under  competent  medical  and  technical  supervision. 
Equipment  loaned.  Special  delivery  express  service. 

Details  of  equipment  upon  request.  . 


25  E.  Washington  St. 
Marshall  Field  Annex 


RADIUM  AND  RADON 

CORPORATION 


Randolph  8855 

CHICAGO 
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/ieadiiy.  assimilable  fat 

- - an  essential  in 
FEEDING  THE  PREMATURE 

IN  a recent  study  of  fat  metabolism  in  infants,  Holt,  Tidwell  and  Kirk* 
report  that  olive  oil  showed  the  highest  percent  retention  (95.1%)  of 
all  fats  studied  but  one,  olein  (97.5%).  These  authors  found  the  fat 
of  SIMILAC  (which  is  20%  olive  oil)  showed  a better  percent  retention 
(92.6%)  than  butter  fat  (88.9%) — and  as  high  a retention  as  breast  milk 
fat  (92.4%). 

To  quote  these  authors — “the  differences  in  fat  retention  on  these  various 
fats  as  shown  on  normal  infants  are  not  great;  for  the  normal  infant  it  is 
probably  immaterial  whether  he  absorbs  85%  or  95%  of  his  fat  intake.  It 
seemed  possible,  however,  that  in  subjects  who  have  difficulty  in  fat  assimi- 
lation, such  as  premature  infants,  the  observed  small  differences  might 
become  large  differences.  A few  observations  made  on  premature  infants 
and  twins  have  borne  this  out — .” 

The  observations  referred  to  covered  only  three  prematures  fed  on  differ- 
ent fats,  but  showed  an  average  of  78.4%  retention  for  olive  oil  as  com- 
pared to  only  52.5%  retention  for  butter  fat. 

*Holt,  Tidwell  and  Kirk,  Studies  on  Fat  Metabol- 
ism in  Infants — Acta  Pediatrica.  Vol.  XVI,  1933. 


SIMILAC 

has  given  noticeably  good  results  in 
feeding  the  premature  infant.  One 
of  the  reasons  lies,  as  here  pointed 
out,  in  the  composition  of  its  fat. 

Another  reason  is  its  consistently 
zero  curd  tension.  The  finer  the 
curd  the  greater  the  surface  area. 

The  greater  the  surface  area  the 
more  exposed  are  the  fats,  carbohy- 
drates, proteins  and  salts  to  the  di- 
gestive enzymes.  Result  . . . the 
food  substances  are  more  quickly 
and  readily  utilized. 

SIMILAC  is  made  from  fresh  skim 
milk  (casein  modified)  with  added 
lactose,  salts,  milk  fat,  and  vege- 
table and  cod  liver  oils. 

The  fact  that  SIMILAC  is  well  assimilated  by  the  immature 
digestive  tract  of  the  premature  indicates  how  entirely  suit- 
able it  is  for  all  those  infants  who  are  deprived  of  breast  milk. 


M & R DIETETIC  LABORATORIES,  Inc.,  Columbus,  Ohio 
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Jeromesville,  was  elected  secretary  of  the  society, 
succeeding  Dr.  M.  E.  Miller,  who  is  now  prac- 
ticing in  Indiana. — M.  J.  Thomas,  M.D.,  secretary. 

PORTAGE 

The  annual  outing  and  guest  night  of  the  Port- 
age County  Medical  Society  was  held  August  19 
at  Twin  Lakes  Country  Club.  Dinner  was  served 
for  30  persons,  and  almost  all  stayed  to  play 
games  during  the  evening.  Formality  was  for- 
gotten, and  everyone  had  a merry  time. 

Dr.  J.  Robert  Andrews,  assistant  roentgeno- 
logist, Lakeside  Hospital,  Cleveland,  spoke  on 
“Comments  on  Some  Disorders  of  the  Alimentary 
Tract”,  at  a meeting  of  the  society,  September  3, 
at  the  office  of  Dr.  E.  M.  Kauffman,  Kent.  Dr. 
Andrews  showed  many  interesting  X-ray  slides  in 
illustrating  his  talk.  His  father,  Dr.  W.  B. 
Andrews,  Kent,  has  been  an  active  member  of  the 
Portage  County  Medical  Society  for  more  than  30 
years.— E.  J.  Widdecombe,  M.D.,  secretary. 

STARK 

At  a meeting  of  the  Stark  County  Medical  So- 
ciety September  17  at  the  Elks  Club,  Dr.  E.  B. 
Pierce  spoke  on  “Broncho-Sinusitis”.  His  paper 
was  discussed  by  Dr.  Geo.  L.  King,  Jr.  Dr.  Anna 
Hendrickson  presented  a paper  on  “Dysphagia”. 
— H.  W.  Beck,  M.D.,  secretary. 

SUMMIT 

A combined  meeting  of  the  Summit  County 
Medical  Society  and  the  Akron  Bar  Association 
held  at  the  Mayflower  Hotel,  Akron,  September  8, 
was  attended  by  83  physicians  and  93  lawyers. 
Mr.  D.  W.  Maxon,  president  of  the  Bar  Associa- 
tion, introduced  the  medical  speaker,  Dr.  Walter 
G.  Stern,  Cleveland;  and  Dr.  F.  B.  Robert,  presi- 
dent of  the  medical  society  introduced  the  legal 
representative,  Hon.  W.  L.  Hart,  Alliance,  former 
Judge  of  the  Supreme  Court  of  Ohio  and  profes- 
sor of  Constitutional  Law  at  Mt.  Union  College. 
The  speakers  addressed  the  meeting  on  “The 
Lawyer  and  the  Doctor  in  Court”. — A.  S.  Mc- 
Cormick, M.D.,  secretary. 

Seventh  District 

(COUNCILOR:  C.  W.  KIRKLAND,  M.D.,  BELLAIRE) 

CARROLL 

Dr.  P.  L.  Harris,  State  Department  of  Health, 
spoke  on  the  new  venereal  disease  control  program 
at  a meeting  of  the  Carroll  County  Medical  So- 
ciety, September  5,  at  Carrollton.  Dr.  C.  W.  Kirk- 
land, seventh  district  councilor,  gave  an  interest- 
ing talk  on  organization  matters. — Carl  A.  Lincke, 
M.D.,  secretary. 

COLUMBIANA 

The  following  program  was  presented  at  a 
meeting  of  the  Columbiana  County  Medical  So- 
ciety, September  8,  at  Lisbon:  “Value  of  Deep 


DIPHTHERIA 

TOXOID 

Alum  Precipitated 
Refined 


Clinical  records  show  that 
the  administration  of  a 
single  dose  produces  a 
much  higher  percentage  of 
immunity  against  diph- 
theria than  two  doses  of 
untreated  diphtheria  tox- 
oid or  three  doses  of  toxin 
antitoxin  mixture. 


U.S.S.P.  Co.  Diphtheria  Toxoid  Alum  Pre- 
cipated  is  DEPENDABLE  and  SAFE.  1 c.c. 
injected  subcutaneously  or  intramuscularly 
gives  immunity.  Write  us  for  information. 


Biologicals,  ampules 
and  glandular  pro- 
ducts of  highest  qual- 
ity and  purity. 


U.  S.  STANDARD  PRODUCTS  CO. 

U.  S.  Government  License  No.  65 
WOODWORTH,  WIS. 


Behind 


Mercurochrome 

(dibrom-oxymercuri-fluorescein-sodium) 

is  a background  of 


Precise  manufacturing  methods  in- 
suring uniformity 

Controlled  laboratory  investigation 

Chemical  and  biological  control  of 
each  lot  produced 

Extensive  clinical  application 


Thirteen  years’  acceptance  by  the 
Council  of  Pharmacy  and  Chem- 
istry of  the  American  Medical 
Association 


A booklet  summarizing  the  impor- 
tant reports  on  Mercurochrome  and 
describing  its  various  uses  will  be 
sent  to  physicians  on  request. 


Hynson,  Westcott  & Dunning,  Inc. 

BALTIMORE,  MARYLAND 
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VITAMINS  IN  CANNED  FOODS 

IV.  VITAMIN  Bi 


• The  story  of  vitamin  Bx  is  quite  long  and 
involved.  Properly,  it  has  been  fully  covered 
at  some  length  in  authoritative  dissertations 
on  the  vitamins  ( 1 ) . 

The  original  vitamin  B of  Eijkman  and  of 
Funk,  while  definitely  possessed  of  antineu- 
ritic  potency,  is  now  known  to  be  of  a com- 
plex nature.  Between  1919  and  1926,  the 
vitamin  B complex  was  resolved  into  vita- 
mins B (Bi)  and  G (Bo).  Subsequent  work 
has  indicated  the  existence  of  other  vitamins 
in  the  complex,  whose  chemical  natures  or 
relations  to  human  nutrition  are  not  as  yet 
clearly  understood. 

As  a direct  result  of  many  researches  on 
vitamin  concentrates,  the  chemical  identity 
of  the  crystalline  antineuritic  factor  has  re- 
cently been  described  as  a derivative  of 
6-aminopyrimidine  (2). 

It  has  been  known  for  many  years  that 
vitamin  Bx  may  be  destroyed  by  heat.  In  the 
canning  procedure,  a number  of  heat  treat- 
ments of  food  may  be  involved,  especially 
in  the  thermal  processing”  of  the  product 
to  insure  its  preservation.  In  the  "process”, 
many  foods  are  subjected  to  a heat  treatment 
after  sealing  in  the  can,  to  destroy  spoilage 
organisms  which  may  be  present  on  the  raw 
material.  In  other  cases,  the  food  is  filled 
into  the  cans  at  a sufficiently  high  tempera- 
ture to  obtain  the  same  result.  Therefore, 


the  question  of  the  effect  of  the  canning 
procedures  on  vitamin  Bx  frequently  arises. 

The  times  and  temperatures  necessary  for 
the  processing  of  canned  foods  are  governed 
by  a number  of  factors,  important  among 
them  being  the  pH  of  the  food  itself.  Highly 
acid  foods  require  only  short  heat  processes 
at  the  temperature  of  hot  or  boiling  water 
to  destroy  spoilage  organisms.  The  so-called 
"non-acid  ' or  semi-acid”  products  require 
higher  temperatures  — usually  240°  F. 
(116°  C.). 

As  might  be  expected,  acid  foods  have 
been  found  to  suffer  only  a slight  loss  of 
vitamin  B during  canning  (3). 

The  degree  of  retention  of  vitamin  Bx 
in  the  non-acid  foods  is  not  as  high  as  in 
the  acid  foods.  (4). 

This  is  partly  due  to  the  heat  treatments 
accorded  them  and  possibly  also  to  their 
low  acidity,  since  the  vitamin  is  more  stable 
in  acid  media. 

The  facts  in  the  case  may  be  summarized 
briefly  by  the  statement  that  commercially 
canned  foods  may  be  depended  upon  to  sup- 
ply vitamin  B to  extents  consistent  with  the 
amounts  of  the  vitamin  originally  present 
in  the  raw  materials  from  which  they  were 
prepared.  Because  of  their  widespread  use, 
canned  foods  contribute  a notable  amount 
of  vitamin  Bx  to  the  American  dietary. 


AMERICAN  CAN  COMPANY 


230  Park  Avenue,  New  York  Cily 


Cl)  Vitamins:  A Survey  of  Present  Knowledge 
Medical  Research  Council,  Special  Report 
Series,  No.  167,  1932.  His  Majesty's  Sta- 
tionery Office,  London 


The  Vitamins 

H.  C.  Sherman  and  S.  L.  Smith 
1931  Am.  Chem.  Soc.  Monograph, 
2nd  Edition 


(2)  1935.  J.  Amer.  Chem.  Soc.  57, 1751 

(3)  1932.  Ind.  Eng.  Chem.  24,  457 

(4)  1932.  J.  Nutrition  5,  307 


This  is  the  seventeenth  in  a series  of  monthly  articles , which  will  summa- 
rize, for  your  convenience,  the  conclusions  about  canned  foods  which 
authorities  in  nutritional  research  have  reached.  We  want  to  make  this 
series  valuable  to  you,  and  so  we  ask  your  help.  Will  you  tell  us  on  a 
post  card  addressed  to  the  American  Can  Company,  New  York,  N.  Y., 
what  phases  of  canned  foods  knowledge  are  of  greatest  interest  to  you? 
I our  suggestions  will  determine  the  subject  matter  of  future  articles. 


The  Seal  of  Acceptance  denotes  that  the 
statements  in  this  advertisement  are 
acceptable  to  the  Council  on  Foods 
of  the  American  Medical  Association. 
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X-ray  Therapy”,  Dr.  M.  D.  McCutcheon,  East 
Liverpool;  “Non-Inhalation  Anesthesia”,  Dr.  E.  B. 
Egli,  Lisbon,  and  “Discussion  of  Vitamin  Prepara- 
tion”, Dr.  J.  A.  Murphy,  East  Liverpool. — Paul 
H.  Beaver,  M.D.,  secretary. 

TUSCARAWAS 

Sixty-five  members  and  guests  of  the  Tusca- 
rawas County  Medical  Society  met  at  the  Buckeye 
Hotel,  Uhrichsville,  September  10,  to  honor  Dr. 
Byron  G.  Anderson  who  has  just  completed  50 
years  in  the  practice  of  medicine.  Dr.  E.  D. 
Moore,  New  Philadelphia,  a fellow-student  with  Dr. 
Anderson,  at  Starling  Medical  College,  reminisced 
about  college  days  and  conditions  under  which 
physicians  practiced  years  ago,  and  commented 
upon  the  more  friendly  and  cooperative  feeling 
that  exists  in  the  profession  today.  He  then  in- 
troduced the  honor  guest,  Dr.  Anderson,  who  read 
a paper  on  “The  Antipyretic  Use  of  Water”, 
which  he  had  written  and  presented  50  years  ago 
at  a meeting  of  the  Stillwater  Medical  Society. 
In  discussing  the  paper,  Dr.  D.  W.  Shumaker, 
Dover,  pointed  out  that  while  the  medical  sciences 
have  made  great  advances,  much  is  still  accom- 
plished by  the  trial  and  error  method.  Felicita- 
tions to  Dr.  Anderson  from  the  Ohio  State  Medi- 
cal Association  were  expressed  by  Charles  S. 
Nelson,  Executive  Secretary,  and  Dr.  Jonathan 
Forman,  Editor  of  The  Ohio  State  Medical  Jour- 
nal. Mrs.  G.  T.  Haverfield  presented  Mrs.  Ander- 
son with  a bouquet  of  flowers.  Dr.  Roy  D.  Hil- 
derbrand,  Newcomerstown,  president  of  the  Tus- 
carawas County  Medical  Society,  presided  at  the 
meeting,  which  was  arranged  by  a committee 
headed  by  Dr.  James  McCollam,  Uhrichsville. 

Eighth  District 

(COUNCILOR:  E.  R.  BRUSH,  M.D.,  ZANESVILLE) 

ATHENS 

Charles  S.  Nelson,  Executive  Secretary,  Ohio 
State  Medical  Association,  discussed  organization 
matters  at  a meeting  of  the  Athens  County  Medi- 
cal Society,  attended  by  25  members,  September 
14,  at  Athens.  Dr.  Edmund  D.  Brush,  Councilor 
for  the  Eighth  District,  also  attended  the  meeting. 

GUERNSEY 

Dr.  A.  B.  Headley,  Cambridge,  spoke  on 
“Polycythemia”  at  a meeting  of  the  Guernsey 
County  Medical  Society,  August  20,  at  Cam- 
bridge. 

The  relation  between  medicine  and  religion  was 
discussed  by  Rev.  A.  M.  Himes  at  a meeting  of 
the  society,  September  3. — News  clipping. 

MORGAN 

Dr.  W.  P.  Johnson,  chief,  Bureau  of  Venereal 
Disease  Control,  State  Department  of  Health, 
explained  the  new  state  program  for  the  control 


laboratory  apparatus 

Coors  Porcelain  Pyrex  Glassware 

R.  & B.  Calibrated  Ware 
Chemical  Thermometers 
Hydrometers  Sphygmomanometers 


J.  T.  Baker  & Co.’s  G.  P.  Chemicals 

Stains  and  Reagents 
Standard  Solutions 


BIOLOGICALS 

Serums  Bacterins  Media 

Antitoxins  Vaccines  Pollens 


We  are  completely  equipped,  and  solicit 
your  inquiry  for  these  lines  as  well  as  for 
Pharmaceuticals,  Chemicals  and  Supplies, 
Surgical  Instruments  and  Dressings. 

jr 


The  Rupp  & Bowman  Co. 

319  Superior  St.  Toledo,  Ohio 


The  Wendt -Bristol 
Company 

Two  complete  ethical  stores  in 
Columbus 

51  E.  State  St.  721  No.  High  St. 

for  the  convenience  of  the  Physicians  and 
Surgeons — and  the  many  people  they  serve 

Two  Prescription  Departments 

maintained  in  a high  class  manner  with 
eight  registered  Pharmacists 

Other  Complete  Departments 

OFFICE  EQUIPMENT 

PHYSIO  THERAPY  APPARATUS 
HOSPITAL  SUPPLIES 

HEALTH  FOODS 


W-B  Pharmaceutical  Supplies 

JOBBING  STOCKS  ALL  LEADING 
MANUFACTURERS 

Antitoxins  and  Vaccines  in  Special 
Refrigeration  Plants 
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Mead  Johnson  & Company 

COOPERATES  WITH  THE  COUNCIL 


V OLUNTARILY,  we  market  only  Council' Accepted 
products  because  we  have  faith  in  the  principles  for  which 
the  Council  on  Pharmacy  and  Chemistry  (and  the  Council 
on  Foods)  stand. 


MEAD  PRODUCTS, 
COUNCIL-ON-PHARMACY 
ACCEPTED: 

Mead’s  Oleum  Percomorphum 
(liquid  and  capsules);  Mead’s  Cod 
Liver  Oil  Fortified  With  Perco- 
morph  Liver  Oil;  Mead’s  Viosterol 
in  Halibut  Liver  Oil  (liquid  and 
capsules);  Mead’s  Cod  Liver  Oil 
With  Viosterol;  Mead’s  Viosterol 
in  Oil;  Mead’s  Standardized  Cod 
Liver  Oil;  Mead’s  Halibut  Liver 
Oil. 


We  have  witnessed  the  three  decades  during  which  the 
Council  has  brought  order  out  of  chaos  in  the  pharmaceutical 
field.  For  over  thirty  years  it  has  stood — alone  and  unafraid 
— between  the  medical  profession  and  unprincipled  makers 
of  proprietary  preparations. 

The  Council  verifies  the  composition  and  analysis  of  prod' 
ucts,  and  substantiates  the  claims  of  manufacturers.  By  stand' 
ardizing  nomenclature  and  disapproving  therapeutically 
suggestive  trade  names,  it  discourages  shotgun  therapy  and 
selfimedication.  It  is  the  only  body  representing  the  medical 
profession  that  checks  inaccurate  and  unwarranted  claims  on 
circulars  and  advertising  as  well  as  on  packages  and  labels. 


MEAD  PRODUCTS, 
COUNCIL-ON-FOODS 
ACCEPTED: 

Dextri- Maltose  Nos.  1,  2,  &.  3; 
Dextri-Maltose  With  Vitamin  B; 
Pablum;  Mead’s  Cereal;  Mead’s 
Brewers  Yeast  (powder  and  tab- 
lets); Mead’s  Powdered  Protein 
Milk;  Mead’s  Powdered  Whole 
Milk;  Mead’s  Powdered  Lactic 
Acid  Milk  Nos.  1 and  2;  Alacta; 
Casec;  Sobee;  Cemac:  Recolac; 
Florena. 


ALL  MEAD  PRODUCTS 
ARE  COUNCIL-ACCEPTED 
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evaluating  scores  of  new  products  which  appear  during  the 
10'year  interim  between  Pharmacopoeial  revisions. 

We  are  conscious  of  the  fact  that  the  Council  has  at  times 
been  criticized  both  in  and  out  of  the  medical  profession.  We 
hold  no  brief  for  perfection  in  any  human  agency.  But  we 
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in  principle;  and  in  this  high'pressure  day  and  age,  we  shud' 
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of  venereal  diseases  at  a meeting  of  the  Morgan 
County  Medical  Society,  August  26,  at  McCon- 
nellsville. — News  clipping. 

WASHINGTON 

At  a meeting  of  the  Washington  County  Medi- 
cal Society,  August  12,  at  Marietta,  Dr.  W.  J. 
Smith,  chief,  Bureau  of  Tuberculosis,  State  De- 
partment of  Health,  talked  on  “Methods  of  Con- 
ducting a Diagnostic  Health  Clinic”  and  “Value 
and  Methods  of  Tuberculous  Tests”. — F.  E.  Eddy, 
M.D.,  acting  secretary. 

Ninth  District 

(COUNCILOR:  I.  P.  SEILER,  M.D.,  PIKETON) 

LAWRENCE 

Dr.  A.  L.  Van  Horn,  chief,  Bureau  of  Child 
Hygiene,  State  Department  of  Health,  was  the 
principal  speaker  at  a meeting  of  the  Lawrence 
County  Medical  Society,  September  3,  at  Ironton. 
— W.  W.  Lynd,  M.D.,  secretary. 

Tenth  District 

(COUNCILOR:  C.  C.  SHERBURNE,  M.D.,  COLUMBUS) 

FRANKLIN 

The  following  programs  were  presented  by  the 
Columbus  Academy  of  Medicine  during  Septem- 
ber: 

Sept.  14 — “Pyelitis  and  Pregnancy”,  Dr.  Chas. 
E.  Turner;  “Preclamptic  States  and  Their  Treat- 
ment”, Dr.  W.  D.  Inglis;  “Pelvic  Infections”,  Dr. 
R.  E.  Krigbaum;  “Surgical  Treatment  of  Puer- 
peral Sepsis”,  Dr.  S.  J.  Goodman. 

Sept.  21 — “Infection,  Immunity  and  Vaccination 
in  Infantile  Paralysis”,  Dr.  John  A.  Kolmer,  pro- 
fessor of  medicine,  Temple  University  School  of 
Medicine,  Philadelphia,  Pa. 

Sept.  28 — “Differential  Diagnosis  of  Epidemic 
Meningitis  and  Other  Meningeal  Irritations”,  Dr. 
John  A.  Toomey,  associate  professor  of  pediatrics, 
Western  Reserve  University  School  of  Medicine, 
Cleveland. 

MORROW 

At  a meeting  of  the  Morrow  County  Medical 
Society,  September  8,  at  Mt.  Gilead,  Dr.  C.  C. 
Sherburne,  Columbus,  gave  a very  interesting 
talk  on  “Pneumonia”. — T.  Caris,  M.D.,  secretary. 

— OSM  J — 

State  Relief  Aid  Given  74  Counties 

A total  of  $7,041,545  was  received  by  74  Ohio 
counties  from  the  State  Relief  Commission  during 
the  six  months  ended  July  22,  1936,  while  the  re- 
maining 14  counties  met  their  direct  relief  ex- 
penses during  the  period  without  state  aid,  ac- 
cording to  a recent  report  of  the  state  auditor. 
Counties  which  used  no  state  funds  were:  Ash- 
land, Auglaize,  Darke,  Fairfield,  Fulton,  Har- 
rison, Henry,  Holmes,  Monroe,  Pickaway,  Ross, 
Shelby,  Wayne  and  Williams. 
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advantage  in  producing  a sound  sleep 
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Ipral  Sodium  ( sodium  ethylisopropylbar- 
biturate)  is  a safe,  effective  sedative  which 
is  readily  absorbed  and  rapidly  eliminated. 
With  proper  attention  to  the  dosage,  unde- 
sirable cumulative  effects  may  be  avoided. 
No  untoward  organic  or  systemic  effects 
have  been  observed  when  given  in  thera- 
peutic doses.  Ipral  Sodium 
is  supplied  in  %-gr.  tab- 


lets as  a sedative;  in  2-gr.  tablets  as  sed- 
ative and  hypnotic;  and  in  4-gr.  tablets 
for  pre-anesthetic  medication.  Ipral  So- 
dium 2 gr.  is  also  available  in  capsule  form 
— in  bottles  of  100  and  1000. 

Ipral  Calcium  (calcium  ethylisopropyl- 
barbiturate)  is  supplied  in  2-gr.  tablets  for 
use  as  sedative  and  hypnotic. 

Tablets  Ipral  Aminopyrine  ( 2 gr.  Ipral, 
2.33  gr.  Aminopyrine  Squibb)  provide 
both  analgesic  and  sedative  actions. 

These  preparations  are  supplied  in  bot- 
tles of  100  and  1000  tablets.  For  descrip- 
tive literature  address  Professional  Service 
Department,  745  Fifth  Ave.,  New  York. 
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Medical  Reserve  Training  School 

The  eighth  annual  training  course  for  medical 
department  reservists  of  the  Army  and  Navy  will 
be  held  at  the  Mayo  Foundation,  Rochester,  Minn., 
October  4 to  17,  1936. 

Enrollment  is  open  to  all  Army  and  Navy  re- 
servists of  the  medical  departments  in  good 
standing.  The  training  is  on  an  inactive  duty 
status,  and  is  without  expense  to  the  government. 

Applications  should  be  submitted  to  the  Sur- 
geon of  the  Seventh  Corps  Area,  Omaha,  Ne- 
braska, or  the  Surgeon,  Ninth  Naval  District, 
Great  Lakes,  Illinois. 

— OSMJ  — 

Obstetrical  and  Gynecology  Meeting 

The  eighth  annual  convention  of  the  Central 
Association  of  Obstetricians  and  Gynecologists 
will  be  held  at  the  Hotel  Statler,  Detroit,  October 
15,  16  and  17.  Scientific  sessions  will  be  held 
each  afternoon,  and  an  evening  program  will  be 
presented  by  the  Detroit  Obstetrical  and  Gynec- 
ological Society,  October  15.  Dr.  Emil  Novak  will 
be  guest  speaker.  There  will  be  no  registration 
fee.  Additional  information  may  be  obtained  by 
addressing  Dr.  Harry  A.  Pearse,  secretary,  852 
Fisher  Building,  Detroit,  Michigan. 

— oSM  J — 

Physicians  on  Hospital  Program 

Ohio  physicians  scheduled  on  the  program  at 
the  annual  convention  of  the  American  Hospital 
Association  and  associated  groups  at  Cleveland, 
September  28  to  October  2,  included  the  follow- 
ing: Dr.  S.  O.  Freedlander,  Dr.  E.  L.  Harmon, 
Dr.  George  W.  Crile,  Dr.  Geo.  Edw.' Follansbee, 
Dr.  H.  L.  Rockwood,  Dr.  Charles  S.  Woods,  Dr. 
L.  J.  Karnosh,  Dr.  C.  W.  Stone,  Dr.  Robert 
Browning,  Dr.  Joseph  Stocklen,  Dr.  Carl  H.  Len- 
hart,  Dr.  Stanley  Greene  and  Dr.  Clarence  H. 
Heyman,  all  of  Cleveland;  Dr.  Ernest  E.  Bishop, 
Dr.  C.  A.  Mills  and  Dr.  G.  Carter,  Cincinnati,  and 
Dr.  Clarence  E.  Hyde,  Akron. 

— OSMJ  — 

Cleveland — Among  the  guest  speakers  at  the 
86th  Annual  Meeting  of  the  Pennsylvania  Medical 
Society  to  be  held  at  Pittsburgh,  October  5-8  are 
Dr.  George  W.  Crile,  Cleveland,  who  will  discuss 
“The  Genesis  and  Surgical  Treatment  of  Essen- 
tial Hypertension”,  before  the  Section  on  Surgery 
and  Dr.  Harold  N.  Cole,  who  will  speak  on  “Ven- 
ereal Diseases — with  Particular  Reference  to 
Granuloma  Inguinale  and  Lymphogranuloma  In- 
guinale”, at  a meeting  of  the  Section  on  Derma- 
tology. 

Ashtabula — “The  Value  of  Preventive  Medi- 
cine” was  discussed  by  Dr.  J.  H.  Fark  at  a meet- 
ing of  the  Ashtabula  Life  Underwriters  Associa- 
tion. 
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WHO’S  WHO  IN  THIS  ISSUE 


Julien  E.  Benjamin,  M.  D.,  Cincinnati,  Ohio;  University 
of  Cincinnati  College  of  Medicine,  1912  ; Fellow,  American 
College  of  Physicians  ; assistant  professor  of  medicine.  Uni- 
versity of  Cincinnati,  College  of  Medicine. 

Sidney  B.  Conger,  B.  S.,  M.  D.,  Akron,  Ohio;  Akron  Uni- 
versity (B.  S.)  Cornell  University  Medical  College  (M.  D.) 
1918 ; Fellow,  American  College  of  Surgeons ; obstetrician, 
Akron  City  Hospital. 

J.  Victor  Greenebaum,  A.  B.,  M.  D.,  Cincinnati,  Ohio ; 
Harvard  University,  (A.  B.)  Harvard  University  Medical 
School,  (M.  D.)  1911  ; member  American  Acadamy  of  Pedi- 
atrics ; president,  Cincinnati  Pediatric  Society ; attending 
pediatrician,  Cincinnati  General  Hospital ; director  pedi- 
atric service,  Jewish  Hospital ; associate,  Children’s  Hospital, 
Cincinnati ; associate  professor  of  pediatrics,  University  of 
Cincinnati,  College  of  Medicine. 

Harry  A.  Gusman,  M.  D.,  Cleveland,  Ohio  ; Jefferson  Med- 
ical College  of  Philadelphia,  1926 ; member  of  obstetrical 
and  gynecological  staff,  Mt.  Sinai  Hospital ; obstetrical  and 
gynecological  member  of  the  endocrine  clinic,  Mt.  Sinai 
Hospital,  Cleveland,  Ohio. 

Henry  F.  Helmholz,  B.  S.,  M.  D.,  Rochester,  Minnesota ; 
University  of  Wisconsin,  (B.  S.)  1902  ; Johns  Hopkins  Uni- 
versity School  of  Medicine,  1906 ; member,  American  Acad- 
emy of  Pediatrics ; president,  American  Pediatric  Society ; 
member  of  board  of  Pediatric  Examiners ; head  of  the  de- 
partment of  pediatrics,  Mayo  Clinic ; professor  of  pediatrics. 
University  of  Minnesota  (Mayo  Foundation.) 

J.  Isfred  Hofbauer,  M.  D.,  Cincinnati,  Ohio  ; University  of 
Vienna,  Austria,  1905 ; Fellow,  American  College  of  Sur- 
geons ; member  Cincinnati  Obstetrical  Society ; visiting 
gynecologist  to  Cincinnati  General,  Jewish  and  Good  Samar- 
itan Hospitals,  Cincinnati. 

Henry  J.  John,  A.B.,  A.M.,  M.D.,  Cleveland,  Ohio ; Uni- 
versity of  Kansas  (A.  B.)  ; University  of  Minnesota,  A.M.), 
1912  ; Western  Reserve  University  School  of  Medicine,  1916  ; 
Fellow,  American  College  of  Physicians ; second  vice  presi- 
dent, Association  for  Study  of  Internal  Secretions ; mem- 
ber, Central  Society  for  Clinical  Research ; Association  for 
Study  of  Endocrine  Diseases. 

Harry  E.  Landt,  M.  D.,  Cincinnati,  Ohio ; University  of 
Cincinnati  College  of  Medicine,  1928 ; member.  Central 
Society  for  Clinical  Research. 

William  M.  Millar,  A.  B.,  A.  M.,  M.  D.,  Cincinnati,  Ohio ; 
Lafayette  University  (A.  B.)  University  of  Cincinnati  (A. 
M.),  Johns  Hopkins  University  School  of  Medicine,  (M.  D.), 
1927  ; clinical  out-patient  dispensary  in  charge  of  the  tumor 
and  radium  clinic,  Cincinnati  General  Hospital ; assistant 
professor  of  surgery.  University  of  Cincinnati,  College  of 
Medicine. 

Louis  Adrian  Miller,  M.  D.,  Toledo,  Ohio ; University  of 
Pennsylvania,  School  of  Medicine,  1894  ; member,  American 
Psychiatric  Society ; Detroit  Neurological  Society ; neurolo- 
gist, Lucas  County,  Toledo,  Flower,  Mercy,  and  Women’s 
and  Children’s  Hospitals,  Toledo. 

Horace  Ervin  Mitchell,  M.  D,.  Lakewood,  Ohio ; Jefferson 
Medical  College  of  Philadelphia,  1912 ; Fellow,  American 
College  of  Surgeons ; Academy  of  Otolaryngology  and  Oph- 
thalmology ; chief  in  otolaryngology  and  endoscopy.  Lake- 
wood  City  Hospital ; visiting  otolaryngologist,  Cleveland 
City  Hospital ; demonstrator  in  otolaryngology,  Western  Re- 
serve University,  School  of  Medicine. 

Rudolph  S.  Reich,  A.  B.,  M.  D.,  Cleveland,  Ohio ; Adelbert 
College,  (A.  B.)  Western  Reserve  University  School  of  Medi- 
cine, (M.  D.)  1915 ; member,  American  Orthopedic  Associa- 
tion ; American  Board  of  Orthopedic  Surgeons ; Clinical 
Orthopedic  Society ; American  Board  of  Orthopedic  Surgery ; 
chief,  department  of  orthopedic  surgery,  Mt.  Sinai  Hospital, 
Cleveland ; attending  orthopedic  surgeon,  City  Hospital, 
Cleveland ; Fellow  in  Anatomy,  Western  Reserve  University 
School  of  Medicine. 

Paul  S.  Ross,  A.  B.,  M.  D.,  Columbus,  Ohio ; Oberlin  Col- 
lege (A.  B.)  1927 ; Yale  University  School  of  Medicine,  (M. 
D.)  1931 ; diplomate,  National  Board  of  Medical  Examiners, 
1932  ; member  of  staff  St.  Anthony’s  and  White  Cross  Hos- 
pitals, Columbus. 

Theodore  K.  Selkirk,  A.  B.,  M.  D.,  Cincinnati,  Ohio  ; Har- 
vard University,  (A.  B.),  1918;  Harvard  University  Medical 
School,  1923  ; member  of  staff  of  Cincinnati  General,  Jewish 
and  Children’s  Hospitals,  Cincinnati ; instructor,  department 
of  pediatrics.  University  of  Cincinnati  College  of  Medicine. 

Robert  Sterling,  A.  B.,  B.  S.,  M.  D.,  El  Centro,  Barranca- 
Bermeja,  Colombia,  South  America ; University  of  Kansas, 
1930  ; member  of  the  Richland  County  Medical  Society  and 
former  resident  of  Mansfield,  Ohio ; surgeon  in  charge,  El 
Centro  Hospital,  Colombia,  South  America. 
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BACTERIAL  ASTHMA 


By  STANLEY  E.  DORST,  A.B.,  M.D.,  and  ETHEL  L.  HOPPHAN,  A.B.,  PhD.,  Cincinnati,  Ohio 


TEN  years  ago  we  started  an  investigation 
of  the  problem  of  bacterial  hypersensiti- 
vity. The  stimulus  came  from  William 
Wherry  who  had  just  published  several  papers 
which  suggested  a point  of  view  concerning  cer- 
tain types  of  clinical  illness  well  worth  the  in- 
ternist’s attention.  In  our  youthful  ignorance  we 
embarked  on  a bit  of  work  designed  to  amuse  us 
during  the  winter  months  and  perhaps  to  instruct 
us.  Now  after  ten  years  of  almost  constant  at- 
tention to  the  problem  we  find  that  the  journey 
has  only  commenced.  During  that  ten  year  period 
we  have  studied  over  1500  persons  suffering  from 
various  types  of  human  illness  which  might  well 
be  classified  as  non-specific  in  the  sense  that  there 
is  no  known  etiological  factor  of  a specific  type 
and  there  is  no  established  pathology  of  the  dis- 
ease per  se.  Non-ulcer ative  colitis,  angioneurotic 
oedema,  the  so-called  allergic  rhinitis,  sinusitis 
and  iritis,  certain  types  of  joint  lesions  and 
asthma  have  all  been  included  in  this  group  and 
today  our  attention  is  directed  especially  to 
asthma. 

Bacterial  asthma — the  very  term  brings  down 
the  voice  of  authority  in  disapproval.  Through 
default  on  the  part  of  the  internist  the  asthma 
patient,  in  recent  years,  has  become  the  problem 
of  the  allergist.  Certainly  the  internist  did  not 
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want  such  patients  and  the  allergist  had  much  to 
offer  them.  It  is  not  surprising,  then,  that  the 
great  bulk  of  current  writing  concerning  asthma 
comes  from  the  pen  of  men  specializing  in  allergy. 
With  few  exceptions  these  men  are  not  equipped 
by  training  nor  have  they  the  physical  equipment 
to  go  into  the  technical  problems  of  bacterial 
hypersensitivity.  The  result  is  that  few  of  them, 
very  few  indeed,  have  paid  any  attention  to  the 
role  that  bacterial  hypersensitivity  may  play  in 
causing  asthma. 

And  what  a man  ignores  soon  ceases  to  exist 
for  him  so  that  we  feel  it  no  exaggeration  to  say 
that  the  allergists,  with  a few  outstanding  ex- 
ceptions, pay  scant  attention  to  bacterial  asthma. 
We  have  found  this  true  in  the  clinics  both  in  this 
country  and  abroad. 

Our  problem  may  then  be  summed  up  in  a few 
direct  questions — (a)  Is  bacterial  sensitization  a 
cause  of  asthma?  (b)  Is  it  a common  clinical 
entity?  (c)  How  can  the  existence  of  bacterial 
sensitization  be  established?  (d)  How  can  de- 
sensitization be  accomplished  if  it  exists?  When 
we  turn  to  such  books  as  deal  most  widely  with 
the  subject  of  asthma  we  will  find  little  help  in 
answering  these  questions.  The  publications  which 
seem  to  have  carried  the  greatest  weight  are 
those  which  deal  with  large  numbers  of  cases, 
500  or  more,  and  they  are  the  very  reports  which 
seem  to  us  most  useless  for  the  lack  of  a critical 
attitude  is  their  outstanding  characteristic.  Any 
one  who  has  studied  asthma  as  we  have  tried  to 
study  it  and  as  we  believe  it  must  be  studied,  will 
recognize  at  once  the  inherent  defect  in  conclus- 
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ions  drawn  from  series  of  cases  reaching  such 
magnitudes. 

ASTHMA  AN  INDIVIDUAL  PROBLEM 

Asthma  is  an  individual  problem  and,  first  to 
last,  must  be  studied  as  an  individual  problem, — 
an  individual  patient.  This,  one  may  say,  is  true 
of  every  sick  patient  and  so  it  is,  but  in  few  dis- 
eases is  it  so  very  necessary  to  keep  this  fact  in 
mind,  for  what  precisely  do  we  mean  by  asthma? 
I believe  we  will  agree  that  the  term  signifies,  to 
the  clinician,  a paroxysmal  hypertonic  spasm  of 
part  or  all  of  the  bronchiolar  tree  resulting  in  an 
inhibition  of  the  expiratory  phase  with  a subse- 
quent increase  in  the  residual  pulmonary  volume 
and  decrease  in  the  vital  capacity.  This  is  not  a 
disease  but  a symptom.  What  is  the  cause  of  the 
bronchiolar  hypertonus? 

We  need  not  review  the  evidence  which  permits 
us  to  say  that  the  fundamental  underlying  cause 
of  the  spasm  is  a biological  hypersensitivity.  The 
proof  to  support  such  a theory  is  as  conclusive  as 
anything  can  be  in  medicine.  We  are  very  well 
aware  of  the  many  associated  factors  which  may 
operate  to  initiate  an  attack  and  which  have  often 
been  mistaken  for  the  cause  itself,  but  again  time 
does  not  permit  us  to  digress  in  discussion  of 
these  factors.  There  is  confusion  enough  when 
we  limit  ourselves  to  a consideration  of  the  prob- 
lem of  biological  hypersensitivity. 

CAUSES  OF  ASTHMA 

Sensitivity  to  foods,  to  pollens,  to  epidermal  ex- 
tracts and  to  certain  volatile  substances  in  the  air 
have  all  been  demonstrated  as  causes  of  asthma 
and  are  generally  accepted  as  such,  but  one  of 
the  most  significant  of  all  causes, — sensitivity  to 
bacteria  and  the  by-products  of  bacterial  meta- 
bolism, has  not  been  adequately  recognized.  Why 
is  this  so?  There  are  several  very  pertinent  rea- 
sons. The  first  and  most  important  is  that  in 
every  instance,  except  that  of  bacterial  sensiti- 
vity, the  victim  could  be  removed  from  the  offend- 
ing substance  and  subsequent  recovery  was  ac- 
cepted as  the  proof  of  a causal  relationship.  Eggs 
or  chocolate  could  be  eliminated  from  the  diet,  the 
dog  might  be  given  to  a neighbor,  there  was  no 
ragweed  in  northern  Michigan  and  the  worker  in 
the  vinegar  factory  could  be  transferred  to  the 
shipping  department,  but  we  have  not  yet  found 
any  way  of  removing  a man  from  his  respiratory 
flora.  The  significance  of  this  fact  has  never  been 
given  proper  consideration  in  evaluating  the  sev- 
eral causes  of  sensitivity. 

Second — The  type  of  immediate  skin  reaction 
which  had  been  accepted  as  indicating  sensitivity 
to  foods,  pollens,  etc.,  could  seldom  be  obtained 
using  extracts  of  bacteria,  hence  bacteria  came  to 
be  relegated  to  a role  of  secondary  importance  in 
asthma.  We  will  try  to  explain  why  bacterial 
extracts  failed  to  give  results  and  account  for 


the  type  of  reaction  bacterial  antigens  may  be 
expected  to  give  when  properly  prepared. 

Third— Vaccines  have  failed  notoriously  in  the 
treatment  of  asthma  and  this  seemed  to  remove 
the  last  prop  from  under  the  advocates  of  bac- 
terial sensitivity.  Such  vaccines  were  usually 
selected  without  the  demonstration  of  specific  sen- 
sitivity and  they  were  given  in  a way  far  more 
likely  to  intensify  symptoms  than  to  lead  to  de- 
sensitization. 

Again,  we  repeat,  asthma  is  an  individual  prob- 
lem and  each  case  should  be  studied  over  a period 
of  at  least  two  years  before  conclusions  may  be 
drawn.  Extensive  laboratory  studies  must  be 
carried  out  in  each  instance  and  the  treatment  is, 
of  necessity,  slow  and  tedious.  Deductions  made 
on  any  other  basis  are  not  valid. . Over  a period  of 
eight  years  we  have  so  studied  some  sixty  odd 
cases  and  have  been  able  to  satisfy  our  own  con- 
ditions. We  believe  conclusions  drawn  from  sixty 
cases  studied  in  this  fashion  are  worth  more  than 
those  drawn  from  ten  times  that  number  without 
similar  restrictions.  Such  a statement  is  self- 
evident  but  its  implication  has  been  largely 
ignored  in  most  of  the  reports  comprising  the 
literature  dealing  with  the  subject. 

May  we,  by  way  of  orientation,  examine  the 
opinions  of  certain  men  who  have  been  considered 
authorities  in  this  field?  I.  C.  Walker  has  recog- 
nized the  existence  of  bacterial  asthma  and  must 
be  regarded  as  one  of  the  pioneer  investigators 
of  the  problem.  His  bacteriological  work  used  in 
establishing  the  diagnosis  and  his  methods  of 
preparing  antigens  for  skin  tests  and  treatment 
impress  us  as  being  entirely  inadequate  and  have 
lead  to  the  general  failure  to  accept  his  thesis. 
Rackemann1  discusses  the  question  of  bacterial 
asthma  but  seems  to  conclude,  for  he  is  not  quite 
clear  on  this  point,  that  the  bacteria  play  a sec- 
ondary role.  He  writes, — “It  is  clear  that  infec- 
tion of  the  respiratory  tract  frequently  acts  as 
an  aggravating  cause  of  asthma”.  And  later  he 
states,  “Clinically,  the  author  finds  the  thera- 
peutic value  of  vaccines  varies  directly  with  the 
severity  of  the  local  reaction  which  is  produced 
by  the  inoculation.  Furthermore,  the  results 
with  stock  vaccines  are  not  different  from  those 
with  autogenous  vaccines,  provided  a similar  local 
reaction  is  produced.  This  statement  indicates 
that  the  therapeutic  effect  of  all  vaccines  is  prob- 
ably non-specific”. 

Lambert2  writes  as  follows, — “As  one  studies 
asthma  more  he  concludes  that  bacterial  asthma 
is  not  common”.  He  suggests  that  it  requires  “a 
good  deal  of  courage  these  days  to  advocate  vac- 
cine treatment”.  We,  to  the  contrary,  have  found 
definite  evidence  of  specific  bacterial  hypersen- 
sitivity in  more  than  half  of  all  our  patients  who 
have  developed  asthma  in  adult  life  and  in  the 
majority  of  these  we  have  noted  marked  ameliora- 


November,  1936 


Bacterial  Asthma 


1067 


tion  of  symptoms,  with  their  frequent  disap- 
pearance, following  proper  desensitizaton. 

MacDonald3  belittles  the  use  of  vaccines  in  the 
treatment  of  asthma  and  argues  for  an  inherited 
constitutional  factor.  Kolmer4  postulates  the  ex- 
istence of  bacterial  asthma  and  suggests  its  treat- 
ment with  autogenous  vaccines.  It  has  been  our 
experience,  however,  that  highly  sensitized  in- 
dividuals could  seldom  be  handled  in  the  manner 
which  he  described  without  exaggerating  their 
symptoms.  Thomas5,  in  our  opinion,  has  studied 
the  role  bacteria  may  play  as  a cause  of  asthma 
with  great  care,  employing  intradermal  tests  to 
good  advantage  in  the  selection  of  antigens,  and 
his  results  are  quite  similar  to  ours.  The  only 
criticism  of  his  work  we  have  to  offer  is  that  he 
has  limited  too  narrowly  the  number  of  antigens 
used  both  in  study  and  treatment  and  advanced 
his  treatment  more  rapidly  than  we  have  been 
able  to  do  with  safety.  Benson6  who  has  followed 
an  approach  to  the  problem  very  similar  to  ours 
writes,  “More  important,  however,  in  properly 
selected  bacterial  cases  is  the  definitely  specific 
desensitization  which  can  be  obtained  by  the  care- 
ful use  of  autogenous  vaccines.” 

We  might  continue,  almost  indefinitely,  with 
this  review  of  the  literature  but  it  is  unnecessary 
to  proceed  further  in  order  to  indicate  the  con- 
fusion which  exists.  As  our  own  - interest  in 
asthma  developed  during  a comprehensive  inquiry 
into  the  problem  of  bacterial  hypersensitivity  it 
will  be  necessary  to  refer  very  briefly  to 
certain  concepts  and  methods  of  technique  which 
have  been  more  fully  elaborated  in  previous 
papers.  7i  8'  9’  10'  n>  12. 

All  of  our  work  has  emphasized  the  importance 
of  the  delayed  skin  reaction  as  an  indicator  of 
bacterial  hypersensitivity.  This  has  been  the 
basis  for  selecting  antigens  to  be  used  in  treatment. 
Such  reactions,  when  positive,  are  clear  cut  with 
marked  erythema  and  local  swelling  at  the  site  of 
inoculation.  They  reach  their  height  in  twelve 
to  twenty-four  hours  after  injection  and  usually 
subside  in  forty-eight  hours.  In  some  of  our 
earlier  communications  we  referred  to  these  re- 
actions as  manifestations  of  allergy  and  unwit- 
tingly invited  trouble.  Whether  allergists  will 
ultimately  include  the  delayed  reaction  to  an- 
tigenic bacteria  under  the  heading  of  allergy  or 
not  remains  open  to  question.  The  name,  how- 
ever, does  not  concern  us  at  the  present  time  and 
we  are  more  than  willing  to  forego  its  use  if  by 
so  doing  we  may  avoid  confusion  and,  what  is 
just  as  important,  avoid  useless  debate.  In  our 
study  of  more  than  1500  patients  we  have  found 
what  we  consider  adequate  evidence  of  the  role 
played  by  bacterial  hypersensitivity  in  these  num- 
erous “non-specific”  illnesses  for  in  surprisingly 
large  numbers  of  patients  suffering  with  such  con- 
ditions, definite  bacterial  sensitivity  may  be  dem- 
onstrated when  carefully  sought.  It  is  more  sig- 


nificant that  the  majority  are  greatly  benefited  or 
entirely  cured  when  carefully  desensitized. 

UNEXPECTED  RESULTS  OF  STUDIES 

One  of  the  most  amazing  results  of  these 
studies  has  been  the  frequency  with  which  we 
have  encountered'  evidence  of  sensitization  to  the 
ordinary  strains  of  bacteria  usually  considered 
non-pathogenic.  Early  some  of  the  more  exotic 
and  unusual  strains  were  persistently  sought  but 
in  most  instances  sensitivity  could  not  be  demon- 
strated. When  our  attention  was  turned  to  the 
flora  commonly  designated  as  normal  it  was 
learned  that  many  of  them  were  capable  of  giving 
marked  delayed  reactions.  If  time  permitted,  it 
would  be  interesting  to  conjure  with  the  term 
normal  flora.  However,  it  is  merely  stated  that 
the  expression  was  first  used  to  describe  the 
prevailing  flora  or  the  usual  flora  and  “normal” 
may  be  used  in  such  a sense,  but  the  subsequent 
conclusion  that  normal  signifies  innocuous  or  non- 
pathogenic,  in  a strict  sense,  is  hardly  to  be  per- 
mitted. As  now  used  in  medical  parlance  it  con- 
veys a very  doubtful  meaning. 

We  have  investigated  several  of  the  commonest 
bacteria  which  frequently  give  positive  reactions, 
such  as  B.  Coli,  B.  Mucosus  Capsulatus,  and 
hemolytic  strains  of  staphylococci,  after  the 
methods  of  Heidelberger  and  Avery13.  The  results 
are  quite  similar  to  the  reports  of  those  workers 
during  their  studies  of  pneumococci.  The  anti- 
gens may  be  reduced  to  the  two  fractions  de- 
scribed by  them,  namely,  the  protein  fraction  and 
the  specific  soluble  carbohydrate.  Similarly,  the 
carbohydrate  fraction  was  responsible  for  the 
positive  skin  reaction  and  individuals  showing 
intradermal  reactions  to  the  whole  bacterial  body 
gave  identical  reactions  to  the  specific  soluble 
carbohydrate  substance  of  that  same  bacterium. 

In  this  work  there  was  an  interesting  tendency 
toward  strain  specificity  rather  than  type  specifi- 
city. It  must  be  agreed  with  Warren  Vaughn 
that  in  bacterial  sensitization  we  are  “studying  a 
distinctly  more  complex  problem  than  that  of 
allergy  to  the  usual  exogenous  allergens;  that  we 
are  dealing  with  substances  and  reactions  of 
whose  nature  we  are  still  rather  ignorant”.14 
None  the  less  it  is  reasonably  certain  that  this 
is  a method  which  is  of  definite  clinical  import- 
ance in  establishing  a causal  relationship  be- 
tween frequently  neglected  strains  of  bacteria  and 
human  illness.  Wherry15  and  Thomas5,  working 
independently,  were  the  first  in  this  country  to 
emphasize  the  effectiveness  of  skin  reactions  to 
specific  autogenous  strains  of  bacteria  in  select- 
ing antigens  for  vaccine  therapy.  This  the  writers 
consider  to  be  the  most  significant  advance  in  the 
development  of  vaccine  treatment  since  the  work 
of  Wright. 

VACCINE  THERAPY 

In  the  studies  of  the  large  series  of  cases 
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previously  mentioned  certain  observations  were 
made  which  are  considered,  in  part  at  least,  an 
explanation  of  the  disfavor  into  which  vaccine 
therapy  has  fallen.  In  the  first  place,  only  auto- 
genous strains  selected  on  the  basis  of  specific 
skin  reactions  are  used.  The  use  of  stock  vaccines 
has  been  entirely  discarded.  Second,  it  is  the 
feeling  of  the  authors  that  a very  common  error 
has  come  down  from  the  early  work  of  Wright. 
He  and  his  immediate  successors  were  so  in- 
fluenced by  the  brilliant  achievements  in  the  pre- 
vention of  typhoid  that  they  continued  using 
large  prophylactic  doses  in  the  treatment  of 
actual  infection.  In  other  words,  they  failed  to 
differentiate  between  the  prophylactic  immuniza- 
tion of  a healthy  person  against  a specific  dis- 
ease, and  the  desensitization  of  an  already  in- 
fected individual.  Immunization  of  an  uninfected 
human  to  certain  specific  organisms  may  be  ac- 
complished with  massive  doses  in  a short  time, 
but  the  desensitization  of  an  infected  individual 
must  be  carried  out  very  slowly  using  small  doses 
of  antigen  over  months,  always  paying  most  care- 
ful attention  to  the  reaction  to  each  dose.  This 
principle  was  emphasized  by  the  writers  in  1928, 
and  its  importance  has  been  repeatedly  stressed 
since  then.  Recently  Vaughn  has  advocated  ad- 
herence to  the  same  rule  in  vaccine  treatment34. 

The  use  of  massive  doses  of  vaccine  in  treat- 
ment was  responsible  for  a peculiar  clouding  of 
the  issue  since  many  favorable  results  reported 
when  using  this  method  were  probably  the  result 
of  non-specific  protein  therapy.  Indeed,  some 
workers  went  so  far  as  to  state  that  the  only 
good  which  came  out  of  vaccine  therapy  was  due 
to  the  reaction  to  foreign  protein.  The  authors 
believe  it  quite  possible  that  any  good  resulting 
from  the  massive  injection  of  stock  vaccines  may 
well  have  been  due  to  protein,  but  they  consider 
this  method  distinctly  dangerous  for  they  have 
seen  it  followed  by  sensitization  to  previously 
innocuous  strains  with  the  subsequent  develop- 
ment of  asthma,  arthritis  and  angio-neurotic 
oedema. 

No  one  who  has  watched  the  two  methods  in 
similar  cases  can  possibly  confuse  the  temporary 
improvement  following  protein  reaction,  with  the 
progressive  desensitization  of  individuals  sus- 
ceptible to  specific  strains.  Every  care  is  used 
to  pi'event  marked  local  or  focal  reaction,  for  it  is 
found  that  they  interfere  with  the  process  of 
desensitization  and,  frequently,  set  progress  back 
for  days  and  weeks.  Employing  a dilute  sus- 
pension of  the  antigen  a half  minim  dose  is  used 
and  if  a sharp  local  reaction  follows,  the  vaccine 
is  further  diluted,  using  the  local  reaction  rather 
than  the  bacterial  count  as  an  index  of  density. 
The  half  minim  dose  is  given  subcutaneously  on 
alternate  days  for  ten  doses,  and  then  increased 
to  one  minim.  The  usual  procedure  is  to  main- 
tain this  dose  for  ten  injections,  and  then  in- 


crease to  one  and  one  half  minims  for  a similar 
interval,  and  so  up  to  a maximum  dose  of  three 
minims.  However,  a strict  rule  is  always  fol- 
lowed, namely,  to  keep  within  the  dose  which  pro- 
duces a definite  local  reaction  (erythema  more 
than  2 cm.  in  diameter  which  does  not  subside 
completely  within  30  hours).  An  amount  suffi- 
ciently concentrated  to  give  a focal  reaction  is 
never  used.  These  focal  reactions  are  of  great 
interest  as  already  suggested.  Frequently,  when 
running  out  the  interadermal  tests  for  selection 
of  strains  to  be  used  in  treatment,  it  is  found 
that  a sharp  local  reaction  will  be  followed  within 
a few  hours  by  a striking  focal  reaction,  char- 
acterized by  a sharp  attack  of  bronchiolar  spasm. 
Antigens  which  give  rise  to  such  reactions  must 
be  administered  with  the  greatest  care. 

The  selection  of  the  three  minim  dose  as  a 
maintenance  dose  is  not  quite  so  arbitrary  as  it 
seems.  It  has  been  found,  by  trial  and  error,  that 
this  usually  constitutes  a satisfactory  desensitiza- 
tion dosage,  and  larger  quantities  do  not  hasten 
the  process.  Usually  four  to  eight  months  of 
treatment  are  required  before  loss  of  sensitivity 
can  be  demonstrated  as  evidenced  by  a complete 
disappearance  of  skin  sensitivity  to  a concentrated 
antigen.  Fortunately,  clinical  improvement  is, 
as  a rule,  more  rapid. 

DETOXIFIED  VACCINES 

In  stressing  the  importance  of  avoiding  severe 
reactions,  the  third  innovation  in  modern  vaccine 
therapy  is  reached — the  use  of  detoxified  vac- 
cines. When  dealing  with  very  highly  sensitized 
people,  frequently  great  difficulty  has  been  ex- 
perienced in  advancing  the  dose  beyond  the 
smallest  quantity : one-half  minim  of  a dilute 
suspension.  A larger  amount  would  be  followed 
invariably  by  sharp  local  and  focal  reactions, 
definitely  to  be  avoided.  The  minute  dose  tolerated 
would  not  introduce  a sufficiently  large  amount 
of  antigen,  and  desensitization  lagged  in  a dis- 
couraging manner.  The  solution  appeared  to  lie 
in  the  discovery  of  some  method  of  treating  the 
suspension  of  antigen  which  would  reduce  its 
toxicity  without  interfering  with  antigenic 
properties. 

Ramon16  several  years  ago,  suggested  a method 
which  consisted  in  treating  the  suspended  organ- 
isms with  formalin.  He  achieved  detoxification 
applicable  to  a limited  number  of  strains — too 
limited,  however,  for  use  in  this  work.  Later 
Wherry  showed  that  peroxide  of  hydrogen  had 
distinct  value  in  detoxifying  the  gram  positive 
cocci,  and  about  the  same  time  Larson17  used 
sodium  ricinoleate  for  the  purpose  of  detoxifying 
diphtheria  toxin.  It  occurred  to  us  to  attempt  to 
detoxify  the  whole  bacterial  body,  as  represented 
in  a bacterial  vaccine,  with  sodium  ricinoleate. 
In  1930,  we  reported  it  to  be  the  most  potent 
agent  in  the  detoxification  of  bacterial  antigens 
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yet  investigated8  and  have  used  it  extensively. 
Many  antigens  whose  toxicity  made  therapeutic 
use  impossible,  after  treatment  with  sodium 
ricinoleate,  could  be  given  without  undue  reaction 
and  their  antigenic  activity  remained  unimpaired. 
Dr.  Lee  Foshay  and  Dr.  John  Foulger,  colleagues 
of  the  writers,  have  carried  the  investigation  of 
detoxifying  agents  further  and  have  added  nas- 
cent nitrous  acid  and  urea  to  the  list. 

We  have  used  a large  part  of  the  time  at  our 
disposal  discussing  the  general  principles  which 
our  own  experience  has  taught  us  are  essential  to 
the  solution  of  any  problem  involving  vaccine 
therapy.  Though  we  may  have  seemed  to  neglect 
that  particular  condition,  asthma,  we  have  not,  in 
fact  done  so,  for  this  foregoing  discussion  has 
covered  the  ground  work  upon  which  our  concept 
of  bacterial  asthma  has  been  erected.  In  actually 
working  out  the  bacterial  sensitization  of  each 
asthmatic  we  begin  with  a careful  study  of  the 
respiratory  flora.  Sputum  collected  on  several  oc- 
casions is  cultured.  Swabs  from  the  throat  and 
from  the  superior  post-nasal  area,  materials  from 
the  sinuses  if  these  are  infected,  and  often  cultures 
from  the  crypts  of  freshly  removed  tonsils  are  all 
subjected  to  careful  bacteriological  study.  The 
materials  are  cultured  routinely  in  deep  dextrose 
ascites  broth,  on  blood-dextrose  plates  and  on 
dextrose,  ascites,  agar  plates.  Anaerobic,  partial 
tension  and  aerobic  tensions  are  employed  and  all 
organisms  recovered  by  these  various  methods  are 
isolated  in  pure  culture.  Suspensions  in  saline 
are  then  made  of  each  strain  and  they  are  heat- 
killed  at  low  heat  ( 60-62° C).  These  suspensions 
are  next  used  as  the  antigens  for  intradermal 
testing  and  the  ones  giving  positive  reactions  are 
used  singly  or  in  combination  as  the  case  may  be 
for  the  therapeutic  desensitization  we  have  al- 
ready outlined.  As  already  stated,  our  experi- 
ments have  emphasized  the  frequency  with  which 
commoner  strains  of  bacteria  prove  to  be  the 
ones  we  are  interested  in  using.  The  organisms 
which  have  given  reactions  most  frequently  and 
have  been  successfully  used  in  treatment,  are  as 
follows:  1.  B.  Mucosus  Capsulatus,  2.  Haemolytic 
Staphylococcus,  3.  Various  strains  of  streptococci, 
4.  Pneumococci,  5.  Pfieffers  Bacillus,  6.  Micrococ- 
cus catarrhalis,  7.  Non-haemolytic  Staphylocci 
and  8.  Micrococcus  pharyngitis  sicens.  Rarely 
other  organisms  play  a role  but  the  common 
offenders  are  the  ones  outlined. 

SUMMARY 

And  now  we  have  set  up  a rather  elaborate 
program  and  devised  time  consuming  procedures 
which  can  be  justified  only  in  terms  of  results. 
To  evaluate  the  results  in  the  treatment  of 
asthma  is  always  difficult  for  it  is  easy  to  make 
the  figures  seem  more  favorable  than  they  really 
are.  Earlier  in  our  discussion  we  stated  that  with 
only  sixty  odd  cases  have  we  satisfied  our  own 


conditions.  In  these  ten  years  we  have  treated 
many  more  than  sixty  asthmatics  and  by  a proper 
selection  of  cases  including  those  who  had 
symptoms  of  short  duration  and  those  who  ac- 
tually cleared  up  spontaneously  we  might  pre- 
sent really  impressive  results. 

Instead  we  are  going  to  “stack  the  deck” 
against  us.  The  first  criterion  in  selecting  the  62 
cases  under  consideration  was  that  all  must  have 
had  a well  established  asthma  with  a history  of 
at  least  two  years’  duration  before  the  onset  of 
treatment.  The  patient’s  story  had  to  be  sup- 
ported by  the  physical  examination  so  that  each 
of  these  patients  was  known  to  be  an  asthmatic 
of  long  standing.  The  average  for  the  group  was 
a history  of  four  and  a half  years  and  eight  gave 
a history  of  asthma  extending  over  a period  of 
more  than  ten  years.  Before  concluding  that  any 
patient  was  suffering  from  bacterial  asthma  we 
checked  the  skin  sensitivity  to  all  the  usual  food, 
pollen  and  dermal  allergens.  When  the  patient 
could  not  be  fitted  into  any  of  the  accepted  groups; 
of  allergic  asthmatics  or  after  failure  to  relieve 
them  therapeutically  when  they  had  been  so  desig- 
nated, they  were  then  investigated  for  the  pos- 
sibility of  bacterial  asthma.  Evidence  of  bacterial 
hypersensitizing  was  established  and  they  were 
then  treated  after  the  manner  outlined  above. 

We  must  be  quite  as  critical  in  evaluating  re- 
sponse to  therapy  as  we  were  in  selecting  our 
cases  so  we  set  the  following  qualifications.  No 
patient  will  be  reported  as  cured  who  has  not 
gone  for  at  least  two  years  without  an  attack  of 
asthma  following  the  cessation  of  treatment.  The 
result  follows: 

30  patients  are  well 

22  are  distinctly  better,  that  is  to  say  they 
have  an  occasional  attack  of  asthma  but  there 
has  been  a complete  change  in  the  clinical  picture 
with  very  marked  amelioration  of  symptoms 

10  are  uninfluenced  by  treatment. 

These  results  are  better  than  those  we  have 
achieved  with  any  other  group  of  asthmatics  in- 
cluding the  seasonal  pollen  cases. 

When  we  examine  these  figures  further,  we- 
find  that  the  thirty  patients  who  are  well  had  an. 
average  period  of  treatment  lasting  over  fifteen 
months.  On  the  other  hand,  those  falling  in  the 
second  group,  the  22  who  are  improved  but  not 
cured,  show  a large  proportion  who  have  not  co- 
operated entirely  to  our  satisfaction.  Many  of 
them  feeling  better  or  well  after  three  or  four 
months  of  treatment  have  discontinued  against 
advice  and  have  returned  months  later  because  of 
recurrent  attacks,  so  their  treatment  has  been 
irregular.  Of  the  ten  failures,  four  had  bron- 
chiectasis and  this  has  been  our  most  serious 
complication  so  that  we  might  have  disregarded 
them  as  unfit  candidates. 

In  conclusion  we  feel  that  we  have  demon- 
strated : 
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1.  That  bacterial  asthma  is  a fairly  common 
clinical  entity. 

2.  That  it  can  be  demonstrated  by  the  delayed 
intradermal  reaction. 

3.  That  by  desensitization  carried  out  as  we 
have  suggested,  the  majority  may  be  helped  and 
a considerable  proportion  may  be  cured. 
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HOSPITAL  ROUTINE 

I have  known  many  physicians  to  become  rather 
peeved  over  being  called  over  the  telephone  so 
many  times  about  their  patients.  This,  of  course, 
is  unwise,  unkind  and  unjust.  The  nursing  staff 
can  do  no  other  way  but  notify  the  physician  of 
any  change  to  be  noted  in  the  patients  and  ask 
for  further  advice.  But  a great  many  telephone 
calls  would  not  be  necessary  if  the  doctor  would 
have  a routine.  The  writer  does  not  wish  to  leave 
the  impression  that  patients  should  be  pigeon- 
holed and  standardized  in  order  to  make  every- 
body’s work  easy,  but  he  does  wish  to  call  atten- 
tion to  the  economical  and  essential  value  of  hav- 
ing some  definite  plan  for  treating  the  same  dis- 
ease in  the  same  type  of  patient. — R.  B.  Davis, 
M.D.,  So.  Med.  & Surg.,  98:338,  June,  1936. 


Treatment  of  Fungus  Diseases 

While  the  treatment  of  the  fungus  disease  itself 
depends  on  the  use  of  proper  antiseptic  measures, 
the  therapy  of  the  allergic  manifestations  depends 
on  complete  eradication  of  the  primary  focus. 
The  practical  problem  facing  us  today  in  these 
conditions  resolves  itself  into  the  treatment  of 
fungus  diseases  of  the  hands  and  feet.  It  is  al- 
most impossible  to  cure  many  patients  with  epi- 
dermophytosis of  the  feet  because  of  the  constant 
opportunity  for  reinfection  and  because  of  involve- 
ment of  nails  and  nailbeds  which  are  inaccessible 
to  treatment.  Furthermore,  with  the  increase  of 
the  duration  of  the  infection  more  and  more  of 
the  affected  individuals  develop  a hypersensitivity 
to  the  fungi  and  their  products.  A resistant  case 
demands  vigorous  treatment.  With  the  use  of 
strong  antiseptics  and  kerotolytics  the  fungi  or 
their  products  are  forced  into  the  blood  stream 
and  cause  a development  of  more  tricophytids 
locally  and  at  a distance. 

It  will  be  admitted  by  all  dermatologists  that 
a limited  amount  of  X-ray  therapy  is  of  great 
benefit,  especially  in  the  treatment  of  the  epi- 
dermal and  cutaneous  tricophytids.  It  must  be 
borne  in  mind,  however,  that  X-rays  in  vitro  do 
not  kill  fungi  when  many  times  the  dosage  em- 
ployed in  skin  therapy  is  used. 

The  use  of  fungus  extracts  for  therapeutic  pur- 
poses has  not  been  as  promising  as  has  been  an- 
ticipated. Since  its  first  application  in  fungus 
disease  in  1908  it  has  come  into  prominence  for 
the  treatment  of  superficial  fungus  diseases.  Tak- 
hashi,  Wise,  Sulzberger,  Traub,  and  Tolmach, 
Kingsbury,  Templeton,  and  others  have  published 
their  experiences.  Wise  expressed  the  opinion  of 
most  of  the  investigators  when  he  summarized  the 
results  as  disappointing.  It  must  be  admitted, 
however,  that  in  spite  of  the  poor  results  so  far 
reported  it  is  only  through  biologic  methods  that 
progress  in  the  treatment  of  these  chronic  condi- 
tions will  be  made.  It  is  possible  that  new 
methods  of  preparation  of  the  fungus  extracts 
will  bring  about  better  results.  The  treatment 
in  the  past  has  been  based  on  an  attempt  to  bring 
about  a hyposensitivity  to  tricophytin.  It  is  more 
important  to  develop  by  our  injection  therapy 
an  immunity  to  fungi  and  thus  perhaps  prevent 
dissemination  from  the  primary  focus  or  bring 
about  neutralization  of  toxins  as  they  are  formed. 
— Samuel  M.  Peck,  M.D.,  New  York  City,  N.  Y. 
State  J.  M.,  36:1237,  Sept.  1,  1936. 

SUGAR  FREE  URINE 

In  the  treatment  a sugar  free  urine  is  a satis- 
factory laboratory  criterion.  In  the  young  dia- 
betic the  blood  sugar  will  approximate  normality 
under  such  conditions;  in  the  older  patient  let  the 
blood  sugar  seek  its  level,  even  though  high. 
There  is  little  evidence  to  prove  that  such  a 
hyperglycemic  state  is  deleterious  and  there  is 
considerable  evidence  that  it  is  desirable. — Ed- 
ward Tolstoi,  M.D.,  Bulletin  of  the  New  York 
Academy  of  Medicine,  12:295,  May,  1936. 


MOTOR  DERANGEMENTS  OF  THE  GASTRO-INTESTINAL  TRACT 

AFTER  OPERATION 

By  A.  G.  SAR-LOUIS,  M.D.,  M.  Sc.  (Med.)  Cleveland,  Ohio 


THE  most  common  sequel  to  laparotomy  is 
derangement  of  the  motor  function  of  the 
stomach  and  intestines,  characterized  by 
an  excess  of  gas  and  disturbed  peristalsis.  In  the 
mildest  form  of  derangement,  there  is  little  excess 
gas,  but  there  is  increased  and  painful  peristalsis, 
often  nausea  and  vomiting.  This  disorder  is  called 
“gas  pains”.  The  most  extreme  manifestation 
presents  absent  peristalsis  with  increased  gaseous 
distention. 

Bonney1  states  that  the  gases  within  the  gastro- 
intestinal tract  are  derived  from  three  sources: 
(1)  air  taken  into  the  stomach  by  swallowing, 
(2)  diffusion  through  the  intestinal  wall  of  gases 
in  solution  in  the  blood,  and  (3)  chemical  changes 
in  intestinal  matter.  In  the  healthy  state,  the 
producton  of  gases  is  balanced  by  the  forces  ac- 
complishing removal.  The  removal  is  brought 
about  (1)  by  the  diffusion  through  the  vessel  wall 
into  the  blood  stream,  and  (2)  by  removal  through 
the  intestinal  canal.  It  is  apparent  that  the 
former  is  a reversible  reaction.  The  direction  of 
flow  of  gas  from  vessel  to  bowel  lumen  or  from 
bowel  lumen  to  vessel  is  dependent  upon  the 
physical  forces  of  pressure,  rate  of  blood  flow, 
permeability  of  membrane,  etc.  Removal  through 
the  intestinal  canal  is  dependent  upon  painless 
peristaltic  waves  which  consist  of  a ring  of  con- 
traction preceded  by  a ring  of  relaxation.  The 
vagus  or  parasympathetic  causes  contraction;  the 
sympathetic,  relaxation.  On  the  other  hand,  the 
sphincters — cardiac,  pyloric,  ileocecal  and  pelvi- 
rectal— are  relaxed  under  vagal  influence  and  con- 
tracted as  a result  of  sympathetic  stimulation. 

Following  operation,  the  normal  balance  be- 
tween gas  production  and  gas  removal  is  over- 
thrown. When  the  imbalance  is  mild,  it  would 
seem  that  both  vagus  and  sympathetic  fibers  are 
stimulated,  resulting  in  increased,  painful  peri- 
stalsis, and  increased  sphincteric  tone.  The  clin- 
ical manifestation,  “gas  pains”,  indicates  in- 
creased attempts  at  gas  removal  with  diminished 
results. 

The  severer  forms  of  dysfunction  are,  in  all 
probability,  due  to  paralysis  of  both  nerve  systems. 
The  result  in  such  a case  is  absent  peristalsis 
and  accumulation  of  gas  with  toxic  material  in  the 
intestine.  Distention  of  the  bowel  causes  dimin- 
ished removal  of  gas  by  way  of  the  venous  cir- 
culation. Diminished  removal  undoubtedly  causes 
increased  irritation  of  the  splanchnic  nerve.  Then 
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in  the  worst  form  of  intestinal  motor  dysfunction, 
adynamic  ileus,  the  functioning  of  a vicious  circle 
is  obvious. 

ETIOLOGY 

Apart  from  cord  lesions  which  cause  in- 
terruption of  the  nervous  pathway,  the  immedi- 
ate cause  of  motor  disturbances  of  the  intestine 
is  irritation  of  the  splanchnic  nerve.  While  there 
is  no  scientific  proof,  clinical  observation  yields 
the  impression  that  lesser  irritation  produces  in- 
creased peristaltic  activity,  whereas  greater  or 
more  prolonged  stimulation  produces  paralysis  of 
intestinal  movement.  Stimulation  may  be  me- 
chanical or  chemical  and  may  at  times  be  reflex. 
A probable  example  of  reflex  vagus  stimulation 
is  the  rather  frequent  occurrence  of  “gas  pains” 
following  prostatectomy.  Mechanical  stimuli  are 
undoubtedly  set  up  by  preoperative  purges  and 
trauma  to  the  peritoneum  during  operation.  Nu- 
merous investigators  have  proved  that  peritoneal 
irritation  is  followed  by  loss  of  intestinal  peri- 
stalsis. The  chief  chemical  irritants  are  hemor- 
rhage, devitalized  tissue  and  the  products  of  in- 
fection. As  a result  of  intestinal  stasis,  gases  and 
toxic  liquid  materials  containing  histamine-like 
substances  accumulate.  These  give  rise  to  in- 
creased splanchnic  stimulation  and  probably  also 
to  diminished  circulation  in  the  distended  loops. 
Diminished  circulation  may  be  in  a sense  a pro- 
tective mechanism  in  that  it  retards  absorption  of 
toxic  materials,  but  it  also  deprives  the  body  of 
important  fluids,  especially  inorganic  salts.  The 
causes  of  death  in  intestinal  obstruction  are  due 
to  alkalosis  and  dehydration  and  absorption  of 
toxins. 

DIAGNOSIS 

Little  difficulty  is  experienced  in  the  diagnosis 
of  the  usual  mild  form  of  intestinal  derangement 
following  operation.  “Gas  pains”  are  so  com- 
monly a part  of  the  post-operative  course  that 
they  are  generally  regarded  as  inevitable.  Indeed 
the  case  in  which  this  complication  is  absent  is  so 
rare  that  it  invariably  excites  comment. 

The  more  severe  form  of  distention  with  vomit- 
ing must  be  differentiated  from  adynamic  ileus 
due  to  peritonitis  and  from  the  mechanical  form 
of  ileus.  Postoperative  intestinal  paralysis  can 
be  differentiated  from  the  adynamic  ileus  of  peri- 
tonitis because  of  the  infectious  nature  of  the 
latter  condition,  and  its  accompanying  signs, 
symptoms  and  laboratory  findings.  In  the  differ- 
entiation of  adynamic  ileus  and  postoperative  in- 
testinal paralysis,  the  time  factor  is  most  im- 
portant. Paralysis  is  an  early  postoperative  corn- 
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plication,  mechanical  obstruction  usually  a late 
sequel.  In  the  former,  the  pain  is  constant  and 
of  a dull,  boring  character.  In  the  latter  condi- 
tion it  is  intermittent  and  colicky.  Visible  peri- 
stalsis is  also  characteristic  of  mechancal  ileus 
and  when  observed  is  pathognomonic.  The  ab- 
sence of  borborygmi  in  the  paralytic  form  and 
finally  the  roentgenographic  findings  should  fur- 
nish sufficient  evidence  to  differentiate  these  con- 
ditions. One  author2  has  suggested  spinal  anes- 
thesia as  a means  of  differentiation. 

treatment 

Scarcely  anyone  will  deny  that  the  incidence  of 
postoperative  gastro-intestinal  disturbances  has 
been  considerably  reduced  since  preoperative 
purging  has  been  discontinued.  Of  equal  impor- 
tance in  the  prevention  of  these  complications  are 
the  technical  skill  of  the  surgeon  and  postopera- 
tive care. 

Of  major  importance  in  the  prevention  of  post- 
operative intestinal  disturbances  is  care  in  the 
handling  of  parietal  and  visceral  peritoneum  at 
the  time  of  operation.  Traction  on  the  mesentery 
must  be  avoided,  the  use  of  gauze  pads  and  tapes 
cut  to  a minimum.  Keene  of  the  University  of 
Pennsylvania  makes  use  of  a rubber  dam  envelope 
into  which  is  placed  an  absorbent  gauze  lining. 
The  envelope  is  approximately  16  x 10  inches  and 
is  open  only  on  one  side,  thus  permitting  the  in- 
troduction and  removal  of  the  gauze  pad.  The 
smooth  surface,  unlike  a gauze  pack,  minimizes 
friction  and  keeps  the  intestines  completely  from 
the  operative  field.  Further  care  is  exercised  by 
the  cautious  and  minimal  use  of  self-retaining  re- 
tractors, and  also  by  removal  of  clots  and  by 
scrupulous  hemostasis.  Mass  ligatures  which  en- 
courage the  formation  of  devitalized  tissue  and 
obviously  furnish  continued  stimulation  of  the 
splanchnic  nerves  are  scrupulously  avoided.  At 
the  termination  of  the  operation,  before  the  peri- 
toneal closure  is  made,  Keene  has  instilled  into 
the  rectum  about  500  to  750  c.c.  of  warm  saline 
solution.  This  has  the  two-fold  purpose  of  sup- 
plying water  lost  during  anesthesia  and  also  of 
showing  the  integrity  of  the  rectum  and  sigmoid. 
Having  witnessed  the  smooth  convalescence  of 
Professor  Keene’s  patients,  I earnestly  urge  the 
adoption  of  these  methods. 

Many  writers  on  the  subject  believe  in  the 
efficacy  of  morphine  in  preventing  postoperative 
distention.  Ochsner  and  Gage3  have  found  “that 
the  subcutaneous  administration  of  morphine  in- 
creases intestinal  activity  in  patients”  and  that 
“therefore  it  is  a valuable  drug  in  the  treatment 
of  adynamic  ileus”.  If  this  observation  be  cor- 
rect, it  is  conceivable  that  morphine  increases 
■“gas  pains”  and  therefore  should  be  withheld 
in  this  condition  and  administered  only  in  the 
paralytic  phase  of  intestinal  motor  disturbance. 

Walton4,  on  the  other  hand,  says  “Rest  is  best 


obtained  by  morphine  sulphate  which  has  a ten- 
dency of  restoring  normal  tonus  to  the  intestinal 
musculature”.  The  opinion  that  morphine  sul- 
phate restores  normal  tone  to  the  intestinal  tract 
rather  than  that  it  increases  intestinal  activity  is 
held  by  most  observers. 

Postoperative  prophylaxis  should  consist  of 
withholding  all  liquids  and  foods,  especially  fruit 
juices  and  ginger  ale,  by  mouth  for  a period  of 
forty-eight  hours  and  supplying  water  by  rectal 
drip  or  in  the  form  of  physiologic  sodium  chloride 
solution  by  hypodermoclysis  or  venoclysis.  The 
quantity  of  water  to  be  administered  during 
twenty-four  hours  should  be  at  least  what  a 
normal  person  takes,  approximately  2000  c.c.,  and 
to  a patient  who  is  dehydrated  from  vomiting, 
several  times  this  amount  may  have  to  be  given. 

In  the  active  treatment  of  postoperative  gastro- 
intestinal motor  disorders,  the  indications  are 
(1)  to  combat  dehydration  and  to  restore  the 
normal  acid-alkali  balance  and  chlorides  in  the 
blood  and  (2)  to  prevent  absorption  of  toxic  sub- 
stances by  decompression. 

The  principal  loss  to  the  body  in  vomiting  pa- 
tients is  hydrochloric  acid.  This  causes  a rise  of 
the  carbon  dioxide  combining  power  of  the  blood, 
an  alkalosis  and  a decrease  in  blood  chlorides. 
The  administration  of  sodium  chloride  restores 
both  the  normal  acidity  and  the  lost  cholrides. 
Experimentally,  Hartwell  and  Hoguet5  have 
shown  that  dogs  with  ileus  live  several  weeks 
longer  when  they  are  given  large  quantities  of 
sodium  chloride  solution. 

To  accomplish  decompression,  the  use  of  the 
indwelling  nasal  catheter,  the  Levin  tube,  stands 
out  pre-eminently.  There  exists  considerable  con- 
troversy regarding  the  efficacy  of  pituitrin, 
splanchnic  block,  spinal  anesthesia,  enterostomy, 
physostigmine  and  enemas,  but  all  observers  agree 
on  the  value  of  the  duodenal  tube.  This  permits, 
by  gentle  aspiration,  the  removal  of  noxious  pro- 
ducts and  the  introduction  of  large  quantities  of 
sodium  chloride  solution. 

Although  various  types  of  enemas  have  been 
used  almost  universally  in  hospitals  as  a means 
of  decompression  of  the  small  bowel,  the  discom- 
fort they  cause  an  already  uncomfortable  patient 
far  outweighs  any  usefulness  they  might  have. 
Furthermore,  this  practice  has  been  shown  clinic- 
ally and  experimentally  to  be  practically  value- 
less. The  effect  of  an  enema  is  merely  to  flush 
the  colon.  Regardless  of  the  ingredients  of  the 
enema,  no  reflex  peristalsis  is  set  up  in  the  small 
intestine.  The  one  noteworthy  exception  is  that 
of  hypertonic  sodium  chloride  solution.  In 
strengths  of  10  per  cent  or  15  per  cent  this  has 
been  shown  to  initiate  active  peristalsis”.  How- 
ever, hypertonic  salt  solutions  are  better  admin- 
istered intravenously  on  account  of  the  rectal  irri- 
tation produced  when  they  are  used  in  enemas.7  s 
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The  rectal  tube  may  often  be  substituted  advan- 
tageously for  the  enema. 

Mention  should  be  made  of  the  use  of  prostig- 
mine  which  is  popular  with  British  surgeons.9  10 
The  claim  is  made  that  it  acts  by  antagonizing  the 
inhibition  of  both  the  vagus  and  the  sympathetic 
nerves.  They  claim  that  it  is  as  active  as  physo- 
stigmine  in  stimulating  intestinal  peristalsis,  but 
its  effect  on  the  heart  and  circulation  is  less 
severe.  Ribero11  has  described  the  effects  of 
tansy  oil  on  the  intestines  of  a rabbit  and  then 
has  reported  its  use  in  a series  of  cases.  He 
states  that  the  effects  are  a stimulation  of  peri- 
stalsis and  a paralysis  of  the  sphincters.  It 
causes  expulsion  of  gas  through  the  rectum,  often 
eructation  of  gas  without  colic  or  pain.  He  fur- 
ther states  that  it  was  frequently  administered 
after  other  remedies  had  failed  and  that  it  always 
improved  the  condition  of  the  patient.  Acetyl- 
choline is  now  thought  to  be  the  activator  of  the 
parasympathetic  system,  being  produced  at  the 
ends  of  their  nerve  fibers.12  This  has  been  ad- 
vised by  Abel13,  Heritage14  and  Sainton15  in 
motor  disturbances  of  the  intestines. 

From  the  evidence  at  hand,  both  tansy  oil  and 
acetylcholine  deserve  further  clinical  trial. 

SUMMARY 

The  suggestion  is  made  that  the  mild  form  of 
postoperative  gastro-intestinal  motor  disturbance, 
“gas  pains”,  is  caused  by  the  excessive  stimulation 
of  the  splanchnic  nerve,  whereas  the  severest 
manifestation,  paralytic  ileus,  represents  an  ad- 
vanced stage  of  the  same  disturbance  which  has 
resulted  in  a paralytic  reaction  to  excessive  stimu- 
lation. The  difference  between  these  two  condi- 
tions represents  merely  differences  in  degree  of 
splanchnic  irritation. 

If  “gas  pains”  are  the  result  of  increased  peri- 
stalsis from  vagus  stimulation,  drugs,  which  aug- 
ment intestinal  movements,  are  contraindicated. 
They  are  of  value,  however,  in  the  severer  forms 
of  motor  disturbances,  due  to  vagus  paralysis. 
The. question  is  raised  whether  morphine  sulphate 
increases  intestinal  movement  or  simply  increases 
its  tone. 

The  etiology  of  the  condition  is  discussed  under 

the  classification  of  mechanical  and  chemical 

* 

stimuli.  The  differential  diagnosis  between  motor 
intestinal  disturbances,  paralytic  ileus  due  to 
peritonitis  and  the  mechanical  forms  of  ileus  is 
considered. 

Prophylactic  treatment  consists  of  avoiding  pre- 
operative purges,  careful  operative  technic,  and 
the  postoperative  avoidance  of  liquids  by  mouth. 
Prevention  of  dehydration  and  loss  of  inorganic 
salts,  as  well  as  restoration  of  the  acid-alkali 
balance  are  accomplished  by  suitable  solutions, 
administered  subcutaneously  and  intravenously. 

In  the  active  treatment,  the  indications  are 
(1)  to  combat  dehydration  and  to  restore  the 
normal  pH  and  the  mineral  content  of  the  blood 


and  (2)  to  prevent  absorption  of  toxic  sub- 
stances by  decompression.  Enemas  flush  only  the 
lower  bowel  and  do  not  stimulate  peristalsis  in 
the  small  intestine. 

Drugs  which  have  been  shown  to  stimulate  the 
small  intestine  include  (1)  hypertonic  salt  solution 
administered  intravenously,  (2)  prostigmine,  (3) 
oil  of  tansy,  (4)  acetylcholine  and  (5)  morphine. 
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Allergic  Study  Started  By  U.  S.  Bureau 
of  Chemistry  and  Soils 

A chemical  study  of  substances  in  agricultural 
products  and  by-products  that  contribute  to  the 
allergic  disturbances  (hay  fever,  asthma,  hives 
and  related  afflictions)  is  being  instituted  by  the 
Bureau  of  Chemistry  and  Soils  of  the  U.  S.  De- 
partment of  Agriculture,  according  to  a recent 
announcement  of  Dr.  W.  W.  Skinner,  assistant 
chief  of  the  bureau. 

The  bureau  estimates  that  one-tenth  of  the 
population  of  the  country  suffer  seasonal  distress 
or  continual  discomfort  and  restricted  activity  as 
the  result  of  allergic  diseases. 

Dr.  Henry  Stevens,  biochemist  of  the  Protein 
and  Nutrition  Division  of  the  bureau  is  organiz- 
ing the  scientific  staff  which  will  undertake  the 
allergen  investigations.  Dr.  Harry  S.  Bemton, 
professor  of  hygiene,  Georgetown  University 
Medical  School,  has  been  appointed  consulting 
specialist  in  allergy  and  will  participate  in  the 
department’s  studies  of  the  allergens. 

This  chemical  study  is  one  of  several  made  pos- 
sible by  funds  provided  by  the  Bankhead-Jones 
Act  which  was  passed  by  Congress  a year  ago. 


RECONSTRUCTION  OF  THE  BILE  DUCTS 

By  FARREL  T.  GALLAGHER,  M.D.,  Lakewood,  Ohio 


SECONDARY  operations  upon  the  bile  ducts 
constitute  some  of  the  major  problems  of 
surgery,  especially  when  directed  toward 
the  relief  of  complete  biliary  obstruction.  Access 
to  the  operative  field  is  difficult,'  due  to  adhesions 
and  anatomical  distortion,  and  the  patient  is  in 
the  majority  of  cases,  a poor  surgical  risk. 

Complete  biliary  obstruction  following  removal 
of  the  gall  bladder  or  operations  upon  the  biliary 
tract  is  due  either  to  (a)  trauma  at  the  time  of 
operation,  or  (b)  stenosis  of  the  ducts,  the  result 
of  infection  either  external  to  or  within  the  ducts 
themselves. 

The  cystic  duct  normally  joins  the  hepatic  duct 
at  a 45  degree  angle  to  form  the  common  duct. 
The  abnormal  cystic  duct  may  spiral  and  enter 
the  posterior  or  even  the  medial  side  of  the  hepatic 
duct  or  it  may  run  parallel  to  the  hepatic  duct 
for  several  centimeters  and  be  closely  adherent  to 
it.  In  any  of  these  instances,  the  hepatic  or  com- 
mon duct  may  be  cut  across  or  partly  severed.  If 
only  a section  of  the  main  duct  is  removed,  the 
escape  of  the  bile  should  acquaint  the  operator 
with  the  accident;  but  if  the  entire  hepatic  or 
common  duct  is  tied  off,  the  catastrophe  may 
escape  notice. 

The  hepatic  duct  may  be  clamped  in  frantic 
efforts  to  secure  a bleeding  cystic  artery  which 
has  retracted.  This  may  be  avoided  by  controlling 
the  hemorrhage  with  digital  compression  on  the 
hepatic  artery  and  sponging  the  field  dry — slow 
release  of  the  pressure  on  the  hepatic  artery  will 
reveal  the  bleeding  point  which  may  then  be 
secured  without  danger  of  including  the  hepatic 
duct. 

The  erroneous  idea  that  a long  cystic  duct 
stump  will  dilate  and  form  a secondary  gall  blad- 
der has  led  many  surgeons  to  tie  off  the  cystic 
duct  as  close  to  the  common  duct  as  possible,  with 
the  result  that  a part  of  the  wall  of  the  common 
duct  may  be  included  in  the  ligature. 

Inflammation  or  gangrene  may  spread  from  the 
gall  bladder  to  the  hepatic  and  common  ducts  and 
atrophy  and  stenosis  may  follow  even  without 
any  operative  procedure,  as  we  sometimes  see  in 
the  appendix  and  cecum. 

With  complete  severance  of  the  hepatic  or  com- 
mon duct,  the  postoperative  course  is  either  a 
complete  external  biliary  fistula  or  a total  biliary 
obstruction  with  gradual  deepening  jaundice — 
intense  pruritus — marked  loss  of  weight  and  a 
terminal  cholemia  unless  the  obstruction  is  re- 
lieved. 

When  the  stenosis  develops  gradually,  the 
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patient  may  be  free  from  symptoms  for  a period 
of  months  or  years.  Only  when  stenosis  is  com- 
plete does  jaundice  supervene;  except  for  oc- 
casional slight  attacks  of  jaundice  due  to  local 
inflammation  and  edema  of  the  mucosa  at  the 
stricture  site. 

OBSTRUCTIVE  JAUNDICE — PREPARATION  FOR 
SURGERY 

In  every  case  of  obstructive  jaundice,  the  pa- 
tient should  be  carefully  prepared  for  surgery. 
The  undoubted  damage  to  the  liver  parenchyma 
and  the  changes  in  the  bleeding  and  clotting  time 
of  the  blood  should  be  investigated,  and  proper 
means  instituted  to  correct  them. 

LIVER  FUNCTION 

Liver  function  tests  at  the  present  time  do  not 
give  accurate  data  on  the  liver,  and  we  must  take 
for  granted  that  the  biliary  obstruction  of  long 
standing  has  undoubtedly  caused  intra-hepatic 
parenchymal  injury.  The  glycogen  store  of  the 
liver  has  been  seriously  depleted  and  we  aim  to 
restore  it  by  the  administration  of  glucose  intra- 
venously (1000  cc. — 10  per  cent  glucose  daily). 

The  reason  for  the  'prolonged  clotting  and 
bleeding  time,  is  not  clear  nor  why  some  prolonged 
jaundice  cases  have  normal  coagulation  time — nor 
why  some  cases  of  obstructive  jaundice  with  nor- 
mal clotting  and  bleeding  time  will  nevertheless 
have  continuous  oozing  during  operation.  The 
administration  of  CaCl  (5  cc. — 10  per  cent  daily 
for  three  days)  intravenously  returns  the  bleeding 
and  clotting  time  to  normal,  but  I always  feel 
safer  with  the  added  factor  of  blood  transfusion 
within  a twelve-hour  period  prior  to  operation. 

THE  OPERATIVE  APPROACH 

The  operative  approach  is  important  in  lessen- 
ing the  dangers  and  difficulty  of  exposure.  The 
incision  through  the  abdominal  wall — if  made  to 
the  medial  side  of  the  previous  scar,  will  enter 
the  peritoneal  cavity  in  an  area  free  from  ad- 
hesions. The  operative  area  can  then  be  ap- 
proached more  accurately. 

The  adhesions  between  the  liver  edge  and  the 
anterior  abdominal  wall  should  be  separated  by 
sharp  dissection — also  the  adhesions  between  the 
dome  of  the  liver  and  the  diaphragm:  the  liver  is 
thus  mobilized. 

By  grasping  the  stout  adhesions  at  the  liver 
edge  with  a curved  hemostat  applied  parallel  to 
the  liver  border,  we  have  an  excellent  handle  to 
replace  our  previously  removed  gall  bladder  and 
the  liver  can  be  elevated  and  the  dissection  carried 
out  with  less  hardship. 

The  liver  is  elevated  by  an  assistant  who  re- 
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tracts  the  duodenum  to  the  left — putting-  the  ad- 
hesions on  the  stretch — then  with  sharp  scissors 
dissection,  and  closely  hugging  the  under-surface 
of  the  liver,  the  gastro-hepatic  omentum  is  soon 
reached  and  the  foramen  of  Winslow  and  the 
hepatic  artery  are  identified. 

From  here,  we  place  all  our  trust  in  an  aspirat- 
ing needle  of  sufficient  calibre  to  allow  passage  of 
thick  mucus  or  bile.  (I  prefer  an  intramuscular 
needle.) 

♦ 

Scar  tissue  may  so  distort  the  field,  that  the 
only  way  we  can  hope  to  tap  the  bile  reservoir  is 
with  the  aid  of  an  aspirating  needle.  We  can 
palpate  the  hepatic  artery,  thus  avoiding  it,  and 
no  damage  is  done  by  pushing  a needle  through 
the  wall  of  the  portal  vein. 

RESTORING  BILE  PASSAGE  IDEAL  TISSUE 

In  restoring  the  bile  passage,  our  ideal  is  to  use 
tissue  which  will  resist  the  irritating  action  of 
bile.  Tissue  which  is  foreign  to  bile,  such  as  the 
omentum,  section  of  veins  and  fascia  will  not 
stand  the  prolonged  irritation  of  bile  and  sooner 
or  later,  stenosis  results. 

(1) .  In  cases  where  the  main  bile  duct  has 
been  cut  or  tied  off  and  the  scar  is  not  too  ex- 
tensive, the  best  procedure  is  to  dissect  out  the 
lowTer  part  of  the  common  duct  and  anastamose  it 
to  the  hepatic  duct  over  a catheter  which  extends 
up  into  the  hepatic  duct  and  down  into  the 
duodenum.  The  advantage  of  this  union  is  that 
we  retain  the  action  of  the  sphincter  of  Oddi  and 
ascending  infections  are  done  away  with. 

(2) .  Where  the  obstruction  is  at  the  lower  end 
of  the  common  duct — either  from  involvement  of 
the  head  of  the  pancreas,  or  the  ampulla  of  Vater 
and  the  gall  bladder  has  been  removed — then  the 
method  of  Poole  is  time  saving  and  adequate.  He 
opens  the  duodenum  transversely  opposite  the 
ampulla  of  Vater  and  if  the  papilla  is  not  readily 
found  for  dilatation — he  taps  the  dilated  common 
duct  through  the  duodenal  wall  and  sutures  a sec- 
tion of  catheter  in  the  opening  to  maintain  the 
passageway  until  it  has  epithelialized. 

(3) .  Unfortunately,  the  majority  of  cases  do 
not  fall  into  either  of  these  categories  and  we  are 
faced  with  the  problem  of  bridging  a gap  from 
the  hepatic  duct  to  the  duodenum. 

The  remnant  of  the  common  duct  is  usually 
nothing  but  scar  tissue — especially  in  cases  of 
gradually  developing  stenosis. 

Sullivan  was  the  first  to  bridge  the  defect  from 
the  hepatic  duct  to  the  duodenum  by  means  of  a 
rubber  tube  surrounded  by  omentum. 

Other  men  have  used  strips  of  fascia  to  sur- 
round the  tubing  and  experimental  work  has  been 
done  on  dogs,  using  sections  of  veins.  But  all  come 
under  the  objection  of  using  a tissue  that  is  not 
bile  resisting  and  soon  after  the  supporting 


catheter  comes  away,  scar  tissue  contraction  en- 
sues. 

William  Mayo  in  1905,  first  used  a method  of 
joining  the  stump  of  the  hepatic  duct  to  the 
duodenum  which  gives  uniformly  good  results. 

When  bile  or  “white  bile”  which  is  really  not 
bile,  but  mucus  from  the  hepatic  duct  glands,  is 
found  with  the  aspirating  needle,  the  opening  is 
enlarged  to  a diameter  of  about  1 cm.  and  anas- 
tamosed  to  an  opening  of  similar  size  in  the  most 
adjacent  part  of  the  duodenal  wall.  The  anas- 
tomosis is  made  similar  to  any  intestinal  union, 
using  two  rows  of  posterior  sutures  and  tw'o  rows 
of  anterior  sutures — preferably  over  a catheter 
which  remains  in  place  for  several  weeks  or  sev- 
eral months,  depending  upon  how  accurately  the 
mucosa  of  the  hepatic  duct  can  be  approximated, 
to  the  mucosa  of  the  duodenum.  The  catheter 
should  have  a diameter  of  at  least  inch  and 
serves  as  a scaffolding  to  prevent  contracture 
until  the  epithelium  of  the  hepatic  duct  joins  the 
epithelium  of  the  duodenum.  The  union  is  re- 
enforced with  the  omentum  to  prevent  leakage 
and  the  abdomen  is  closed  without  drainage. 

Where  all  the  extra-hepatic  bile  ducts  are 
obliterated,  the  intra-hepatic  bils  ducts  are 
opened  and  a catheter  sutured  in  place;  this  pro- 
duces an  external  biliary  fistula  which  is  later 
coned  out  and  the  free  end  transplanted  into  the 
duodenum  or  stomach. 

CASE  REPORT 

Mrs.  D.,  age  44  years,  gave  a two-year  history 
of  intermittent  attacks  of  pain  in  the  right 
hypochondrium,  accompanied  with  nausea  and 
vomiting  and  occasionally  requiring  morphine  for 
relief.  There  was  no  accompanying  jaundice. 
Gall  bladder  X-rays  following  the  administration 
of  oral  dye  showed  a poorly  functioning  gall  blad- 
der with  stones.  A cholecystectomy  was  per- 
formed November,  1934,  and  apparently  no  diffi- 
culty was  encountered.  No  stones  were  found,  but 
the  gall  bladder  walls  were  heavily  infiltrated 
with  round  cells.  The  common  duct  showed  no 
pathology  and  was  not  explored.  Following 
operation,  the  patient  had  a complete  external 
biliary  fistula  for  four  weeks,  and  it  was  felt  that 
the  cystic  duct  tie  had  slipped.  After  four  weeks 
the  fistula  closed — the  stools  resumed  their  normal 
color  and  the  patient  soon  left  the  hospital  com- 
pletely healed.  She  remained  well  for  six  months 
when  she  first  noticed  some  distress  in  the  gall 
bladder  area  and  had  a mild  attack  of  jaundice 
which  cleared  in  a few  weeks.  The  patient  had 
four  such  attacks  up  to  November,  1935,  when  she 
became  totally  obstructed  and  the  jaundice 
deepened — the  stools  became  clay  colored — intense 
itching  developed,  and  she  gradually  lost  weight 
although  her  appetite  and  strength  remained  only 
slightly  below  normal.  She  entered  St.  John’s 
Hospital,  December  15,  1935,  the  classical  picture 
of  obstructive  jaundice  with  a direct  Vanden 
Bergh  reaction  and  marked  bile  retention  in  the 
blood. 

Icterus  Index  62 — (normal  5-8).  Duodenal 
tube  drainage  was  negative  for  bile  as  was  the 
stool.  She  complained  bitterly  of  the  intense  itch- 
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ing  but  was  otherwise  comfortable.  Her' bleeding 
and  clotting  time  were  (bleeding  time  1 min. — 
clotting  time  2 min.)  R.B.C.  3,860,000 — W.B.C. 
3,950 — Hg.  74  percent — urine  bile  four  plus. 

Preoperative  preparation  consisted  of  a high 
calory  diet — the  daily  administration  of  1000  cc. — 
10  percent  glucose  intravenously  to  build  up  the 
glycogen  reserve,  and  calcium  gluconate  gr.  X. — 
T.I.D.  Although  some  men  claim  that  calcium 
given  by  mouth  has  little  effect  on  the  clotting 
and  bleeding  time,  I feel  that  it  is  of  value  if 
given  over  a period  of  time.  If  the  time  of 
preparation  is  short  or  the  coagulation  time  is 
markedly  prolonged,  then  I think  that  the  most 
effective  method  should  be  used  i.e.  CaCl  given 
intravenously.  She  also  received  500  cc.  whole 
bloo^  before  operation. 

Under  nitrous  oxide  ether  anesthesia,  the  ab- 
domen was  explored  in  the  manner  previously 
described.  The  liver  extended  one  hands  breadth 
below  the  costal  border — it  was  quite  firm  and 
dark  mahogany  in  color.  The  common  duct  was 
found  to  be  completely  obliterated  in  scar  tissue. 
White  bile  was  encountered  at  the  junction  of 
the  left  and  right  hepatic  ducts; — there  was  only 
slight  distention  of  the  ducts.  The  opening  in 
the  hepatic  duct  was  enlarged  to  about  1 cm. 
diameter  and  anastamosed  to  a like  opening  in 
the  right  wall  of  the  duodenum  over  a No.  22  soft 
rubber  catheter  which  extended  an  inch  into  the 
left  hepatic  duct  and  extended  into  the  third  or 
horizontal  portion  of  the  duodenum.  The  open- 
ing was  made  in  the  upper  part  of  the  descend- 
ing portion  of  the  duodenum — it  came  readily 
over  to  the  hepatic  duct  and  no  mobilization  was 
necessary.  The  union  was  secured  with  two  rows 
of  posterior  and  two  rows  of  anterior  sutures. 
The  catheter  was  not  sutured  in  place,  as  it  was 
felt  that  accurate  union  of  the  two  mucosae  had 
been  secured.  Omentum  was  used  to  reinforce 
the  suture  line  and  no  drainage  was  used.  Drain- 
age material  in  contact  with  the  new  union  may 
promote  leakage  or  a duodenal  fistula. 

CONCLUSION 

The  operation  is  time  consuming  and  requires 
a world  of  patience,  but  the  results  are  very 
gratifying. 

The  first  thing  that  the  patient  notices  upon 
recovering  from  the  anesthesia  is  the  absence  of 
itching.  No  one  has  been  able  to  account  for  this 
phenomenum,  although  it  has  been  noticed  in  al- 
most every  case.  Bile  elements  have  not  had  time 
to  leave  the  skin  or  blood,  nor  has  the  liver  be- 
come decompressed — yet  the  pruritus  is  gone. 

Liver  function  returns  at  different  intervals — 
anywhere  from  one  to  ten  days.  It  may  return 
and  then  suddenly  cease,  the  patient  dying  from 
cholemia.  We  have  no  way  of  predicting  the  re- 
turn of  liver  function.  In  this  case,  bile  was 
found  in  the  stool  on  the  third  day. 

The  patient  made  a good  recovery — the  jaundice 
very  slowly  disappearing  over  a six  weeks  period. 
The  catheter  was  passed  in  three  weeks. 

The  icterus  index  six  weeks  postoperative  is 
15.3 — (normal  5-8). 

The  Vanden  Bergh  reaction  is  normal  and  the 
patient  is  in  excellent  condition. 
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LONGEVITY  OF  PHYSICIANS 

By  Robert  G.  Paterson,  Ph.D. 

Columbus,  Ohio 

Dublin  and  Lotka  in  their  newest  book*  discuss 
the  question  of  the  longevity  of  physicians  in  re- 
lation to  their  occupation.  They  show  that  at  age 
30  physicians  have  an  expectation  of  life  a frac- 
tion of  a year  better  than  white  males  in  the  gen- 
eral population. 


Expectation  of  Life  in  Years 


Physicians 

General 

Population 

Advantage  in 
Favor  of  Physicians 

38.01 

37.60 

.41 

29.49 

29.39 

.10 

21.67 

21.66 

.01 

14.63 

14.80 

—.17 

8.90 

9.29 

—.39 

However  “according  to  data  based  on  the  1930 
Census,  physicians  experienced  a standardized 
death  rate  of  7.9  per  1000  as  compared  with  7.0 
per  1000  for  the  professional  class  as  a whole.” 
“As  a cause  of  death,  pneumonia  is  higher 
among  physicians  than  among  the  professional 
class  as  a whole.  Organic  heart  disease  is  also 
high  among  American  physicians.” 

The  further  observation  is  made  that  the  mor- 
tality of  dentists  is  lower  than  the  average  for 
all  occupied  males;  but  like  that  of  physicians  it 
is  not  as  favorable  as  that  observed  in  the  pro- 
fessional and  white-collar  class  as  a whole. 


* Dublin,  Louis  I.  and  Lotka,  Alfred  J. : Length  of 
Life,  A Study  of  The  Life  Table.  The  Ronald  Press  Com- 
pany, New  York,  1936. 


DERMATITIS  SEBORRHEICA 

By  H.  L.  CLAASSEN,  M.D.,  Cincinnati,  Ohio 


THE  title  of  this  paper  tonight  is  seborrheic 
eczema  which  is  a misnomer.  Besnier,1 
stated  Unna  was  doubly  wrong  when  he 
labeled  this  syndrome  seborrheic  eczema  for  it  is 
neither  a seborrhea  nor  an  eczema.  Unna2  applied 
this  term  (1887)  as  this  condition  preferred  to 
attack  the  seat  of  election  of  seborrhea,  moreover 
its  scales  have  a fatty  consistency.  There  is  also 
the  associated  eczematous  characteristic  conse- 
quently the  term  seborrheic  eczema. 

One  cannot  discuss  seborrheic  dermatitis  with- 
out first  discussing  seborrhea.  The  world  seborrhea 
meaning  flow  of  sebum,  was  introduced  by  Fuchs 
in  1840.  Sabouraud  felt  that  it  was  due  to  an  in- 
fection with  bacilli,  while  Darier  felt  that  these 
were  secondary  to  the  seborrhea.  Highman3  de- 
fines seborrhea  as  a disease  which  in  combination 
with  various  infections  and  functional  derange- 
ments may  present  widely  different  clinical  ap- 
pearances. The  word  seborrhea  immediately  con- 
notes the  term  dandriff  ( dandriff  e-dandruff ) 
which  is  of  Anglo-Saxon  origin,  being  a combina- 
tion of  tan  (meaning  tetter)  and  drop  meaning 
dirt.  Dandruff  then  is  “itch”  dirt  and  is  described 
as  follows  in  the  first  book  of  Midwifery  pub- 
lished in  the  English  language: 

“Of  the  Causes  and  Remedies  of  Dandruffe  of 
the  Head. 

“I  will  briefly  diclare  the  filthiness  of  the  head 
called  in  Latin  Perrigo,  in  English  the  dandruffe 
of  the  head,  which  is,  when  at  the  kembing  and 
scratching  of  the  head,  certain  white  scales,  as  it 
were  branne,  falleth  off  from  the  head,  and  lyeth 
very  thick  among  and  under  the  hayre. 

“The  cause  of  this  dandruffe  cometh  by  abund- 
ance of  flegmaticke  humors,  commixt  with  the 
blood,  the  which  daily  and  hourly  by  incessible 
sweating  evaporeth  and  issueth  forth,  dryeth  on 
the  outer  superfacie  of  the  skin,  and  there  re- 
maineth  and  gathering  together,  becometh  every 
day  more  and  more,  thereto  greatly  keeping  the 
forrest  of  hayre  which  covereth,  harboureth,  and 
retaineth  such  superfluities,  more  in  those  places 
than  in  any  other,  where  no  hayre  groweth  (most 
commonly  they  that  have  black  hayre  have  more 
store  of  dandruffe  than  others.) 

“This  humour  suffered  over  long  to  reigne  on 
the  head,  destroyeth  and  corrupteth  the  rcotes  of 
the  haires,  making  them  fall  off  in  great  plenty, 
and  especially  in  kembing.  And  although  this 
superfluity  be  not  cleanely,  yet  notwithstanding  it 
shall  be  no  wisdome  for  me  to  teach,  ne  any 
other  herewith  encumbered  to  learn  how  to  stop 
it,  for  fear  of  further  inconveniences:  but  only 
I counsell  you  once  in  ten  days,  at  least,  to  wash 
and  scoure  the  head  clean  with  good  lye  wherein 
let  be  steeped  in  a linnen  bag,  of  Annis  seed, 
Commin,  dried  Rosemary,  Fenegreke,  and  rinds 


Read  before  the  Cincinnati  Dermatological  Society, 
Wednesday,  May  6,  1936. 
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of  Pomegranate,  of  each  like  much:  and  beware 
that  ofter  washing  of  your  head  you  take  no  colde 
before  the  head  be  perfectly  dryed.” 

Dandruff  is  a combination  of  diseases  namely: 
Pityriasis  Simplex  Capitis  plus  infection  with 
staph,  albus  giving  us  Pityriasis  Steatoides 
Capitis. 

The  symptom  complex  termed  seborrheic  eczema 
by  Unna,  was  designated  in  various  ways  by  var- 
ious men,  another  evidence  of  the  confusion  at- 
tached to  this  disease. 


William  and  Bateman 
Cazenave  and  Biett 
Bazin 

Hebra  and  Hardy 
Duhring 


Lichen  Circumscriptus 
Lichen  Gyratus 
Pityriasis  circinata 
Eczema  marginatum 
Seborrhea  corporis 


Darier4  states  that  the  meaning  of  the  term 
seborrhea  has  been  unreasonably  extended  by 
authors  to  the  point  of  applying  it  to  all  the  other 
manifestations  of  kerosis  and  even  by  Hebra  to 
pityriasis  simplex,  thereby  leading  to  the  enor- 
mous confusion  which  still  prevails  as  illustrated 
by  the  commonly  used  improper  terms  of  sebor- 
rhea sicca  for  pityriasis  simplex  and  Seborrheic 
eczema  for  eczematid. 

If  the  terminology  is  confusion  so  is  the 
etiology. 

Sabouraud  (1932) 5 feels  that  all  forms  are  due 
to  infection  with  malassezia  ovales.  Benedek0 
(1930)  a schizosaccharomy  kose.  MacLeod  and 
Dowling7  (1928)  cultured  the  bottle  bacillus  and 
produced  definite  lesions  by  inoculating  on  scari- 
fied skin.  Engman8  1936  seems  to  have  duplicated 
the  above.  Fordyce9  through  his  illustrations 
under  infectious  eczematoid  dermatoses  evidently 
believed  in  the  microbic  origin.  Sutton10  states 
there  is  a certain  localized  type  of  eczema  char- 
acterized by  sudden  outbreaks  involving  flexures 
of  elbows,  anterior  axillary  folds  and  inner  ex- 
tremities of  the  shoulders,  which  I believe  belong 
in  the  neurotic  group.  Becker11  another  and  not 
less  important  group  of  cases  occurring  in  middle 
aged  women,  is  the  neurotic  type  of  eczema  of  the 
occipital  region.  Others  designate  certain  forms 
of  neurodermatitis  especially  the  flexural  variety 
as  seborrheal  dermatitis.  We  have  gradually 
changed  our  concept  of  seborrheic  dermatitis  and 
place  more  and  more  cases  in  the  group  of  neuro- 
dermatitis. Von  Moro12  at  least  in  children  be- 
lieves that  a vitamin  deficiency  (G  or  BII)  is 
causative  of  seborrhea.  Darier13  states  that  there 
exists  a cutaneous  dystrophy  named  kerosis  mani- 
festing itself  through  pityriasis  and  seborrhea; 
second,  that  the  kerotic  soil  is  the  seat  of  pre- 
dilection for  the  development  of  various  inflam- 
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matory  complications  which  very  frequently  as- 
sume the  clinical  form  of  eczematids,  moist 
eczema,  acne  and  rosacea.  Kerosis  is  a dystrophy 
which  predisposes  to  eczematization  and  char- 
acterized clinically  by  a dirty  yellow  color  (Old 
Ivory)  dilated  sieve  like  pilosebaceous  pores  with 
a slight  thickening  of  the  integument. 

Czerny14  states  that  there  are  two  types  of 
seborrheic  individuals.  (1)  Those  congenitally 
predisposed  and  belonging  in  the  exudative  dia- 
thesis (extreme  wateriness)  of  the  tissues,  giving 
them  a false  plump  appearance,  susceptible  to 
catarrh,  of  nasopharyngeal  mucosa,  bronchitis 
and  intolerant  of  carbohydrates  and  fats.  These 
patients  are  prone  to  a relapse  which  is  associated 
with  upper  respiratory  infections,  each  relapse 
being  more  and  more  difficult  to  treat.  The  second 
type  does  not  elicit  the  above  story.  The  present 
attack  is  his  first  and  he  is  not  subject  to  respira- 
tory disorders.  Relapses  are  less  likely  to  occur 
in  this  type. 

Other  etiological  factors  are  anything  lower- 
ing patients’  general  health  as  operative  pro- 
cedures, pregnancy,  infections,  menopause,  even 
the  common  cold  may  activate  this  condition.  Re- 
currences will  frequently  follow  the  injection  of 
sera,  vaccination,  or  toxin-antitoxin. 

Excessive  perspiration,  the  wearing  of  flannels, 
or  working  in  dust  will  frequently  precipitate  an 
acute  outbreak.  Most  cases  develop  during  the 
cold  months.  Alcohol  and  a high  fat  and  carbohy- 
drate diet  will  aggravate  these  cases. 

Sabouraud15  divided  seborrhea  into  four  periods. 
(1)  In  infancy  the  lesions  commencing  on  the 
scalp  as  greasy,  heaped  up  scales,  spreading  over 
the  cheeks  and  producing  in  the  mild  cases  a scaly 
erythema,  most  marked  behind  ears,  flexures  of 
arms,  thighs  and  popliteal  spaces,  these  areas 
becoming  secondarily  infected  with  staphylococci 
and  streptococci  produce  an  impetiginization.  (2) 
Recovering  from  the  infantile  type  he  remains 
surprisingly  clear  until  the  next  upheaval  which 
occurs  between  puberty  and  25,  at  which  times  the 
scales  are  fine  and  dry  (pityriasis  simplex)  and 
the  hair  is  not  affected.  If  unchecked  it  merges 
gradually  into  the  next  or  oily  type,  in  which  the 
scales  are  greasy  and  unctuous. 

From  30  to  45  years  the  malassezia  which  has 
been  previously  restricted  to  the  superficial  layers 
of  the  scalp,  now  invade  the  hair  follicle  and 
sebaceous  gland,  gradually  destroying  them.  The 
hairs  at  first  are  not  diminished  in  number  but  be- 
come finer  of  texture  and  as  the  papilla  and  fol- 
licle are  destroyed,  the  space  between  the  hairs 
increases  until  all  the  papilla  are  destroyed  and 
the  scalp  is  shiny  and  bald. 

During  and  after  middle  age  extensions  to  the 
body  are  more  common  than  in  adolescence. 
Seborrheic  keratoses  occurring  chiefly  in  elderly 
people  mark  the  fourth  and  last  stage.  These 
warts  are  brownish  black,  pea  to  coin  sized  friable 


masses  which  when  removed  leave  a red  bleeding 
papillomatous  base. 

Darier16  does  not  believe  that  pityriasis  sim- 
plex is  bacterial  in  origin,  but  that  it  is  one  of  the 
common  manifestations  of  kerosis,  in  the  scales 
of  which  are  a large  number  of  the  spores  of 
malassezia.  Pityriasis  simplex  is  merely  an  un- 
pleasant, hardly  a troublesome  affection,  in  itself 
it  is  feared  only  on  account  of  the  alopecia  at- 
tributed to  it.  Aside  from  this,  it  predisposes  to 
the  danger  of  eczematization.  Darier17  proposed 
the  name  of  eczematides  to  designate  the  group 
of  erythematosquamous  dermatoses,  commonly 
called  seborrheal  eczemas,  seborrhoids  or  dry 
eczema. 

Different  authors  consider  them  related  to 
pityriasis  and  psoriasis  or  as  a type  by  them- 
selves. The  relation  of  these  eruptions  to  sebor- 
rhea is  inconstant.  I believe  them  closely  akin 
to  eczema  for  two  reasons,  first  because  of  the 
clinical  observation  of  imperceptible  transitions 
and  second  because  histologically  the  lesions  are 
quite  similar.  The  eczematids  possess  typical 
characteristics  differing  slightly . according  to 
their  seat  and  variety. 

Figured  Eczematides. 

This  group  corresponds  to  the  petaloid  and  cir- 
cumscribed type  of  Unna,  the  medio-thoracic 
figured  dermatoses  of  Brock,  the  seborrhea  cor- 
poris of  Duhring.  The  lesions  consists  of  poly- 
cyclic patches  of  various  shades  of  red  and  yellow 
whose  periphery  is  studded  with  scaly  papules, 
these  coalescing  mark  the  advancing  edge  while 
the  central  part  of  the  lesion  involutes. 

Pityriasiform  Eczematides. 

This  eruption  locates  chiefly  on  trunk  and  con- 
sists of  oval  round  scaly  erythematous  lesions  re- 
sembling those  of  pityriasis  rosea,  becoming 
thickened  look  a great  deal  like  psoriasis.  In  this 
type  the  lesions  are  apt  to  ooze,  becoming  second- 
arily infected,  produce  an  impetiginous  variety. 

Follicular  Eczematide.18 

This  form  is  not  generally  recognized  and  con- 
sists of  small  red  paputes,  which  rarely  pustulate, 
becoming  covered  with  a yellowish  scale  enlarg- 
ing and  fusing,  produce  especially  on  chest,  the 
figured  eczematide.  On  the  face  they  may  re- 
emble  an  acne  or  a rosacea. 

HISTOPATHOLOGY 

The  eczematides  are  more  or  less  similar,  mani- 
fested in  a degeneration  characterized  by  a fatty 
parakeratosis  together  with  a proliferation  as 
shown  in  the  acanothosis.  The  essential  charac- 
teristics are  scaly  crusts  with  areas  of  hyper-  and 
parakeratosis  through  which  there  is  (1)  an  in- 
terspersion  of  fat  droplets  intra-  and  intercellular 
edema;  (2)  acanthosis;  (3)  edematous  corium 
with  perivascular  infiltrate. 

In  the  petaloid  type  the  tendency  to  spongiosis 
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diminishes  and  when  the  acanthosis  becomes 
marked,  we  have  psoriasiform  types  produced. 
Here  however,  the  acanthosis  is  not  as  marked  as 
in  psoriasis  nor  are  the  peg’s  as  regular.  The 
papilla  do  not  reach  as  far  up  as  in  psoriasis,  con- 
sequently we  lack  the  punctate  bleeding.  Ab- 
sence of  Monroe’s  abscesses  and  a more  intense 
inflammatory  reaction  in  corium  which  in  psoriasis 
consists  of  polymorphs  while  in  seborrhea  they 
are  largely  small  mononuclear  lymphocytes.  The 
edematous  epidermis  offers  the  connecting  link 
between  eczema  on  one  hand  and  seborrheic 
dermatitis  on  the  other.  In  eczema  the  spongiosis 
begins  at  a lower  position  of  the  epidermis  ad- 
vancing upwards  while  in  seborrheic  dermatitis 
like  all  parasitic  infections  it  begins  at  the  surface 
and  is  much  less  intense,  consequently  there 
exists  a latent  tendency  towards  oozing  and 
vesicle  formation. 

differential  diagnosis 

One  cannot  differentiate  the  eczematides  from 
similar  appearing  eruptions  without  first  con- 
sidering the  scalp,  from  which  seborrheic  derma- 
titis so  frequently  has  its  incipiency.  However, 
many  cases  of  seborrheic  dermatitis  have  ab- 
solutely no  scalp  involvement  and  text  books  do 
not  consider  them  together. 

Pityriasis  Simplex  with  its  occasional  sharply 
defined  edge,  slight  alopecia  has  proved  a boomer- 
ang for  the  doctor  who  mistakes  this  condition  for 
tinea  capitis  and  orders  A-ray  or  thallium  acetate 
without  a microscopic  examination  for  fungi. 

Pityriasis  Rosea 

We  have  a herald  patch  with  generalization 
seven  days  later  of  oval  lesions  running  along  the 
lines  of  cleavage.  There  is  a uniformity  about 
this  eruption  which  is  lacking  in  that  of  sebor- 
rheic dermatitis  whose  larger  and  more  irregu- 
larly shaped  yellowish  red  lesions  proceed  from 
spine  or  sternum  towards  axillary  lines. 

Psoriasis  may  resemble  seborrheic  dermatitis 
and  this  is  especially  true  for  scalp  involvement. 
Seborrheic  dermatitis  has  a tendency  to  ooze  and 
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scales  are  yellowish,  unctuous  and  greasy  while 
those  of  psoriasis  are  dry  silvery  white  and  brit- 
tle. Frequently  one  must  look  for  confirmatory 
diagnosis  elsewhere  as  the  extensor  surfaces, 
knees,  elbows,  in  psoriasis,  together  with  pres- 
ence of  punctate  hemorrages  or  even  a biopsy. 

Lupus  Erythematosus.  The  butterfly  or  bat 
winged  appearance  is  not  limited  to  lupus  erythe- 
matosus, but  may  occur  in  seborrhea  as  well.  The 
edges  of  both  are  rather  sharply  defined  and  the 
color  is  analogous.  The  scales  in  lupus  erythe- 
matosus are  rather  adherent  and  leave  gaping 
follicular  openings  at  periphery  of  lesion.  Lupus 
erythematosus  ends  in  atrophy  which  does  not 
occur  in  seborrheic  dermatitis.  Biopsy  examina- 
tions are  entirely  different. 

Syphilis.  Occasionally  syphilis,  consequently  the 
names  seborrheic  syphilide:  “Seborrheic  mask  of 
secondary  syphilis,”  may  resemble  it  to  an  aston- 
ishing degree  even  to  the  yellowish  red  color,  cir- 
culate outline  and  locations  on  nose,  chin,  cheeks 
and  axilla.  One  must  look  for  other  confirmatory 
signs  in  syphilis  in  order  to  make  a definite 
diagnosis. 

Tinea  Cruris.  Characterized  by  a sharply  de- 
fined edge  whose  outlying  coalescing  red  scaly 
papules  mark  the  advancing  border,  while  the 
central  part  undergoes  involution.  Fungi  can  be 
readily  demonstrated  on  microscopic  examination. 
Seborrheic  lesions  when  acute  tend  to  spread 
much  more  rapidly  and  when  chronic  show  a 
degree  of  lichenification  that  seems  to  be  gen- 
erally lacking  in  tinea.  The  microscope  and  cul- 
ture tube  may  have  to  be  relied  upon  to  settle  the 
differential  diagnosis. 

Monilia  infections  especially  around  angles  of 
the  mouth,  chin,  under  breasts,  wherever  skin 
surfaces  are  in  contact,  must  be  thought  of  or 
your  therapeutic  efforts  will  be  in  vain.  Monilia 
infections  are  more  severe  and  here  as  in  tinea 
corporis  infections  the  yeast  can  be  demonstrated 
by  means  of  the  microscope  and  the  culture  tube. 

Contact  Dermatitis  offers  our  greatest  difficulty 
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in  differential  diagnosis  as  frequently  cases  occur 
in  seborrheic  individuals  in  which  the  reaction 
from  an  irritant  on  subsiding  simulates  a sebor- 
rheic dermatits.  Acute  reactions  from  irritants 
may  resemble  acute  seborrhea  and  can  only  be 
differentiated  from  the  history  and  by  means  of 
patch  tests.  On  first  glance  they  may  even  re- 
semble erysipelas  with  their  sharply  defined  ad- 
vancing border,  but  absence  of  constitutional 
symptoms  and  observation  soon  clarify  the  pic- 
ture. An  infectious  eczematoid  dermatitis  may 
be  superimposed  complicating  the  diagnosis. 

Around  the  face,  hair  tonics,  dyes,  orris  root, 
lipstick,  etc.,  must  be  continually  kept  in  mind  as 
the  reaction  from  these  in  sensitive  individuals 
will  simulate  an  acute  seborrhea.  The  diagnosis 
of  a doubtful  seborrheic  dermatitis  can  usually  be 
made  by  finding  lesions  elsewhere,  for  example 
on  the  scalp,  behind  or  in  the  ears,  nape  of  neck, 
sternal,  interscapular  areas,  buttocks  or  the  ex- 
tensor surfaces  of  the  lower  legs.  Patients  with 
a seborrheic  dermatitis  have  sensitive  skins.  I 
know  of  one  chemical  concern  which  refuses  to 
employ  this  type  of  a person.  A positive  patch 
test  may  lead  to  an  error  in  diagnosis  as  the  case 
might  still  be  one  of  seborrheic  dermatitis,  he 
being  merely  sensitive  to  the  substance  tested. 
The  activation  of  a seborrheic  dermatitis  through 
external  irritants  in  the  trades  has  a medico-legal 
aspect  as  the  industrial  commission  refuses  to 
pay  for  such  injuries. 

Dermatitis  Exforiativa.  Generalized  erythrod- 
ermie  may  be  produced  so  that  it  may  be  prac- 
tically impossible  to  differentiate  at  first  glance 
a dermatitis  exfoliativa  due  to  psoriasis  or  one 
associated  with  the  lymphoblastomas  or  any  of 
the  exfoliating  diseases.  The  history — a blood 
count  and  observation  will  help  clarify  the  situa- 
tion. 

TREATMENT 

The  following  drugs  which  are  used  in  the  treat- 
ment of  this  condition  should  be  used  in  the  be- 
ginning, in  rather  weak  concentration  and  then 
when  one  has  ascertained  that  the  patient  will 
tolerate  the  drug  one  can  increase  the  strength. 
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In  the  acute  cases  cold,  moist  compresses  of  a 
diluted  solution  of  alum,  acetate;  Burowi  solu- 
tion or  colloidal  alum,  acetate  are  used  to  allay 
the  intense  congestion  and  as  the  condition  sub- 
sides one  can  use  the  following  drugs  depending 
on  the  patient’s  tolerance  and  one’s  own  exper- 
ience with  them.  Sometimes  one  drug  will  show  a 
definite  improvement  over  another.  Tar,  naftalan, 
sulfur,  sodium  thiosulphate,  mercury,  resorcin, 
and  euresol  seem  to  be  our  chief  armamentarium 
but  chysarobin,  anthrolin,  salicylic  acid  and 
pyrogallic  acid  have  their  uses  in  psoriatic  forms. 

Colloid  and  oil  baths  are  usually  well  borne  and 
whenever  soap  is  used  one  should  use  the  milder 
lanolin  soaps.  As  the  condition  subsides  and  oils 
are  indicated  one  must  begin  cautiously  or  the 
case  will  be  reactivated.  One  patient  is  made 
worse  by  lanolin,  another  by  vasoline  or  cold 
cream.  Emulsions  seem  to  be  better  borne  and 
one  can  carefully  begin  with  these  and  then  sub- 
sequently test  out  the  patient  to  the  substance 
that  one  desires  to  use  as  an  ointment  base.  All 
acute  cases  must  have  bed  rest  and  sedatives 
should  be  used.  Mental  and  physical  relaxation, 
freedom  from  worry  and  physical  exercise  is  as 
important  as  the  external  medication.  Chocolates 
in  any  form  are  bad,  stimulants  and  alcohol  will 
invariably  aggravate  a case.  Patients  should  be 
thoroughly  alkalinized,  Barber19  years  ago  noted 
the  persistent  acid  urine.  Constipation  or  drastic 
catharsis  will  likewise  aggravate  these  cases. 

The  patient  should  have  a thorough  physical 
examination  as  some  infected  teeth,  sinuses,  gall- 
bladder or  appendix  will  negate  your  therapy. 

These  patients  like  psoriatics  are  subject  to  re- 
currences whenever  their  mental  equilibrium  be- 
comes upset,  or  when  infections  or  even  the  com- 
mon cold  attacks  them.  Relapses  occur  and  they, 
in  their  desperation  from  the  intolerable  itching 
and  their  own  personal  appearance,  finally  descend 
to  medical  faddists  and  many  have,  through  the 
efforts  of  the  allergist  slept  on  rubber,  only  to 
become  worse  from  the  heat  and  perspiration,  and 
through  injudicious  dietary  measures  have  lost 
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weight  with  accentuation  of  nervous  manifesta- 
tions and  again  aggravation  of  their  symptoms. 
700  Provident  Bank  Building. 
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WASHING  OF  THE  HANDS 

Personal  experience  over  many  winters  agrees 
with  others,  that  frequent  washing  of  the  hands 
in  office  practice  causes  severe  chapping  with  the 
ensuing  unpleasantness.  Seeking  relief,  numerous 
soaps  were  tried  over  a period  of  years.  Some 
were  worse  than  others. 

The  thought  of  the  small  degree  of  skin  irrita- 
tion following  shaving  prompted  the  use  of  cake 
shaving  soap.  The  result  was  an  improvement. 
Either  of  the  two  well-known  cake  shaving  soaps 
(William’s  or  Colgate’s)  were  satisfactory,  no 
preference.  The  irritating  shaving  pastes  were 
not  tried.  All  of  the  soap  must  be  completely  re- 
moved from  hands  before  drying. 

F or  the  past  two  winters  the  cake  shaving  soap 
has  been  used,  and  the  experience,  although  not 
ideal,  has  been  pleasant  compared  to  other  years. 
The  expense  is  trivial. — C.  Arbuthnot  Campbell, 
M.D.,  Steubenville,  Ohio. 


THE  PHYSICIAN’S  REWARD 

The  physician’s  reward  is  as  certain  and  his 
fame  as  secure  as  his  creative  colleagues  in  in- 
dustry. The  public  has  never  denied  genius  and 
never  disclaimed  those  whose  creations  have  so 
richly  embellished  the  fabric  of  human  evolution. 
Is  it  not  reward  indeed  to  be  one  of  that  great 
army  of  physicians  into  whose  custody  the  health 
of  the  race  is  entrusted,  and  at  the  same  time  be 
set  apart  as  one  whose  skill  has  added  to  the 
wealth  of  knowledge  which  becomes  the  heritage 
of  coming  generations?  Wealth  is  a desirable  re- 
ward, but  greater  still  is  the  respect  and  regard 
of  those  with  whom  we  work  and  live. — Journal 
of  the  Iowa  State  Med.  Soc.,  26:484,  August,  1936. 

The  patient  says  she  cannot,  her  friends  say 
she  will  not,  and  the  doctor  says  she  cannot  will. 
— James  Paget. 


Mucus  in  the  Stool 

Many  types  of  colonic  stimulation  disturb 
colonic  function,  and  when  the  delicately  balanced 
nerve  control  of  the  colon  is  recalled,  there  should 
be  small  wonder  at  the  variety  of  symptoms  pro- 
duced. These  observations  also  suggest  that  dis- 
turbances of  other  parts  of  the  body  which  are 
the  result  of  organic  disease  or  functional  over- 
stimulation  may  have  direct,  immediate,  and  at 
times  prolonged,  effects  on  the  large  intestine. 
As  a result  of  nervous  over-stimulation  or  local 
intestinal  irritation,  human  beings  are  likely  to 
pass  visible  mucus  with  the  stools,  or  perhaps 
separate  from  them.  Once  a person’s  attention  is 
directed  to  the  presence  of  mucus  in  the  intes- 
tinal evacuations,  it  is  likely  that  every  evacua- 
tion will  be  scrutinized  closely.  At  times,  the 
mucus  is  detectable  only  by  suspending  the  feces 
in  water.  At  other  times,  large  strings  of  mucus 
or  even  membranes  or  mucous  casts  will  be 
passed.  Many  patients  become  greatly  alarmed 
and  bring  jars  of  such  material  to  the  physician. 
To  people  who  pass  these  abnormal  quantities  of 
mucus  the  thought  never  occurs  that  the  mucus 
might  have  a function.  The  mucus  is  never 
thought  of  as  a lubricant,  but  always  as  a product 
of  inflammation  which  they  assume  exists.  Our 
studies  and  observations  on  the  mechanism  of 
mucous  secretion  among  animals  and  human  be- 
ings has  convinced  us  that  mucus  is  not  a product 
of  inflammation;  it  does  not  belong  in  the  class 
of  substances  such  as  pus  and  blood,  which  are 
evacuated  when  inflammation  of  the  intestine 
exists.  It  is  simply  a normal  secretion,  the  quan- 
tity of  which  is  increased  or  decreased,  according 
to  the  amount  of  systemic  or  local  irritation  that 
is  applied  to  the  mucous  lining.  These  facts 
should  immediately  emphasize  the  futility  of  try- 
ing to  wash  away  intestinal  mucus  by  colonic 
irrigation.  The  important  feature  in  the  treat- 
ment of  patients  who  are  passing  an  excess  of 
mucus  in  their  stools  is  to  delve  into  the  cause  of 
this,  and  to  teach  prevention  of  all  local  and  sys- 
temic irritation. — J.  Arnold  Bargen,  M.D.,  and 
Claude  F.  Dixon,  M.D.,  Rochester,  Minn.,  Review 
of  Gastroenterology,  3:205,  Sept.,  1936. 


CA.  BR. 

A simple  prescription  we  have  a great  deal  of 
confidence  in  is  the  saturated  solution  of  calcium 
bromide  and  this  can  be  given  in  grape  juice 
without  any  difficulty  to  the  patient  from  the 
standpoint  of  taste.  It  is  very  valuable  in  those 
patients  suffering  from  so-called  effort  syndrome 
or  neurocirculatory  asthenia.  As  a matter  of  fact 
it  has  proven  one  of  our  best  means  in  combating 
the  symptoms  so  often  found  in  this  type  of  pa- 
tient.— A.  B.  Brower,  M.D. 


To  the  love  of  his  profession  the  physician 
should  add  a love  of  humanity. — Hippocrates. 


CARDIAC  ASTHMA 

By  SAMUEL  HURWITZ,  M.D.,  Jamestown,  New  York 


EACH  one  of  you  has  been  called  late  at 
night,  to  see  an  elderly  person,  struggling 
for  breath,  sometimes  to  the  point  of  suf- 
focation. He  is  often  sitting  up  and  leaning 
forward,  straining  every  muscle  of  respiration, 
the  face  and  limbs  covered  with  a cold  sweat. 
He  is  so  intent  in  relieving  the  suffocation  that 
he  may  not  give  visible  signs  of  his  recognition 
of  your  presence.  Examination  of  the  lungs 
reveals  wheezing  respiration  and  bubbling  rales. 
Occasionally  the  dyspnea  is  accompanied  by 
cough  with  frothy  sputum,  which  may  or  may 
not  be  bloody. 

This  paroxysmal  condition  has  been  called 
acute  suffocative  pulmonary  edema,  paroxysmal 
cardiac  dyspnea,  and  by  most  authors,  cardiac 
asthma.  The  term,  cardiac  asthma,  is  more  de- 
scriptive for  it  excludes  such  paroxysmal  car- 
diac dyspnea  as  Cheyne-Stokes  respiration.  The 
term  was  first  used  by  an  English  physician, 
James  Hope,  in  1833.  It  was  soon  recognized  that 
the  condition  is  one  of  failure  of  the  left  ventricle 
without  failure  of  the  right  ventricle. 

Isolated  failure  of  the  left  ventricle  occurs 
in  those  conditions  in  wrhich  the  -work  of  this 
chamber  is  increased,  or  its  muscle  diseased,  so 
that  it  cannot  carry  on  its  function  of  expelling 
the  blood  brought  to  it  from  the  lungs  into  the 
peripheral  circulation.  It  is  seen  most  often  in 
arteriolosclerosis  with  its  accompanying  hyper- 
tension, coronary  occlusion,  coronary  sclerosis 
with  its  diminution  of  nutrition  to  the  left  ven- 
tricle, and  in  diseases  of  the  aortic  valve,  most 
commonly  aortic  insufficiency.  Rarely,  cardiac 
asthma  occurs  in  mitral  stenosis. 

As  the  name  implies,  the  attacks  are  paroxys- 
mal, and  usually  occur  at  night.  Many  come  on 
without  warning,  there  apparently  having  been 
no  previous  dyspnea.  Most  cases,  however,  have 
had  symptoms  of  mild  left  ventricular  failure,  as 
breathlessness  on  exertion.  These  patients  may 
complain  of  nocturnal  cough,  or  only  nocturnal 
sighing  or  restlessness.  With  increasing  L.  V. 
weakness  there  may  be  attacks  of  acute  left  ven- 
tricular failure. 

It  is  interesting  to  note  that  with  additional 
right  ventricular  failure,  the  severe  dyspnea  is  re- 
lieved. The  patient  now  shows  engorged  veins, 
large  liver,  cyanosis,  and  edema.  Should  the 
failure  be  lessened  by  rest  or  other  treatment, 
and  the  right  ventricle  approach  its  normal 
activity  more  rapidly  than  the  left,  the  patient 
may  again  experience  attacks  of  cardiac  asthma. 


Read  beore  the  Mount  Sinai  Medical  Society,  April  12, 
1934. 

For  information  relative  to  the  author,  see  Who’s.  Who 
in  This  Issue. 


Examination  between  attacks  will  reveal  the 
signs  of  increased  tension  in  the  pulmonary  ves- 
sels, no  engorgement  of  the  veins,  absence  of 
edema,  presence  of  orthopnea,  increased  accentu- 
ation of  the  second  pulmonary  sound,  and  in- 
crease in  the  roentgen  shadows  of  the  hilus 
blood  vessels.  In  more  than  one-half  the  cases 
examination  of  the  lungs  will  show  emphysema, 
bronchitis  or  bronchiectasis. 

Cardiac  asthma  is  much  more  common  in  men 
and  is  found  chiefly  in  the  sixth  decade.  (Palmer 
& White).  The  average  duration  of  life  after 
the  onset  of  cardiac  asthma  is  about  two  years, 
however,  there  are  cases  reported  of  over  fifteen 
years. 

A vast  amount  of  work  has  been  done  on  the 
physiology  of  cardiac  failure.  Korns  says  that 
“To  assimilate  the  often  contradictory  experi- 
mental data  and  apply  them  successfully  to  the 
problem  of  untangling  the  snarl  of  cardiac,  renal, 
vascular,  lymphatic,  respiratory,  and  cytological 
factors  in  heart  failure  is  a feat  which  surpasses 
even  the  ingenuity  of  Wenckebach.” 

SYMPTOMS 

Therefore,  I shall  limit  myself  to  a discussion 
of  a few  of  the  symptoms  or  signs  and  to  the 
treatment. 

It  seems  to  be  a paradox  for  a patient  to  have 
mild  symptoms  during  the  day  and  suffer  attacks 
of  acute  left  ventricular  heart  failure  while  rest- 
ing in  bed  at  night.  One  should  expect  the 
marked  dyspnea  during  the  exertion  and  the  re- 
lief during  the  resting  period. 

In  order  to  understand  the  sudden  onset  of 
severe  dyspnea  we  must  know  the  conditions  held 
in  a fine  balance  between  attacks  subject  to  up- 
set by  the  release  of  some  trigger.  Soma  Weiss 
and  others  observed  the  condition  of  the  peri- 
pheral circulation  between  attacks.  Their  studies 
of  the  stroke  and  minute  volume  output  of  the 
left  ventricle,  the  velocity  of  the  venous  blocd 
flow,  the  oxygen  difference  between  arterial  and 
venous  blood  obtained  from  the  femoral  vessels,  as 
well  as  observations  on  the  venous  pressure  and 
the  absence  of  palpable  liver  and  peripheral 
edema,  indicated  that  in  the  majority  of  instances 
the  peripheral  circulation  was  essentially  normal. 

In  a second,  smaller  group,  the  observations 
indicated  decreased  peripheral  circulation. 

In  contrast,  the  pulmonary  circulation  was  far 
from  the  accepted  normal.  Results  of  studies 
showed  that  the  velocity  of  pulmonary  blood  flow 
was  usually  decreased,  while  there  was  a ten- 
dency for  the  amount  of  blood  to  be  increased. 
This  results  in  an  intense  engorgement  of  the 
vascular  bed  of  the  lungs,  which  has  been  con- 
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firmed  on  roentgen  examination  and  at  autopsy. 
The  vital  capacity,  already  decreased  because  of 
the  existing  chronic  emphysema,  is  now  further 
lowered  by  the  capillary  engorgement. 

At  this  stage  the  left  ventricle  is  of  neces- 
sity expelling  as  much  blood  as  the  right  ven- 
tricle is  pumping  into  the  lungs.  There  is  a rela- 
tive balance,  easily  upset  by  any  sudden  load  on 
the  left  ventricle,  whether  physical  or  emotional, 
eg. — sudden  awakening  by  fear,  noise,  coughing 
to  relieve  mucus  in  the  pharynx,  the  effort  of 
responding  to  the  urinary  reflex.  These  call 
forth  a sudden  increase  in  peripheral  pressure 
which  the  already  impaired  left  ventricle  can- 
not meet,  that  is,  it  cannot  expel  the  total  amount 
of  blood  brought  to  it.  This  state  of  acute  fail- 
ure, of  course,  lasts  at  the  most  only  a few  min- 
utes. During  these  few  minutes,  the  lung  ves- 
sels become  more  congested.  The  slowing  of  the 
circulation  in  the  lungs  and  mainly  the  vascular 
engorgement  offer  an  impediment  to  the  C02  and 
the  02  exchange.  As  a result,  there  is  an  an- 
oxemia and  the  blood  C02  is  dammed  back.  Either 
or  both  stimulate  the  respiratory  center.  The 
marked  dyspnea  is  necessary,  and  this  pulmonary 
ventilation  is  augmented  until  there  is  a sufficient 
difference  between  the  C02  tension  in  the  blood 
and  in  the  alveolar  spaces  to  allow  the  normal 
output  of  C02  in  spite  of  the  obstruction. 

At  this  point,  even  though  the  left  ventricle 
recuperates  sufficiently  to  expel  as  much  blood 
as  the  right  ventricle  brings  to  the  lungs,  the 
extreme  engorgement  and  the  extreme  dyspnea 
continue.  What  is  necessary  for  relief  of  the 
attack  is  that  the  left  ventricle  expels  more  blood 
than  is  brought  to  the  lungs  by  the  right  ventricle. 
The  method  of  treatment  may  induce  this  situa- 
tion promptly  or  slowly,  and  therefore  the  treat- 
ment often  determines  the  length  of  the  attack. 

The  attacks  rarely  occur  during  the  daytime 
when,  compared  with  the  resting  state  of  sleep, 
the  patient  is  active.  At  this  time,  the  respira- 
tory center  threshold  is  higher,  i.  e.,  a higher 
H ion  concentration,  or  a greater  degree  of  an- 
oxemia is  necessary  to  cause  an  increase  in  the 
respiratory  rate;  and  other  reflexes  controlling 
vasomotor  centers  are  in  a sensitive  state,  per- 
mitting changes  in  the  peripheral  circulation 
which  do  not  suddenly  embarrass  the  left  ven- 
tricle with  resulting  acute  failure. 

The  recumbent  position  of  sleep  in  contrast  to 
the  upright  position  of  day  is  important  in  help- 
ing initiate  an  attack.  This  position,  by  lower- 
ing the  hydrostatic  pressure  of  tissue  fluids  of 
the  extremities,  permits  the  movement  of  this 
fluid  by  way  of  the  blood  stream  into  the  lungs. 
There  is  evidence  that  in  the  early  part  of  the 
attack  the  water  content  of  the  arterial  blood  is 
less  than  venous  blood,  indicating  a loss  of  water 
in  the  lungs. 

The  mechanism  of  the  edema  is  an  interesting, 
though  not  entirely  settled,  problem.  We  note 


that  in  pulmonary  edema,  the  fluid  is  in  air 
spaces,  while  in  other  types  of  edema,  the  fluid 
is  in  interstitial  tissue.  In  the  lungs  there  seems 
to  be  a pressing  out  of  fluid  from  the  blood  ves- 
sels; in  interstitial  edema  there  may  be  an  at- 
traction of  fluid  by  the  colloids  or  salts  in  the 
interstitial  tissue. 

Experimentally,  edema  results  from  venous  ob- 
struction solely,  if  the  capillary  pressure  rises  to 
a degree  not  possible  in  man.  Recent  studies 
show  that  a lesser  increase  in  capillary  pressure 
combined  with  an  increase  in  permeability  per- 
mits edema  formation. 

This  increase  in  permeability  seems  to  be  de- 
pendent on  dilatation  of  these  minute  vessels. 

Chemical  as  well  as  mechanical  stimuli  cause 
such  an  effect.  Adrenalin,  eg.  in  larger  doses, 
by  causing  a constriction,  decreases  the  perme- 
ability. 

Dilatation  may  be  brought  about  by  muscu- 
lar activity,  inflammatory  changes,  an  accumu- 
lation of  CO2  or  an  increase  in  H ion  concen- 
tration. Permeability  may  be  increased  by  mal- 
nutrition of  the  capillaries,  through  a lack  of 
oxygen,  which  may  be  produced  through  deficient 
oxygenation  of  the  blood  in  the  lungs,  and  through 
an  increased  use  of  oxygen  as  a result  of  slowing 
of  capillary  circulation. 

Though  not  definitely  proved,  a deficiency  in 
proteins  may  lead  to  a malnutrition  of  the  capil- 
laries. 

These  factors,  productive  of  dilatation  and  in- 
creased permeability,  are  present  in  the  lungs  in 
left  ventricular  failure. 

During  the  attack  there  is  an  intense  capil- 
lary congestion  and  hypertension  occurring  from 
the  resultant  of  an  efficiently  working  right  ven- 
tricle and  an  impaired  left  ventricle  working 
against  an  increased  resistance. 

The  combination  of  increased  capillary  perme- 
ability and  filtration  pressure,  occurring  in  the 
attack,  produces  the  transudation  of  fluid,  which 
we  call  edema.  The  looseness  of  the  lung  struc- 
ture as  compared  with  a dense  tissue  permits  a 
sudden  copious  outflow. 

I would  like  to  say  a few  words  at  this  point 
regarding  latent,  or  pre-edema.  Kaufmann  found 
a delay  in  the  absorption  of  injected  fluid  from 
subcutaneous  tissue  in  patients  suffering  from 
apparently  compensated  heart  disease  without  a 
visible  edema.  There  is  therefore  a retardation 
in  the  excretion  of  fluid  and  a retention  of  fluid 
in  the  intercellular  spaces  although  this  reten- 
tion is  not  yet  visible  to  the  naked  eye.  This  is 
called  pre-edema. 

When  this  condition  exists  in  the  lower  ex- 
tremities, elevation  causes  an  increased  elimina- 
tion and  diuresis.  This  condition  probably  ex- 
ists in  the  interstitial  tissue  of  the  lungs,  is 
aggravated  by  the  recumbent  position  with  the 
resulting  orthopnea,  and  relieved  by  the  upright 
position.  E'dema,  is  then,  a matter  of  degree 
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from  an  invisible  amount,  increasing  until  a cer- 
tain limit  is  reached  when  there  is  visible  edema. 

TREATMENT  OF  THE  ACUTE  ATTACK 

The  treatment  of  the  acute  attack  is  instituted 
by  the  patient  himself.  Usually  he  is  found 
sitting  up  in  bed,  bent  forward,  or  he  may  have 
found  out  that  getting  out  of  bed  to  brush  his 
teeth  or  going  to  an  open  window  alleviates  his 
struggle  for  breath.  The  upright  position  has 
been  known  to  increase  the  vital  capacity,  as 
against  the  lying  position.  Hydrostatic  pressure 
tends  to  reduce  the  amount  of  blood  reaching 
the  right  ventricle,  thus  lessening  pulmonary 
congestion.  Bending  forward  in  bed  compresses 
the  abdominal  veins  and  induces  peripheral 
venous  stasis. 

If  nothing  else  is  done  the  dyspnea  will  lessen 
very  slowly  and  later  the  edema  will  disappear. 
This  may  take  more  than  an  hour.  We  can 
hasten  this  process  tremendously  by  permitting 
the  left  ventricle  to  continue  its  work  of  trying 
to  expel  the  excess  blood  from  the  lungs  and  de- 
creasing the  amount  of  blood  pumped  into  the 
lung  by  the  right  ventricle  by  instituting  peri- 
pheral venous  stasis.  This  is  done  by  applying 
tourniquets  near  the  proximal  ends  of  the  four 
extremities.  In  the  hospital,  this  method  has 
been  carried  out  by  using  four  sphygmomano- 
meters. In  the  home,  thick  rubber  bands  can 
be  used.  The  easiest  and  best  way  is  to  have 
four  blood  pressure  cuffs  large  enough  to  go 
around  the  thighs,  connected  in  series,  and  at- 
tached to  a sphygmomanometer.  The  pressure  in 
the  cuffs  is  raised  just  above  the  diastolic  pres- 
sure. This  is  high  enough  to  obstruct  venous 
return  of  blood,  and  traps  it  in  the  extremities. 

When  tourniquets,  as  towels  or  rubber  bands 
are  used,  the  pressure  should  not  obliterate  the 
radial  or  dorsalis  pedis  pulses.  The  pressure  is 
applied  for  ten  minutes,  during  which  time  the 
limbs  become  cyanotic  and  larger.  Adequate 
circulation  is  restored  by  temporarily  releasing 
the  pressure  for  one  minute.  The  relief  obtained 
is  immediate  and  really  startling.  The  breathing 
is  no  longer  frenzied,  the  ashen  color  changes 
to  a welcome  pink,  and  the  patient  takes  some 
interest  in  his  surroundings.  During  the  min- 
ute, when  the  pressure  is  released,  there  will 
be  some  increase  in  the  dyspnea.  Continuing 
this  peripheral  venous  obstruction  for  twenty  or 
thirty  minutes  will  in  all  probability  completely 
stop  the  attack.  Examination  of  the  lungs  re- 
veals fewer  bubbling  rales  and  wheezes.  C.  S. 
Danzer  first  reported  this  method  in  1927,  and 
since  then  it  has  been  made  popular  , by  Soma 
Weiss.  It  is  of  course  understood  that  this 
method  will  be  of  no  value  in  other  causes  of  pul- 
monary edema  such  as  terminal  pulmonary 
edema,  result  of  inhalation  of  gas,  inflammatory 
processes  and  others,  nor  in  coronary  thrombosis, 
where  a rapid  return  to  the  muscular  condition 
present  before  occlusion  is  not  possible. 


The  hypodermic  use  of  morphine  is  the  one 
most  often  used  by  physicians  and  is  well  known 
to  the  laity.  The  first  time  I used  the  cuffs, 
I was  implored  by  a member  of  the  patient’s  fam- 
ily to  “quit  playing  around  and  give  her  a 
needle.”  In  a few  minutes,  even  he  was  con- 
vinced of  the  efficacy  of  the  cuffs  and  was  amazed 
at  the  advances  in  medical  knowledge.  Just  how 
morphine  allays  the  attack  is  not  definitely  es- 
tablished. It  depresses  the  excitability  of  the 
respiratory  and  vasomotor  centers,  thus  at  first 
lessening  the  excitement  and  relieving  the  ex- 
treme degree  of  dyspnea,  and  later,  by  vasodil- 
atation, lowering  of  blood  pressure.  This  method 
is,  relatively,  a slow  one,  satisfactory  relief  be- 
ing attained  in  from  30  to  45  minutes. 

The  relief  can  be  hastened  by  giving  the  mor- 
phine in  one-fourth  grain  doses  intravenously, 
and  if  M S is  to  be  used,  I believe  that  this  is 
the  method  of  choice.  A noticeable  degree  of 
relief  is  obtained  immediately  during  and  after 
injection,  and  .the  attack  is  over  in  10  to  20 
minutes. 

Soma  Weiss  in  his  admirable  article  on  the 
treatment  mentions  the  following  which  I have 
never  used:  1/100  gr.  nitroglycerin  under  the 

tongue  may  be  used  to  lower  extreme  hyper- 
tension and  lessen  the  burden  of  the  left  ventricle. 
Epinephrine,  in  doses  of  5-15  minims  of  1:1000 
lessens  bronchiolar  spasms,  and  atropine  may 
tend  to  decrease  bronchial  secretion.  I have 
had  no  experience  with  venesection. 

Remembering  that  cardiac  asthma  represents 
an  explosion  of  an  ever-present  group  of  be- 
nign appearing  symptoms  and  signs  in  left  ven- 
tricular failure,  and  that  this  explosion  may 
occur  during  an  early  stage,  it  is  essential  that 
treatment  be  given  between  attacks,  attempting 
to  decrease  the  number  and  increase  the  inter- 
vening period.  This  aim  may  be  accomplished, 
first,  increasing  the  threshold  of  the  central 
nervous  system  to  stimuli  by  the  use  of  seda- 
tives; second,  decreasing  the  amount  of  latent 
edema  by  the  use  of  mercurial  diuretics;  third, 
decreasing  the  permeability  of  the  capillaries  by 
diet,  and  fourth,  rest,  both  physical  and  mental. 

The  evening  administration  of  sedatives  de- 
presses the  excitability  of  the  central  nervous 
system  and  may  prevent  attacks.  Morphine 
may  be  given  in  more  severe  cases  or  at  times 
of  increased  mental  stress. 

As  long  as  there  are  signs  of  left  ventricular 
weakness  with  pulmonary  congestion,  salyrgan 
or  a newer  drug,  mercupurin,  which  contains  41 
per  cent  Hg  and  3.5  per  cent  theophylline,  should 
be  given  in  2.0  cc  doses  intravenously,  even 
though  there  is  no  visible  peripheral  edema  or 
signs  of  congestive  right  ventricular  failure. 

The  patient  should  be  placed  on  a high  pro- 
tein diet.  This  alone  will  not  insure  against 
formation  of  edema,  since  it  is  only  one  link 
in  the  production  of  edema.  However,  low  al- 
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bumin  content  of  the  blood  tends  to  damage  the 
capillaries  and  increases  their  permeability  so 
that  fluid  may  pass  from  them  into  the  alveolar 
spaces. 

Patients  should  be  propped  up  in  bed  when 
sleeping  and  should  be  prevented  from  sliding 
down. 

Of  course,  as  in  all  types  of  heart  failure, 
rest  should  be  prescribed  in  an  endeavor  to  in- 
crease cardiac  reserve.  Following  the  teaching 
of  recent  articles,  digitalis  should  (may)  be  given. 
Though  many  patients  are  benefited,  too  much 
hope  should  not  be  placed  in  this  drug  when  a 
normal  rhythm  is  present.  In  prescribing  drugs 
for  the  heart,  it  is  well  to  remember  that  fibrous 
tissue  cannot  contract  rhythmically. 

I have  tried  to  explain  a few  symptoms  and 
signs.  There  are  many  details  which  I don’t 
understand  and  for  which  I haven’t  found  any 
explanation.  The  relief  obtained  by  intravenous 
morphine  and  the  use  of  cuffs  so  impressed  me 
that  I felt  it  would  be  of  value  to  anyone  called 
to  bring  prompt  relief  from  intense  suffering. 


Pruritis  Ani 

In  pruritis,  there  is  a sensation  of  itching 
which  is  the  predominant  feature.  Nothing 
affords  very  much  relief.  Scratching  increases 
the  torture  and  breaks  in  the  surface  of  the  skin 
may  follow.  The  skin  about  the  anal  orifice  has 
a red  and  sometimes  a rather  blistered  appear- 
ance, with  acutely  hypersensitive  tissues.  In  cases 
of  long  standing,  the  skin  becomes  thick  and 
leathery  with  deep  creases. 

Pruritis  may  be  caused  by  constipation,  diar- 
rhea, dietary  peculiarities,  food  allergy,  exposure 
to  parasites,  personal  habits,  foci  of  infection, 
cryptitis,  papillitis,  hemorrhoids,  mucous  colitis, 
fistula,  fissure,  and  even  “athlete’s  foot”.  The 
general  examination  should  be  exhaustive,  and 
attention  should  be  given  to  the  mouth,  teeth,  ton- 
sils, prostate  gland,  uterine  cervix,  and  other  pos- 
sible foci  of  infection.  It  sometimes  is  found  that 
the  patient  has  some  visceral  disturbance,  and 
after  removal  of  the  gall-bladder  or  appendix,  the 
disease  disappears,  but  such  treatment  should  not 
be  undertaken  merely  because  a patient  has  anal 
pruritis,  unless  there  is  some  definite  evidence  that 
there  is  a connection  between  them. 

If  hemorrhoids,  fissure,  fistula  or  similar  condi- 
tions are  associated  with  pruritis  they  should  be 
eliminated  first.  Relief  may  be  obtained  through 
this  treatment  alone. — Homer  H.  Wheeler,  M.D., 
Indianapolis,  J.  Indiana  State  Med.  Assn.,  29:524, 
Oct.,  1936. 


When  a patient  complains  of  his  heart  think 
of  his  stomach,  when  he  complains  of  his  stomach, 
think  of  his  heart. — Lindsay. 


Endocrine  Therapy 

In  cases  of  amenorrhea,  it  is  usually  necessary 
to  give  the  hormones  over  a long  period  of  time 
so  it  is  better  to  try  the  preparation  that  can  be 
given  by  mouth  first,  resorting  to  hypodermic  ad- 
ministration later  if  the  oral  preparations  are  not 
adequate.  The  purpose  of  the  treatment  is  to 
give  the  various  hormones  concerned  in  pelvic 
function  in  sequence  as  they  act  normally.  Since 
we  do  not  know  the  normal  cycle  in  a person  who 
is  not  menstruating,  it  is  well  to  allow  a week  to 
elapse  between  each  twenty-eight  day  cycle  of 
treatment  so  that  the  chance  of  coinciding  with  the 
patients’  suppressed  cycle  is  increased.  In  many 
of  these  cases  after  the  patient  has  had  a number 
of  periods  with  the  aid  of  hormone  administration 
her  own  cycle  gradually  becomes  established. 
Thyroid  is  important  even  in  cases  where  the 
basal  is  apparently  normal  as  it  seems  to  enhance 
the  action  of  the  other  endocrines. 

During  the  first  fourteen  days  the  oral  estro- 
genic hormones  should  be  used,  emmenin,  pro- 
gynon,  theelol  and  amniotin  are  some  of  the 
most  effective.  No  satisfactory  commercial  oral 
pituitary  preparation  is  obtainable  so  far  as  I 
know.  During  the  second  half  of  the  cycle  corpus 
luteum  emplets  are  added  to  the  oral  estrin  for 
twelve  days.  After  this  all  medication  is  stopped 
for  we  know  that  it  is  the  withdrawal  of  estrin 
that  precipitates  menstruation.  If  no  menstruation 
occurs,  a week  is  allowed  to  elapse  and  the  same 
course  is  tried  again.  If  there  are  no  results 
after  four  four-week  courses  then  the  hypodermic 
administration  may  be  tried  in  the  same  sequence. 
Estrin  preparations  are  given  hypodermically  dur- 
ing the  first  fourteen  days.  There  are  two  stand- 
ardized anterior  pituitary  preparations  on  the 
market  (gynatrin,  prehysin);  1 cc.  of  either 
should  be  given  daily  between  the  tenth  and  the 
eighteenth  day.  Proluton  (five  international 
units)  is  a potent  progestin  preparation  for  hypo- 
dermic use  and  this  should  be  given  daily  from 
the  fifteenth  to  the  twenty-sixth  day.  The  an- 
terior putuitary-like  hormones  obtained  from 
pregnant  urine  do  not  luteinize  the  follicles  in 
the  human  as  they  do  in  animals  but  destroy 
them,  hence  it  is  not  indicated. 

As  was  mentioned  in  the  opening  paragraph 
general  treatment  is  important  to  these  condi- 
tions but  it  can  not  be  considered  here. — Robert 
J.  Crossen,  M.D.,  St,  Louis,  J.  Missouri  Med.  Assn., 
33:339,  Sept.,  1936. 


Many  glib  statements  are  made,  from  time  to 
time,  on  aspects  of  heredity.  Doctors,  in  their 
routine  history-taking,  are  prone  to  interpret 
certain  findings  in  the  family  records  in  the  light 
of  heredity.  Often  these  findings  are  nothing 
more  than  coincidences,  or  the  averages  of 
mathematical  probabilities.  — Medical  Record, 
144:104,  August  5,  1936. 


TRICHOMONAS  VAGINALIS  INFESTATION  IN  THE  MALE  GENITO- 
URINARY TRACT 

By  EUGENE  A.  OCKULY,  M.D,  Toledo,  Ohio 


FOR  one  hundred  years  the  organism  tricho- 
monas vaginalis  has  been  known  to  be 
parasitic  in  the  vaginal  secretions  of  women. 
Donne1  first  described  the  organism  in  1836,  and 
because  he  believed  it  resembled  “monads”,  in 
having  flagella  and  “trichodines”  (ciliata)  in 
having  cilia,  named  it  trichomonad.  To  this  he 
added  the  specific  name  vaginale,  because  of  its 
habitat. 

For  many  years  so  little  attention  was  given  to 
its  pathogenticity  that  sixty  years  later  (1896) 
Dock2  writes,  that  except  for  the  fact  that  Salis- 
bury in  1868  mentioned  that  trichomonas  vaginoe 
(vaginalis)  did  occasionally  occur  in  the  urine,  he 
could  find  no  reference  to  the  occurrence  of  trich- 
omonas vaginalis  in  this  country.  Dock  at  this 
time  mentioned  that  he  had  on  one  occasion  found 
trichomonas  in  the  vaginal  secretions  of  a preg- 
nant woman.  Yet,  at  the  present  time,  there  is  a 
large  accumulation  of  data  in  regard  to  its 
pathogenticity,  frequency  of  occurrence,  and 
treatment. 

With  but  a few  exceptions,  and  these  at  long 
intervals,  this  large  mass  of  writings  until  1927 
dealt  almost  exclusively  with  its  relation  to  ab- 
normal vaginal  secretions  and  their  treatment. 
This  relationship  has  become  so  firmly  established 
that  at  this  time  some  authors3  attribute  75  per 
cent  of  the  cases  of  nonspecific  leucorrhea  to 
trichomonas  vaginalis.  Reports  by  Greenhill4, 
Sayer5,  Manwell6  and  others  also  show  that 
urinary  symptoms  in  the  female  suffering  with  a 
trichomonas  vaginitis  are  of  frequent  occurrence. 
Not  even  the  kidney  pelvis  is  immune  as  is  evi- 
denced by  the  case  report  of  Lewis  and  Carroll7. 

Reviewing  its  occurrence  in  the  female  vaginal 
tract,  both  in  the  adult  and  the  child  and  noting 
the  wide  distribution  of  the  trichomonad  family 
in  the  plant  and  animal  worlds8,  9,  it  seems  incon- 
sistent that  it  should  so  singularly  avoid,  or  at 
least,  so  rarely  infest  the  human  male. 

Kunstler10  in  1883,  reported  a. case  of  pyelitis 
following  cystostomy  in  which  flagellates  were 
found  in  the  voided  specimen.  According  to  Dock2 
there  is  some  question  if  the  organisms  that  Kun- 
stler saw  were  really  trichomonas.  Marchand11 
was  the  first  to  publish  the  report  of  a case  in 
which  unquestionably  trichomonas  were  found  in 
the  urine  of  a male.  This  was  a man  of  60  years, 
whose  urine  showed  the  organisms  both  in  the 
voided  and  catheterized  specimens.  Miura12  at 
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about  the  same  time,  found  them  in  the  voided 
specimen  of  a Japanese  male  of  52  years.  In- 
cidentally they  were  also  recovered  from  the 
vagina  of  this  man’s  wife.  These  cases  were  pub- 
lished in  1894. 

Following  this  they  were  found  in  the  urine 
of  male  patients  by  Dock2  in  1896,  Katsunuma13 
in  1924,  and  Dastidar14  in  1925.  Capek15  in  1927, 
found  the  trichomonas  vaginalis  in  the  urethral 
discharge  of  a man  40  years  of  age  and  in  1929 
Riba  and  Perry16  reported  finding  the  organisms 
in  the  expressed  prostatic  fluids  of  two  patients 
suffering  from  a nonspecific  urethritis.  In  1930, 
Grimm17  reported  five  cases  of  urethritis  in  which 
the  trichomonas  vaginalis  was  present.  Riba18  in 
1931  reported  two  more  cases  of  urethritis  in 
which  the  flagellates  were  found  in  the  prostatic 
secretion,  and  Rosenthal19  the  same  year,  re- 
ported the  first  case  from  Australia  where  they 
were  recovered  from  the  urine  of  a male  patient. 
In  1933,  Jenkins20  reviewed  eighteen  cases  in 
which  trichomonas  had  been  found  in  the  urine, 
urethral  discharge,  or  prostatic  fluid,  and  added 
one  case  of  trichomonas  urethritis.  Stuhler3  the 
same  year,  reported  one  case  in  detail,  and  men- 
tioned fifteen  other  cases  in  which  the  organisms 
were  found  in  routine  examination  of  32,000 
prostatic  secretions,  at  the  Mayo  Clinic.  A few 
months  later  Wright21  published  the  report  of  a 
case  of  trichomonas  urethritis  and  Madsen22 
found  the  protozoa  in  the  kdney  urine  of  a 22 
year  old  male. 

Smith23  in  September  of  1933,  reported  a case 
in  which  trichomonas  vaginalis  were  found  in 
the  prostate  of  a man  aged  35.  This  man  had  an 
acute  gonorrhea,  beginning  January,  1933.  Two 
days  after  the  onset,  the  prostate  was  enlarged 
and  tender  and  the  prostatic  secretion  contained 
numerous  pus  cells.  Trichomonas  were  absent. 
Two  months  later  with  a slight  urethral  dis- 
charge persisting  many  trichomonas  were  found 
in  the  prostatic  secretion  folowing  a massage. 

Wahlin24  in  1934,  reported  a case  in  which  he 
found  trichomonas  vaginalis  in  the  voided  and 
catheterized  specimen  of  urine  of  a man  of  47 
years  who  had  a severe  pyelitis  with  a subsequent 
hematuria  and  urinary  discomfort.  After  careful 
search  he  did  not  find  the  organisms  in  the  pros- 
tatic secretion  or  kidney  urines. 

Manwell25  later  in  1934,  reported  two  cases,  one 
in  which  the  flagellates  were  found  in  a symptom- 
less prostate  and  another  where  they  were  present 
in  a urethral  discharge. 

Balkow20  reported  a case  in  which  a urethral 
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discharge  occurred  after  sexual  intercourse.  A 
cure  apparently  was  obtained  and  several  months 
later,  again  after  intercourse,  a urethral  dis- 
charge occurred.  At  the  time  of  recurrence, 
trichomonas  were  found  in  the  discharge. 

Drummond27  in  January  1936,  reported  four 
cases  in  which  trichomonas  vaginalis  were  found 
in  the  expessed  prostatic  fluids  of  five  men,  all 
of  whom  were  completely  symptomless  but  the 
wife  of  each  was  suffering  with  a trichomonas 
vaginitis.  On  a culture  media  consisting  of  egg 
yolk,  charcoal,  starch  and  blood  serum  he  was  able 
to  produce  positive  cultures  repeatedly  from  three 
of  the  expressed  prostatic  secretions. 

We  wish  to  add  two  cases  of  trichomonas  in- 
festation in  the  male.  In  the  first  case  marked 
systemic  symptoms  were  the  case  of  complaint,  in 
the  second  purely  local  symptoms  manifested 
themselves. 

CASE  REPORTS 

Case  1.  Mr.  J.  R.,  aged  26,  referred  by  Dr. 
Emidio  Gaspari  was  seen  in  the  office  August  12, 
1935.  He  gave  a history  of  having  several  in- 
fected teeth  removed,  in  the  past  two  years,  that 
he  had  had  measles  and  scarlet  fever  in  child- 
hood, frequent  colds  and  multiple  boils  and  car- 
buncles. He  had  never  had  any  venereal  disease 
and  no  sexual  intercourse  before  his  marriage. 
During  the  past  four  years,  he  had  lost  24  pounds 
in  weight,  his  maximum  being  154  pounds  and  the 
present  weight  being  130  pounds.  His  father  and 
mother  are  living  and  well.  He  had  one  brother 
who  died  as  an  infant,  and  one  sister,  who  died  of 
scarlet  fever  and  chorea,  at  five  and  one-half 
years  of  age.  The  maternal  grandfather  died  of 
cancer  of  the  stomach.  There  was  no  history  of 
Bright’s  disease  or  diabetes  in  the  family.  The 
patient  said  he  had  been  married  for  ten  months. 
His  wife  was  living  and  well,  and  was  not  preg- 
nant. 

His  complaints  at  this  time  were : severe 

fatigue,  sleepiness,  constipation,  slight  chills  and 
loss  of  weight.  For  over  a year  the  patient  had 
been  constantly  tired,  so  that  he  would  have  to 
force  himself  to  go  to  work  and  force  himself  to 
keep  at  work.  He  required  twelve  to  eighteen 
hours  of  sleep  daily,  and  then  still  felt  sleepy. 
His  entire  lifetime  he  had  been  constipated  and 
had  been  taking  a cathartic  two  times  a week  and 
an  enema  every  other  day.  When  he  has  not 
done  this,  he  had  gone  for  as  long  as  nine  days 
without  a bowel  movement.  A low  backache  had 
been  present  for  about  eighteen  months.  It  was 
not  constant  and  not  severe.  During  the  past  two 
months,  he  had  had  frequent  chilly  sensations  for 
which  he  consulted  his  family  physician,  who 
found  much  pus  in  his  urine. 

Upon  physical  examination  the  patient  im- 
pressed me  as  an  underdeveloped,  undernourished 
young  man,  whose  blood  pressure  was  100/70.  He 
had  many  carious  teeth.  His  chest  was  negative 
to  percussion  and  auscultation.  His  abdomen  was 
soft  and  flat,  with  no  masses  and  no  tenderness. 
The  kidney,  gallbladder,  spleen  and  liver  were  not 
palpable  and  not  tender.  The  inguinal  regions 
showed  no  adenopathy  and  no  hernia.  The  ex- 
ternal genitalia  showed  a redundant  foreskin,  a 
balanitis,  and  a balanoposthitis.  The  scrotum 
was  small  and  the  right  side  was  empty.  There 
was  no  evidence  of  a right  testicle  anywhere 


along  the  inguinal  canal.  In  the  left  scrotum 
there  was  a nodule,  possibly  a testicle,  about  the 
size  of  a lima  bean.  The  pampiniform  plexus  was 
large  and  tortuous.  On  both  legs  there  were 
many  varicose  veins  and  he  was  markedly  flat- 
footed.  His  knee  jerks  were  hyperactive.  Bab- 
inski,  Chaddock,  Oppenheim,  and  Rhomberg  signs 
were  negative. 

The  voided  specimen  of  urine  contained  four 
plus  pus,  many  motile  trichomonas,  a trace  of 
albumin,  no  sugar,  and  no  casts.  Upon  rectal 
examination,  the  sphincter  wTas  somewhat  re- 
laxed. The  prostate  was  about  one  plus  enlarged, 
boggy,  smooth  and  not  tender.  Neither  seminal 
vesicle  could  be  felt.  The  expressed  prostatic  fluid 
showed  four  plus  pus  and  many  trichomonas. 
Cystoscopy  was  negative  except  for  a slight  grey 
furriness  of  the  trigone.  The  catheterized  kidney 
urine  was  free  of  trichomonas  and  the  pyelograms 
w’ere  normal. 

This  patient  was  massaged  four  times,  at  five- 
day  intervals,  after  which  the  amount  of  pus  in 
his  prostate  had  decreased  from  a four  plus  to 
only  a few  pus  cells  per  low  power  field.  After 
the  third  massage  no  more  trichomonas  were 
found  in  the  prostatic  fluid  or  in  the  voided  speci- 
men. 

The  patient  was  asked  to  return  two  and  one- 
half  months  later  for  a checkup.  At  this  time  he 
had  gained  seventeen  pounds  in  weight,  was  tak- 
ing no  more  cathartics  and  there  were  no  urinary 
symptoms.  A voided  specimen  was  free  of  pus, 
trichomonas,  albumen,  sugar,  blood  and  casts. 
After  sleeping  eight  or  nine  hours,  instead  of 
twelve,  he  felt  rested  and  did  not  tire  easily. 
Rectal  examination  at  this  time  showed  a pros- 
tate that  felt  smooth,  firm,  and  was  not  tender. 
It  was  not  enlarged  and  the  prostatic  fluid 
showed  an  occasional  pus'  cell  with  no  tricho- 
monas. A voided  specimen  of  urine  following  a 
massage,  showed  no  trichomonas  and  only  an  oc- 
casional pus  cell,  after  centrifuging  for  fifteen 
minutes.  In  view  of  this  history  the  patient’s 
wife  was  examined  at  this  time.  She  gave  no 
history  of  ever  having  had  any  vaginal  discharge, 
itching  of  the  vagina,  or  urinary  symptoms.  Vag- 
inal scrapings,  urethral  strippings,  and  a voided 
specimen  of  urine  showed  no  trichomonas. 

Case  2.  Mr.  B.  M.,  aged  36,  married,  was  seen 
in  the  office  July  5,  1935,  because  of  a slight 
urethral  discharge.  He  was  the  father  of  two 
children.  His  childhood  and  adult  life  were  com- 
pletely free  of  any  serious  past  illnesses.  He  gave 
the  following  history:  a urethral  discharge  had 
been  present  for  four  days.  His  wife  was  on  a 
vacation  for  two  weeks  and  was  to  return  in  one 
more  week.  To  avoid  any  discord  upon  the  re- 
turn of  his  wife,  he  wanted  to  be  checked  up,  be- 
cause of  his  urethral  discharge.  He  insisted  he 
had  not  been  exposed  to  any  infection  during  the 
absence  of  his  wife. 

Examination  was  entirely  negative,  except  for 
many  carious  teeth.  The  external  urethral  orifice 
showed  no  redness  or  oedema,  but  a slight  mucoid 
discharge.  The  examination  of  the  remaining  ex- 
ternal genitalia  was  negative.  Rectal  examina- 
tion showed  a good  sphincter  tone,  the  prostate 
was  about  one-half  plus  enlarged,  and  was 
boggy.  The  right  seminal  vesicle  was  very 
definitely  thickened.  The  left  could  not  be  felt. 
The  expressed  prostatic  fluid  contained  one  plus 
pus  and  no  trichomonas  were  found.  Two  days 
later,  the  voided  specimen  of  urine,  contained 
trichomonas  and  a few  pus  cells  in  the  first  glass. 
The  second  glass  contained  a rare  pus  cell  and  no 
trichomonas.  Massage  of  the  prostate  at  this 
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time  revealed  four  plus  pus,  and  trichomonas  in 
the  prostatic  secretion.  Diagnostic  bougies  re- 
vealed no  strictures  of  the  urethra.  The  patient 
was  treated  at  four  day  intervals  with  prostatic 
massage  and  anterior  instillations  of  10  per  cent 
argyrol.  After  six  massages,  the  prostatic  fluid 
was  normal.  There  were  no  trichomonas  in  the 
voided  specimen,  in  the  prostatic  smear,  and  no 
urethral  discharge.  The  patient  was  asked  to  re- 
turn for  a checkup  four  months  after  stopping 
treatment.  At  this  time  he  had  no  complaints, 
his  urine  was  negative,  his  prostate  was  normal 
to  palpation,  and  the  prostatic  fluid  was  normal. 

Having  been  away  three  weeks,  the  wife  re- 
turned home  and  complained  to  her  husband  that 
on  her  vacation  she  was  very  much  annoyed  by 
severe  itching  around  the  vagina,  frequent  day 
and  night  urinations,  and  a profuse  vaginal  dis- 
charge, which  made  her  so  uncomfortable  that 
she  cut  short  her  vacation.  Upon  questioning,  she 
insisted  that  she  had  in  the  past,  since  the  birth 
of  her  first  child  had  a slight  vaginal  discharge 
but  up  until  two  weeks  ago,  had  never  had  any 
itching  or  urinary  symptoms  and  that  the  vaginal 
discharge  had  in  the  past  two  weeks  increased 
many  fold.  Examination  of  the  vaginal  secretions 
revealed  trichomonas. 

DISCUSSION 

The  previously  reported  cases  in  the  literature 
in  which  trichomonas  were  found  in  the  male 
genito-urinary  tract  have  usually  been  associated 
with  local  symptoms.  The  patient  consulted  his 
physician  either  because  of  a urethral  discharge, 
itching  or  burning  along  the  urethra,  urinary 
frequency,  urgency  or  burning,  and  in  some  in- 
stances the  trichomonas  have  been  found  upon 
routine  examination  of  symptomless  prostates. 

The  one  case  reported  here  shows  a great  di- 
versity of  symptoms.  These  symptoms  are  not 
local:  the  patient  having  been  free  of  any  urethral 
or  urinary  complaints.  His  complaints  were 
systemic  symptoms  of  fatigue,  lassitude,  somno- 
lence, constipation,  chills  and  loss  of  weight. 
They  were  either  completely  or  to  a very  great 
extent  relieved  upon  freeing  the  patient  from  a 
trichomonas  infestation  of  his  prostate.  Further- 
more, this  patient  had  never  had  any  sexual  inter- 
com'le  prior  to  marriage,  has  been  married  for 
ten  months,  and  his  wife  was  uninfected.  There- 
fore, one  would  necessarily  suspect  that  not  all 
vaginae  are  susceptible  to  a trichomonas  infesta- 
tion, even  though  they  are  repeatedly  exposed. 

The  second  case  is  interesting  in  view  of  the 
fact  that  both  the  husband  and  wife  developed 
noticeable  signs  of  the  infestation  simultaneously, 
and  this  occurred  after  they  had  been  living 
apart  for  more  than  two  weeks.  The  symptoms 
in  this  case  were  entirely  local  and  consisted  of  a 
urethral  discharge  with  the  usual  accompanying 
itching  and  discomfort.  The  wife  had  given  a 
history  of  a small  amount  of  vaginal  discharge 
for  some  years,  and  it  may  be  possible  that  the 
inability  to  take  douches  while  being  away  was 
the  factor  in  allowing  noticeable  symptoms  to 
appear  at  this  time. 


The  treatment  in  these  two  cases  has  been 
simple.  The  prostate  was  massaged,  and  follow- 
ing a voiding  after  masage,  10  per  cent  argyrol 
was  instilled  into  the  anterior  urethra.  There 
was  no  difficulty  in  producing  what  apparently 
has  been  a permanent  cure.  The  number  of  mas- 
sages were  relatively  few  and  the  treatment  re- 
latively short. 

Cases  of  trichomonas  infestation  of  the  male 
genito-urinary  tract  have  now  been  reported  from 
Australia,  Asia,  Europe,  and  America,  making  it 
evident  that  the  disease  is  not  limited  to  any  one 
continent. 

Treatment  of  trichomonas  infestation  of  the 
male  has  been  as  varied  as  the  treatment  for  the 
vaginal  infestation.  The  very  many  types  of 
therapy  that  have  been  suggested  readily  show 
that  there  is  at  present  still  no  satisfactory  treat- 
ment. In  regard  to  the  cases  of  urethritis,  it  ap- 
pears that  silver  solutions  have  in  the  majority  of 
cases  been  used  with  good  results.  Mercuric 
oxycyanide,  acriflavine,  potassium  premanganate 
and  metaphen  have  been  recommended.  Cases  in 
which  the  prostate  has  been  shown  to  be  infested, 
heat  either  with  a prostatic  heater  or  diathermy 
alone  and  in  conjunction  with  massage  are  men- 
tioned. Drummond  suggested  irrigation  of  the 
posterior  urethra  with  metaphen  1-8000  and  in- 
jection of  electargol  3 c.c.  into  the  lateral  lobes 
of  the  prostate. 

In  studying  the  cases  reported  in  the  literature 
and  evidence  gathered  from  our  two  cases,  it 
seems  logical  that  possibly  repeated  flare-ups  of 
vaginal  infestation  of  trichomonas  may  be  due  to 
reinfection  from  the  male  partner.  Consequently 
where  this  does  occur,  protective  measures  should 
be  instituted  to  guard  against  this  possibility. 
It  is  evident  from  one  of  our  cases  that  infesta- 
tions of  trichomonas  vaginalis  in  the  male  genito- 
urinary tract  are  not  always  acquired  from  sex- 
ual exposure,  for  this  patient  had  had  no  inter- 
course prior  to  marriage,  had  not  transgressed 
the  moral  law  since  his  marriage,  had  been  suf- 
fering from  his  present  complaints  long  before 
his  marriage,  and  his  wife  could  give  no  history 
of  any  symptoms  referable  to  a vaginitis  or 
urethritis  and  upon  examination  was  found  to  be 
completely  free  of  any  evidence  of  vaginitis. 

Should  we  change  our  methods  of  examining 
cases  of  nonspecific  urethritis  and  chronic  pros- 
tatitis with  a view  toward  the  possibility  of  find- 
ing trichomonas,  it  may  be  possible  that  a larger 
number  of  cases  of  nonspecific  urethritis  than  we 
are  led  to  believe  are  due  to  a trichomonas 
urethritis  and  prostatitis.  Examining  a fresh 
specimen  of  every  nonspecific  urethral  discharge 
in  a hanging  drop  preparation  and  more  careful 
examination  of  an  immediate  fresh  specimen  of 
prostatic  fluid  in  these  cases,  may  reveal  this  to 
be  true.  The  above  possibility  is  suggested  in  the 
second  case,  where  only  a smear  was  made  of 
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the  urethral  discharge  upon  the  first  visit  and  at 
which  time  no  trichomonas  were  found,  whereas, 
the  second  examination  in  a hanging  drop  re- 
vealed the  flagellates.  The  first  examination  of 
the  prostatic  smear  in  the  case  also  revealed  only 
a two  plus  pus  and  no  trichomonas,  whereas,  four 
days  later  a subsequent  massage  revealed  four 
plus  pus  and  many  trichomonas. 

CONCLUSIONS 

1.  Trichomonas  vaginalis  infestation  of  the 
genito-urinary  tract  may  produce  marked 
systemic  symptoms  in  the  male. 

2.  The  vaginal  tract  may  be  repeatedly  ex- 
posed to  the  trichomonas  without  being  itself 
affected. 

3.  Trichomonas  vaginalis  infestation  of  the 
male  genito-urinary  tract  is  not  always  acquired 
through  sexual  intercourse. 

4.  Infestation  of  trichomonas  in  the  male 
genito-urinary  tract  may  sometimes  be  the  source 
of  the  original  infestation  in  the  vaginal  tract. 

5.  Frequent  recurrence  of  trichomonas  vagi- 
nitis may  be  due  not  to  an  incomplete  cure,  but 
to  reinfection  of  the  vagina  by  a symptomless 
male  partner. 

6.  Trichomonas  infestation  of  the  male  or  of 
the  female  should  suggest  a search  for  tricho- 
monas in  the  opposite  partner. 

7.  Trichomonas  infestation  of  the  male  genito- 
urinary tract  is  found  in  at  least  four  continents. 

316  Michigan  Street. 
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Symptoms  of  the  Allergic  Cold 

The  patient  has  a cold  “all  the  time”.  He  no 
sooner  recovers  from  one  than  he  develops  an- 
other. The  onset  and  termination  of  symptoms 
may  be  abrupt,  lasting  a few  hours  to  day.  His 
nose  always  bothers  him.  During  the  day  he  feels 
better  than  at  any  other  time,  although  his  nose 
may  be  congested  at  intervals.  He  frequently 
rubs  his  nose  because  it  itches.  Sniffling  and  a 
hacking,  scraping  dry  cough  to  clear  the  nose 
and  throat  are  present  as  a result  of  the  mucus 
secreted.  This  is  more  noticeable  after  arising. 
The  only  symptom  that  is  always  present  is  that 
the  nose  is  more  congested  on  arising  than  at  any 
other  time.  The  older  children  will  state  that 
their  noses  are  clear  until  bed  time. 

Soon  after  lying  in  bed,  one  or  both  nostrils 
may  become  congested,  often  remaining  so 
throughout  the  night.  As  a result,  mouth  breath- 
ing, snoring  and  heavy  breathing  often  are 
present.  The  typical  “adenoid  facies”  is  usually 
noticeable.  Bowen  has  described  malformations 
of  the  jaws  and  teeth  as  a result  of  nasal  allergy. 
Sneezing,  appearing  in  paroxysmus,  usually 
in  the  morning,  may  occur,  although  this  is  less 
common  in  children  than  in  adults.  Blowing  the 
nose  is  frequent,  with  very  little  discharge,  which 
when  present  is  usually  watery  or  of  a thin 
mucoid  type.  The  nose  and  throat  symptoms  are 
always  exaggerated  during  an  acute  infection. 
Fever  is  seldom  present..  On  direct  questioning 
the  older  child  may  state  that  his  nose  is  not 
“stuffy”  because  he  has  become  so  accustomed 
to  this  chronic  condition  that  he  believes  it  to  be 
the  normal  state.  Having  him  blow  each  nostril 
separately  will  reveal  some  obstruction  to  normal 
breathing. — Norman  W.  Clein,  Seattle,  Wash., 
Northwest  Med.,  35:347,  Sept.,  1936. 


CONTRA-INDICATIONS  FOR  PHRENICEXERESIS 

1.  Rigid  walled  cavities. 

2.  Acute  progression  of  disease. 

3.  Emphysema. 

4.  Undrained  empyema. 

5.  Complicating  intestinal  tuberculosis  and 
possible  laryngeal. — A.  A.  Tombaugh,  M.D.,  Dis- 
eases of  the  Chest,  Vol.  II,  No.  6,  June,  1936. 


MILD  MIGRATORY  MYELITIS 

By  JOSEPH  L.  FETTERMAN,  M.A.,  M.D.,  Cleveland,  Ohio 


AMONG  the  non-suppurative  infections  of 
the  nervous  system  there  are  two  definite 
clinical  syndromes:  encephalitis  and  poli- 
omyelitis. Between  these  two  groups  there  is  a 
wide  range  of  cases,  varying  one  from  the  other. 
There  may  be  a difference  in  onset,  virulence, 
location  and  extent  of  involvement  and  end  result. 
Such  cases  have  occurred  with  increasing  fre- 
quency in  the  past  few  years. 

The  condition  of  those  patients  in  whom  in- 
volvement is  widely  scattered  throughout  the 
nervous  system  is  diagnosed  as  “acute  dissemi- 
nated encephalomyelitis.”  Many  other  syndromes 
characterized  by  a localized  symptom  complex 
have  been  reported:  (1)  Neuroptique  myelitique, 
consisting  of  ocular  and  cord  symptoms.  (Ces- 
tan).1  (2)  Myeloradiculitis,  with  involvement  of 
the  cord  and  nerve  roots.  (Strauss  and  Rabiner).2 
(3)  Multiple  neuritis  with  favorable  outcome. 
(Guillian  and  Barre),3  etc. 

During  the  past  six  months,  we  have  studied  at 
Lakeside  Hospital  some  fifteen  patients  present- 
ing signs  and  symptoms  of  non-suppurative  in- 
fections of  the  nervous  system.  Within  this 
group  of  patients,  five  have  presented  an  unusual 
clinical  course  with  a similar  pattern  of  illness. 
A report  of  these  cases  under  the  title  of  “Mild 
Migratory  Myelitis”,  is  the  purpose  of  this  paper. 

DETAILED  CASE  HISTORIES 

Case  1.  Mrs.  A.  Z.,  aged  34,  was  troubled  by 
visual  disturbance  in  August,  1935.  In  September, 
she  became  aware  of  a numbness,  fullness  and 
and  sense  of  wetness  in  the  lower  extremities. 
This  subjective  experience  spread  upwards  to  the 
middle  of  the  abdomen  and  chest.  In  October, 
there  was  slowness  and  clumsiness  in  movements 
of  the  hand  and  slight  slurring  of  speech. 

Objective  examination  revealed  visual  field  de- 
fects in  the  left  eye,  ataxia  and  bradykinesia  of 
the  left  hand;  diminished  vibratory  sense;  errors 
in  temperature  and  pain  sense  in  both  lower  ex- 
tremities. 

The  laboratory  studies  were  negative  except  for 
the  spinal  fluid.  Cell  count  two.  Pandy  two  plus. 
Colloidal  gold  curve  2211000.  The  process  reached 
its  maximum  by  December,  1935,  after  which  it 
slowly  cleared.  In  April,  1936,  she  was  practi- 
cally fully  recovered. 

Case  2.  B.  K.,  aged  16,  female,  school  girl  took 
sick  in  September,  1935,  with  blurring  of  vision. 
In  October,  there  was  definite  weakness  in  the 
lower  extremities  accompanied  by  ataxia  of  gait. 
The  neurologic  examination  revealed  (1)  a 
scotoma  in  the  left  eye,  (2)  some  weakness  in  the 
facial  muscles,  (3)  a loss  of  vibratory  sense  in 
both  lower  extremities,  (4)  ataxia  of  gait. 


*Read  before  the  Academy  of  Medicine  of  Cleveland, 
May  8,  1936. 
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The  laboratory  studies  were  negative  except  for 
the  spinal  fluid.  The  cell  count  in  the  fluid  was 
27.  The  Pandy  was  two  plus.  Colloidal  gold  curve 
22110. 

This  patient  was  given  a series  of  artificial 
fever  treatments  with  injections  of  the  typhoid 
bacillus  and  there  was  considerable  improvement. 
In  October  and  December  she  felt  stronger  and 
could  walk  better.  In  January,  however,  there  was 
slight  recurrence  with  numbness  in  the  right  hand 
and  ataxia  of  gait.  A complete  neurologic  study 
on  this  occasion  showed  (1)  a residual  visual 
difficulty,  (2)  slight  facial  weakness,  (3)  an 
ataxia  of  gait,  (4)  a diminshed  sensation  in 
both  lower  extremities. 

Case  3.  H.  C.,  colored,  male,  aged  26,  referred 
to  Lakeside  Hospital  on  the  service  of  Dr.  J.  T. 
Wearn  in  July,  1935.  The  complaint  was  “facial” 
weakness.  The  family  and  past  history  were 
negative.  The  present  illness  began  several  days 
previously  with  “sore  throat”  after  which  patient 
awoke  one  morning  unable  to  move  his  lips.  The 
examination  revealed  a bilateral  facial  palsy. 

At  about  this  time,  H.  C.  mentioned  rather  cas- 
ually a peculiar  sensation  in  the  thighs.  During 
the  end  of  July  and  in  early  August,  there  de- 
veloped weakness  in  the  lower  trunk  muscles  and 
gradually  progressive  paralysis  of  the  thighs, 
calves  and  feet.  By  the  end  of  August,  patient 
had  (1)  almost  complete  paralysis  of  both  lower 
extremities,  (2)  slight  incontinence,  in  addition 
to  the  above  mentioned  bilateral  facial  palsy.  The 
laboratory  tests  during  this  period  were  likewise 
negative  except  for  the  spinal  fluid.  The  cell 
count  was  four.  Pandy  four  plus.  Colloidal  gold 
curve  54432100. 

The  only  sensory  symptom  was  a numbness 
in  the  region  of  the  left  shoulder.  (See  diagram 
No.  1.) 

There  was  gradual  improvement  and  by  the 
middle  of  August,  he  was  able  to  walk  well.  The 
strength  in  the  extremities  has  steadily  improved. 
There  has  been  some  return  of  strength  in  the 
facial  musculature.  However,  at  the  last  exami- 
nation in  April,  considerable  facial  weakness  re- 
mained. 

Case  4.  G.  Z.,  female,  aged  20.  Excellent 
family  and  past  health  record.  While  working  as 
a waitress,  the  patient  noticed  in  August,  1935, 
weakness  and  numbness  in  the  right  leg.  This 
spread  to  the  left  leg  and  became  so  marked  as 
to  cause  limping.  The  condition  subsided  some- 
what but  in  September,  there  was  a clumsiness  of 
the  left  hand.  In  October,  there  developed  a 
numbness  in  the  right  face,  followed  shortly  by 
twitching  movements  of  the  face.  Some  weeks 
later,  patient  became  aware  of  diplopia.  A sum- 
mary of  the  detailed  neurologic  studies  in  Decem- 
ber showed  (1)  unequal  pupils,  (2)  facial  paresis 
on  the  right  side  accompanied  by  frequent  twitch- 
ing and  tick-like  contractions,  (3)  a slow,  clumsy 
ataxic  gait,  (4)  absent  abdominal  reflexes,  (5) 
diminished  sensibility  in  the  lower  extremities 
with  marked  loss  of  vibratory  and  tendon  position 
sense. 

The  spinal  fluid  showed  six  cells,  one  plus 
Pandy.  The  colloidal  gold  curve  was  2211000. 
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Diagram  1.  H.  C.  Showing  areas  of  neuraxis  involved, 
and  sketch  of  motor  and  sensory  symptoms  with  numbers 
showing  sequence  of  migration. 


For  graphic  representation  of  the  migratory 
features  see  diagram  No.  2. 

In  this  instance,  the  migration  was  ascending, 
beginning  in  the  right  foot,  spreading  to  the  left 
left,  then  the  left  hand,  and  later,  face  and  eyes. 
The  tempo  of  this  migration  was  slow;  the  clini- 
cal symptoms  mild. 

Since  the  patient  was  discharged  from  the  hos- 
pital, there  has  been  considerable  improvement. 
In  April,  1936,  the  facial  tic  had  disappeared,  the 
gait  was  much  more  steady  and  graceful ; the  sen- 
sory phenomena  had  almost  entirely  disappeared. 

Case  5.  L.  A.,  aged  20,  referred  by  Dr.  M.  L. 
Hindley  of  Monroeville,  Ohio.  Patient  had  an  ex- 
cellent health  record  and  first  noticed  her  symp- 
toms while  a student  at  college.  At  the  end  of 
June,  1935,  she  had  double  vision.  Within  several 
weeks,  there  was  a paralysis  of  the  right  side  of 
the  face.  These  initial  symptoms  disappeared  but 
were  followed  in  July  with  intense  pain  and 
numbness  along  the  course  of  the  right  sciatic 
nerve.  The  sciatica  also  subsided  and  the  patient 
was  somewhat  improved.  However,  in  October, 
there  was  weakness  in  the  legs  and  tremors  in  the 
arms. 

A complete  neurologic  study  at  Lakeside  Hos- 
pital in  November,  1935,  showed  the  patient  to  be 
somewhat  drowsy.  There  was  drooping  of  the  left 
upper  lid  and  slight  nystagmus  to  lateral  gaze. 
The  facial  musculature  showed  slight  residual 
weakness.  Speech  was  slow  and  dysarthric.’  The 
muscle  tone  in  all  four  extremities  was  disturbed 
with  some  ataxia  in  finger  to  nose  and  heel  to 
knee  tests.  Sensory  examination  disclosed  diminu- 
tion in  both  vibratory  and  pain  and  temperature 
sense. 

The  spinal  fluid  examination  showed  ten  cells, 
one  plus  Pandy  and  colloidal  gold  curve  332100. 

She  was  referred  back  to  her  attending  physi- 
cian who  has  informed  me  that  she  made  marked 
improvement  up  until  recently,  when  she  suffered 
a relapse. 

GENERAL  DISCUSSION 

These  five  cases  whose  clinical  histories  and 
findings  have  been  briefly  summarized  were 


selected  from  the  larger  group  of  fifteen  because 
of  the  marked  similarity  in  many  of  the  clinical 
features.  The  remaining  ten  likewise  belong  to 
the  group  of  non-suppurative  infection  of  the 
nervous  system.  However,  there  was  marked 
variation  both  in  the  mode  of  onset,  and  course 
and  outcome.  In  some  instances,  the  onset  was 
vestibular  with  intense  vertigo;  in  two  cases,  the 
illness  resembled  lethargic  encephalitis  because 
drowsiness  was  a profound  initial  symptom.  Two 
patients  showed  a transverse  type  of  myelitis. 

ANALYSIS  OF  THE  CLINICAL  SYMPTOMS 
LABORATORY  STUDIES 

(a)  Onset.  The  five  patients  presented  a close 
resemblance  in  the  manner  with  which  the  illness 
began.  The  initial  symptoms  appeared  in  July 
and  August  insidiously.  There  was  apparently  no 
preceding  infection  and  the  symptoms  were  so 
mild  that  they  were  hardly  recognized  by  the 
patients  themselves.  The  initial  location  of  symp- 
toms was  usually  bulbar,  involving  ocular,  extra- 
ocular or  facial  functions.  In  two  of  the  cases, 
however,  the  symptoms  began  in  the  lower  ex- 
tremities. 

(b)  Course.  The  five  patients  practically  all 
ran  a subacute  or  mildly  chronic  course.  One 
is  impressed  by  the  tendency  of  the  disease  pro- 


Diagram 2.  G.  Z. 


Sketch  to  show  location  and  sequence 


of  involvement  in  neuraxis,  and  the  chief  motor  and  sensory 


symptoms. 


cess  to  spread  slowly  from  one  region  to  another. 
The  term  “migration”  is  fitting  for  the  mode  of 
progression.  In  some  instances,  the  migration 
was  from  one  area  of  the  cord  to  an  adjacent 
structure.  More  often,  there  occurred  in  the  mat- 
ter of  days  or  weeks  an  improvement  of  the  in- 
itial symptoms  followed  by  an  involvement  in 
some  distant  region.  At  times,  there  was  an  up- 
ward spread  resembling  Landry’s  ascending 
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paralysis.  However,  the  upward  march  involved 
both  motor  and  sensory  functions.  In  one  case 
(H.C.),  the  migration  was  downward.  It  started 
with  bilateral  facial  palsy  and  spread  within  the 
matter  of  several  weeks  down  the  thighs,  calves 
and  feet. 

The  mode  of  migration  resembles  the  manner 
of  the  spread  of  virus  disease  as  elaborately 
studied  and  reported  by  Marinesco.4  He  cites  ex- 
amples of  inoculation  of  virus  material  into  the 
sciatic  nerve  sheath  and  its  spread  to  the  lumbar 
cord,  whence  it  reached  the  brain  stem.  Inocula- 
tions of  the  cornea  with  the  herpetic  virus  were 
followed  by  a spread  to  the  ciliary  ganglion,  then 
the  Gasserian  ganglion,  then  to  the  sensory  root 
in  the  pons,  and  later  to  adjacent  structures. 

The  intensity  of  spread  was  rather  slow  and 
mild,  unlike  certain  acute  infections  of  the  nerv- 
ous system  which  spread  from  one  area  to  an- 
other in  the  matter  of  hours  or  days.  The  suc- 
cession of  involvement  from  one  area  to  another, 
took  a matter  of  a week  to  months,  for  in  the 
majority  of  patients,  the  peak  of  the  illness  was 
reached  at  the  end  of  three  months. 

Results.  The  final  estimate  of  the  degree  of  re- 
covery must  be  furnished  at  some  later  date.  At 
present,  the  general  tendency  of  this  group  has 
been  unusually  favorable  when  compared  with 
other  similar  groups  of  encephalomyelitis.  The 
course  thus  resembles  those  reported  by  Ken- 
nedy,5 Strauss  and  Rabiner,2  and  Guillian  and 
Barre.3 

Thus  far,  there  has  been  remarkable  improve- 
ment in  every  case.  Mrs.  A.  Z.  is  completely  re- 
covered. The  remaining  four,  however,  have  some 
residual  symptoms.  What  the  final  outcome  will 
be,  only  time  can  tell.  In  comparison  with  other 
infections  of  the  nervous  system,  the  results  have 
been  unusually  favorable. 

LABORATORY  STUDIES 

Complete  studies  of  the  blood  were  essentially 
negative.  The  white  blood  counts,  sedimentation 
time,  and  other  tests  yielded  no  valuable  informa- 
tion. The  lumbar  puncture  studies  showed  in 
several  instances  an  increase  in  cell  count.  For 
the  majority,  the  cell  count  was  normal  but  the 
protein  value  greatly  increased.  This  finding  has 
been  featured,  especially  in  French  literature  as 
“cyto-albuminuric  dissociation.” 

differential  diagnosis 

The  first  problem  presented  by  such  a group  of 
cases  is  one  of  diagnosis.  In  every  instance  one 
must  consider  the  common  infections,  intoxica- 
tions, and  degenerations  that  involve  the  nervous 
system.  Every  attempt  was  made  to  exclude  lues, 
pernicious  anemia,  external  toxins,  trauma  and 
general  infections,  to  which  the  nervous  system 
involvement  might  be  secondary.  The  distinction 
which  seemed  to  be  almost  insurmountable  clini- 
cally was  whether  or  not  these  cases  should  be 


classed  as  multiple  sclerosis.  This  was  an  im- 
portant practical  problem  upon  which  an  opinion 
as  to  prognosis  hinged.  A review  of  the  literature 
shows  that  this  problem  is  difficult  not  only  at  the 
bedside  but  has  proved  a controversial  matter  for 
neuropathologists  as  well.  There  are  many  who 
consider  encephalomyelitis  as  identical  with  acute 
multiple  sclerosis  (see  discussions  by  Grinker,6 
Spiller,7  and  Globus).8  Grinker  comments  on  the 
difficulty  of  differentiation,  primarily  because 
multiple  sclerosis  is  a type  of  chronic  or  subacute 
disseminated  encephalomyelitis.  An  identity  be- 
tween these  two  diseases  is  stoutly  denied  by 
Hassin.9  Globus  prudently  advises  against  a final 
opinion  on  pathological  evidence. 

From  the  clinical  viewpoint,  it  has  been  my 
opinion  that  we  were  dealing  not  with  primary 
multiple  sclerosis,  but  with  a special  form  of  en- 
cephalomyelitis. The  mode  of  onset,  the  spread 
through  many  areas  of  the  nervous  system,  the 
apparent  escape  of  the  pyramidal  tracts,  and  par- 
ticularly the  biological  factor  of  the  occurrence  at 
about  the  same  time  of  fifteen  cases  of  similar  in- 
fection inclines  me  to  the  viewpoint  that  we  are 
not  dealing  with  a multiple  sclerosis.  If  such 
cases  should  be  considered  as  multiple  sclerosis, 
then  one  must  change  his  viewpoint  on  multiple 
sclerosis.  Jeliffe  makes  the  distinction  by  dividing 
the  disseminated  sclerosis  into  a primary  and  a 
secondary  form.  Only  time  will  finally  decide  this 
debatable  question. 

comment 

Because  other  known  causes  were  excluded  and 
by  analogy  with  similar  reports,  we  were  inclined 
to  postulate  a virus  etiology.  We  were  not  in  the 
position  to  perform  animal  inoculation  experi- 
ments to  prove  this  theory  conclusively.  The 
thought  suggests  itself  that  in  an  epidemic,  the 
number  of  cases  is  high  and  the  intensity  severe, 
onset  acute,  the  spread  rapid,  the  mortality  high. 
Following  a major  epidemic  or  in  some  instances 
a substitute  for  it,  milder  forms  occur.  There 
may  be  a wider  migration  but  which  is  slower  and 
the  outcome  more  favorable. 

With  reference  to  a suitable  title  for  this  group 
of  patients  the  correct  term  might  be  “meningo- 
encephalo-myelo-neuritis.”  However,  such  a title 
though  perhaps  accurate,  is  too  technical  and  un- 
wieldy. I chose  the  euphonious  phrase  of  “mild 
migratory  myelitis”  for  the  following  reasons: 
(1)  The  chief  site  of  involvement  was  the  cord  up 
to  the  bulb;  meningeal  cerebral  or  neuritic  symp- 
toms were  in  the  background.  (2)  The  descriptive 
adjective,  “migratory”  was  used  because  it  por- 
trayed the  sequence  of  spread  from  one  region  to 
another  which  was  so  characteristic  of  our  group 
of  patients.  (3)  I preferred  the  term  migratory  to 
disseminated  because  disseminated  has  for  years 
been  connected  with  multiple  sclerosis  and  because 
the  term  does  not  represent  the  time  sequence 
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which  migratory  connotes.  (4)  The  adjective 
“mild”  was  selected,  in  part  for  euphony  and  be- 
cause in  a relative  way,  it  describes  the  favorable 
nature  of  this  disease. 

CONCLUSION 

This  paper  reports  the  clinical  findings  in  five 
of  fifteen  patients  presenting  a rather  similar 
subacute  disorder  of  the  nervous  system.  The 
onset  was  insidious,  the  course  migratory,  the 
outcome  favorable.  Migration  of  the  process  in 
either  ascending  or  descending  manner  is  de- 
scribed. The  title  “mild  migratory  myelitis”  is 
proposed. 

10515  Carnegie  Avenue. 
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Medical  Criteria  to  Prove  Probable  Indus- 
trial Nature  of  a Given  Dermatitis 

Criteria  of  the  First  Order  (Indispensable 
Criteria) 

1.  Inception:  The  dermatitis  appears  at  any 

time  during  a period  of  industrial  exposure,  or 
even  after  the  lapse  of  a reasonable  incubation 
period  following  the  cessation  of  the  industrial 
exposure  (usually  two  to  three  weeks  as  a 
maximum). 

2.  Amelioration:  The  dermatitis  repeatedly 

disappears,  or  is  repeatedly  improved  within  a 
reasonable  period  after  cessation  of  the  specific 
industrial  exposure.  (While  the  above  is  usually 
the  case,  retention  of  causal  agents,  complications, 
or  ensuing  polyvalent  sensitization  may  prolong 
the  course  even  up  to  several  years  after  the  last 
industrial  exposure.) 

3.  Recurrences  and  exacerbations:  The  der- 

matitis shows  a tendency  repeatedly  to  recur  or 
exacerbate  when  the  worker  returns  to  the  iden- 
tical industrial  exposure  after  a certain  period  of 
absence  (provided  there  has  been  no  change  in 
working  conditions  or  in  the  individual’s  manner 
of  working). — Marion  B.  Sulzberger,  M.D.,  New 
York  City,  N.  Y.  State  J.  M.,  36:1307,  Sept.  15, 
1936. 


Some  Common  Errors  Leading  to  the 
Decision  as  to  the  Non-Industrial 
Nature  of  a Dermatitis 

The  dermatitis  is  erroneously  considered  to  be 

non-industrial  because : 

It  is  accompanied  by  the  finding  of  fungi  or 
other  micro-organisms  in  the  lesions  or  in  a dis- 
tant focus.  (Fungi — pathogenic  and  non-patho- 

genic — and  certain  other  micro-organisms — - 

staphylococci,  streptococci,  yeasts,  and  moulds — 
are  almost  universally  found  on  the  skin  of 
adults  in  the  U.  S.  A.  Their  presence  does  not, 
therefore,  constitute  proof  that  a dermatosis  is 
of  non-occupational  nature). 

B.  It  is  accompanied  by  a positive  reaction  to 
extracts  of  fungi  or  of  certain  other  micro- 
organisms. (Such  reactions  are  too  common  to 
be  of  weight  in  ruling  out  the  industrial  nature 
of  a given  case;  these  reactions  merely  show 
that  the  individual  has  had  a prior  sensitizing 
exposure  to  the  same  or  to  an  immunologically 
related  micro-organism — comparable  to  tuber- 
culin reactions). 

C.  The  patch  tests  with  the  substances  of  the 
industrial  exposure  are  negative. 

(Such  negative  tests  cannot  be  considered  con- 
clusive. They  may  be  due  to:  (1)  local  differ- 
ences in  sensitivity.  The  skin  area  tested  may  be 
non-sensitive,  while  other  areas,  and  particularly 
the  areas  involved,  may  be  sensitive.  (2)  Chro- 
nologic differences  in  sensitivity.  An  individual’s 
skin,  sensitive  at  the  time  of  industrial  contact, 
may  be  non-sensitive  to  the  actual  causal  sub- 
stances at  the  time  of  skin  testing.  (3)  The  fact 
that  the  actual  and  causal  substance  or  sub- 
stances, or  the  causal  combination  or  causal  inter- 
mediates, may  not  have  been  applied.  (4)  The 
fact  that  the  concentration  employed  may  have 
been  too  weak,  or  that  the  test  applications  may 
have  been  otherwise  inadequate;  or  that  the 
been  too  weak,  ~or  that  the  test  application  may 
have  prevented  penetration,  or  exerted  some  pro- 
tective or  neutralizing  effect.  (5)  The  fact  that 
the  test  never  accurately  reproduces  the  actual 
conditions  of  industrial  exposure.  Repeated  con- 
tact, friction,  maceration,  heat,  cold,  sweat,  etc., 
may  be  necessary  additional  factors  enabling  the 
substance  negative  in  the  test  nevertheless  to 
cause  dermatitis  under  conditions  of  industrial  ex- 
posure.)— Marion  B.  Sulzberger,  M.D.,  New  York 
City,  N.  Y.  State  J.  M.,  36:1307,  Sept.  15,  1936. 


OUR  RESPONSIBILITY 

Ask  the  average  physician  what  he  contributes 
each  year  to  his  community  other  than  purely 
medical  activities  and  I am  sure  the  answer  will 
be  quite  startling  and  I think  quite  as  alarming. 
We  all  hide  under  a false  mantle  of  too  little 
time,  excusing  ourselves  by  saying  that  the  prac- 
tice of  medicine  will  not  permit  us  to  accept  a 
part  in  the  every  day  life  of  society. — A.  J. 
Kuehn,  M.D.,  Bulletin  Toledo  Acad,  of  Medicine, 
20:10,  June,  1936. 


THE  USE  OF  ERGOT  IN  THE  PUERPERIUM 

By  ABE  CLINE,  M.D.,  Dayton,  Ohio 


KNOWN  for  its  properties  since  the  early 
history  of  man,  ergot  was  introduced  into 
medical  use  in  1807  by  John  Stearns  of 
Saratoga,  N.  Y.  The  popularly  accepted  prepa- 
rations have  been  the  U.S.P.  fluid  extract,  an  al- 
coholic preparation,  and  the  watery  extract  of 
the  B.P. 

Iri  late  years  a number  of  alkaloids  have  been 
isolated  from  the  crude,  complex  product  and 
each  of  these  has  enjoyed  a vogue.  Unfortu- 
nately vogues  in  medicine  disappear  slowly  and 
bring  about  a complexity  in  prescribing  that  is 
not  only  confusing  to  the  practitioner,  but  consti- 
tutes economic  difficulty  to  the  druggist,  and  par- 
ticularly to  the  already  hard-pressed  hospital 
pharmacy.  Ergot,  incidentally,  is  an  expensive 
drug. 

The  potency  of  ergot  varies  greatly  with  vari- 
ous batches  of  the  crude  drug,  with  various 
preparations,  and  with  the  age  of  those  prepara- 
tions. The  standard  of  potency  has  been  based 
on  the  effect  on  the  cockscomb,  and  that  has  been 
found  to  parallel  the  total  content  of  alkaloids, 
among  which  have  been  isolated,  ergotamine,  ergo- 
toxine,  sensibamine  and  ergoclavine.  Moir  in 
1932  demonstrated  the  discrepancy  between  clin- 
ical effectiveness  and  alkaloidal  potency.  The 
B.  P.  watery  extract,  for  instance,  contains  very 
little  of  known  alkaloids  and  yet  it  is  clinically 
effective.  He  concluded  that  the  activity  was  due 
to  a yet  undiscovered  substance. 

In  this  country  a group  of  workers  arrived  at 
a similar  conclusion,  and  developed  a piece  of  re- 
search notable  for  the  team  work  between  aca- 
demic, clinical  and  manufacturing  units.  Pro- 
fessor Kharasch  and  Dr.  Legault,  of  the  Chem- 
istry Department  with  Drs.  Adair  and  Davis1  of 
the  department  of  obstetrics  and  gynecology,  Uni- 
versity of  Chicago,  separated  the  known  alkaloids 
from  crude  extract  of  ergot,  and  found  the  re- 
maining fraction  to  be  tremendously  more  potent. 
Activity  of  the  various  preparations  was  measured 
clinically  by  observations  on  puerperal  patients 
using  intrauterine  balloons  attached  to  recording 
instruments,  and  by  direct  observation  of  the 
uterus  during  sections.  The  old  method  of  stan- 
dardization was  found  to  be  false.  These  workers 
finally  isolated  a pure  crystalline  substance  which 
they  called  ergotocin.  Meanwhile  M.  R.  Thomp- 
son at  the  U.  of  Maryland2,  Dudley  and  Moir  in 
England3,  and  Stoll  and  Burchardt  in  Germany4, 
using  a similar  technic,  arrived  at  the  same  re- 
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suits.  Adair  and  Davis  reported  their  findings  in 
December,  1934,  and  Dudley  and  Moir  reported 
their  discovery  in  March,  1935.  Thompson  had 
isolated  his  product  in  May,  1934.  Very  recently 
all  four  of  these  investigating  groups  have  ex- 
changed specimens,  and  studied  one  another’s 
preparations  physically,  chemically,  and  pharma- 
calogically.  Their  conclusion  is  that  all  four  of 
these  new  preparations  are  identical  alkaloids  and 
should  receive  a common  name5. 

The  Council  on  Pharmacy  and  Chemistry  re- 
ports the  adoption  at  its  annual  session  on  March 
14,  1936,  of  a new  nonproprietory  name  for  this 
aklaloid,  i.  e.  “ergonovine”. 

Before  summing  up  the  practical  value  and  the 
differences  between  these  new  and  potent  extracts, 
I should  like  to  discuss  briefly  the  value  of  ergot 
administered  routinely  in  the  puerperium.  It  is 
our  almost  universal  practice  to  administer  a 
dose  of  ergot,  with  or  without  pituitrin,  at  the 
end  of  labor.  Many  obstetrical  clinics  have  con- 
tinued its  administration  routinely  for  several 
days.  My  own  standing  orders  in  this  hospital 
have  included  fluid  extract  ergot  Z ss  t.  i.  d.  p.  c. 
for  three  days,  changed  now  to  ergonovine 
(Ergotrate,  Lilly)  tab  i t.  i.  d.  Incidentally,  I 
administer  Ergoklonin  Z 1 per  rectum  at  the 
completion  of  delivery.  Prompt  tonic  contraction 
of  the  uterus  results  invariably.  This  helps  to 
keep  the  uterus  contracted,  and  prevents  not 
only  hemorrhage,  but  to  some  extent,  infection, 
by  keeping  the  uterine  cavity  small  and  the 
venous  sinuses  closed.  J.  P.  Greenhill6  recom- 
mended ergot  Z ss  four  times  a day  for  three 
days  as  an  aid  to  involution.  J.  Suhs7  in 
Germany  studied  a series  of  puerperal  cases, 
half  of  which  received  ergot  routinely  and 
the  controls  only  when  conditions  indicated.  Dis- 
turbances of  lochial  discharge  and  of  involution 
occurred  less  than  one-half  as  frequently  in  the 
group  receiving  ergot  routinely  than  in  the  con- 
trols. Jones  and  Barlow8  in  1935  studied  the  effec- 
tiveness of  different  ergot  preparations  in  puer- 
peral patients  and  found  that  fluid  extract  was 
more  dependable  rectally  than  orally,  that  ergot 
intra-muscularly  was  painful  and  not  effective, 
that  fluid  extracts  lost  75  to  85  per  cent  of  their 
efficiency  after  one  year  aging. 

In  November,  1935,  Tuck9  reported  the  study 
of  a large  group  of  cases  at  Philadelphia  General 
Hospital.  He  concluded  that  ergot  used  routinely 
in  the  first  three  days  of  the  puerperium  definitely 
lessened  the  incidence  of  hemorrhage  and  mor- 
bidity, but  that  the  new  drug  ergoklonin  was  so 
superior  to  the  USP  extract  that  the  use  of  the 
latter  was  dropped  early  in  the  study.  During  one 
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week  when  ergoklonin  was  not  available,  fluid 
extract  was  used  and  the  only  two  cases  of  post- 
partum hemorrhage  in  the  series  occurred.  I 
noted  the  standing  orders  left  by  sixteen  doctors 
on  the  maternity  floor,  ten  of  which  included  fluid 
extract  of  ergot  routinely  and  four  p.  r.  n.  Of 
the  routine  orders,  only  five  were  for  more  than 
three  doses.  Much  of  the  ergot  in  stock  will  be 
wasted  or  unused.  At  its  present  price  of  about 
$5.00  a pint  fluid  extract  costs  about  four  cents  a 
dose,  provided  none  is  spilled  or  wasted.  Only  the 
newer  preparations  deserve  a place  in  our  arma- 
mentarium because  they  are  pure,  simplified  pro- 
ducts of  unvarying  potency  and  they  do  not 
nauseate  the  patient.  The  cost  per  dose  of  these 
products  is  from  three  to  four  cents.  I have 
endeavored  to  present  this  interesting  new 
work  on  pharmacology  of  ergot,  so  that  you  who 
practice  obstetrics  here  can  make  available  to  your 
patients  what  scientists  and  clinicians  demonstrate 
and  not  what  detail  men  assure  you  is  best. 

I urge  in  conclusion  the  routine  use  of  one  of 
the  new  potent  ergot  principle  immediately  after 
labor,  and  for  several  days  postpartum.  DeLee 
wisely  reminds  us  that  lessened  morbidity  usually 
accompanies  a more  aseptic  and  atraumatic  ob- 
stetric technique,  but  any  practice  that  might, 
even  if  only  a little,  improve  the  much  criticised 
puerperal  mortality  and  morbidity  in  this  country 
should  be  welcomed.  And  lastly,  to  simplify  the 
stocks  of  a costly  drug  in  our  pharmacy,  I urge 
that  all  the  old  ergot  forms  be  forgotten  and 
that  the  obstetrical  department  establish  one  or 
two  of  the  accepted  preparations  as  solely  avail- 
able in  the  future. 

Fidelity  Medical  Building. 
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As  in  the  case  of  any  infection  of  the  body,  the 
cure  is  dependent  upon  drainage  and  antibody 
formation. 

Drainage  and  stimulation  of  immunizing  pro- 
cesses can  best  be  brought  about  by  warm  irriga- 
tions, injections,  massage,  heat  and  foreign  pro- 
teins.— Louis  J.  Roth,  M.D.,  Columbus,  Urol,  and 
Cut.  Rev.,  40:577,  August,  1936. 


REMOVING  ADHESIVE  TAPE 

The  deaths  of  two  football  players  at  Purdue 
University  and  the  serious  burning  of  several 
others  as  a result  of  the  explosion  of  gasoline 
focuses  attention  on  the  correct  method  of  re- 
moving adhesive  tape.  From  time  to  time,  var- 
ious recommendations  have  been  made  as  to  the 
easiest  methods  of  performing  this  task.  Every 
one  knows  that  it  is  painful  to  turn  up  one  edge 
of  the  adhesive  tape  and  to  jerk  it  suddenly  away 
from  the  skin.  Furthermore,  this  will  pull  out  the 
hair — and  even  remove  the  skin — and  give  oppor- 
tunity for  secondary  infection.  Gasoline  has  been 
recommended  in  the  past,  as  well  as  ether  and 
various  volatile  oils.  Kerosene  has  also  been  em- 
ployed for  removal  of  adhesive  tape  from  the 
skin.  None  of  these  substances  meet  the  optimal 
indications.,  For  some  time  ethyl  acetate  was  ad- 
vocated, but  it  has  a definite  fire  hazard  and  is 
irritating  to  the  eyes,  nose  and  throat.  Carbon 
tetrachloride  is  known  as  a standard  fire  ex- 
tinguisher. It  is  not  inflammable  and  is  fre- 
quently used  for  the  removal  of  tape.  It  con- 
stitutes the  chief  ingredient  of  some  of  the  well- 
known  cleaning  fluids  on  the  market.  Recently 
the  Council  on  Pharmacy  and  Chemistry  has  voted 
to  accept1  two  solvent  preparations  proposed 
primarily  for  the  removal  of  adhesive  tape  from 
the  skin.  One2  of  these  substances  consists  of  98 
per  cent  dichlormethane  and  has  no  fire  hazard, 
since  it  is  nonexplosive  and  noninflammable.  How- 
ever, it  is  similar  to  chloroform  in  its  action  and 
the  same  precautions  are  necessary  as  to  its  in- 
halation. The  other  product3  is  a mixture  of  ap- 
proximately 60  per  cent  carbon  tetrachloride  and 
40  per  cent  naphtha  with  a small  amount  of  oil  of 
sassafras.  Such  a mixture  may  burn  but  will  not 
explode  under  ordinary  conditions  and  in  the  ordi- 
nary sense  is  considered  to  be  noninflammable. 
With  any  of  these  preparations  there  may  be  some 
danger  associated  with  the  removing  of  large 
quantities  of  tape  in  small  rooms  without  proper 
ventilation.  This  is,  however,  a minor  danger  and 
should  not  be  seriously  disturbing.  Certainly  it  is 
a far  less  hazard  than  the  use  of  gasoline  any- 
where near  a source  of  flame  or  heat.  Coaches  and 
trainers  of  football  teams  will  do  well  to  equip 
training  quarters  with  plenty  of  modern  im- 
proved solvents  so  as  to  eliminate  the  danger  of 
catastrophe  such  as  that  which  has  thrown  a 
somber  atmosphere  about  the  current  football 
season. — Jour.  A.  M.  A.,  Sept.  26,  1936. 


1.  Acceptance  awaits  receipt  of  properly  revised  adver- 
tising and  labels  to  conform  to  the  Council’s  decisions. 

2.  Dichlormethane  Solvent-Belle,  marketed  by  Belle 
Alkali  Company,  Charleston,  W.  Va. 

3.  Ohio  Carbon  Tetrachloride  Compound,  marketed  by 
Ohio  Chemical  and  Manufacturing  Company,  Cleveland. 


ETHICS 

Protection  for  personal  gain  is  the  rule  in  busi- 
ness, at  least  in  all  enterprises  but  the  practice  of 
medicine.  Inherent  in  the  ethics  of  medicine  is  the 
principle  that  the  physician  must  give  freely  of 
his  time,  his  skill  and  'his  creative  ability  for  the 
welfare  of  mankind.  His  is  a peculiar  vocation,  in 
which  he  must  consider  only  the  blessings  which 
he  may  bring  to  humanity.  Creations  in  medicine 
must,  according  to  the  traditional  code,  be  given 
freely  and  without  price. — Journal  of  the  Iowa 
State  Med.  Soc.,  26:484,  August,  1936. 


CASE  RECORD  PRESENTING  CLINICAL  PROBLEMS 


A CHILD  OF  4%  WITH  MASS  IN  UPPER  LEFT  QUADRANT,  AN  ANEMIA,  AND  A HISTORY 

BLEEDING  FROM  THE  NOSE 

Presented  by 

J.  E.  BROWN,  JR.,  M.D.,  and  H.  L.  REINHART,  M.D. 


CASE  HISTORY 

A WHITE  female  child  of  4 % years  was  re- 
ferred to  the  hospital  by  the  family  physi- 
cian with  a diagnosis  of  Thrombocytopenic 
Purpura.  There  was  a history  of  frequent  nose 
bleed  since  the  age  of  2.  There  has  been  neither 
blood  in  stools  or  urine,  nor  petechiae  or 
ecchymosis. 

About  six  weeks  ago  some  enlargement  of  the 
abdomen  was  noticed  by  the  mother.  The  family 
physician  considered  this  to  be  due  to  an  en- 
larged spleen  and  made  a diagnosis  of  Thrombocy- 
topenic Purpura. 

Past  History:  There  were  no  nutritional  dis- 
turbances during  infancy.  She  has  had  measles, 
whooping  cough  and  chicken  pox.  Her  weight  was 
41  pounds;  there  was  no  evidence  of  loss  of 
weight.  She  had  recently  complained  of  transi- 
tory pains  in  the  right  elbow  and  knee  joints. 

Physical  Examination:  The  nasal  septum  was 
in  the  mid-line  without  perforation;  the  inferior 
turbinates  were  normal.  The  pupils  were  equal, 
regular  and  reacted  to  light  and  accommodation. 
The  conjunctiva  were  of  good  color.  There  was  no 
lymphadenopathy.  Abdomen:  there  was  visible  a 
mass  in  the  left  upper  quadrant  which  descended 
on  respiration;  the  lower  margin  of  the  mass  ex- 
tended to  the  level  of  the  iliac  crest.  It  was  not 
tender  on  palpation.  The  physical  examination 
was  otherwise  negative. 

X-ray  of  abdomen  following  a barium  enema 
revealed  a pressure  distortion  on  the  left  of  the 
colon,  “due  to  an  enlarged  spleen”. 

Laboratory  Examination:  Summary  of  re- 

peated blood  counts.  Total  W.B.C.  3,400  to  6,000. 
Neutrophiles  40  to  60  per  cent.  Lymphocytes  24 
to  40  per  cent.  Monocytes  4 to  14  per  cent. 
R.B.C.  3,120,000  to  4,260,000.  Hemoglobin  68  per 
cent.  Platelets  100,000  to  287,000.  Reticulocytes 
5.2  per  cent.  Icterus  Index  11.  VandenBergh, 
Direct  negative,  Indirect  0.2  mgm.  Urine  nega- 
tive; no  bile  in  urine:  Benzidine  test  negative. 
Concentration-dilution  test  within  normal  range. 
Wassermann  and  Kahn  negative.  X-ray  of  long 
bones — no  evidence  of  rarefaction. 

Progress  Notes:  Shortly  after  admission  she 
developed  chicken  pox  and  was  transferred  to  the 
Isolation  Ward.  A laparotomy  was  made,  on  the 
44th  day  of  her  hospitalization.  A few  hours  after 
operation  her  condition  became  grave  and  symp- 
toms of  shock  were  pronounced.  Some  improve- 
ment followed  transfusion  but  a few  hours  later 
she  was  again  in  grave  condition.  Stimulants 
were  given  without  benefit  and  she  expired  a few 
hours  later. 

Dr.  Brown: 

If  we  attempted  to  summarize  the  case  that  has 
been  presented,  we  might  condense  the  history 
somewhat  as  follows: 

A four  and  a half  year  old  girl  enters  the  hos- 


pital with  complaint  of  swelling  of  the  abdomen 
of  six  weeks’  duration.  She  appears  in  good 
health,  with  no  evidence  of  recent  weight  loss,  and 
the  only  significant  finding  is  a visible  mass  in 
the  left  upper  quadrant  which  moves  with  respira- 
tion. The  only  positive  findings  on  laboratory  in- 
vestigation are  displacement  of  the  colon,  pre- 
sumably by  the  mass,  on  barium  studies;  a moder- 
ate secondary  anemia;  a definitely  low  white  blood 
count,  and  platelets  that  are  in  the  lower  ranges 
of  normal.  Some  six  weeks  after  admission  to 
the  hospital,  laparotomy  is  performed  and  the 
patient  dies. 

With  this  condensed  history  in  mind,  what  are 
the  possibilities  ? What  conditions,  eventually 
fatal,  are  accompanied  by  the  presence  of  a tumor 
of  the  left  upper  quadrant  with  no  significant 
laboratory  findings  except  a secondary  anemia  ? 

Obviously,  we  must  think  of  malignancy.  An 
embryonal  adeno  sarcoma,  oftentimes  called 
embryoma,  or  Wilms’  tumor,  seems  most  likely. 
These  neoplasms  are  most  common  in  the  first 
five  years  of  life,  and  are  characterized  by  the 
marked  increase  in  size  of  the  tumor  mass,  grow- 
ing by  direct  extension,  and  with  metastasis  oc- 
curring quite  late.  The  presence  of  a mass  in  the 
abdomen  usually  first  calls  attention  to  the  con- 
dition. 

Several  questions  naturally  arise  at  this  point. 
What  of  the  frequent  nose  bleeds  since  two  and  a 
half  years  of  age?  My  answer  is  “I  don’t  know.” 
Frequently  we  see  young  children  with  epistaxis 
for  which  no  explanation  can  be  given,  although 
often  a focal  bleeding  point  can  be  found  high  up 
on  the  nasal  septum.  Rheumatic  disease,  some 
essential  blood  disturbance  including  purpura, 
malignant  or  essential  hypertension,  and  scurvy 
might  all  be  responsible. 

Certainly  we  can  make  no  diagnosis  of  rheu- 
matic fever — with  no  involvement  of  the  heart 
and  in  the  presence  of  the  large  mass  in  the 
abdomen. 

Some  type  of  leukemia  is  naturally  suggested 
by  the  story.  We  have  nose  bleeds,  we  havei  a 
mass  in  the  upper  abdomen  which  is  thought  to  be 
spleen,  and  a secondary  anemia  with  leukopenia. 
If  the  nose  bleeds  were  due  to  leukemia,  she 
should  have  had  hemorrhages  elsewhere,  as  well 
as  epistaxis.  And  must  this  mass  be  spleen?  Of 
course  it  may  be,  but  no  characteristic  notch 


1096 


November,  1936 


Case  Record  Presenting  Clinical  Problems 


1097 


which  would  absolutely  identify  it  has  been  noted. 
The  adrenalin  test,  which  is  definite  if  positive, 
was  not  carried  out;  if  negative,  it  is  of  little 
value.  I have  seen  several  tumors  of  the  left 
upper  quadrant  which  moved  with  respiration  and 
were  not  spleen  on  laparotomy  or  autopsy.  In 
these  cases  the  neoplasm  had  extended  to  the 
diaphragm  and  was  therefore  affected  by  respira- 
tion. Often  too,  a tumor  posterior  to  the  spleen 
has  pushed  that  organ  forward  so  that  we  do 
actually  palpate  a spleen  that  appears  larger  than 
it  is  actually  found  to  be.  Leukemia,  it  appears  to 
me,  is  fairly  conclusively  ruled  out  by  the  several 
blood  counts  which  apparently  showed  no 
markedly  immature  white  cells.  I cannot  image  a 
patient  in  our  hospital  for  44  days  with  leukemia 
that  could  not  be  definitely  diagnosed! 

Purpura  was  suggested  on  admission.  How- 
ever, the  platelets  varied  between  100,000  and 
287,000,  definitely  within  low  limits  of  normal. 
The  bleeding  time  before  admission  was  not  pro- 
longed, although  we  have  no  mention  of  this  test 
in  the  hospital.  And  at  no  time,  do  we  hear  of 
purpuric  spots  which  certainly  should  have  made 
their  appearance.  Nor  is  there  any  evidence  of 
hemorrhage  elsewhere.  It  is  difficult  to  visualize  a 
case  of  purpura  with  such  a massive  spleen  and 
no  purpura! 

Hypertension  of  any  type  or  scurvy  might  ac- 
count for  the  nose  bleeds,  but  obviously  do  not  fit 
into  the  picture  of  a large  abdominal  mass,  and 
can  be  easily  dismissed. 

Banti’s  disease  or  so-called  “splenic  anemia”  is 
suggested  by  the  mass  in  the  left  upper  quadrant, 
the  secondary  anemia,  and  the  leukopenia.  But 
we  have  not  noted  enlargement  of  the  liver  which 
regularly  occurs  in  this  disease,  and  ho  gastric  or 
eosophageal  hemorrhages  and  ascites,  all  of 
which  accompany  the  secondary  cirrhosis  of  the 
liver.  Besides,  Banti’s  does  not  kill  early. 

Hemolytic  anemia  is  almost  impossible  in  the 
absence  of  any  history  of  jaundice,  and  an  icteric 
index  of  11  is  not  particularly  significant.  The 
liver  is  presumably  not  enlarged,  and  the  reti- 
culocytes are  only  5.2  per  cent — high  normal,  but 
not  the  20  per  cent  plus  usually  seen  in  this  con- 
dition. 

Gaucher’s  disease  and  Niemann-Pick’s  disease 
are  both  characterized  by  splenic  enlargement  and 
anemia.  However,  we  do  not  note  the  character- 
istic hepatomegaly  and  generalized  glandular 
adenopathy  here,  and  the  slow  course  with  pro- 
gressive wasting  is  absent.  Splenic  puncture  was 
not  done  to  rule  out  absolutely  these  syndromes, 
but  the  possibility  remains  slight. 

In  conclusion,  I feel  that  a neoplasm  of  the  kid- 
ney or  adjoining  structures  is  most  probable. 
Urinalysis  and  kidney  function  tests  are  often 
negative  in  such  cases,  and  it  is  unfortunate  that 
intravenous  or  retrograde  pyelography  was  not 


carried  out  for  the  procedure  might  have  demon- 
strated conclusively  the  connection  of  the  tumor 
mass  with  the  kidney  rather  than  spleen. 

Statistically,  if  this  be  tumor,  an  embryonal 
adenosarcoma  of  the  kidney  is  the  most  likely,  and 
the  story  is  typical.  Neuroblastoma  of  the  left 
adrenal  is  possible,  although  tumors  of  this  type 
often  metastasize  to  the  skull  and  orbit,  causing 
exophthalmos  which  is  not  noted  here.  Possibly 
we  may  be  dealing  with  some  atypical  tumor  that 
cannot  be  identified  without  pathological  exami- 
nation. 

Dr.  Reinhart:  Anatomic  Diagnosis: 

1.  Embryonal  Nephroma  (or  Wilms’  tumor). 

2.  Metastases  to  lungs. 

3.  Recent  laparotomy  with  drain. 

4.  Pressure  atrophy  left  adrenal. 

The  questionable  mass  in  the  left  flank  was  a 
large  soft  tumor  of  brain-like  consistency  and 
appearance,  which  had  largely  destroyed  the  kid- 
ney. The  adrenal  gland  on  the  side  of  the  tumor 
was  isolated  and  was  not  related  to  the  tumor. 
The  spleen  was  normal  in  size,  pocketed  well  above 
the  costal  margin  by  the  retroperitoneal  tumor. 
There  were  multiple  metastases  to  the  lungs,  the 
largest  of  which  were  about  3 mm.  in  diameter. 
The  tumor  of  the  kidney  weighed  1200  grams  in 
contrast  to  the  liver  which  weighed  600  grams. 
Microscopic  examination  revealed  an  embryonal 
nephroma  also  called  adeno-sarcoma  and  Wilms’ 
tumor.  Contrary  to  general  belief  the  Wilms’ 
tumor  is  not  a rare  tumor  in  children,  being  ex- 
ceeded only  by  brain  tumors  and  tumors  of  the 
adrenal  gland  and  sympathetic  ganglia.  While  the 
average  age  of  incidence  is  about  three,  the  Wilms’ 
tumor  is  rare  after  seven.  Pyelograms  are  of 
value  in  fixing  the  renal  origin  of  the  new  growth. 

Neuroblastomata  are  commonly  found  before 
the  age  of  two,  while  the  Wilms’  tumor  is  most 
frequent  after  two.  The  Pepper  type  of  neuro- 
blastoma metastasize  to  the  liver,  while  the 
Hutchinson  type  is  characterized  by  metastasis  to 
bones,  superficial  lymph  nodes,  and  retrobulbar 
metastasis  producing  exopthalmos.  The  diagnosis 
of  neuroblastoma  is  often  made  by  these  metas- 
tatic foci. 

Lymphosarcoma,  carcinomas  of  the  adrenal 
cortex  and  ovarian  teratomas  should  also  be  con- 
sidered. A sound  mode  of  clinical  approach  in 
obscure  abdominal  tumors  in  children  is  (1) 
Pyelography,  for  positive  fixation  of  renal  tumors, 
(2)  Aschheim-Zondek  or  Friedman  test  for  tumors 
of  sex  glands,  or  adrenal  cortex,  although  the 
manifestations  of  these  tumors  are  usually  re- 
flected by  changes  in  secondary  sex  characters, 
and  (3)  deep  X-ray  therapy,  which  produces  the 
most  marked  shrinkage  in  lymphosarcoma,  less  in 
the  Wilms’  tumor  and  least  in  the  neuroblastoma. 


A PIONEER  PHYSICIAN 

By  Howard  Jones,  M.D.,  Circleville,  Ohio 


IN  the  first  month  of  the  year  1811  there  was 
born  on  a farm  in  Heath,  Franklin  County, 
Massachusetts,  a baby,  who,  far  away  from 
his  home  was  later  to  lead  a life  of  service  un- 
excelled by  any  competitor  of  his  day.  The  hard 
work  incident  to  a rocky  farm  fell  to  the  lot  of 
this  boy  until  by  accident  he  injured  his  knee. 


DR.  JESSE  THOMPSON 


This  injury  not  only  kept  him  off  his  feet  many 
months  but  so  crippled  him  that  to  the  day  of  his 
death  he  limped  and  was  compelled  to  use  a 
heavy  cane  to  help  support  his  weight.  This 
handicap  made  him  a devotee  of  horseback  riding. 


Howard  Jones,  M.D.,  Circleville,  is 
the  author  of  many  articles  on  early 
Ohio  history. 


He  secured  the  common  school  education  of  the 
day  and  later  received  the  degree  of  M.D.  at 
Berkshire  Medical  College,  in  1836,  a hundred 
years  ago. 

At  that  period  in  the  history  of  the  United 
States  there  was  a great  rush  of  people  from  the 
New  England  States  to  the  new  country  over  the 
mountains.  The  stories  of  the  bountifulness  of 
the  land  of  the  Ohio  Country,  its  wonderful  clim- 
ate, with  its  forests  and  plains  abounding  in 
game  and  its  streams  in  fish  was  attracting 
homesteaders  like  no  other  time. 

This  young  medical  student,  notwithstanding 
his  lameness  and  want  of  much  ready  cash,  joined 
the  crowd  of  pioneers  and  settled  permanently  in 
the  fertile  Scioto  Valley  at  the  town  known  as 
South  Bloomfield.  This  village  was  situated  on 
the  stage  coach  line  from  Columbus  to  Chilli- 
cothe  and  within  a mile  of  the  Ohio  and  Erie 
Canal  and  the  Scioto  River.  Here  might  have 
been  seen  in  the  year  1837  a rather  crudely 
printed  sign  alongside  a doorway  reading  “Jesse 
C.  Thompson,  M.D.”  It  was  not  long  until  pa- 
tients came  in  plenty  and  by  the  year  1850  he 
had  carved  for  himself  a name  for  expertness  in 
surgery  and  intelligence  in  the  practice  of  medi- 
cine. He  kept  up  with  the  science  of  the  day  and 
acquired  an  art  in  the  practice  of  his  profession 
which  was  recognized  by  all  his  compeers.  He 
was  an  accomplished  anatomist,  and  by  nature 
having  a mechanical  mind  he  became  the  surgeon 
for  the  community. 

There  were  few  things  attempted  in  those  days 
in  the  way  of  surgery  that  he  did  not  accomplish 
with  more  than  ordinary  success.  The  wonderful 
surgical  instruments  of  today  were  hardly 
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thought  of  then,  but  with  the  few  tools  he  carried 
in  his  saddle-bags  he  was  able  to  do  many  diffi- 
cult undertakings  in  surgery.  The  days  of  anti- 
septics had  not  been  born  and  all  the  precautions 
of  today  against  infections  following  operations 
were  omitted  because  unheard  of,  yet,  he  seldom 
had  infections  following  operations.  He  related 
to  me  that  puerperal  fever  was  very  rare  in  his 
practice.  The  natural  tidiness  and  cleanliness  of 
the  man  probably  accounted  for  the  absence  of 
the  infections.  He  had  learned  from  experience 
that  wounds  might  heal  by  first  intention  al- 
though the  text  books  of  the  day  taught  that 
there  was  a laudable  pus  necessary  for  the  heal- 
ing. 

KEEN  MIND,  UNTIRING  ENERGY 

I knew  Jesse  Thompson  personally  very  well. 
I admired  his  keen  mind,  untiring  energy  and 
humorous  philosophy.  Of  all  the  operations  he 
performed  in  his  long  practice  the  following  one 
deserves  the  most  praise  and  illustrates  his 


The  articles  published  in  Volume  32 
of  The  Journal  under  the  heading  “The 
Historian’s  Notebook’’  will  be  published 
in  booklet  form  and  will  he  available  at 
cost  to  any  member  who  may  he  inter- 
ested. For  details  and  an  order  blank, 
please  turn  to  page  1145. 


anatomical  knowledge  and  his  mechanical  skill.  It 
also  illustrates  his  physical  hardiness  and  his 
sense  of  professional  service.  The  exact  date  of 
this  operation  has  been  lost,  but  it  must  have 
been  between  the  years  1837  and  1840.  It  was  a 
cold  day  in  the  Spring.  The  Scioto  River  was 
swollen  and  ice  was  running.  An  urgent  call  came 
for  him  to  see  a woman  long  in  confinement  living 
in  a cabin  in  the  woods  several  miles  distant  on 
the  opposite  side  of  the  Scioto  River.  There  was 
no  bridge  over  the  stream  within  miles,  so,  with 
saddle-bags  loaded,  he  mounted  his  horse  and 
made  him  swim  the  flooded  stream.  He  arrived 
wet  and  cold  to  find  normal  delivery  impossible. 
Undaunted,  with  no  assistance,  except  neighbor 
women,  he  performed  a Caesarian  section  saving 
mother  and  baby. 

He  was  always  reluctant  to  talk  of  this  achieve- 
ment but  I heard  the  facts  from  him  and  also 
from  his  grandson,  the  late  T.  B.  Wright,  M.D. 
This  is,  I think,  the  first  successful  Caesarian 
section  in  this  part  of  Ohio. 

CUSTOMARY  BOLDNESS  • 

In  1881,  I had  reason  to  observe  and  appreciate 
the  fine  character  of  the  man.  I was  lying  semi- 


conscious with  a temperature  of  106,  going  into 
the  third  week  of  typhoid  fever.  He  was  called 
in  consultation  to  see  me  and  with  his  customary 
boldness  in  things  in  which  he  was  reasonably 
certain,  he  gave  me  50  grs.  of  sulphate  of  quinine 
at  one  dose  to  be  repeated  with  40  grs.  in  twelve 
hours.  I have  the  record  of  my  temperature  be- 
fore me.  In  a few  hours  after  taking  the  quinine 
my  temperature  dropped  from  106  to  normal. 
My  convalescence  began  from  this  date.  Some- 
times I think  I can  still  hear  the  bees  buzzing  in 
my  ears  as  I did  that  day. 

He  built  for  himself  a substantial  frame  home 
in  South  Bloomfield  which  still  stands  as  one  of 
the  best  residences  in  the  village.  Doctor  Jesse 
Thompson  died  at  the  age  of  78  years  and  was 
buried  in  his  home  town  near  the  home  which 
he  loved  so  well. 


Bequest  of  $200,000  Made  to  Ohio  State 
University  College  of  Medicine  for 
Research  Work 

Ohio  State  University  College  of  Medicine  will 
receive  $200,000,  the  income  to  be  used  for  medi- 
cal and  surgical  research,  under  the  terms  of  the 
will  of  the  late  Marietta  Comly,  who  died  at  Bal- 
timore, Md.,  October  1. 

Miss  Comly  also  left  $10,000  to  the  Columbus 
Children’s  Hospital,  and  $5,000  to  the  Columbus 
Home  for  the  Aged. 

The  entire  estate  is  estimated  at  $300,000. 
After  several  personal  bequests,  the  residue  is  to 
be  used  to  set  up  a “Comly  and  Coleman  Fund”, 
for  the  benefit  of  worthy  and  needy  medical  stu- 
dents at  Ohio  State  University. 

Miss  Comly’s  father,  the  late  Dr.  J.  M.  Comly, 
was  a Columbus  physician.  Her  brother-in-law, 
the  late  Dr.  Nathaniel  R.  Coleman,  was  a profes- 
sor in  Columbus  Medical  College  and  Ohio  Medi- 
cal University.  He  was  the  first  president  of  the 
State  Medical  Board. 

According  to  University  officials,  this  is  the 
fifth  gift  to  the  University  from  the  Comly 
family. 

The  late  Mrs.  Sarah  J.  Comly  Coleman  gave  to 
the  University  the  medical  library  of  her  husband, 
the  late  Dr.  Nathaniel  R.  Coleman,  Nov.  5,  1913, 
and  left  $500  in  trust  for  the  purchase  of  ad- 
ditional medical  books. 

On  October  22,  1928,  Miss  Comly  added  $500  to 
this  fund,  and  on  November  27,  1928,  gave  an 
additional  $1,500  to  the  fund.  Miss  Comly  also 
gave  $1,000  to  the  University  on  March  19,  1929, 
to  create  the  Sarah  J.  Comly  Coleman  Fund  for 
the  aid  of  needy  students. 
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PRACTICAL  PREVENTIVE 
MEDICINE 

Editor’s  Note:  The  Committee  on  Preventive  Medicine 

and  Periodic  Health  Examinations  of  the  Ohio  State  Medical 
Association  has  propounded  certain  questions  to  a number  of 
authoritative  physicians  throughout  the  state.  Each  ques- 
tion deals  with  some  problem  in  preventive  medicine.  The 
answers  will  be  published  in  The  Journal  to  assist  all 
physicians  in  determining  how  these  problems  might  be  met. 
The  eighth  of  this  series  follows : 

Q. — It  is  frequently  said  that  the  pre-school 
group  of  children  has  suffered  more  than  any 
other  age  group  from  the  lack  of  health  service. 
What  advice  should  the  family  physician  give  to 
the  mother  relative  to  the  health  and  behavior 
problems  of  her  children? 

A. — Physical  defects  and  specific  immunizations 
have  been  sufficiently  stressed  elsewhere.  It  is 
more  essential  here  to  consider  the  preventive  op- 
portunities that  constantly  occur  in  the  child 
population,  but  are  frequently  neglected. 

A common  problem  at  this  age  has  to  do  with 
infections  against  which  we  have  no  method  of 
immunization.  Why  does  my  child  have  so  many 
colds?  This  question  is  a long  way  from  being 
answered  but  much  can  be  done  by  avoiding  con- 
tacts. 

Too  many  people  still  believe  that  a cold  al- 
ways comes  from  a draught  or  wet  feet.  A careful 
history  will  usually  reveal  a contact  with  one  or 
more  individuals  who  have  colds.  Sometimes,  and 
especially  during  the  pre-school  age,  this  situation 
can  be  corrected  or,  still  better,  avoided.  Usually 
more  can  be  accomplished  by  proper  education  of 
the  parents  than  by  the  removal  of  tonsils  and 
adenoids.  This,  of  course,  applies  to  all  forms 
of  upper  respiratory  infections. 

Tuberculous  infection  in  children  almost  in- 
variably results  from  associating  with  an  adult 
case.  Parents  should  be  cautioned  frequently 
about  the  persons  who  are  in  intimate  contact 
with  their  children.  Maids,  boarders,  roomers,  in 
addition  to  the  parents  themselves,  are  the  com- 
mon sources  of  infection. 

Physicians  can  wage  a private  campaign 
against  accidents.  The  common  ways  in  which  the 
following  occur  should  be  discussed, — burns,  falls, 
drowning  (especially  in  the  bath  tub),  inhalation 
or  swallowing  of  foreign  bodies.  Training  of  the 
pre-school  child  against  running  into  the  street  is 
a problem  in  itself  and  may  properly  be  included 
in  preventive  medicine.  Accidental  poisoning  oc- 
curs frequently  and  could  be  prevented  in  the 
majority  of  cases  by  education.  Medicines  (pills  or 
liquid),  lye,  turpentine,  kerosene,  cleaning  fluids 
are  the  usual  offenders.  The  dangerous  age  is 
from  one  to  three  years. 

Parents  now  expect  more  than  just  advice  on 
matters  concerning  physical  conditions.  Problems 
of  behavior  constitute  an  ever  increasing  per- 
centage of  the  pediatrician’s  practice.  In  this 
field  prevention  is  far  easier  than  cure  and  in 


most  instances  no  great  technical  knowledge  of 
psychiatry  is  necessary.  Probably  there  are 
more  of  these  problems  in  the  present  age  be- 
cause there  are  more  things  that  a child  cannot 
do.  The  pre-school  child  in  the  city  has  little  real 
freedom.  On  account  of  smaller  families  he  is  the 
brunt  of  a concentrated  attempt  at  training.  In 
most  instances  he  is  overtrained.  Every  minute 
detail  of  his  life  is  supervised.  Beginning  with 
age  of  walking  he  is  met  with  a succession  of 
“no’s”  and  “dont’s”.  This  soon  produces  a re- 
action in  him  which  is  called  negativism,  which  in 
turn  shows  its  influence  on  nearly  all  of  his  daily 
activities.  Running  in  the  opposite  direction, 
(often  into  the  street)  when  called,  or  the  familiar 
“I  don’t  want  to  go  to  bed”,  are  examples  of  this. 
Add  the  perfectly  normal  desire  to  be  in  the  cen- 
ter of  the  stage,  and  we  have  the  cause  of  a ma- 
jority of  the  behavior  problems.  In  order  to  get 
attention  the  child  does  the  forbidden  things. 

Mothers  should  be  prepared  for  this  runabout 
age  when  the  child  is  endowed  with  such  a vast 
amount  of  energy  and  curiosity.  More  emphasis 
should  be  put  on  the  “good”  and  less  on  the  “bad”. 
Substitution,  when  possible,  instead  of  restriction 
should  be  employed.  A little  added  freedom,  even 
that  resulting  from  a fenced-in  back  yard,  may  be 
a great  help. 

The  appetite  problem,  so  frequent  in  these 
days,  comes  under  the  above  heading.  The  reason 
why  children  do  not  eat  is  purely  a psychological 
one.  The  bad  habit  once  established  may  be  hard 
to  cure.  It  develops  most  commonly  between  the 
ages  of  one  and  three  years.  Beginning  at  least 
at  the  time  of  spoon  feeding,  preferably  earlier, 
parents  should  be  instructed  never  to  coax,  argue, 
force  or  use  any  artificial  means  to  get  the  child 
to  eat.  If  the  appetite  is  lagging  the  best  way  to 
stimulate  it  is  to  reduce  the  quantity  of  food. 
“Small  helpings”  is  one  of  the  finest  of  appetizers. 
Hunger  in  moderation  does  not  do  any  harm  and 
we  neglect  to  use  it  as  nature  probably  intended 
that  we  should.  Furthermore,  the  dining  room  was 
never  intended  to  be  a battle  ground.  The  reasons 
why  this  habit  develops  should  be  carefully  ex- 
plained to  parents.  The  idea  that  a child  should 
eat  definite  quantities  has  become  so  firmly  fixed 
in  the  minds  of  the  laity,  that  instruction  along 
this  line  must  be  frequently  repeated  to  be  ef- 
fective.— C.  W.  Burhans,  M.D.,  Lakewood,  Ohio. 


Accident  Boards  Meet  in  Topeka 

The  23rd  Annual  Meeting  of  the  International 
Association  of  Industrial  Accident  Boards  and 
Commissions  held  at  Topeka,  Kansas,  September 
21-24,  was  attended  by  Thomas  M.  Gregory, 
chairman  of  the  State  Industrial  Commission;  Dr. 
Sidney  M.  McCurdy,  medical  supervisor;  Thomas 
P.  Kearns,  superintendent,  and  C.  C.  Beasor,  sta- 
tistician, Division  of  Safety  and  Hygiene. 


ANNUAL  ADDRESS  OF  THE  PRESIDENT 

R.  R.  HENDERSHOTT  M.D.,  Tiffin,  Ohio 


THE  excellence  of  this,  our  Ninetieth  An- 
nual Meeting,  requires  no  eulogy  from  me 
but  I wish  to  express  to  the  Cleveland 
Academy  of  Medicine,  the  program  committee, 
all  essayists,  discussants  and  scientific  exhibit- 
ors our  deep  appreciation  of  the  intellectual  and 
social  hospitality  which  have  been  provided  for 
us.  It  has  not  only  been  abundant  and  choice, 
but  gracious. 

Upon  this  occasion  I wish  to  extend  a friendly 
hand  of  welcome  to  our  new  members,  and  to  the 
medical  students  and  interns  here  tonight,  and  it 
is  with  sincere  wish  that  they  derive  inspiration 
from  their  associations  within  our  organization. 
We  must  always  remember  that  the  success,  rep- 
utation and  ideals  of  the  Ohio  State  Medical  As- 
sociation are  dependent  upon  the  efforts  and  as- 
pirations of  one  and  all  of  us.  The  officers  are 
but  elected  servants  of  the  Association.  The  suc- 
cess of  our  organization  must  depend  upon  the 
combined  efforts  of  all  as  individuals  and  not 
upon  the  idealism  of  the  few. 

The  joy  of  our  Annual  Meetings  is  always 
tinged  with  a sadness  for  the  absence  of  those 
who  will  meet  with  us  no  more.  I desire,  on  be- 
half of  us  all,  to  express  our  deep  and  sincere 
sympathy  to  the  families  and  friends  for  their 
sad  loss,  and  to  assure  them  that  wounds 
caused  by  the  absence  forever  from  our  midst 
will  only  be  healed  by  the  Greatest  of  all  Physi- 
cians. 

ASSOCIATION  IN  HEALTHY  STATE 
Most  of  you  are  familiar  with  the  achievements 
of  your  Association  since  the  last  Annual  Meet- 
ing. Your  presence  here  this  evening  is  a demon- 
stration of  your  loyalty  and  interest.  I have  been 
particularly  impressed  with  the  never-failing  co- 
operation and  keen  interest  displayed  in  the 
affairs  of  organized  medicine  by  such  a large 
proportion  of  our  members. 

To  me,  this  proves  that  our  Association  is  in 
a healthy  state.  As  long  as  this  sustained  active 
interest  on  the  part  of  so  many  members  con- 
tinues, we  may  anticipate  greater  accomplish- 
ments by  medical  organization. 

Those  of  us  who  have  witnessed  the  growth  of 
our  Association  over  a period  of  years  realize 
what  can  be  accomplished  by  united,  harmonious 
and  conscientious  effort.  It  is  my  sincere  hope 
that  our  Association  will  continue  to  grow  in 
value  and  importance.  This  will  be  possible  if 
you  and  all  other  members  fulfill  the  obligations 
which  you  owe  to  the  one  organization  which  has 
done  more  than  any  other  to  protect  your  inter- 
ests and  has  provided  you  with  innumerable  bene- 
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fits  which  you  cannot  obtain  elsewhere  at  any 
price. 

Promotion  of  the  science  and  art  of  medicine 
is  one  of  the  fundamental  purposes  of  the  Ohio 
State  Medical  Association.  Therefore,  it  has  been 
a pleasure  to  note  a great  revival  of  interest  in 
the  educational  activities  of  our  Association. 

EDUCATIONAL  ACTIVITIES  PROGRESS 

A review  of  the  work  of  most  of  the  county 
medical  societies  reveals  that  regular,  well-at- 
tended meetings  have  been  held  and  that,  for  the 
most  part,  programs  of  exceptional  merit  have 
been  presented.  This  is  encouraging.  No  medical 
society  can  remain  alive  and  alert  unless  it  offers 
its  members  good  scientific  programs. 

Great  strides  have  been  made  in  building  up 
interest  in,  and  the  character  of,  our  district  meet- 
ings. The  district  meeting  cannot  take  the  place  of 
the  county  meeting  and  no  attempt  should  be 
made  to  bring  this  about.  However,  there  is  a 
distinct  place  for  district  meetings,  where  large 
numbers  of  members  can  gather  to  hear  lectures 
and  discussions  by  outstanding  physicians.  This 
is  postgraduate  work  in  its  truest  sense.  The 
State  Association  has  given  active  support  to  the 
district  societies  during  the  past  year.  This  is 
one  of  the  most  meritorious  of  the  Association’s 
activities. 

Plans  have  been  completed  for  a speakers’ 
bureau  to  be  operated  by  the  State  Association 
to  aid  county  societies  in  obtaining  qualified 
speakers  and  to  serve  as  a nucleus  for  more  ex- 
tensive educational  activities  in  the  future. 

These  things  are  mentioned  merely  to  show 
how  the  State  Association  is  endeavoring  to  make 
more  educational  opportunities  available  to  all 
the  members.  I feel  that  this  phase  of  our  work 
must  be  stressed  and  improved.  We  may  meet 
with  reverses  in  our  public  relations,  but  as  long 
as  medical  organization  provides  educational  ad- 
vantages for  its  members  and  offers  them  an  op- 
portunity to  better 'equip  themselves  for  services 
to  the  sick  and  disabled,  organized  medicine  will 
be  carrying  out  one  of  its  primary  purposes  and 
justifying  its  existence. 

All  of  you  have  noted  the  many  improvements 
which  have  been  made  in  The  Ohio  State  Medical 
Journal.  To  the  Editor,  Dr.  Forman,  and  his  as- 
sistants at  our  State  Headquarters  Office  a special 
expression  of  appreciation  and  commendation  is 
due.  In  addition  to  the  excellent  articles  on 
clinical  progress  and  investigative  medicine 
which  it  publishes,  The  Journal  contains  each 
month  articles  and  comments  on  many  of  the 
social,  economic,  legislative  and  professional 
questions  which  are  of  vital  interest  to  all  physi- 
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cians.  It  is  the  one  medium  through  which  the 
Association  can  reach  all  its  members. 

PUBLIC  RELATIONS  VITAL 

Why  it  is  vital  for  organized  medicine  to  main- 
tain efficient  and  effective  public  relations  has 
been  demonstrated  repeatedly  during  the  past 
year. 

Unless  organized  medicine  remains  alert  and 
militant,  the  medical  profession  will  be  battered 
from  pillar  to  post  and  the  principles  for  which 
it  stands  destroyed. 

Because  of  the  untiring  efforts  and  judicious 
activity  of  our  Committee  on  Public  Policy,  ably 
assisted  by  many  committeemen  of  the  respective 
county  medical  societies,  proposed  legislation  in- 
imical to  public  health  and  scientific  medicine 
has  been  defeated.  The  alertness  of  that  commit- 
tee and  the  Council  of  the  State  Association  has 
protected  our  interests  elsewhere.  This  activity 
must  be  strengthened  to  cope  with  the  ever- 
increasing  problems  which  confront  us. 

It  is  recommended  that  each  county  medical 
society  maintain  a strong,  energetic  committee 
on  public  relations.  By  doing  so,  a county  society 
will  be  prepared  to  carry  on  effective  public  re- 
lations locally  and  will  be  able  to  assist  and  co- 
operate with  the  State  Association  in  the  handling 
of  state-wide  questions. 

During  the  recent  years  we  have  witnessed 
many  changes  in  the  relationship  between  govern- 
ment and  the  public.  We  have  seen  an  expansion 
of  governmental  control  and  supervision  which 
makes  the  wildest  dreams  of  the  radicals  of  a 
few  generations  ago  seem  tame  and  insignificant. 
We  have  seen  invasion  into  the  field  of  medicine 
by  governmental  agencies  and  bay-controlled 
groups. 

I do  not  have  the  time  to  discuss  various  move- 
ments which  have  been  started  to  try  to  bring 
about  the  socialization  of  medicine.  I merely  want 
to  cite  this  one  big  problem  to  prove  the  truth 
of  my  previous  statement  that  organized  medi- 
cine must  be  alert  or  medicine  will  be  over- 
whelmed by  this  ruthless  drive  by  politicians. 

As  your  President,  a member  of  the  Council, 
and  member  of  important  committees,  I have  had 
an  opportunity  to  observe  at  close  range  many 
of  our  probletns  over  a period  of  years.  I am 
familiar  with  how  most  of  them  have  been  solved. 

WE  DARE  NOT  COMPROMISE 

In  most  instances,  we  have  been  on  the  winning 
side.  However,  I am  frank  to  say  t,hat  whenever 
we  have  compromised  with  principle  or  with  our 
best  judgment  we  have  eventually  been  the  losers. 
Expediency  pays  few,  if  any,  dividends.  We 
should  realize  by  now  that  it  is  far  better  to 
fight  to  the  finish,  than  to  submit  to  something 
which  we  know  is  unworkable,  contrary  to  our 
established  principles  and  policies,  and  offensive 
to  our  higher  instincts  and  tastes. 


This  is  one  of  the  most  critical  periods  in  the 
history  of  our  state  and  nation.  The  outcome  of 
many  of  our  difficulties  rests  on  the  wisdom  and 
discrimination  of  the  voters  in  November. 

I have  heard  many  times  the  statement  that 
medical  organization  must  be  non-political  and 
non-partisan.  In  a sense  this  is  true.  However, 
when  it  comes  to  questions  involving  public 
health  and  scientific  medicine,  medical  organiza- 
tion and  the  medical  profession  cannot  and  should 
not  be  non-political  and  non-partisan.  We  must 
take  an  active  interest  in  promoting  the  candi- 
dacies of  men  who  believe  in  efficient  public 
health  administration  and  scientific  medicine.  If 
we  take  a passive  attitude  or  vote  unwisely  be- 
cause we  made  no  effort  to  acquaint  ourselves 
with  the  facts,  we  will  find  our  troubles  and  dif- 
ficulties multiplied  many  times. 

MUST  USE  DISCIPLINARY  ACTION 

Before  I conclude,  permit  me  to  call  your  atten- 
tion to  one  matter  which  deserves  serious  thought 
and  prompt  action  on  the  part  of  organized  medi- 
cine. During  the  past  year  some  of  our  members 
have  been  guilty  of  fraud  and  dishonesty  in  con- 
nection with  their  professional  services  and  some 
have  conducted  themselves  in  an  unethical  and 
unprofessional  manner.  Permit  me  to  refer  you 
to  an  editorial  which  appeared  in  the  August, 
1936,  issue  of  our  own  Ohio  State  Medical  Jour- 
nal, which  was  based  on  facts,  not  hearsay  evi- 
dence; also,  to  an  excellent  article  by  Dr.  Sidney 
McCurdy,  medical  director,  State  Industrial  Com- 
mission, entitled  “Applied  Medical  Ethics”. 

Dr.  McCurdy’s  declaration  that  medical  ethics 
must  be  obeyed  by  a physician  in  all  his  dealings, 
whether  they  be  with  private  patients  or  with 
those  who  may  be  beneficiaries  of  the  government, 
is  absolutely  true  and  conforms  to  the  basic  prin- 
ciples and  policies  of  organized  medicine. 

The  medical  profession  has  suffered  and  is  suf- 
fering because  of  the  questionable  practices  of  a 
comparatively  small  group  of  physicians.  It  will 
continue  to  suffer  to  an  increasing  degree  unless 
quick  action  is  taken  to  put  a stop  to  these  prac- 
tices. 

I fully  realize  that  organized  medicine  does  not 
have  the  facilities  to  conduct  searching  investiga- 
tions of  abuses  and  does  not  have  the  power  to 
initiate  legal  proceedings  against  statutory  vio- 
lators. These  actions  must  be  taken  by  govern- 
mental agencies  which  are  being  victimized  and 
by  law-enforcement  officials.  Also,  I realize  or- 
ganized medicine  has  no  jurisdiction  over  physi- 
cians who  are  not  affiliated  with  medical  organi- 
zation. 

Nevertheless,  organized  medicine  can,  and 
should,  cooperate  with  public  officials  and  should 
make  use  of  evidence  secured  by  them  in  taking 
disciplinary  action  against  physicians  who  may 
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be  members  of  medical  organization  under  condi- 
tions laid  down  in  our  Constitution  and  By-Laws. 

It  is  recommended  that  every  county  medical 
society  in  Ohio  give  this  question  immediate  and 
thorough  consideration.  It  is  the  duty  of  every 
member  who  daily  strives  to  uphold  the  honor 
and  dignity  of  the  medical  profession  to  actively 
support  proper  steps  to  eliminate  undesirables 
from  our  membership.  It  is  the  duty  of  our  Coun- 
cil to  act  if  county  societies  refuse  to  do  so  in 
flagrant  cases,  and  I strongly  recommend  that  the 
Council  take  this  suggestion  under  advisement. 

In  conclusion  I want  to  thank  the  Association 
for  the  high  honor  bestowed  upon  me. 

To  my  colleagues,  officers,  committees  and  the 
personnel  of  our  Headquarters  Office  I desire  to 
express  my  sincere  appreciation  and  thanks  for 
their  support  and  courtesy  during  my  tenure  of 
office. 

It  is  now  a pleasure  to  turn  over  to  my  able 
successor,  Dr.  Huston,  the  administrative  duties 
of  this  honorable  office;  he  and  his  official  aids 
have  my  sincere  best  wishes  and  will  receive  my 
active  support  and  cooperation. 


New  Series  of  Dramatized  Medical  and 
Health  Programs  Broadcast  by  A.M.A. 

The  second  series  of  dramatized  health  pro- 
grams entitled  “Your  Health”,  presented  by  the 
American  Medical  Association  and  the  National 
Broadcasting  Company,  began  Tuesday,  October 
13,  over  the  Red  and  Pacific  networks  of  N.B.C. 

Differing  slightly  from  the  topic  of  the  first 
series,  the  1936-1937  series  will  be  built  around 
the  central  idea  that  “100,000  American  physicians 
in  great  cities  and  tiny  villages,  who  are  members 
of  the  American  Medical  Association  and  of 
county,  and  state  medical  societies,  stand  ready, 
day  and  night,  to  serve  the  American  people  in 
sickness  and  in  health”. 

The  topics  are  announced  monthly  in  advance 
in  Hygeia  and  three  weeks  in  advance  in  The 
Journal  of  the  A.M.A. 

Programs  presented  during  October  were: 
Oct.  13:  “What  to  Do  for  Blind  Children”,  Dr. 
W.  W.  Bauer;  Oct.  20:  “Arthritis”,  Dr.  Morris 
Fishbein;  Oct.  27:  “Help  for  the  Deafened”,  Dr. 
W.  W.  Bauer. 

The  time  of  the  broadcast  is  Tuesday  afternoon 
at  5 o’clock 

The  program  is  available  to  the  following  Ohio 
stations:  WTAM — Cleveland;  WLW,  WSAI  and 
WCKY — Cincinnati,  and  WHIO — Dayton. 

It  has  been  suggested  by  the  A.M.A-.  that  if  the 
above-listed  stations  are  not  broadcasting  the 
program,  the  management  may  be  induced  to  do 
so  if  it  receives  evidence  of  local  interest.  This 
might  be  accomplished  by  the  committee  on  educa- 
tion or  other  appropriate  committee  of  the  local 
medical  societty. 


We  Sometimes  Forget  — 

NEVER  should  the  diagnosis  of  adenoids  be 
made  on  patients  because  of  mouth  breath- 
ing alone.  A deviated  septum,  allergic 
rhinitis,  or  polyps  are  common  causes  which 
should  not  be  overlooked. 

Instrumentation  of  the  ear  canal  for  foreign 
bodies  or  impacted  cerumen  is  painful  and  un- 
necessary as  a rule.  A metal  ear  syringe  with  a 
warm  solution  will  accomplish  more  with  little 
discomfort. 

Children  have  sinuses  as  well  as  adults.  Local 
treatment  will  produce  prompt  and  satisfactory 
results  in  the  hands  of  a well  trained  rhinologist. 
The  neglect  of  these  infections  causes  recurrent 
colds  and  chronic  changes  in  the  membranes. 

An  infected  antrum  can  be  treated  successfully 
in  most  cases  by  simple  irrigations  through  the 
normal  opening-  Yet  there  is  a false  impression 
that  is  fostered  by  some  physicians  that  once 
treated,  a sinus  must  be  treated  always. 

Don’t  wait  for  the  drum  membrane  to  rupture 
of  its  own  accord  in  acute  otitis  media.  A well 
placed  incision  will  drain  the  ear  promptly, 
whereas  a tiny  perforation  which  occurs  on 
rupture  of  the  drum  is  in  a poor  spot  for  drain- 
age and  not  large  enough. — Edward  King,  M.D., 
Cincinnati,  Ohio. 


New  Library  Gifts 

A bequest  of  cash  with  an  historical  as  well  as 
practical  value  is  announced  by  the  trustees  of 
the  Cleveland  Medical  Library  Association.  By 
the  will  of  Mrs.  Ida  Ford  Marvel,  a bequest  in  a 
joint  trust  established  by  herself  and  her  first 
husband,  H.  Clark  Ford,  accrues  to  the  Cleveland 
Medical  Library  Association  in  the  sum  of  ap- 
proximately $7,000  to  $8,000. 

The  fund  shall  be  known  as  the  Cozad-Ford 
Homestead  Collection  upon  Malignant  Tumors,  in 
commemoration  of  three  generations  of  Cozads 
and  three  of  Fords,  who  owned  and  occupied  the 
land  upon  which  the  medical  library  is  situated. 
The  income  from  the  bequest  is  to  establish  and 
maintain  a library  on  the  study  of  malignant 
tumors;  to  foster  library  research  upon  malignant 
tumors;  or  to  provide  for  public  lectures  on  the 
subject  of  malignant  tumors,  to  be  given  by  emi- 
nent persons.  The  purposes  of  the  fund  are  to 
be  enforced  in  the  order  given,  discretion  being 
left  to  the  trustees  as  to  the  amounts  needed  for 
the  purposes,  in  their  respective  order.  Unex- 
pended income  is  to  go  toward  an  increase  of  the 
principal.  Should  there  ever  occur  an  accepted 
discovery  of  the  “true  nature  and  treatment  of 
malignant  tumors”  the  trustees  may  devote  the 
income  to  “any  other  then  unsolved  medical  prob- 
lem of  general  application”. 
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E.  M.  HUSTON,  M.D.,  DAYTON,  OHIO 

Dr.  Huston,  Dayton  surgeon;  alumnus  of  the  Medical  College  of  Ohio,  Cin- 
cinnati, 1896;  former  president  of  the  Montgomery  County  Medical  Society; 
member  of  the  Council,  Ohio  State  Medical  Association,  for  six  years;  and  a 
leader  in  medical  organization  activities  for  many  years  in  his  home  city, 
county  and  district,  was  installed  as  the  President  of  the  Ohio  State  Medical 
Association  for  the  year,  1936-1937,  at  the  Ninetieth  Annual  Meeting  of  the 
State  Association  in  Cleveland,  October  7,  8 and  9,  1936. 


1936 


THE  PRESIDENT 


1937 


1937  ANNUAL  MEETING,  DAYTON,  TO  BE  WEEK  OF  APRIL  25 


Special  Appeal  Made  by  President  Huston  to  All  Members  for  Assistance  and  Suggestions  on 
Behalf  of  the  Committee  on  Scientific  Work  with  Respect  to  Spring  Meeting 


THE  Ninety-First  Annual  Meeting  of  the  Ohio  State  Medical  Association  will  be 
held  at  Dayton,  Ohio,  during  the  week  of  April  25-May  1,  1937. 

Days  of  the  week  on  which  the  meeting  will  be  held  have  not  been  selected. 

In  all  probability  the  Hotel  Biltmore  will  be  the  headquarters  hotel  and  where 
most  of  the  activities  of  the  1937  meeting  will  take  place. 

A program  similar  in  set-up  to  the  one  presented  at  the  recent  Cleveland  meeting 
is  contemplated  by  the  Committee  on  Scientific  Work,  consisting  of  Dr.  Parke  G.  Smith, 
Cincinnati,  chairman;  Dr.  C.  C.  Sherburne,  Columbus;  Dr.  A.  F.  Kuhl,  Dayton;  Dr. 
Stanley  Giffen,  Toledo;  and  Dr.  Claude  B.  Norris,  Youngstown. 

By  action  of  the  House  of  Delegates  at  Cleveland,  the  Council  was  instructed  to 
arrange  to  hold  the  1937  meeting  in  the  Spring. 

This  has  been  done,  leaving  the  Committee  on  Scientific  Work,  the  Section  Officers 
and  the  local  committees  on  arrangements  less  than  six  months  during  which  to  com- 
plete the  scientific  program  and  all  other  arrangements. 

Obviously,  those  in  charge  of  the  1937  meeting  will  need  even  more  assistance  and 
active  cooperation  on  the  part  of  the  membership  than  the  committees  which  handled 
arrangements  for  past  Annual  Meetings. 

The  Dayton  meeting  can  be  just  as  successful  from  the  standpoint  of  program, 
exhibits  and  attendance  as  the  recent  Cleveland  meeting  if  all  members  will  cooperate. 

The  Committee  on  Scientific  Work  wants  suggestions  and  recommendations  from 
all  members. 

It  is  hoped  that  members  requested  to  assist  on  any  feature  of  the  1937  meeting 
will  accept  the  invitation  to  do  so,  regarding  the  request  as  an  opportunity  to  render  a 
valuable  service  for  the  medical  profession  of  Ohio  and  the  Ohio  State  Medical  Associa- 
tion. Volunteer  service  will  be  appreciated  by  those  in  charge  of  details. 

E.  M.  HUSTON,  M.D.,  President. 
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OFFICIAL  PROCEEDINGS  OF  THE  HOUSE  OF  DELEGATES,  OHIO 
STATE  MEDICAL  ASSOCIATION,  90TH  ANNUAL  MEETING, 
CLEVELAND,  OCTOBER  7,  8 AND  9,  1936 


MINUTES  OF  FIRST  SESSION 

THE  Ninetieth  Annual  Meeting  of  the  Ohio 
State  Medical  Association  opened  officially 
in  the  main  ballroom,  Hotel  Cleveland, 
Cleveland,  at  10:00  A.  M.,  Wednesday,  October  7, 
1936,  with  the  first  session  of  the  House  of  Dele- 
gates. 

The  meeting  was  called  to  order  by  Dr.  R.  S. 
Dinsmore,  president  of  the  Cleveland  Academy  of 
Medicine.  After  officially  welcoming  the  delegates 
and  members  and  complimenting  Dr.  R.  R.  Hen- 
dershott,  the  President  of  the  State  Association, 
on  the  many  constructive  activities  carried  on  by 
the  State  Association  during  his  presidency,  Dr. 
Dinsmore  presented  Dr.  Hendershott,  who  took 
the  chair  and  officially  called  the  House  of  Dele- 
gates to  order. 

The  roll  call  was  answered  by  89  delegates  and 
officers.  (See  official  roll  call,  page  1117). 

On  motion  by  Dr.  Porter,  seconded  by  Dr. 
Wright  and  carried,  the  minutes  of  the  House  of 
Delegates  sessions  held  during  the  89th  Annual 
Meeting  in  Cincinnati,  October  2,  3 and  4,  1935, 
were  approved  as  published  on  pages  855  to  866, 
inclusive,  of  the  November,  1935,  issue  of  The 
Journal . 

ANNUAL  REPORTS 

Annual  reports  of  officers  and  committees  pub- 
lished in  the  October,  1936,  issue  of  The  Journal 
were  submitted  by  title  only  and  referred  to  the 
Reference  Committee  on  Annual  Reports: 

(a)  Public  Policy — J.  H.  J.  Upham,  Columbus, 
chairman,  pages  994  to  998. 

(b)  Medical  Economics — L.  L.  Bigelow,  Colum- 
bus, chairman,  pages  998  to  1002. 

(c)  Medical  Defense — J.  E.  Tuckerman,  Cleve- 
land, chairman,  pages  1003  and  1004. 

(d)  Medical  Education  and  Hospitals — Ben  R. 
McClellan,  Xenia,  chairman,  pages  1004  to  1007. 

(e)  Preventive  Medicine  and  Periodic  Health 
Examinations — V.  C.  Rowland,  Cleveland,  chair- 
man, pages  1007  to  1011. 

(f)  Military  and  Veterans’  Affairs — Drew  L. 
Davies,  Columbus,  chairman,  pages  L011  to  1013. 

(g)  Auditing  and  Appropriations — B.  J.  Hein, 
Toledo,  chairman,  pages  1014  and  1015. 

(h)  Treasurer’s  report  combined  with  report  of 
Committee  on  Auditing  and  Appropriations, 
pages  1014  and  1015. 

(i)  The  Council— pages  1016  to  10  L8. 

CONSTITUTION  AND  BY-LAWS 
Dr.  C.  L.  Cummer,  Cleveland,  reported  for  the 
Special  Comittee  on  Constitutional  Revision,  of 


which  he  was  chairman.  The  report  and  recom- 
mendations of  the  committee  which  had  been  pub- 
lished as  a supplement  to  the  August,  1936,  issue 
of  The  Journal,  and  a supplemental  report,  were 
analyzed  by  Dr.  Cummer  and  discussed  by  mem- 
bers of  the  House  of  Delegates. 

On  motion  by  Dr.  Cummer,  seconded  by  Dr. 
Seibert  and  carried,  the  Constitution  as  amended 
in  the  August  supplement  and  with  the  following 
additional  amendments  was  officially  approved  and 
adopted: 

That  Article  7,  Section  1 of  the  Constitution,  as 
it  appears  in  the  supplement,  be  amended  to  read 
as  follows: 

Section  I,  General.  The  officers  of  this  As- 
sociation shall  be  a President-Elect,  the  Im- 
mediate Past-President,  a Treasurer,  and  Coun- 
cilors, each  Councilor  supervising  a councilor 
district  as  provided  by  the  By-Laws. 


That  the  following  paragraph  be  substituted  for 
Article  10  of  the  Constitution,  as  published  in  the 
supplement: 

REFERENDUM 

By  a two-thirds  vote  of  delegates  present,  the 
House  of  Delegates  at  any  of  its  meetings  may 
order  a general  referendum  on  any  question  pend- 
ing before  it.  If  those  voting  in  the  referendum 
shall  comprise  not  less  than  one-third  of  all  the 
members,  to  whom  ballots  are  sent,  a majority  of 
such  vote  shall  determine  the  referred  question, 
except  in  cases  of  proposed  amendments  to  the 
Constitution,  when  an  affirmative  vote  of  two- 
thirds  shall  be  required. 

On  motion  by  Dr.  Cummer,  seconded  by  Dr. 
Bowman  and  carried,  the  By-Laws  as  amended  in 
the  August  supplement  and  with  the  following 
additional  amendments  were  officially  approved 
and  adopted: 

That  Chapter  9,  Section  4 of  the  By-Laws, 
second  paragraph,  as  published  in  the  supplement, 
be  amended  to  read  as  follows: 

On  recommendation  of  this  committee  the 
Council  shall  appoint  a general  chairman  of  a 
Local  Committee  on  Arrangements,  who,  after 
consultation  with  the  president  of  the  component 
society,  shall  appoint  and  organize  the  personnel 
of  a Local  Committee  on  Arrangements  from  the 
members  of  the  component  society  in  the  county 
in  which  the  meeting  is  to  be  held.  Through  sub- 
committees of  its  choice  the  Local  Committee  on 
Arrangements  shall  have  charge  of  all  local  ar- 
rangements, including  provision  of  suitable  meet- 
ing places,  subject  to  the  approval  of  the  Com- 
mittee on  Scientific  Work. 


That  the  sub-title  of  Chapter  10,  Section  12  of 
the  By-Laws,  as  published  in  the  supplement,  be 
amended  to  read  as  follows: 
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COMBINED  COMPONENT  SOCIETIES 


That  Chapter  11,  Section  4 of  the  By-Laws,  as 
published  in  the  supplement,  be  amended  to  read  as 
follows: 

Sec.  4.  Disciplinary  Procedure.  No  dis- 
ciplinary action  shall  be  taken  against  a mem- 
ber of  a component  society  without  serving  the 
accused  at  least  ten  days  in  advance  of  trial  with 
a written  copy  of  the  charges  against  him  afford- 
ing him  the  opportunity  of  a hearing.  Should  a 
hearing,  or  hearings,  be  held,  records  thereof 
shall  be  kept  by  the  secretary  of  the  component 
society,  who,  within  fifteen  days  after  the  com- 
ponent society  has  taken  final  action  on  the 
charges,  shall  transmit  to  the  Council  of  the  Ohio 
State  Medical  Association  certified  copies  of  such 
records. 


That  Chapter  11,  Section  5,  third  paragraph  of 
the  By-Laws,  as  published  in  the  supplement,  be 
amended  to  read  as  follows: 

Upon  receipt  of  an  appeal,  the  Executive  Secre- 
tary of  this  Association  shall  write  immediately 
to  both  the  president  and  the  secretary  of  the 
component  society,  notifying  them  that  appeal 
has  been  made  and  demanding  certified  copies  of 
all  records  in  the  case  which  have  not  been  sub- 
mitted previously  as  provided  in  Section  4 of  this 
Chapter.  If  the  component  society  fails  to  sub- 
mit certified  copies  of  records  within  sixty  days  of 
demand,  the  appellant  shall  be  reinstated  to  mem- 
bership in  good  standing  by  the  Council  of  this 
Association. 


That  a new  Chapter  14  of  the  By-Laws,  as  pub- 
lished in  the  supplement,  be  inserted  to  read  as 
follows: 

Within  sixty  days  after  a general  referendum 
has  been  ordered  by  the  House  of  Delegates,  the 
Executive  Secretary  shall  prepare  and  have 
printed  and  mailed  by  first-class  mail  to  each 
member  of  the  Association  an  official  circular 
setting  forth  the  following,  i.e.,  (a)  a resume  of 
the  provisions  in  this  Constitution  and  By-Laws 
applying  to  a general  referendum;  (b)  an  an- 
nouncement by  the  President  as  to  the  time  set 
by  him  for  closing  the  polls  which  shall  not  be  less 
than  fifteen  days  or  more  than  thirty  days  after 
the  mailing  of  circulars  and  ballots;  (c)  the 
resolution  or  motion  submitted  to  referendum; 
(d)  a statement  of  not  more  than  200  words  pre- 
pared by  the  proposer  of  the  resolution  or  motion 
giving  arguments  in  its  favor;  (e)  a statement  of 
not  more  than  200  words  giving  arguments  in 
opposition  prepared  by  one  or  more  members 
appointed  by  the  President  from  among  those  op- 
posed to  the  resolution  or  motion. 

Enclosed  with  the  circular  shall  be  an  official 
reply  envelope  and  a ballot  labeled  with  the  official 
seal  of  this  Association.  On  the  ballot  the  resolu- 
tion or  motion  shall  be  printed  and  below  it  shall 
be  spaces  for  the  indication  of  “yes”  or  “no”  by 
making  a cross  mark.  The  reply  envelope  shall  be 
addressed  to  a special  committee  of  three  tellers 
appointed  by  the  President  and  it  shall  carry  re- 
turn first-class  postage  or  the  equivalent  thereof 
under  the  postal  regulations. 

To  be  counted  by  the  tellers  a ballot  shall  meet 
the  following  requirements,  i.e..  (a)  either  “yes” 
or  “no”  must  be  clearly  indicated  with  a cross 


mark;  (b)  the  ballot  must  be  received  by  the 
committee  of  tellers  in  the  sealed  official  reply 
envelope  by  first-class  postage  on  or  before  the 
day  set  for  closing  the  polls;  (c)  the  ballot  must 
be  the  official  ballot  mailed  to  members,  duly 
labeled  with  the  seal  of  the  Association. 

Within  ten  days  following  the  time  set  for 
closing  the  polls,  the  tellers  shall  meet  at  the 
headquarters  office  of  this  Association  to  open  the 
envelopes  containing  the  ballots  and  poll  the 
votes  in  the  presence  of  each  other,  keeping  in 
mind  that  the  referendum  is  not  valid  unless  par- 
ticipated in  by  not  less  than  one-third  of  the 
members. 

The  results  of  the  referendum  shall  be  trans- 
mitted in  writing  by  the  tellers  to  the  President 
immediately  after  the  count  has  been  completed. 
The  President  shall  announce  the  same  to  the 
members  of  the  Council  and  publication  shall  be 
made  in  The  Journal  of  this  Association. 

A question  receiving  sufficient  affirmative  votes 
cast  in  a vahd  referendum  shall  become  effective 
fifteen  days  after  the  results  of  the  referendum 
have  been  published  in  The  Journal  of  this  Asso- 
ciation. 


That  the  present  Chapter  14  of  the  By-Laws,  as 
published  in  the  supplement,  be  renumbered  Chap- 
ter 15. 

HOUSE  OF  DELEGATES  COMMITTEES 
President  Hendershott  appointed  the  following 
reference  committees: 

Annual  Address  of  the  President — J.  E.  Tucker- 
man,  Cleveland,  chairman;  John  Dean  Boylan, 
Milford  Center;  R.  B.  Wynkoop,  Ashtabula;  J.  S. 
Hattery,  Mansfield;  H.  V.  Dutrow,  Dayton. 

Annual  Reports  of  Committees — Carl  R.  Steinke, 
Akron,  chairman;  G.  A.  Woodhouse,  Pleasant  Hill; 
J.  A.  Fraser,  East  Liverpool;  M.  A.  Loebell, 
Zanesville;  E.  F.  McCampbell,  Columbus. 

Resolutions — C.  W.  Stone,  Cleveland,  chairman; 
A.  Howard  Smith,  Marietta;  J.  P.  DeWitt,  Canton; 
Chas.  E.  Kiely,  Cincinnati;  C.  W.  Waggoner,  To- 
ledo. 

Credentials  of  Delegates — John  F.  Wright,  To- 
ledo, chairman;  F.  C.  Anderson,  Mt.  Vernon;  A. 

G.  Ray,  Jackson. 

Tellers  and  Judges  of  Elections — A.  R.  Grier- 
son, Sandusky,  chairman;  J.  M.  Firmin,  Findlay; 

H.  W.  Wertz,  Montpelier. 

NOMINATING  COMMITTEE 
The  following  Nominating  Committee,  consist- 
ing of  one  delegate  from  each  of  the  10  Councilor 
Districts,  was  elected  by  the  House  of  Delegates: 
First  District — Otto  J.  Seibert,  Cincinnati. 
Second  District — G.  A.  Woodhouse,  Pleasant 
Hill. 

Third  District— E.  H.  Porter.  Tiffin. 

Fourth  District— John  F.  Wright,  Toledo. 

Fifth  District — S.  V.  Burley,  Lorain. 

Sixth  District — Don  B.  Lowe,  Akron. 

Seventh  District — John  E.  Fraser,  East  Liver- 
pool. 

Eighth  District — Geo.  F.  Swan,  Cambridge. 
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Ninth  District — L.  E.  Wills,  Waverly. 

Tenth  District— John  M.  Thomas,  Columbus. 

Dr.  Seibert  was  appointed  by  the  President  as 
temporary  chairman  of  the  committee. 

INTRODUCTION  OF  RESOLUTIONS 

The  following  resolutions  were  introduced  and 
referred  to  the  Committee  on  Resolutions,  which 
was  instructed  to  report  to  the  House  of  Delegates 
at  the  second  session  scheduled  for  Thursday  noon, 
October  8: 

Resolution  A.  Introduced  by  E.  H.  Porter, 

Tiffin: 

Whereas,  It  is  understood  that  an  official 
board  or  department  may  be  established  in 
each  county  of  the  state  for  the  purpose  of  co- 
ordinating and  administering  certain  activi- 
ties being  carried  on  under  the  provisions  of 
the  Social  Security  Act,  and 

Whereas,  Some  of  those  activities  provide 
for  health  and  medical  services  for  the  de- 
pendent and  handicapped,  and 
Whereas,  The  medical  profession  is  vitally 
interested  in  seeing  that  the  dependent  and 
handicapped  receive  the  best  possible  health 
and  medical  services  and  that  all  projects  of 
this  character  are  maintained  on  a basis  which 
is  sound  scientifically  and  socially, 

Be  It  Resolved,  That  state  officials  and  local 
authorities  in  charge  of  the  social  security 
program  in  Ohio  respectfully  be  requested  to 
seriously  consider  naming  a physician  in  each 
county,  nominated  by  his  county  medical  so- 
ciety, as  a member  of  the  administrative  or 
advisory  personnel  of  any  such  board  or  de- 
partment, and 

Be  It  Further  Resolved,  That  such  officials 
arrange  for  a medical  advisory  committee  in 
each  county,  selected  by  the  county  medical 
society,  to  advise  and  assist  the  social  security 
administrative  officials  with  respect  to  the 
health  and  medical  aspects  of  the  social 
security  program,  and 

Be  It  Further  Resolved,  That  a copy  of 
this  resolution  be  sent  to  Judge  Henry  J. 
Robison,  state  coordinator  for  social  security 
activities  in  Ohio. 

Resolution  B.  Introduced  by  Carl  R.  Steinke, 
Akron: 

Whereas,  The  O.S.M.A.  has  as  one  of  its 
chief  purposes  the  economic  welfare  of  the 
entire  membership,  and 

Whereas,  It  is  common  knowledge  that  the 
State  of  Ohio  is  amply  supplied  with  medical 
practitioners  to  take  care  of  all  the  popula- 
tion, and 

Whereas,  Many  alien  citizens  are  seeking 
admission  from  other  countries  for  the  pur- 
pose of  engaging  in  the  practice  of  medicine 
in  Ohio,  we  deem  it  proper  and  expedient  to 
ask  that  the  following  resolution  be  passed  at 
this  time: 

Be  It  Resolved,  That  the  officers  of  the 
Ohio  State  Medical  Association  be  requested 
to  petition  the  Ohio  Legislature  to  enact  neces- 
sary laws  to  the  end  that  the  State  Medical 
Board  shall  not  accept  applications  for 
license  to  practice  medicine  in  Ohio  unless  the 
applicant  first  shows  evidence  of  full  citizen- 
ship in  the  United  States  of  America. 


Resolution  C.  Introduced  by  A.  C.  Messenger, 
Xenia : 

Whereas,  Abundant  reliable  evidence  for 
many  years  from  all  corners  of  the  earth 
shows  that  diphtheria  can  be  prevented  by  ap- 
propriate measures,  and 

Whereas,  One  of  the  necessary  measures 
is  immunization  of  all  children  in  early  life — 
in  fact  long  before  school  age,  and 

Whereas,  The  General  Code  of  Ohio,  (Sec- 
tions 7,686  and  4,449)  which  permits  Boards 
of  Education  to  require  that  all  pupils  be  im- 
munized against  smallpox  before  admission  to 
school,  has  been  helpful  in  controlling  small- 
pox, therefore  be  it 

Resolved,  That  the  House  of  Delegates  of 
the  Ohio  State  Medical  Association  meeting 
at  Cleveland,  Ohio,  Oct.  7,  1936,  urge  similar 
legislation  to  permit  Boards  of  Education  to 
require  that  all  pupils  be  immunized  against 
diphtheria  before  admission  to  school. 

Resolution  D.  Introduced  by  John  Dean  Boylan, 
Milford  Center: 

Whereas,  A minor  element  in  the  medical 
profession  has  shown  a tendency  to  disregard 
the  Principles  of  Medical  Ethics  and  pro- 
fessional ideals  and  is  guilty  of  reprehensible 
acts,  thus  bringing  reproach  on  the  profession 
as  a whole,  and 

Whereas,  Some  of  the  so-called  problems 
are  constantly  being  discussed  under  the 
heading  of  medical  economics  are  more  ethical 
and  professional  than  economic,  and 

Whereas,  If  all  members  of  the  profession 
could  be  brought  to  an  understanding  that  the 
practice  of  medicine  must  be  maintained  on  a 
professional  basis  and  that  this  can  only  be 
done  by  a strict  observance  of  the  rules  of 
ethics  and  a high  regard  for  professional 
ideals,  some  of  our  so-called  economic  problems 
would  rapidly  disappear, 

Be  It  Resolved,  That  this  House  of  Dele- 
gates urges  each  component  county  medical 
society  to  assume  the  leadership  which  na- 
turally devolves  on  it  in  its  respective  juris- 
diction by  constantly  emphasizing  adherence 
to  ethical  principles ; demanding  that  pro- 
fessional standards  and  ideals  be  maintained 
by  its  members;  and  taking  disciplinary  action 
when  necessary,  against  members  who  per- 
sistently and  flagrantly  violate  the  ethical 
principles  which  must  be  maintained  if  medi- 
cine is  to  remain  on  a professional  basis  and 
retain  the  respect  and  confidence  of  the  public. 

Resolution  E.  Introduced  by  W.  K.  Stewart, 
Youngstown: 

Whereas,  We  of  the  Ohio  State  Medical 
Association,  believe  that  the  care  of  the  in- 
digent sick  and  disabled  is  the  responsibility 
of  society  at  large  and  not  the  care  of  any  one 
group  of  society,  and 

Whereas,  The  laws  of  Ohio  which  provide 
for  the  care  of  the  sick  and  indigent  and  poor 
relief  are  in  part  antiquated  and  inefficient: 

Be  It  Resolved,  That  the  Ohio  State  Medi- 
cal Association,  in  conjunction  with  the  Ohio 
Hospital  Association,  prepare  and  cause  to  be 
introduced  at  the  next  Ohio  General  Assembly, 
a bill  amending  and  correcting  those  parts  of 
the  General  Code  which  are  deemed  antiquated 
and  inefficient,  as  set  forth  in  the  following 
summary : 
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The  purpose  of  this  proposed  bill  shall  be  to 
centralize  all  health  problems,  providing  medi- 
cal and  surgical  care  and  hospitalization,  for 
indigent  persons,  under  one  head,  the  County 
Commissioners.  At  the  present  time  this  re- 
sponsibility rests  with  the  poor  authorities, 
county  commissioners,  township  trustees  and 
infirmary  directors.  This  bill  would  make  it 
mandatory  on  the  county  commissioners  to 
furnish  medical  care  and  hospitalization,  and 
to  authorize  the  county  commissioners  to  enter 
into  contracts  with  county  medical  societies 
and  hospitals  to  furnish  this  care  at  a certain 
rate,  all  consistent  with  the  principles  of 
medical  ethics  and  providing  for  free  choice  of 
physicians. 

The  present  poor  and  health  laws  are  so 
closely  interwoven  it  will  be  necessary  to 
amend  12  sections  of  the  General  Code,  write 
six  new  sections  and  repeal  five  sections  to 
accomplish  our  purpose.  Raising  the  neces- 
sary money  by  the  county  outside  the  ten  mill 
limitation,  to  follow  the  scheme  of  H.  B.  579, 
effective  December  20,  1935,  providing  for  a 
50%  vote  instead  of  the  old  law  which  called 
for  a 65%  majority  vote. 

Be  It  Further  Resolved,  That  Sections 
6309-2  to  6309-12  inclusive,  of  the  General 
Code,  providing  for  payment  to  hospitals  for 
the  care  of  indigent  auto  accident  cases  from 
the  State  Auto  License  Fund,  be  amended  to 
include  payment  to  physicians  for  professional 
services  rendered  to  such  cases,  fees  to  be 
based  upon  Industrial  Commission  rates. 

Resolution  F.  Introduced  by  John  A.  Fraser, 
East  Liverpool: 

Whereas,  Certain  organizations  are  using 
their  facilities  and  influence  to  stimulate  the 
development  of  new  plans  to  provide  medical 
services  for  residents  of  rural  communities, 
to  be  financed  by  public  funds  or  through 
money  raised  by  annual  per  capita  assess- 
ments, and 

Whereas,  These  proposals  are  for  the  most 
part  economically  and  socially  unsound;  would 
result  in  inferior  medical  service,  and  would 
be  detrimental  to  the  health  and  welfare  of 
those  participating  in  them,  and 

Whereas,  Efficient  and  adequate  medical 
• service  rendered  by  physicians  on  a physician- 
patient  relationship  is  or  can  be  made  avail- 
able in  all  parts  of  Ohio  at  fees  commensurate 
with  the  economic  status  and  income  of  the 
people, 

Therefore  Be  It  Resolved,  That  this  As- 
sociation representing  the  medical  profession  of 
Ohio  take  this  opportunity  to  warn  those  re- 
siding in  our  farming  communities  concerning 
the  fallacies  and  dangers  of  schemes  which 
would  materially  change  the  present  relation- 
ship existing  between  them  and  their  family 
physicians  and  provide  them  with  medical  care 
inferior  to  that  which  they  are  now  receiving 
and  deserve,  and 

Be  It  Further  Resolved,  That  representa- 
tives of  farm  organizations  be  urged  to  confer 
and  consult  frequently  with  the  officials  of 
this  Association  on  the  medical  and  public 
health  problems  of  the  state’s  rural  population 
so  that  mutual  understandings  can  be  ar- 
rived at,  proper  solutions  for  these  problems 
worked  out,  and  the  interests  of  the  farming 
citizenry  safeguarded. 


Resolution  G.  Introduced  by  M.  A.  Loebell, 
Zanesville: 

Whereas,  The  Army  Medical  Library,  Sur- 
geon-General’s Office,  United  States  Army, 
Washington,  D.  C.,  is  of  great  value  to  the 
medical  profession  generally  and  the  medical 
libraries  of  our  country,  and 

Whereas,  In  recent  years  the  annual  ap- 
propriation of  Congress  for  the  Army  Medical 
Library  has  been  wholly  inadequate  to  provide 
the  library  with  the  important  current  medical 
books  and  periodicals,  so  that  they  might  be 
available  for  use  throughout  the  country  and 
for  inclusion  in  the  Index-catalogue,  and 

Whereas,  The  Medical  Library  Association, 
comprising  200  of  the  medical  libraries  of 
United  States  and  Canada,  assembled  in  its 
38th  annual  session  in  St.  Paul,  June  22,  1936, 
unanimously  adopted  a resolution  recommend- 
ing the  appropriation  of  adequate  funds  for 
the  maintenance  and  growth  of  the  Army 
Medical  Library’s  book  collection  and  Index- 
catalogue, 

Be  It  Resolved,  That  the  Ohio  State  Medi- 
cal Association  in  annual  session,  October  7, 
8 and  9,  1936,  at  Cleveland,  Ohio,  urges  Con- 
gress, in  order  to  perpetuate  this  outstanding 
contribution  which  our  government  has  made 
to  medical  knowledge,  to  appropriate  annually 
to  the  Army  Medical  Library  an  adequate  sum 
for  the  purchase  of  current  medical  publica- 
tions and  of  back  publications,  lost  during  re- 
cent years  when  funds  were  grossly  inade- 
quate; and  that  a sum  be  appropriated  an- 
nually to  defray  the  cost  of  printing  regularly 
each  year  not  less  than  one  volume  of  the 
Index-catalogue. 

Resolution  H.  Introduced  by  O.  J.  Walker, 
Youngstown: 

Whereas,  The  prevention  and  eradication 
of  venereal  diseases  among  the  population  of 
Ohio  constitute  a problem  of  major  importance, 
and  is  a medical  as  well  as  social  question,  and 

Whereas,  A campaign  to  control  this  pub- 
lic health  menace  has  been  launched  by  the 
State  Department  of  Health, 

Be  It  Resolved,  That  the  Ohio  State  Medi- 
cal Association  urges  its  members  to  cooperate 
whenever  possible  with  the  State  Department 
of  Health  in  its  venereal  disease  education  and 
control  program  by  assisting  the  Department 
in  collecting  essential  statistics;  by  keeping 
themselves  fully  informed  on  scientific  aspects 
of  this  problem;  by  disseminating  information 
to  the  laity;  and  by  making  available  prophy- 
lactic services  and  treatment  for  those  needing 
such  services. 

Be  It  Further  Resolved,  That  it  is  the 
sense  of  this  Association  that  the  treatment  of 
venereal  disease  cases  should  be  done  by  phy- 
sicians in  private  practice;  that  there  should 
not  be  an  extension  of  so-called  clinic  facilities 
unless  the  need  for  new  clinics  is  conclusively 
shown;  and  that  adequate  public  funds  should 
be  provided  with  which  to  remunerate  physi- 
cians rendering  venereal  disease  services  to 
indigents. 

Resolution  I.  Introduced  by  H.  Y.  Dutrow, 
Dayton: 

Whereas,  Ohio  statutes  relating  to  the  re- 
sponsibility and  procedure  for  the  care  of  the 
needy  sick  by  various  political  subdivisions  are 
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antiquated  and  in  many  instances  impractical, 
and 

Whereas,  Various  state  organizations  in- 
terested in  the  problem  of  poor  relief  adminis- 
tration are  planning  studies  of  the  present 
poor  relief  laws, 

Be  It  Resolved,  That  the  Council  of  the 
Ohio  State  Medical  Association  is  instructed  to 
initiate  a study  of  the  laws  governing  medical 
services  for  the  needy,  through  a standing  or 
special  committee  of  this  Association,  to  as- 
certain how  such  statutes  should,  and  can  be 
revised  and  recodified,  and  to  confer  with  other 
groups  mutually  interested  in  this  question, 
and 

Be  It  Further  Resolved,  That  the  Council, 
after  approval  of  recommendations  made  by 
the  above  committee  and  at  the  appropriate 
time,  shall  have  authority  to  have  legislation 
incorporating  such  recommendations  drafted 
and  introduced  in  the  Ohio  General  Assembly. 

There  being  no  further  business,  the  House  of 
Delegates  recessed  to  meet  at  noon,  Thursday, 
October  8,  1936. 


MINUTES  OF  SECOND  SESSION 
The  second  and  final  session  of  the  House  of 
Delegates  at  the  90th  Annual  Meeting  was  called 
to  order  by  President  Hendershott  at  1:00  P.  M., 
Thursday,  October  8,  following  a luncheon  for 
delegates,  State  Association  officers,  and  mem- 
bers of  the  Cleveland  committees  on  arrangements, 
in  the  main  ballroom,  Hotel  Cleveland. 

Dr.  Charles  Hill,  deputy  medical  secretary  of 
the  British  Medical  Association,  one  of  the  dis- 
tinguished guests  attending  the  meeting,  was  in- 
troduced and  given  an  ovation  by  the  House  of 
Delegates. 

The  roll  call  showed  87  delegates  and  alternates 
present. 

ELECTION  OF  PRESIDENT-ELECT 

Nominations  of  candidates  for  the  office  of 
President-Elect  were  called  for  by  President 
Hendershott.  Dr.  Upham  nominated  John  B. 
Alcorn,  Columbus,  for  many  years  a.  member  of 
the  Committee  on  Public  Policy  and  the  House  of 
Delegates  of  the  State  Association  and  a former 
president  of  the  Columbus  Academy  of  Medicine. 
The  nomination  was  seconded  by  Dr.  Lukens. 

There  being  no  further  nominations,  on  motion 
by  Dr.  DeWitt,  seconded  by  Dr.  Parke  G.  Smith 
and  carried,  the  nominations  were  closed  and  the 
secretary  instructed  to  cast  the  unanimous  ballot 
of  the  House  of  Delegates  for  John  B.  Alcorn,  Co- 
lumbus, as  President-Elect.  So  recorded  and  an- 
nounced. 

ELECTION  OF  COUNCILORS 
The  Nominating  Committee,  through  its  chair- 
man, Dr.  Seibert,  reported  the  following  nominees 
for  the  office  of  Councilors: 

First  District — Parke  G.  Smith,  Cincinnati,  to 
succeed  himself.  There  being  no  further  nomina- 
tions, on  motion  by  Dr.  Cummer,  seconded  by  Dr. 


Lukens  and  carried,  the  nominations  were  closed 
and  the  secretary  was  instructed  to  cast  the  ballot 
of  the  House  of  Delegates  for  Dr.  Smith  as  Coun- 
cilor of  the  First  District  for  a term  of  two  years. 
So  recorded  and  announced. 

Third  District — 0.  P.  Klotz,  Findlay,  to  succeed 
himself.  There  being  no  further  nominations,  on 
motion  by  Dr.  Porter,  seconded  by  Dr.  Steer  and 
carried,  the  nominations  were  closed  and  the  secre- 
tary was  instructed  to  cast  the  ballot  of  the 
House  of  Delegates  for  Dr.  Klotz  as  Councilor  of 
the  Third  District  for  a term  of  two  years.  So 
recorded  and  announced. 

Fifth  District — A.  A.  Jenkins,  Cleveland,  to 
succeed  himself.  There  being  no  further  nomina- 
tions, on  motion  by  Dr.  Sherburne,  seconded  by 
Dr.  Cranch  and  carried,  the  nominations  were 
closed  and  the  secretary  was  instructed  to  cast 
the  ballot  of  the  House  of  Delegates  for  Dr. 
Jenkins  as  Councilor  of  the  Fifth  District  for  a 
term  of  two  years.  So  recorded  and  announced. 

Seventh  District — C.  W.  Kirkland,  Bellaire,  to 
succeed  himself.  There  being  no  further  nomina- 
tions, on  motion  by  Dr.  Fraser,  seconded  by  Dr. 
Hogue  and  carried,  the  nominations  were  closed 
and  the  secretary  was  instructed  to  cast  the  bal- 
lot of  the  House  of  Delegates  for  Dr.  Kirkland  as 
Councilor  of  the  Seventh  District  for  a term  of 
two  years.  So  recorded  and  announced. 

Ninth  District — I.  P.  Seiler,  Piketon,  to  succeed 
himself.  There  being  no  further  nominations,  on 
motion  by  Dr.  Swan,  seconded  by  Dr.  Woodhouse 
and  carried,  the  nominations  were  closed  and  the 
secretary  was  instructed  to  cast  the  ballot  of  the 
House  of  Delegates  for  Dr.  Seiler  as  Councilor  of 
the  Ninth  District  for  a term  of  two  years.  So 
recorded  and  announced. 

ELECTION  OF  A.M.A.  DELEGATES 

The  Nominating  Committee,  through  its  chair- 
man, Dr.  Seibert,  announced  the  following  nomi- 
nees for  the  offices  of  delegates  and  alternates  to 
the  American  Medical  Association  for  a term  of 
two  years: 

Carl  R.  Steinke,  Akron,  Delegate. 

C.  C.  Sherburne,  Columbus,  Alternate. 

There  being  no  further  nominations,  on  motion 
by  Dr.  Upham,  seconded  by  Dr.  Skipp  and  carried, 
the  secretary  was  instructed  to  cast  the  unanimous 
ballot  of  the  House  of  Delegates  for  Dr.  Steinke 
and  Dr.  Sherburne.  So  recorded  and  announced. 

Ben  R.  McClellan,  Xenia,  Delegate. 

D.  W.  Hogue,  Springfield,  Alternate. 

There  being  no  further  nominations,  on  motion 
by  Dr.  Messenger,  seconded  by  Dr.  Huston  and 
carried,  the  secretary  was  instructed  to  cast  the 
unanimous  ballot  of  the  House  of  Delegates  for 
Dr.  McClellan  and  Dr.  Hogue.  So  recorded  and 
announced. 
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E.  R.  Brush,  Zanesville,  Delegate. 

Gilbert  Micklethwaite,  Portsmouth,  Alternate. 

There  being  no  further  nominations,  on  motion 
by  Dr.  Loebell,  seconded  by  Dr.  Kirkland  and 
carried,  the  secretary  was  instructed  to  cast  the 
unanimous  ballot  of  the  House  of  Delegates  for 
Dr.  Brush  and  Dr.  Micklethwaite.  So  recorded 
and  announced. 

C.  W.  Stone,  Cleveland,  Delegate. 

V.  N.  Marsh,  Painesville,  Alternate. 

There  being  no  further  nominations,  on  motion 
by  Dr.  Kiely,  seconded  by  Dr.  Dinsmore  and  car- 
ried, the  secretary  was  instructed  to  cast  the 
unanimous  ballot  of  the  House  of  Delegates  for 
Dr.  Stone  and  Dr.  Marsh.  So  recorded  and  an- 
nounced. 

INTRODUCTION  OF  NEW  PRESIDENT-ELECT 

At  this  point,  Dr.  H.  M.  Platter  escorted  Dr. 
Alcorn,  newly-elected  President-Elect,  to  the  ros- 
trum and  he  was  officially  presented  to  the  House 
of  Delegates  by  President  Hendershott.  Dr.  Alcorn 
spoke  briefly,  expressing  appreciation  for  the 
high  honor  bestowed  upon  him  and  pledging  him- 
self to  carry  out  conscientiously  the  mandates  of 
the  House  of  Delegates  and  to  do  everything  pos- 
sible to  increase  the  constructive  activities  of  the 
State  Association. 

REPORT  OF  REFERENCE  COMMITTEE  ON 
ANNUAL  REPORTS 

Dr.  Steinke,  as  chairman  of  the  Reference  Com- 
mittee on  Annual  Reports,  presented  the  follow- 
ing report  signed  by  him  and  Dr.  Woodhouse,  Dr. 
Fraser,  Dr.  Loebell  and  Dr.  McCampbell,  the  other 
members  of  the  committee. 

Members  of  the  House  of  Delegates: 

The  Reference  Committee  on  Annual  Reports 
has  reviewed  carefully  and  with  interest  the  re- 
ports of  the  standing  and  special  committees  of 
the  Association,  published  in  the  October,  1936, 
issue  of  The  Journal. 

We  are  amazed  at  the  numerous  activities  car- 
ried on  by  those  committees  during  the  past  year 
and  the  wide  range  of  their  work.  For  their  con- 
scientious and  efficient  work,  the  members  of 
these  committees  deserve  a vote  of  appreciation 
and  confidence  by  this  Association. 

In  the  following  summaries  we  will  attempt  to 
emphasize  some  of  the  highspots  of  the  reports 
but  we  urge  that  all  delegates  and  all  members 
read  all  the  reports  in  full,  if  they  have  not  already 
done  so. 

1.  Public  Policy. 

The  Committee  on  Public  Policy  deserves  spe- 
cial thanks  from  the  profession  as  a whole  for  the 
splendid  work  accomplished  during  the  past  year. 
It  has  been  alert  in  dealing  with  proposed  legisla- 
tive measures  guarding  always  the  interests  of 
the  medical  profession.  The  action  of  the  com- 
mittee in  relation  to  the  adoption  of  the  amend- 
ment of  the  state  relief  act  which  allows  for  re- 
imbursement of  physicians  for  services  rendered  in 
caring  for  those  entitled  to  direct  relief  is  espe- 
cially commended.  We  recognize  the  improvement 
from  the  past  situation,  but  it  is  by  no  means 


satisfactory  and  further  improvement  is  important 
as  far  as  compensation  for  services  is  concerned. 
As  the  committee  suggests,  closer  friendly  re- 
lationship and  cooperation  with  local  relief  officials 
is  important. 

As  to  the  debates  on  state  medicine  carried  on 
in  many  Ohio  high  schools  and  colleges,  it  is 
gratifying  to  learn  that  in  the  majority,  de- 
cisions were  in  favor  of  the  present  form  of  in- 
dividual practice. 

Group  hospitalization  insurance  is  discussed  by 
the  committee  which  strongly  recommends  that 
the  following  points  be  complied  with  in  any 
group  hospitalization  program:  The  furnishing 

of  medical  service  must  not  be  included  in  the  sale 
of  insured  hospital  accommodations;  each  county 
society  should  make  a complete  study  of  any  pro- 
posed hospital  insurance  plan  before  sanctioning 
same,  and  pertinent  data  acted  upon  by  the  Coun- 
cil; exclusion  of  all  general  medical  services; 
establish  safeguards;  and  have  sufficient  repre- 
sentation on  the  hospital  insurance  board  or  com- 
mittee. An  ambition  on  the  part  of  either  hos- 
pitals or  the  medical  profession  to  dominate  the 
other  is  intolerable  but  close  cooperation,  one 
with  the  other,  is  essential. . 

It  is  recommended  that  the  committee  be  granted 
authority  to  have  a lien  law  bill  introduced  at  the 
next  session  of  the  Ohio  General  Assembly, 
which  authority  the  committee  requests  in  its  re- 
port. 

2.  Medical  Economics. 

The  reference  committee  especially  commends 
the  work  of  the  Committee  on  Medical  Economics 
for  its  relationship  with  the  State  Industrial  Com- 
mission as  evidenced  by  a return  in  full  of  the  20 
per  cent  cut  in  medical  and  surgical  fees  effective 
July  1,  1936,  and  by  the  changes  in  the  medical 
personnel  of  the  State  Industrial  Commission, 
particularly  in  the  appointment  of  Dr.  Sidney  M. 
McCurdy  as  supervisor.  Full  approval  is  given  to 
the  committee’s  plea  for  adequate  appropriations 
by  the  General  Assembly  to  fully  finance  and 
man  the  Commission,  and  to  discourage  unneces- 
sary investigations  of  the  Commission  which  but' 
raise  discontent  and  groundless  suspicions. 

The  committee’s  efforts  to  encourage  the  in- 
dividual physician  to  follow  the  Principles  of 
Medical  ■ Ethics  in  dealings  with  the  Com- 
mission, to  discourage  unethical  contracts,  and 
discourage  employers  from  making  inadequate 
makeshift  plans  for  medical  care,  are  important. 
We  recommend  that  the  report  be  read  by  all 
physicians  to  facilitate  the  work  of  the  Commis- 
sion. The  report  should  stimulate  greater  com- 
pliance with  the  ideals  of  the  profession  and 
strengthen  our  position  with  industry  as  a whole 
and  the  Industrial  Commission,  as  well  as  main- 
tain the  confidence  of  the  thousands  of  employes 
of  industry  who  are  entitled  to  the  best  service 
we  are  capable  of  rendering.  The  present  friendly 
relationship  between  the  Commission  and  the  Ohio 
State  Medical  Association  should  by  all  means  be 
maintained. 

3.  Medical  Defense. 

The  need  for  close  cooperation  in  the  medical 
defense  plan  of  the  State  Association  is  revealed 
in  .the  number  of  suits  and  threats  filed  during 
the  past  20  years.  It  is  suggested  that  every 
member  read  the  complete  report  of  the  Com- 
mittee on  Medical  Defense  not  only  to  farililiarize 
himself  with  the  method  pursued  when  a.  suit  is 
filed,  but  as  a safeguard  against  the  continuation 
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of  this  pernicious  practice.  Every  member  should 
have,  in  addition,  the  protection  offered  by  reliable 
indemnity  companies  who  are  recognized  as  basic- 
ally sound  by  the  Medical  Defense  Committee. 

4.  Medical  Education  and  Hospitals 

The  medical  schools  are  responsible  for  ade- 
quate training  of  students  as  well  as  emphasizing 
the  fact  that  a sick  patient  is  being  treated  and 
not  a disease  entity.  This  would  give  the  student 
a more  personal  attitude  toward  his  patients.  A 
more  extensive  discussion  of  medical  economics 
and  lectures  to  impress  upon  the  student  the  ob- 
ject and  activity  of  medical  organization  should  be 
included  in  the  medical  curriculum.  Decreasing 
the  enrollment  of  the  medical  colleges  would  pre- 
vent the  tendency  of  overcrowding  which  exists  in 
some  other  professions.  Ohio  is  fortunate  in  hav- 
ing not  only  three  outstanding  medical  schools, 
but  also  well  organized  and  well  equipped  hospital 
service.  More  extensive  organization  of  post- 
graduate courses  which  would  be  available  to  the 
general  practitioners  is  advised  by  the  committee. 

5.  Preventive  Medicine  and  Periodic  Health 
Examinations. 

The  report  of  the  committee  points  out  the  fact 
that  current  events  are  to  a certain  extent  forc- 
ing the  attitude  of  the  medical  profession  toward 
preventive  medicine;  that  we  are  passing  through 
a period  of  social  experiments,  and  large  amounts 
are  being  spent  by  the  Federal  government  on 
many  public  health  activities  through  W.P.A.  In 
many  cases  lay  persons  are  being  employed  for 
health  education  purposes.  The  committee  en- 
courages physicians  and  medical  societies  to  in- 
vestigate these  W.P.A.  health  projects  to  make 
sure  the  policies  of  the  medical  profession  have 
been  adhered  to.  Aloofness  on  the  part  of  the 
medical  profession  will  cause  such  projects  to  get 
out  of  control  and  place  them  in  the  hands  of  in- 
experienced and  unqualified  laymen.  Unless  the 
profession  cooperates,  they  will  be  carried  out  in- 
dependently, to  the  detriment  of  the  public  and 
the  medical  profession.  The  Ohio  social  security 
program,  financed  with  Federal  funds,  includes 
such  activities  as  state-wide  maternal  and  child 
health  educational  programs,  refresher  courses 
for  physicians  in  obstetrics  and  pediatrics,  post- 
graduate work  for  public  health  workers,  nursing 
projects,  control  of  venereal  diseases,  research  in 
occupational  disease,  and  expansion  of  services  for 
crippled  children  and  the  blind.  Sight-saving  cam- 
paigns have  become  a popular  phase  of  preventive 
medicine.  They  deserve  more  attention  from  mem- 
bers of  the  medical  profession.  Here  again  we 
find  the  entrance  of  governmental  agencies  into 
the  field  of  preventive  medicine.  Our  committee 
commends  the  Committee  on  Preventive  Medicine 
and  Periodic  Health  Examination  for  the  enorm- 
ous amount  of  study  and  work  carried  out  during 
the  year,  and  is  in  perfect  accord  with  its  con- 
clusion that  physicians  must  take  the  lead  or  the 
leadershin  will  be  assumed  by  lay  agencies  or  gov- 
ernmental bureaus. 

6.  Military  and  Veterans’  Affairs. 

This  report  directs  the  attention  of  the  profes- 
sion to  the  responsibilities  in  times  of  national 
emergency  and  to  the  necessity  of  proper  interest 
in  the  problems  of  national  defense  as  furthering 
the  cause  of  peace.  Many  physicians  are  interest- 
ing themselves  in  the  Reserve  Corps  activities  of 
the  Army  and  Navy  and  the  report  advocates  that 
many  others  should  interest  themselves — espe- 


cially the  younger  members  of  the  profession. 
Extension  courses  are  being  given  and  medico- 
military  work  in  the  Army  and  Navy  as  well  as 
the  medical  work  in  connection  with  aviation  and 
the  national  guard  should  be  supported.  R.O.T.C. 
units  in  the  medical  schools  and  colleges  are  being 
reestablished.  Reserve  medical  officers  are  being 
used  in  the  Civilian  Conservation  Corps  Camps 
and  Military  Training  Camps.  The  report  makes 
no  mention  of  the  handling  of  veterans’  affairs 
by  the  Government.  It  would  appear  that  the 
present  facilities  for  the  handling  of  former  sol- 
diers in  veterans’  hospitals  is  quite  adequate  and 
that  no  extension  of  existing  hospital  facilities 
appears  to  be  necessary  at  this  time. 

7.  Auditing  and  Appropriations. 

Our  committee  wishes  to  commend  the  report  of 
the  committee  in  the  thoroughness  with  which  it 
has  studied  the  finances  of  the  Association.  This 
report  shows  the  finances  of  the  Association  to  be 
in  excellent  condition.  The  services  and  benefits 
for  members  have  been  materially  extended  at 
some  increased  cost,  but  all  additional  activities 
have  been  carried  on  within  the  income  and  the 
preliminary  agreed  budget  of  the  Council.  The 
Reference  Committee  feels  that  the  policy  of  the 
Association  should  be  in  no  sense  shortsighted 
from  the  standpoint  of  finances.  As  there  is  an 
expansion  of  the  scope  and  activities  of  the  As- 
sociation brought  about  by  new  problems  which 
frequently  call  for  vigorous  action,  additional  in- 
come to  support  such  activities  may  at  some  time 
in  the  future  be  necessary.  The  budgetary  prin- 
ciple as  adopted  by  the  Council  to  carry  on  an 
existing  program  as  well  as  to  provide  for  event- 
ualities is  especially  commended.  The  annual 
income  has  been  used  to  the  best  advantage  and 
for  the  benefit  of  all  members  of  the  Association. 

8.  The  Council. 

The  report  of  the  Council  reveals  a most  active 
interest,  not  only  in  the  State  Association,  but  in 
every  member  of  each  county  unit.  We  commend 
the  Mid-Year  Conference  idea  and  trust  it  will  be 
made  an  annual  event  in  the  affairs  of  the  Asso- 
ciation. Expansion  of  the  district  meetings  is 
hoped  for.  With  the  aid,  financial  and  otherwise, 
of  the  Council,  these  should  meet  with  even 
greater  success.  The  Speakers’  Bureau  should  be 
followed  through,  together  with  the  publishing  of 
the  list  of  speakers  and  their  subjects  which 
should  be  made  available  to  each  society.  Of 
especial  interest  is  the  improvement  in  the  var- 
ious departments  of  The  Ohio  State  Medical 
Journal  and  the  work  of  the  editor  which  position 
is  so  ably  filled  by  the  present  incumbent,  Dr. 
Jonathan  Forman.  We  again  urge  each  member 
to  read  “your  Journal”  in  order  to  keep  alive  to 
the  activities  of  your  Association  and  what  it  is 
doing  for  you. 

On  motion  by  Dr.  Steinke,  seconded  by  Dr. 
Parke  G.  Smith  and  carried,  the  committee’s 
report  was  approved  and  adopted. 

REPORT  OF  REFERENCE  COMMITTEE  ON 
PRESIDENTIAL  ADDRESS 

The  report  of  the  Reference  Committee  on 
Presidential  Address  was  submitted  by  Dr. 
Tuckerman,  Cleveland,  chairman  of  the  committee, 
and  signed  by  him  and  Dr.  Wynkoop,  Dr.  Dutrow 
and  Dr.  Boylan,  other  members  of  the  committee. 
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To  the  House  of  Delegates,  Ohio  State  Medical 
Association: 

Your  committee  is  in  accord  with  the  views  ex- 
pressed by  the  retiring  President  in  his  address  of 
last  evening. 

He  notes  with  commendation  the  sustained  in- 
terest of  the  members  in  the  work  of  the  organi- 
zation ' so  essential  to  the  success  of  Association 
activities. 

Particular  attention  is  given  to  the  marked  de- 
velopment of  postgraduate  instruction  in  local 
and  district  societies;  to  the  development  of  a 
Speakers’  Bureau  at  Association  headquarters; 
and  to  the  improvement  in  the  format  and  content 
of  the  State  Journal  which  indicates  the  manner 
in  which  the  Association  is  endeavoring  to  further 
the  educational  opportunities  available  to  all  of 
the  members. 

The  officers  of  component  societies  should  give 
earnest  attention  to  that  portion  of  the  address 
which  deals  with  the  changes  which  have  been  and 
are  taking  place  in  the  relationship  between  gov- 
ernment and  the  people.  Here  is  impressed  the 
need  for  strong,  energetic,  local  committees  on 
public  relations  to  support  the  activity  of  the 
Committee  on  Public  Policy. 

There  can  be  no  question  but  that  as  set  forth 
in  the  address,  loss  inevitably  follows  every  com- 
promise with  established  principles  and  policies, 
“expediency  pays  few,  if  any,  dividends”. 

Against  the  comparatively  small  group  of 
physicians  who  through  questionable  practices 
jeopardize  the  ethical  standards  and  reputations  of 
the  profession,  societies  must  take  disciplinary 
action.  As  so  aptly  expressed  in  his  address  of  a 
year  ago  at  Cincinnati  “Medical  Organization  does 
not  need  members  of  this  type  and  is  derelict  in 
its  obligation  to  the  public  if  it  refrains  from  dis- 
ciplinary action  against  them”. 

Every  member  of  the  Association  should  give 
this  address  his  thoughtful  consideration. 

On  motion  by  Dr.  Tuckerman,  seconded  by  Dr. 
Burley  and  carried,  the  committee’s  report  was 
approved  and  adopted. 

REPORT  OF  REFERENCE  COMMITTEE  ON 
RESOLUTIONS 

The  report  of  the  Reference  Committee  on 
Resolutions  was  presented  by  Dr.  Stone,  chair- 
man. 

To  the  House  of  Delegates: 

The  Reference  Committee  on  Resolutions,  con- 
sisting of  A.  Howard  Smith,  Marietta;  J.  P.  De- 
Witt,  Canton;  C.  E.  Kiely,  Cincinnati;  C.  W.  Wag- 
goner, Toledo,  and  C.  W.  Stone,  Cleveland,  de- 
sires to  report  that  nine  resolutions  were  re- 
ferred to  the  committee;  that  these  resolutions 
have  received  careful  consideration;  that  mem- 
bers interested  in  these  resolutions  have  been  in- 
terviewed; and  the  resolutions  are,  herewith,  re- 
turned to  the  House  of  Delegates  with  the  recom- 
mendations made  by  the  committee: 

Resolution  A 

Resolution  A,  introduced  by  E.  H.  Porter, 
Tiffin,  has  for  its  objective  the  promotion  of  co- 
operation between  the  medical  profession  and 
those  administering  the  activities  under  the  social 
security  program,  providing  for  health  and  medi- 


cal services  for  the  dependent  and  handicapped. 
It  may  be  pointed  out  that  the  tentative  plan,  al- 
ready operative  in  many  counties,  contemplates 
having  as  members  of  the  county  social  security 
board  the  probate  judge  of  the  county,  a county 
commissioner  and  two  others.  The  resolution 
would  suggest  a physician  member  of  this  board. 
The  committee  approved  of  this  resolution  and 
recommends  its  adoption: 

Whereas,  It  is  understood  that  an  official 
board  or  department  may  be  established  in 
each  county  of  the  state  for  the  purpose  of  co- 
ordinating and  administering  certain  activi- 
ties being  carried  on  under  the  provisions  of 
the  Social  Security  Act,  and 

Whereas,  Some  of  those  activities  provide 
for  health  and  medical  services  for  the  de- 
pendent and  handicapped,  and 

Whereas,  The  medical  profession  is  vitally 
interested  in  seeing  that  the  dependent  and 
handicapped  receive  the  best  possible  health 
and  medical  services  and  that  all  projects  of 
this  character  are  maintained  on  a basis  which 
is  sound  scientifically  and  socially, 

Be  It  Resolved,  That  state  officials  and  local 
authorities  in  charge  of  the  social  security 
program  in  Ohio  respectfully  be  requested  to 
seriously  consider  naming  a physician  in  each 
county,  nominated  by  his  county  medical  so- 
ciety, as  a member  of  the  administrative  or 
advisory  personnel  of  any  such  board  or  de- 
partment, and 

Be  It  Further  Resolved,  That  such  officials 
arrange  for  a medical  advisory  committee  in 
each  county,  selected  by  the  county  medical 
society,  to  advise  and  assist  the  social  security 
administrative  officials  with  respect  to  the 
health  and  medical  aspects  of  the  social 
security  program,  and 

Be  It  Further  Resolved,  That  a copy  of 
this  resolution  be  sent  to  Judge  Henry  J.  Robi- 
son, state  coordinator  for  social  security  ac- 
tivities in  Ohio. 

On  motion  by  Dr.  Stone,  seconded  by  Dr.  Up- 
ham  and  carried,  the  report  of  the  committee  on 
Resolution  A was  approved  and  adopted. 

Resolution  B 

Resolution  B,  introduced  by  Carl  R.  Steinke, 
Akron,  would  require  applicants  for  licenses  to 
practice  medicine  in  Ohio  to  be  citizens  of  the 
United  States.  In  conformity  with  recent  action 
by  the  American  Medical  Association,  the  State 
Medical  Board  has  adopted  the  following  resolu- 
tion relative  to  educational  requirements  for 
graduates  of  medical  schools  in  foreign  countries 
who  wish  to  take  Ohio  examinations: 

“Whereas,  The  Board  finds  it  is  extremely 
difficult  to  obtain  exact  information  to  prove 
the  equality  in  medical  education  at  this  time 
in  foreign  countries  with  that  required  in  the 
United  States; 

“Be  It  Resolved,  That  in  order  to  determine 
whether  or  not  the  diploma  and  license  of 
graduates  of  medical  institutions  in  foreign 
countries  is  of  a standard  approved  by  the 
Board,  in  each  instance  a graduate  from  a 
foreign  country  seeking  to  enter  the  Ohio  ex- 
aminations— or,  if  licensed  in  another  state, 
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seeking  reciprocity  with  Ohio — shall  be  re- 
quired to  submit  a complete  transcript  of  all 
work  done  prior  to  graduation;  and  in  case 
difficulty  is  experienced  in  evaluation,  the 
Board  shall  require  one  year  of  internship  in 
an  approved  hospital  or  one  year  of  education 
in  an  approved  medical  school  in  the  United 
States.  Credentials  of  foreign  applicants  must 
be  filed  with  the  Secretary  at  least  six  months 
prior  to  an  examination.” 

This  committee  recommends  that  . Resolution  B 
he  referred  to  the  State  Medical  Board  with  a re- 
quest that  the  resolution  be  studied  and  that  the 
recommendations  of  the  State  Medical  Board  re- 
sulting from  such  study  be  transmitted  to  the 
Council  of  the  Ohio  State  Medical  Association  for 
consideration  and  action. 

On  motion  by  Dr.  Stone,  seconded  by  Dr.  Wag- 
goner and  carried,  the  report  of  the  committee  on 
Resolution  B was  approved  and  adopted. 

Resolution  C 

Resolution  C,  introduced  by  H.  C.  Messenger, 
Xenia,  recommends  that  boards  of  education  be 
permitted  to  require  immunization  against  diph- 
theria before  admission  to  school.  The  committee 
approves  of  the  evident  intent  behind  this  resolu- 
tion, namely,  the  control  and  eradication  of  diph- 
theria, and  believes  the  medical  profession  would 
be  sympathetic  towards  such  proposal.  With  a 
change  of  one  word  in  the  resolution  the  commit- 
tee recommends  its  adoption: 

“Whereas,  abundant  reliable  evidence  for 
many  years  from  all  corners  of  the  earth  shows 
that  diphtheria  can  be  prevented  by  appro- 
priate measures,  and 

“Whereas,  One  of  the  necessary  measures 
is  immunization  of  all  children  in  early  life — 
in  fact  long  before  school  age,  and 

“Whereas,  The  General  Code  of  Ohio,  (Sec- 
tions No.  7,686  and  No.  4,449)  which  permits 
Boards  of  Education  to  require  that  all  pupils 
be  immunized  against  smallpox  before  ad- 
mission to  school,  has  been  helpful  in  con- 
trolling smallpox,  therefore  be  it 

“Resolved,  That  the  House  of  Delegates  of 
the  Ohio  State  Medical  Association  meeting  at 
Cleveland,  Ohio,  Oct.  7,  1936,  approve  similar 
legislation  to  permit  Boards  of  Education  to 
require  that  all  pupils  be  immunized  against 
diphtheria  before  admission  to  school”. 

On  motion  by  Dr.  Stone,  seconded  by  Dr.  Mes- 
senger and  carried,  the  report  of  the  committee  on 
Resolution  C was  approved  and  adopted. 

Resolution  D 

Resolution  D,  introduced  by  John  Dean  Boylan, 
Milford  Center,  reiterates  the  attitude  of  the 
House  of  Delegates  on  medical  ethics.  The  com- 
mittee recommends  the  adoption  of  this  resolution: 

Whereas,  A minor  element  in  the  medical 
profession  has  shown  a tendency  to  disregard 
the  Principles  of  Medical  Ethics  and  profes- 
sional ideals  and  is  guilty  of  reprehensible  acts, 
thus  bringing  reproach  on  the  profession  as  a 
whole,  and 

Whereas,  Some  of  the  so-called  problems 


which  are  constantly  being  discussed  under  the 
heading  of  medical  economics  are  more  ethical 
and  professional  than  economic,  and 

Whereas,  If  all  members  of  the  profession 
could  be  brought  to  an  understanding  that  the 
practice  of  medicine  must  be  maintained  on  a 
professional  basis  and  that  this  can  only  be 
done  by  a strict  observance  of  the  rules  of 
ethics  and  a high  regard  for  professional 
ideals,  some  of  our  so-called  economic  problems 
would  rapidly  disappear, 

Be  It  Resolved,  That  this  House  of  Dele- 
gates urges  each  component  county  medical 
society  to  assume  the  leadership  which  na- 
turally devolves  on  it  in  its  respective  juris- 
diction by  constantly  emphasizing  adherence 
to  ethical  principles;  demanding  that  profes- 
sional standards  and  ideals  be  maintained  by 
its  members;  and  taking  disciplinary  action 
when  necessary,  against  members  who  per- 
sistently and  flagrantly  violate  the  ethical 
principles  which  must  be  maintained  if  medi- 
cine is  to  remain  on  a professional  basis  and 
retain  the  respect  and  confidence  of  the  public. 

On  motion  by  Dr.  Stone,  seconded  by  Dr.  Burley 
and  carried,  the  report  of  the  committee  on 
Resolution  D was  approved  and  adopted. 

Resolutions  E and  I 

Resolution  E,  introduced  by  W.  K.  Stewart, 
Youngstown,  proposes  that  the  Ohio  State  Medical 
Association,  in  conjunction  with  the  Ohio  Hospital 
Association,  initiate  legislation  in  the  General 
Assembly  to  change  certain  parts  of  the  General 
Code  so  as. to  make  it  mandatory  upon  the  county 
commissioners  to  furnislj  medical  care  and  hos- 
pitalization for  the  indigent,  and  to  authorize 
county  commissioners  to  enter  into  contracts  with 
county  medical  societies  and  hospitals  to  furnish 
this  care  at  a certain  rate.  The  resolution  also 
provides  for  legislation  to  effect  payment  to  phy- 
sicians for  professional  services  rendered  to  in- 
digent auto  accident  cases.  Last  year  the  Com- 
mittee on  Public  Policy  reported  that  “a  number 
of  times  during  the  past  four  years,  the  Council 
of  the  Ohio  State  Medical  Association,  with  the 
approval  of  the  Policy  Committee,  has  declined  to 
endorse  or  support  a proposal  to  include  medical 
service  and  reimbursement  in  legislation  which 
provides  compensation  to  hospitals  for  services 
rendered  to  indigents  injured  in  automobile  ac- 
cidents. 

“The  reason  set  forth  by  the  Council  and  the 
Policy  Committee  for  its  position  at  that  time  was 
based  on  the  principle  that  it  would,  be  incon- 
sistent to  support  a proposal  for  centralized,  gov- 
ernmental medicine  for  one  type  of  disability  and 
to  continue  to  oppose  general  socialization  of 
medicine.  It  was  also  pointed  out  at  that  time 
that  the  medical  profession  was  divided  in  its  at- 
titude on  this  question,  and  that  the  reason  for 
the  provision  covering  hospital  service  was  not 
only  on  account  of  financial  difficulties  of  those 
institutions,  but  because  they  were  actually  at  a 
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financial  loss  in  caring  for  prolonged  cases  of 
automobile  injuries”. 

In  approving  the  report  of  the  Committee  on 
Public  Policy,  the  House  of  Delegates  has,  in 
effect,  adopted  this  attitude  as  its  own  policy. 

To  your  Committee  on  Resolutions  it  seems  evi- 
dent that  each  time  a new  type  of  fee  is  taken 
from  the  state,  it  drags  the  medical  profession 
just  that  much  nearer  to  state  medicine. 

Resolution  I,  introduced  by  H.  V.  Dutrow,  Day- 
ton,  after  slight  alterations,  covers  much  of  the 
same  ground  as  Resolution  E,  and  as  altered  it  is 
recommended  for  adoption  and  at  the  same  time 
as  a substitute  for  Resolution  E. 

Whereas,  Ohio  statutes  relating  to  the  re- 
sponsibility and  procedure  for  the  care  of  the 
needy  sick  by  various  political  subdivisions  are 
antiquated  and  in  many  instances  impractical, 
and 

Whereas,  Various  state  organizations  in- 
terested in  the  problem  of  poor  relief  adminis- 
tration are  planning  studies  of  the  present 
poor  relief  laws, 

Be  It  Resolved,  That  the  Council  of  the 
Ohio  State  Medical  Association  is  instructed  to 
initiate  a study  of  the  laws  governing  medical 
services  for  the  needy  through  a standing  or 
specal  committee  of  this  Association,  to  as- 
certain how  such  statutes  should,  and  can  be 
revised  and  recodified,  and  to  confer  with 
other  groups  mutually  interested  in  this  ques- 
tion, and 

Be  It  Further  Resolved,  That  the  Council, 
after  approval  of  recommendations  made  by 
the  above  committee  and  at  the  appropriate 
time,  shall  have  authority  to  have  legislation 
drafted  incorporatng  such  recommendations, 
and  seek  to  have  the  same  introduced  in  the 
Ohio  General  Assembly. 

On  motion  by  Dr.  Stone,  seconded  by  Dr.  Wag- 
goner and  carried,  the  committee’s  report  on 
Resolutions  E and  I was  approved  and  adopted. 

Resolution  F 

Resolution  F,  introduced  by  J.  A.  Fraser.  East 
Liverpool,  serves  to  warn  those  residing  in  our 
rural  communities  concerning  the  fallacies  and 
dangers  of  certain  schemes  which  would  provide 
medical  care  inferior  to  that  which  they  are  now 
receiving.  In  some  states  medical  service  on  a 
cooperative  basis,  but  with  inadequate  medical 
fees,  has  been  proposed.  This  resolution  would 
serve  as  a means  for  the  exchange  of  information 
between  the  medical  profession  and  rural  com- 
munities. It  is  approved  by  the  committee  and 
recommended  for  adoption. 

Whereas,  Certain  organizations  are  using 
their  facilities  and  influence  to  stimulate  the 
development  of  new  plans  to  provide  medical 
services  for  residents  of  rural  communities,  to 
be  financed  by  public  funds  or  through  money 
raised  by  annual  per  capita  assessments,  and 

Whereas,  These  proposals  are  for  the  most 
part  economically  and  socially  unsound;  would 
result  in  inferior  medical  service,  and  would  be 
detrimental  to  the  health  and  welfare  of  those 
participating  in  them,  and 

Whereas,  Efficient  and  adequate  medical 


servce  rendered  by  physicians  on  a physician- 
patient  relationship  is  or  can  be  made  avail- 
able in  all  parts  of  Ohio  at  fees  commensurate 
with  the  economic  status  and  income  of  the 
people, 

Therefore  Be  It  Resolved,  That  this  Asso- 
ciation representing  the  medical  profession  of 
Ohio  take  this  opportunity  to  warn  those  re- 
siding in  our  farming  communities  concerning 
the  fallacies  and  dangers  of  schemes  which 
would  materially  change  the  present  relation- 
ship existing  between  them  and  their  family 
physicians  and  provide  them  with  medical  care 
inferior  to  that  which  they  are  now  receiving 
and  deserve,  and 

Be  It  Further  Resolved,  That  representa- 
tives of  farm  organizations  be  urged  to  confer 
and  consult  frequently  with  the  officials  of  this 
Association  on  the  medical  and  public  problems 
of  the  state’s  rural  population  so  that  mutual 
understandings  can  be  arrived  at,  proper  solu- 
tions for  these  problems  worked  out,  and  the 
interests  of  the  farming  citizenry  safeguarded. 

On  motion  by  Dr.  Stone,  seconded  by  Dr.  Bow- 
man and  carried,  the  report  of  the  committee  on 
Resolution  F was  approved  and  adopted. 

Resolution  G 

Resolution  G,  introduced  by  M.  A.  Loebell, 
Zanesville,  concerns  the  Army  Medical  Library 
which  has  been  hampered  in  its  work  in  recent 
years  through  insufficient  funds.  The  committee 
approved  of  this  resolution  and  recommends  its 
adoption. 

Whereas,  The  Army  Medical  Library,  Sur- 
geon-General’s Office,  United  States  Army, 
Washington,  D.  C.,  is  of  great  value  to  the 
medical  profession  generally  and  the  medical 
libraries  of  our  country,  and 

Whereas,  In  recent  years  the  annual  ap- 
propriation of  Congress  for  the  Army  Medi- 
cal Library  has  been  wholly  inadequate  to  pro- 
vide the  library  with  the  important  current 
medical  books  and  periodicals,  so  that  they 
might  be  available  for  use  throughout  the 
country  and  for  inclusion  in  the  Index-cata- 
logue, and 

Whereas,  The  Medical  Library  Association, 
comprising  200  of  the  medical  libraries  of 
United  States  and  Canada,  assembled  in  its 
38th  annual  session  in  St.  Paul,  June  22, 
1936,  unanimously  adopted  a resolution  recom- 
mending the  appropriation  of  adequate  funds 
for  the  maintenance  and  growth  of  the  Army 
Medical  Library’s  book  collection  and  Index- 
catalogue, 

Be  It  Resolved,  That  the  Ohio  State  Medical 
Association  in  annual  session,  October  7,  8 and 
9,  at  Cleveland,  Ohio,  urges  Congress,  in  order 
to  perpetuate  this  outstanding  contribution 
which  our  government  has  made  to  medical 
knowledge,  to  appropriate  annually  to  the 
Army  Medical  Library  an  adequate  sum  for 
the  purchase  of  current  medical  publications 
and  of  back  publications,  lost  during  recent 
years  when  funds  were  grossly  inadequate;  and 
that  a sum  be  appropriated  annually  to  defray 
the  cost  of  printing  regularly  each  year  not 
less  than  one  volume  of  the  Index-catalogue. 

On  motion  by  Dr  Stone,  seconded  by  Dr.  Wag- 
goner and  carried,  the  report  of  the  committee  on 
Resolution  G was  approved  and  adopted. 
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Resolution  H 

Resolution  H,  introduced  by  O.  J.  Walker, 
Youngstown,  urges  the  members  of  the  Ohio  State 
Medical  Association  to  cooperate  with  the  State 
Department  of  Health  in  its  venereal  disease  edu- 
cation and  control  program.  The  medical  pro- 
fession of  Ohio  regards  the  problem  of  control  and 
cure  of  venereal  diseases  as  sufficiently  serious  to 
warrant  a strong  position  being  taken  on  the 
eradication  of  such  diseases.  Accordingly,  the 
committee  approved  of  this  resolution  and  recom- 
mends its  adoption. 

Whereas,  The  prevention  and  eradication  of 
venereal  diseases  among  the  population  of  Ohio 
constitute  a problem  of  major  importance,  and 
is  a medical  as  well  as  social  question,  and 
Whereas,  A campaign  to  control  this  public 
health  menace  has  been  launched  by  the  State 
Department  of  Health, 

Be  It  Resolved,  That  the  Ohio  State  Medi- 
cal Association  urges  its  members  to  cooperate 
whenever  possible  with  the  State  Department 
of  Health  in  its  venereal  disease  education  and 
control  program  by  assisting  the  Department 
in  collecting  essential  statistics;  by  keeping 
themselves  fully  informed  on  scientific  aspects 
of  this  problem;  by  disseminating  information 
to  the  laity;  and  by  making*  available  prophy- 
lactic services  and  treatment  for  those  need- 
ing such  services. 

Be  It  Further  Resolved,  That  it  is  the 
sense  of  this  Association  that  the  treatment 
of  venereal  disease  cases  should  be  done  by 
physicians  in  private  practice;  that  there 
should  not  be  an  extension  of  so-called  clinic 
facilities  unless  the  need  for  new  clinics  is 
conclusively  shown;  and  that  adequate  public 
funds  should  be  provided  with  which  to  re- 
munerate physicians  rendering  venereal  dis- 
ease services  to  indigents. 

On  motion  by  Dr.  Stone,  seconded  by  Dr.  Lu- 
kens  and  carried,  the  report  of  the  committee  on 
Resolution  H was  approved  and  adopted. 

On  motion  by  Dr.  Stone,  seconded  by  Dr.  Wag- 
goner and  carried,  the  report  of  the  reference 
committee  as  a whole  was  approved  and  adopted. 

TIME  AND  PLACE  OF  1937  ANNUAL  MEETING 

Invitations  from  the  following  component  so- 
cieties and  cities  for  the  1937  Annual  Meeting  of 
the  State  Association  were  presented  by  the  fol- 
lowing: Dr.  Grierson  on  behalf  of  the  Erie  County 
Medical  Society  and  Cedar  Point;  Dr.  Sherburne 
on  behalf  of  the  Columbus  Academy  of  Medicine 
and  the  City  of  Columbus;  Dr.  Dutrow  on  behalf 
of  the  Montgomery  County  Medical  Society  and 
the  City  of  Dayton. 

There  being  no  further  invitations,  the  House 
of  Delegates  voted  by  ballot  as  follows: 


Dayton  44 

Columbus  25 

Cedar  Point 11 


Dayton,  having  received  a majority  of  the  bal- 
lots cast,  was  declared  by  President  Hendershott 
as  the  place  for  the  1937  Annual  Meeting. 


On  motion  by  Dr.  Seibert,  seconded  by  Dr. 
Lukens  and  carried,  the  House  of  Delegates  in- 
structed the  Council  to  select  suitable  dates  in  the 
Spring  of  1937  as  the  time  for  the  91st  Annual 
Meeting. 

EXPRESSION  OF  APPRECIATION 

On  motion  by  Dr.  Sherburne,  seconded  by  Dr. 
Bowman  and  unanimously  carried,  the  House  of 
Delegates  officially  expressed  its  sincere  apprecia- 
tion to  the  Cleveland  Academy  of  Medicine  and 
all  members  of  the  local  committees  on  arrange- 
ments for  their  hospitality  and  the  excellent  ar- 
rangements carried  out  in  connection  with  the 
Cleveland  meeting;  congratulated  the  Hotel  Cleve- 
land, its  management  and  its  staff  for  their  effi- 
ciency and  excellent  cooperation;  thanked  the 
Cleveland  newspapers  for  their  fine  coverage  of 
the  meeting,  and  especially  complimented  Dr. 
Russell  L.  Haden  and  his  Committee  on  Scientific 
Exhibits  for  the  splendid  exhibit  arranged  by  that 
committee,  probably  the  best  ever  presented  by  a 
state  medical  association. 

INSTALLATION  OF  NEW  PRESIDENT 

At  this  point,  Dr.  Hendershott  expressed  his 
sincere  appreciation  for  the  cooperation  and  as- 
sistance rendered  him  by  all  the  officers,  Coun- 
cilors and  many  members  during  the  past  year. 
He  called  Dr.  Huston,  the  incoming  President,  to 
the  rostrum  and  presented  him  with  the  official 
gavel,  at  the  same  time  pledging  to  him  his  co- 
operation and  support  and  expressing  best  wishes 
for  a successful  and  constructive  tenure  of  office. 

In  accepting  the  gavel,  Dr.  Huston  stated  that 
he  would  endeavor  in  every  way  to  give  the  mem- 
bership a constructive  regime  and  expressed  the 
hope  that  all  members  would  give  him  their  loyal 
and  active  support  so  that  the  benefits  and  ser- 
vices of  the  State  Association  can  be  extended  and 
multiplied  during  his  presidency. 

APPOINTMENT  OF  NEW  COMMITTEES 

As  his  first  official  act,  Dr.  Huston  announced 
the  appointment  of  the  following  committees  pro- 
vided for  in  the  new  Constitution  and  By-Laws 
officially  adopted  by  the  House  of  Delegates  at  its 
first  session  on  Wednesday,  October  7: 

Committee  on  Public  Relations  and  Economics 

Chas.  W.  Stone,  Cleveland,  chairman  (1937), 
term  of  one  year. 

L.  Howard  Schriver,  Cincinnati  (1938),  term  of 
two  years. 

Donald  B.  Lowe,  Akron  (1939),  term  of  three 
years. 

Daniel  C.  Houser,  Urbana  (1940),  term  of  four 
years. 

Herbert  M.  Platter,  Columbus  (1941),  term  of 
five  years. 

Committee  on  Education 

Clyde  L.  Cummer,  Cleveland,  chairman  (1938), 
term  of  two  years. 
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Carl  A.  Wilzbach,  Cincinnati  (1937),  term  of  one 
year. 

Wm.  Kelley  Hale,  Wilmington  (1939),  term  of 
three  years. 

Harry  S.  Noble,  St.  Marys  (1940),  term  of  four 
years. 

Russel  G.  Means,  Columbus  (1941),  term  of  five 
years. 

Committee  on  Scientific  Work 

Parke  G.  Smith,  Cincinnati,  chairman  (1937), 
term  of  one  year. 

Claude  B.  Norris,  Youngstown  (1938),  term  of 
two  years. 

C.  C.  Sherburne,  Columbus  (1939),  term  of  three 
years. 

Stanley  D.  Giffen,  Toledo  (1940),  term  of  four 
years. 

A.  F.  Kuhl,  Dayton  (1941),  term  of  five  years. 

Committee  on  Medical  Defense 

J.  E.  Tuckerman,  Cleveland,  chairman  (1939), 
term  of  three  years. 

Walter  H.  Snyder,  Toledo,  (1938),  term  of  two 
years. 

F.  P.  Anzinger,  Springfield  (1937),  term  of  one 
year. 

On  motion  by  Dr.  Seibert,  seconded  by  Dr. 
Hogue  and  carried,  the  foregoing  appointments 
were  confirmed  by  the  House  of  Delegates. 

There  being  no  further  business,  the  House  of 
Delegates  adjourned  to  meet  in  Dayton  in  1937. 

Attest:  Charles  S.  Nelson, 

Executive  Secretary. 
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J.  F.  Wright 

present 

____ 

Madison 

R.  H.  Trimble 

Mahoning 

O.  J.  Walker 

present 

present 

W.  K.  Stewart 

present 

present 

Marion 

H.  K.  Mouser 

present 

present 

Medina 

R.  L.  Mansell 

present 

Meigs 

M.  S.  Daniels 

Mercer 

M.  L.  Downing 

present 

present 

Miami 

G.  A.  Woodhouse 

present 

present 

Monroe 

A.  R.  Burkhart 

Montgomery 

C.  J.  Derby 

present 

present 

H.  V.  Dutrow 

present 

present 

A.  W.  Carley 

present 

present 

Morgan 

Edgar  Northrup 





Morrow 

F.  M.  Hartsook 

present 

Muskingum 

M.  A.  Loebell 

present 

present 

Noble 

Ottawa 

L.  L.  Belt 

Paulding 

L.  R.  Fast 



Perry 

C.  B.  McDougal 

Pickaway 

E.  L.  Montgomery 

present 

present 

Pike 

L.  E.  Wills 

present 

present 

Portage 

E.  M.  Kauffman 

present 

present 

Preble 

J.  I.  Nisbet 



Putnam 

W.  D.  Hickey 

present 

present 

Richland 

J.  S.  Hattery 





Ross 

W.  B.  Smith 

present 

present 

Sandusky 

Chas.  J.  Wehr 

Scioto 

G.  R.  Micklethwaite 

Seneca 

E.  H.  Potter 

present 

present 

Shelby 

H.  C.  Clayton 

m ■ 

present 

Stark 

J.  P.  DeWitt 

present 

present 

L.  E.  Leavenworth 

present 

present 

Summit 

Carl  R.  Steinke 

present 

present 

Don  B.  Lowe 

present 

present 

F.  C.  Potter 

present 

present 

Trumbull 

R.  D.  Herlinger 

present 

Tuscarawas 

R.  D.  Hildebrand 

present 



Union 

John  Dean  Boylan 

present 

present 

Van  Wert 

B.  L.  Good 

„ _ — 

Warren 

S.  S.  Stahl 

Washington 

A.  Howard  Smith 

present 

present 

Wayne 

R.  C.  Paul 

present 

present 

Williams 

H.  W.  Wertz 

present 

present 

Wood 

F.  V.  Boyle 



Wyandot 

J.  Craig  Bowman 

present 

present 

OFFICERS 

President 

R.  R.  Hendershott 

present 

present 

President-Elect 

E.  M.  Huston 

present 

present 

Ex-President 

John  A.  Caldwell 

present 

present 

Treasurer 

James  A.  Beer 

present 

present 

COUNCILORS 

First  District 

Parke  G.  Smith 

present 

present 

Second  District 

D.  W.  Hogue 

present 

present 

Third  District 

0.  P.  Klotz 

present 

present 

Fourth  District 

B.  J.  Hein 

present 

present 

Fifth  District 

A.  A.  Jenkins 

present 

present 

Sixth  District 

Wm.  M.  Skipp 

present 

present 

Seventh  District 

C.  W.  Kirkland 

present 

present 

Eighth  District 

E.  R.  Brush 

present 

present 

Ninth  District 

I.  P.  Seiler 





Tenth  District 

C.  C.  Sherburne 

present 

present 
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MEMBERS  REGISTERED  AT  CLEVELAND  MEETING  TOTAL  1099; 
FIGURES  FOR  PAST  YEARS  AND  BY  COUNTIES  SUMMARIZED 


HE  number  of  members  of  the  Ohio  State 
Medical  Association  registered  at  the  90th 
Annual  Meeting  in  Cleveland  was  the 
largest  since  the  meeting  held  in  Columbus  in 
1930.  The  total  attendance  of  members  and  guests 
exceeded  that  of  all  previous  meetings. 

The  total  registration  at  Cleveland,  including 
members,  out-of-state  physicians,  guests  and 
technical  exhibitors  was  1.813. 

Members  who  registered  numbered  1,099. 

The  number  of  guests,  including  resident  phy- 
sicians, interns,  dentists,  technicians,  nurses  and 
women  visitors  registered  was  563;  out-of-state 
physicians,  14;  and  technical  exhibitors,  137. 

The  following  tabulations  show  the  registration 
figures  for  the  past  succeeding  18  Annual  Meet- 
ings of  the  State  Association,  and  the  number  of 
members  registered  from  each  county  at  the  1936 
meeting,  compared  to  the  number  of  members  in 
the  county. 

Annual  Meeting  Registration 
For  1919-1936  Inclusive 


>1 

Ph 

s 

OPh 

O 

SH 

EH 

1919 

Columbus  

1173 

10 

264 

92 

1529 

1920 

Toledo  

810 

17 

105 

80 

1062 

1921 

Columbus  

1275 

28 

204 

96 

1503 

1922 

Cincinnati  

1066 

21 

184 

70 

1341 

1923 

Dayton  

1117 

19 

202 

76 

1414 

1924 

Cleveland  

1301 

13 

180 

109 

1603 

1925 

Columbus  

1204 

17 

361 

107 

1689 

1926 

Toledo  

903 

19 

120 

83 

1125 

1927 

Columbus  

1320 

17 

286 

82 

1705 

1928 

Cincinnati  

916 

27 

92 

80 

1116 

1929 

Cleveland  

1231 

15 

249 

124 

1619 

1930 

Columbus  

1241 

13 

435 

86 

1775 

1931 

Toledo  

826 

13 

198 

50 

1087 

1932 

Dayton  

978 

2 

201 

45 

1226 

1933 

Akron  

858 

6 

160 

25 

1049 

1934 

Columbus  

1069 

9’ 

410 

51 

1539 

1935 

Cincinnati  

973 

17 

197 

84 

1271 

1936 

Cleveland  

1099 

14 

563 

137 

1813 

Registration,  1936  Annual  Meeting 
By  Counties  and  Membership  Data 


County 

Membership 

No.  of  Members 

on  10-7-36 

Registered  at  1936 

Annual  Meeting 

Adams  

16 

2 

Allen  

76 

14 

Ashland  

22 

4 

Ashtabula  

41 

6 

Athens  

39 

4 

Auglaize  

29 

5 

Belmont  

53 

6 

Brown  __  

6 

Butler  

70 

4 

Carroll  

10 

1 

Champaign  

18 

1 

Clark  

70 

19 

1 

23 

2 

Columbiana  

50 

8 

County 

Membership  No.  of  Members 

on  10-7-36  Registered  at  1936 
Annual  Meeting 

Coshocton  

21 

5 

Crawford  

29 

6 

Cuyahoga  

993 

429 

Darke  

33 

1 

Defiance  

20 

1 

Delaware  

23 

5 

Erie  . 

35 

7 

Fairfield  

32 

4 ' 

Fayette  

16 



Franklin  

426 

68 

Fulton  

17 

1 

Gallia  

24 

3 

Geauga  

10 

3 

Greene  

38 

9 

Guernsey  

30 

4 

Hamilton  

664 

35 

Hancock  

45 

9 

Hardin  

23 

1 

Harrison  

13 

1 

Henry  

12 

Highland  

23 

2 

Hocking  

17 

3 

Holmes  

6 

1 

Huron  - 

20 

5 

Jackson  

13 

_ 

Jefferson  

53 

1 

Knox  

29 

3 

Lake  

14 

1 

Lawrence  

20 

2 

Licking  

49 

2 

Logan  

27 



Lorain  

97 

36 

Lucas  - 

243 

50 

Madison  

14 

1 

Mahoning  

195 

28 

Marion  

42 

7 

Medina  

22 

9 

Meigs  

14 

1 

Mercer  

15 

1 

Miami  — 

51 

7 

Monroe  

5 

1 

Montgomery  

286 

31 

Morgan  — 

12 

1 

Morrow  .... 

10 

2 

Muskingum  

51 

13 

Noble  

1 



Ottawa  

15 

2 

Paulding  

11 

1 

Perry  

18 

1 

Pickaway  

11 

2 

Pike  

10 

1 

Portage  

25 

7 

Preble  — 

18 

1 

Putnam  

25 

2 

Richland  

62 

11 

Ross  

36 

1 

Sandusky  

35 

9 

Scioto  

72 

1 

Seneca  

32 

10 

Shelby  

19 

2 

Stark  

188 

64 

Summit  

287 

75 

Trumbull  

48 

7 

Tuscarawas  

• 45 

8 

Union  

15 

4 

Van  Wert  

23 

5 

Vinton  

3 



Warren  

22 

Washington  

37 

5 

Wayne  .. — . 

46 

12 

Williams  ....  

15 

1 

Wood  

36 

3 

Wyandot  

8 

1 

Total  Membership  

5537 

1099 

Names  of  Members  Registered 

The  list  of  members  registered,  by  counties, 
follows: 

Adams — S.  J.  Ellison,  O.  T.  Sproul.  Allen — 
Harvey  L.  Basinger,  Ezra  Burnett,  C.  H.  Leech, 
Frank  Morris,  Walter  A.  Noble,  Geo.  J.  Roberts, 
O.  S.  Robuck,  Chas.  Smith,  M.  D.  Soash,  C.  L. 
Steer,  Paul  J.  Stueber,  John  E.  Talbott,  H.  A. 
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Thomas,  J.  R.  Tillotson.  Ashland — R.  P.  Bog- 
niard,  Paul  E.  Kellogg,  L.  G.  Sheets,  M.  J. 
Thomas.  Ashtabula — -C.  E.  Case,  P.  J.  Collander, 

R.  S.  Grimmett,  N.  C.  Kiefer,  William  Millberg, 
R.  B.  Wynkoop.  Athens — A.  K.  Buell,  John  C. 
Henry,  C.  N.  Sanders,  J.  L.  Webb.  Auglaize — 
Chas.  C.  Berlin,  R.  C.  Hunter,  Guy  E.  Noble, 
Harry  S.  Noble,  N.  V.  Noble.  Belmont — Edward 

V.  Albaugh,  D.  M.  Creamer,  Bertha  Metzger 
Joseph,  C.  W.  Kirkland,  C.  W.  Lose,  P.  H.  Pettay. 
Butler — Charles  T.  Atkinson,  Malcolm  Bronson, 
Mark  Millikin,  W.  H.  Williams.  Carroll — Glenn 

C.  Dowell.  Champaign — D.  C.  Houser. 

Clark — F.  P.  Anzinger,  W.  D.  Beasley,  Delos 

W.  Hogue,  C.  D.  Hullinger,  John  Srail.  Cler- 
mont— Allen  B.  Rapp.  Clinton — Robert  Conard, 
Kelley  Hale.  Columbiana — Paul  Beaver,  Guy  E. 
Byers,  John  Fraser,  A.  J.  Knapp,  E.  C.  Louthan, 
C.  J.  Maxwell,  E.  W.  Miskall,  R.  E.  Smucker.  Co- 
shocton— F.  W.  Craig,  R.  E.  Hopkins,  H.  W.  Lear, 
J.  G.  Smailes,  E.  M.  Wright.  Crawford — D.  D. 
Bibler,  Charles  J.  Griebling,  Mart  L.  Helfrich,  C. 
A.  Lingenfelter,  Robert  L.  Solt,  W.  Lewis 
Yeomans. 

Cleveland  and  Cuyahoga  County — W.  J.  Abbott, 
Thomas  Adams,  Paul  G.  Albrecht,  Mary  Allen, 
Maurice  L.  Allen,  Fred  W.  Andreas,  Jack  M. 
Appel,  Maurice  C.  Archer,  W.  M.  Athey,  Elmore 

R.  Bailey,  W.  S.  Banker,  C.  Glenn  Barber,  G.  I. 
Bauman,  Luther  0.  Baumgardner,  S.  Baumoel, 
Edmund  E.  Beard,  Claude  S.  Beck,  Paul  Beddoe, 
Fred  Beekel,  Richard  F.  Bell,  Wallace  J.  Benner, 
Samuel  S.  Berger,  David  H.  Berman,  S.  L.  Bern- 
stein, Frederick  Bettelheim,  R.  H.  Birge,  C.  A. 
Black,  Louis  E.  Blachman,  Charles  Blaugrund, 
Irving  J.  Bleiweiss,  H.  C.  Bliss,  Ralph  M.  Bone, 
W.  F.  Boukalik,  Mildred  Bowen,  C.  A.  Bowers, 
Robert  E.  Bowman,  A.  V.  Boysen,  Myer  Brody, 

S.  R.  Brandwan,  E.  J.  Braun,  H.  H.  Brelsford, 
W.  F.  Brokaw,  L.  S.  Brookhart,  Earnest  R Brooks, 
Louis  H.  Brooks,  Abram  B.  Bruner,  Alexander 

T.  Bunts,  Chas.  W.  Burhans,  H.  Van  Y.  Caldwell, 
Lewis  Chalfin,  Wm.  M.  Champion,  Arthur  M. 
Chatham,  C.  D.  Christie,  Frank  H.  Clark,  N.  Ed- 
ward dayman. 

J.  E,  Cogan,  Milton  B.  Cohen,  H.  N.  Cole,  E.  N. 
Collins,  James  G.  Collins,  John  W.  Conwell,  T.  H. 
Copeland,  M.  Coplan,  Samuel  B.  Cowen,  Ralph  L. 
Cox,  A.  G.  Cranch,  B.  B.  Crawford,  Wm.  F. 
Creadon,  Geo.  Crile,  Clyde  L.  Cummer,  E.  H. 
Cushing,  N.  S.  D’Alessandro,  W.  F.  Dager,  W.  W. 
Dangeleisen,  H.  L.  Davis,  John  Hart  Davis,  A.  B. 
Denison,  Ralph  S.  Dial,  J.  Frank  Dinnen,  R.  S. 
Dinsmore,  Josephine  K.  Dirion,  Howard  Dittrick, 

C.  T.  J.  Dodge,  E.  G.  Dolch,  Charles  T.  Dolezal, 
M.  T.  Donahue,  Frank  J.  Doran,  J.  A Doull, 
Marion  Douglass,  V.  H.  Dredge,  H.  H.  Drysdale, 
Paul  V.  Duffy,  Milton  Thomas  Ebner,  E.  P.  Ed- 
wards, Roger  Olaf  Egeberg,  Ed.  Eichner,  I.  H. 
Einsel,  Oscar  Eisinger,  Ralph  W.  Elliott,  Walter 
A.  Engel,  R.  C.  Engel,  Wm.  J.  Engel,  N.  J.  Ep- 
stein, A.  C.  Ernstene,  Ryan  P.  Estes,  W.  C.  Estes. 

Geo.  Edw.  Follansbee,  Robt.  L.  Faulkner,  H.  J. 
Feil,  Joseph  L.  Fetterman,  John  A.  Filak,  F.  W. 

D.  Finke,  Alan  D.  Finlayson,  R.  W.  Finley,  E. 
Edgar  Fisher,  Ida  E.  Fleming,  S.  J.  Foerstner, 
Samuel  T.  Forsythe,  Ralph  J.  Frackelton,  S.  H. 
Franks,  A.  N.  Freed,  S.  0.  Freedlander,  C.  J. 
Friedman.  Eugene  Freedman,  M.  D.  Friedman, 
Wm.  D.  Fullerton,  Howard  M.  Gans,  Farrell  T. 
Gallagher,  Wm.  J.  Gardner,  E.  W.  Garrett,  Chas. 
H.  Garvin,  Justin  A.  Garvin,  Wm.  P.  Garver, 
Thomas  H.  George,  F.  P.  Geraci,  Michael  C. 
Geraci,  T.  S.  Gerspacher,  Henry  J.  Gerstenberger, 
Marion  N.  Gibbons,  Frank  S.  Gibson,  R.  Gittel- 
sohn,  V.  S.  Glass,  D.  M.  Glover,  Leona  V.  Glover, 
Charles  F.  Good,  Paul  M.  Gorden,  I.  J.  Goodman, 


Estes  J.  Gunn,  C.  Lee  Graber,  Jos.  H.  Grossman, 
Walter  A.  Haldy,  Karla  P.  Hahn,  James  E. 
Hallisy,  E.  A.  Hannum,  Samuel  Hantman,  J.  R. 
Harff,  E.  L.  Harmon,  Joyce  I.  Hartman,  G.  E. 
Haskin. 

Harry  Hauser,  W.  E.  Hauser,  Otho  L.  Hawk, 
Robert  B.  Hauver,  Charles  H.  Hay,  G.  K.  Heidler, 
A.  H.  Herr,  T.  P.  Herrick,  Ralph  Herz,  C.  H. 
Heyman,  Walter  Heyman,  Charles  C.  Higgins, 
Charles  S.  Higley,  A.  C.  Hoffmeister,  Franklin  H. 
Hooper,  Arthur  J.  Horesh,  James  Richey  Horner, 
Joseph  Hornstein,  John  W.  Houk,  Charles  L.  Hud- 
son, L.  F.  Huffman,  E.  J.  Humel,  Gerald  B.  Hurd, 
Fannie  C.  Hutchins,  W.  B.  Hutchinson,  W.  J. 
Irwin,  Leabelle  Isaac,  Theron  S.  Jackson,  F.  B. 
Jacquays,  A.  A.  Jenkins,  Joseph  R.  Johnson, 
Albert  L.  Jones,  James  G.  Jones,  Thomas  E.  Jones, 
M.  Kahn,  Louis  J.  Karnosh,  Howard  T.  Karsner, 
Bernard  Katz,  M.  R.  Kellum,  M.  Raymond  Ken- 
dall, E.  P.  Kennedy,  E.  F.  Kieger,  O.  P.  Kimball, 
Hubert  C.  King,  Helen  M.  Kingsbury,  C.  E. 
Kinney,  E.  Klaus,  Joseph  Klein,  Julius  B.  Klein, 
Jos.  B.  Klein,  Maurice  S.  Klein,  J.  C.  Kloepfer, 
Harold  J.  Knapp. 

Louis  G.  Knowlton,  Peter  N.  Knusli,  Sydney 
Klein,  Benjamin  S.  Kline,  Helen  M.  Koke,  F.  T. 
Kopfstein,  Lester  W.  Krauss,  Paul  H.  Krebs, 
Morris  Krutchkoff,  J.  J.  Kurlander,  H.  B.  Kurtz, 
Charlotte  E.  Kusta,  Frank  J.  Kuta,  William 
Kutler,  Bernard  B.  Larsen,  G.  R.  Laube,  F.  A. 
LeFevre,  George  L.  Lambright,  W.  B.  Landes- 
man,  Murray  Lawton,  J.  Henry  Lazzari,  T.  M. 
Lees,  Carl  H Lenhart,  C.  G.  LaRocco,  Hugh  J. 
Leslie,  Benjamin  Levine,  George  H.  Lewis,  Louis 

E.  Lieder,  Henry  A.  Lichtig,  Louis  Lieberman, 
S.  C.  Lind,  John  E.  Linden,  F.  W.  Linn,  H.  A. 
Lipson,  Albert  Loveman,  William  E.  Lower,  Ros- 
well Lowry,  Robert  P.  Lytle,  Martin  M.  Mandel, 
David  Marcus,  Oscar  B.  Markey,  W.  J.  Manning, 
Val  J.  Mastny,  John  R.  McDowell,  W.  H.  McGaw, 

R.  S.  McGinnis,  R.  C.  McKay,  E.  E.  McPeck, 
Emerson  Megrail,  F.  W.  Merica,  Roy  B.  Metz, 
Myron  Metzenbaum,  N.  J.  Michalenko,  Paul  A. 
Mielcarek,  H.  N.  Miller. 

Theodore  Miller,  W.  E.  Mishler,  Horace  E. 
Mitchell,  E.  P.  Monaghan,  S.  H.  Monson,  C.  L. 
Moore,  J.  M.  Moore,  John  B.  Morgan,  A.  R. 
Moritz,  Cecelia  K.  Morris,  Katharine  R.  Moses, 
Geo.  H.  Mraz,  N.  A.  Munro,  Wm.  G.  Mussun, 
E.  P.  Neary,  Chas.  F.  Nelson,  J.  0.  Newton,  C.  R. 
Nuckolls,  R.  J.  Ochsner,  Fred  C.  Oldenburg,  John 
D.  Osmond,  Edward  W.  Parsons,  Harry  V. 
Paryzek,  A.  F.  Pav,  Oscar  Pan,  A.  J.  Pearse, 
Samuel  Peskind,  Edward  P’eterka,  E.  A.  Peterson, 
George  W.  Petznick,  C.  H.  Phillips,  H.  D.  Piercy, 
Louis  Pillersdorf,  A.  Pirrone,  J.  C.  Placak,  L.  A. 
Pomeroy,  O.  B.  Pomeroy,  E.  A.  Powell,  H.  C. 
Prill,  Cora  J.  Randall,  Albert  T.  Ransone,  A.  H. 
Reed,  G.  H.  Reeve,  D.  J.  Rehbock,  Rudolph  S. 
Reich,  Herbert  S.  Reichle,  R.  R.  Renner,  J.  M. 
Rieger,  Wm.  Rigelhaupt,  H.  D.  Roads,  Samuel 
L.  Robbins,  H.  L.  Rockwood,  E.  F.  Romig,  Chas. 

S.  Rosen,  Harry  C.  Rosenberger. 

Arthur  A.  Roth,  Vernon  C.  Rowland,  Charles 
L.  Ruggles,  Scott  C.  Runnels,  Peter  E.  Russo, 
J.  Saltzman,  A.  G.  Sar  Louis,  F.  J.  Savage,  H.  J. 
Savage,  John  P.  Sawyer,  H.  A.  Schlink,  A.  B. 
Schneider,  H.  Charles  Schock,  Irving  L.  Schon- 
berg,  Henry  C.  Schumacher,  Edward  D.  Schwartz, 
Joseph  Schwartzberg,  Haskell  H.  Schweid,  R.  W. 
Scott,  Julius  J.  Selman,  R.  J.  Shale,  George  D. 
Shaaber,  Wilfrid  D.  Sharp,  Gerald  S.  Shibley, 
Marvin  D.  Shie,  Herman  Shube,  Thomas  P. 
Shupe,  Alvin  0.  Sibila,  M.  L.  Siegel,  Paul  R. 
Siegel,  Morris  A.  Simon,  A.  J.  Skeel,  John  G. 
Slade,  H.  G.  Sloan,  J.  G.  Smith,  Joseph  T.  Smith, 
S.  W.  Smolik,  Torald  Sollman,  John  A.  Sommer, 
W.  A.  Sommerfield,  Lorna  Spenzer,  D.  M.  Spicer, 
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Paul  M.  Spurney,  Robert  M.  Stecher,  Edward  J. 
Stefanic,  D.  B.  Steuer,  Walter  G.  Stern,  L.  J. 
Sternicki,  Leonard  G.  Steuer,  Clement  E.  Steyer, 
R.  E.  Stifel,  L.  C.  Stiles,  . Cornelia  A.  Stoeltzing, 
Charles  S.  Stone. 

Charles  W.  Stone,  Willard  C.  Stoner,  Richard  E. 
Stout,  Abraham  Strauss,  John  S.  Suva,  Chas.  A. 
Swan,  Geo.  F.  Sykes,  Arnold  F.  Sydow,  A.  E. 
Szczytkowski,  Howard  P.  Taylor,  Lester  Taylor, 
Walter  S.  Taylor,  Harold  B.  Thomas,  J.  J. 
Thomas,  Merthyn  A.  Thomas,  J.  R.  Thompson, 

R.  T.  Thomson,  Joseph  Tomarkin,  John  M. 
Tomasch,  John  A.  Toomey,  Harry  R.  Trattner, 
John  Tucker,  J.  E.  Tuckerman,  W.  C.  Tuckerman, 

S.  N.  Ulevitch,  Ralph  K.  Updegraff,  J.  D. 
Walters,  C.  E.  Ward,  J.  G.  Warner,  Ralph  M.  Wat- 
kins, 0.  A.  Weber,  Samuel  J.  Webster,  S.  F.  Wein- 
man, William  H.  Weir,  Beulah  Wells,  K.  S.  West, 
Guy  H.  Williams,  Guy  H.  Williams,  Jr.,  Harley 
A.  Williams,  Theodore  A.  Willis,  Zolton  T.  Wirt- 
schafter,  H.  C.  Wise,  Edward  E.  Woldman,  James 
S.  Wolfstein,  James  C.  Wood,  W.  H.  Wyckoff, 
Samuel  Yamshon,  H.  E.  Yoder,  Irwin  E.  Yoel- 
son,  Charles  H.  York,  Anna  M.  Young,  N.  L. 
Zinner,  Isadore  Zwick. 

Darke — C.  I.  Stephen.  Defiance — D.  J.  Slosser. 
Delaware — Geo.  T.  Blydenburgh,  O.  W.  Bonner, 
W.  E.  Borden,  L.  M.  Ihle,  George  Y.  Swickard. 
Erie — R.  E.  Garnhart,  A.  R.  Grierson,  V.  A.  Kil- 
loran,  Ross  M.  Knoble,  J.  C.  Kramer,  H.  W. 
Lehrer,  H.  L.  Sowash.  Fairfield — A.  M.  Kelley, 
M.  E.  Nichols,  Ralph  H.  Smith,  C.  P.  Swett. 

Columbus  and  Franklin  County — John  B.  Al- 
corn, K.  H.  Armen,  Earl  H.  Baxter,  James  A. 
Beer,  L.  L.  Bigelow,  Alice  M.  Bustin,  H.  M.  Clod- 
felter,  George  Curtis,  Charles  A.  Doan,  H.  H. 
Dorr,  A.  Henry  Dunn,  J.  M.  Dunn,  E.  J.  Emerick, 
R.  S.  Fidler,  T.  R.  Fletcher,  Jonathan  Forman, 
Albert  D.  Frost,  J.  M.  Gettrost,  H.  D.  Giles,  Carl 
Da  Costa  Hoy,  Emilie  Gorrell,  Walter  H.  Hamil- 
ton, George  T.  Harding  III,  Harold  K.  Harris, 

I.  B.  Harris,  Emery  R.  Hayhurst,  Arthur  T.  Hop- 
wood,  E.  G.  Horton,  W.  D.  Inglis,  Louis  N.  Jent- 
gen,  George  W.  Keil,  Herman  W.  Koerper. 

F.  F.  Lawrence,  W.  E.  Lloyd,  Louis  Mark,  W. 
Eugene  Masters,  E.  F.  McCampbell,  A.  B.  Mc- 
Conagha,  Sidney  McCurdy,  Hugh  J.  Means,  W.  F. 
Millhon,  M.  E.  Millhon,  John  H.  Mitchell,  Link 
M.  Murphy,  W.  E.  Obetz,  Anton  W.  Oelgoetz, 
Charles  W.  Pavey,  H.  M.  Platter,  John  Rausch- 
kolb,  Philip  J.  Reel,  Carl  G.  Rossel,  Harry  E. 
Secrest,  Roy  J.  Secrest,  E.  R.  Shaffer,  C.  C.  Sher- 
burne, Victor  A.  Simiele,  C.  H.  Solomnides,  Carl 
L.  Spohr,  E.  J.  Stedem,  J.  A.  Stout,  Ralph  B. 
Taylor,  John  M.  Thomas,  J.  H.  J.  Upham,  A.  L. 
Van  Horn,  Thomas  A.  Vogel,  F.  C.  Wagenhals, 
John  W.  Wilce,  B.  K.  Wiseman. 

Fulton — A.  M.  Wilkins.  Gallia — S.  L.  Bossard, 
Charles  E.  Holzer,  G.  A.  Mack.  Geauga — C.  F. 
Gilmore,  W.  A.  Reed,  A.  D.  Williams.  Greene — 
Marshall  M.  Best,  Ernest  Ekermeyer,  W.  M. 
Hartinger,  C.  Stanley  Hough,  Thomas  F.  Humph- 
rey, Ben  R.  McClellan,  Reyburn  McClellan,  H.  C. 
Messenger,  Harold  E.  Ray.  Guernsey — J.  William 
Camp,  C.  A.  Craig,  Fred  W.  Lane,  George  F. 
Swan. 

Cincinnati  and  Hamilton  County — E.  A.  Baber, 

J.  F.  Bateman,  Julien  E.  Benjamin,  John  A.  Cald- 
well, Robert  Carothers,  Geo.  E.  Clarke,  Merlin 
L.  Cooper,  S.  Bertha  Dauch,  Daniel  J.  Davies, 
Wm.  P.  Gillespie,  Henry  M.  Goodyear,  Louis  G. 
Herrmann,  Benjamin  Hoyer,  Samuel  Iglauer,  Rob- 
ert Lee  Johnston,  Charles  E.  Kiely,  A.  A.  Levin, 
Joseph  Lindner,  Johnson  McGuire,  A.  Miller,  A. 
Graeme  Mitchell,  Waldo  E.  Nelson,  F.  M.  Oxley, 
James  M.  Pierce,  George  Renner,  Jr.,  Horace 


Withers  Reid,  Mont  R.  Reid,  Hiram  H.  Slutz, 
Parke  G.  Smith,  Tom  D.  Spies,  Clifford  J.  Straeh- 
ley,  Erwin  Straehley,  Jr.,  Otto  Seibert,  Jerome 
Zeigler,  M.  M.  Zinninger. 

Hancock — H.  O.  Crosby,  J.  M.  Firmin,  John  V. 
Hartman,  D.  J.  King,  O.  P.  Klotz,  R.  S.  Rilling, 
R.  J.  Semons,  J.  C.  Tritch,  H.  K.  Van  Buren. 
Hardin — R.  C.  McNeil.  Harrison — E.  L.  Miller. 
Highland — H.  W.  Chaney,  M.  A.  Roth.  Hock- 
ing— W.  B.  Lacock,  A.  I.  Sherman,  N.  A.  Tillman. 
Holmes — N.  P.  Stauffer.  Huron — Jay  D.  Bradish, 
M.  L.  Hindley,  R.  L.  Morse,  O.  J.  Nicholson,  John 

A.  Sipher.  Jefferson — Paul  H.  Cope.  Knox — 

F.  C.  Anderson,  Robert  L.  Eastman,  C.  L.  Harmer. 
Lake — V.  N.  Marsh.  Lawrence — F.  D.  Campbell, 
Ralph  F.  Massie.  Licking — Dale  E.  Roth,  D.  A. 
Skinner. 

Lorain — John  W.  Adrian,  Valloyd  Adair,  Waite 
Adair,  Russell  M.  Arnold,  A.  A.  Baldwin,  W.  S. 
Baldwin,  J.  W.  Boss,  S.  V.  Burley,  Benj.  Carlson, 
Paul  C.  Colgrove,  Joseph  De  Nardi,  F.  R.  Dew, 
J.  R.  Dickason,  John  B.  Donaldson,  R.  J.  Emslie, 
E.  H.  Evans,  G.  E.  French,  Leonard  H.  Harris, 
Emil  J.  Heinig,  Geo. . C.  Jameson,  William  A. 
Klann,  I.  Leonard  Levin,  A.  S.  McKitrick,  Chas. 
R.  Meek,  H.  M.  Metcalf,  Dean  H.  Minnis,  George 
Mynchenberg,  Maurice  Rosenzweig,  A.  C.  Siddall, 
Taylor  Smith,  F.  M.  Sponseller,  John  L.  Sullivan, 
Bernard  J.  Terrell,  David  Thomas,  L.  H.  Trufant, 

G.  R.  Wiseman,  Jr. 

Lucas — A.  A.  Applebaum,  A.  S.  Avery,  Paul  R. 
Badger,  W.  W.  Beck,  A.  L.  Bershon,  Bernard 
Botsch,  Walter  Brand,  Thos.  H.  Brown,  Ralph  M. 
Burton,  Burt  Chollett,  I.  R.  Cohn,  Gerald  F. 
Denyes,  Martin  W.  Diethelm,  Fred  M.  Douglass, 
Francis  W.  Epstein,  F.  B.  Ficklin,  Karl  D.  Figley, 
Hugh  M.  Foster,  Evan  G.  Galbraith,  John 
Gardiner,  John  Gersten,  Stanley  D.  Giffen,  E.  B. 
Gillette,  Barney  J.  Heim,  I.  H.  Kass,  Raymond 
C.  King,  J.  Lester  Kobacker,  H.  B.  Lehnert,  L.  A. 
Levison,  Charles  Lukens,  L.  K.  Maxwell,  Edward 
J.  McCormick,  Louis  A.  Miller,  Richard  A.  Mills, 
Nelson  D.  Morris,  Norman  B.  Muhme,  Foster 
Myers,  Leonard  Nippe,  L.  E.  Payne,  Thos.  L. 
Ramsey,  Walter  W.  Randolph,  S.  R.  Salzman, 

B.  G.  Shaffer,  Walter  H.  Snyder,  Bernhard  Stein- 
berg, Robert  B.  Tucker,  C.  W.  Waggoner,  John  F. 
Wright,  Theo.  Zbinden,  Samuel  D.  Zuker. 

Madison — J.  M.  Morse.  Mahoning — Morris  H. 
Belinky,  John  R.  Buchanan,  E.  W.  Coe,  L.  Geo. 
Coe,  James  L.  Fisher,  M.  B.  Goldstein,  P.  H.  Leim- 
bach,  M.  P.  Mahrer,  J.  S.  Mariner,  F.  F.  Monroe, 
Anthony  C.  Montani,  D.  E.  Montgomery,  M.  W. 
Neidus,  Claude  B.  Norris,  Robert  E.  Odom,  H.  E. 
Patrick,  Morris  S.  Rosenblum,  J.  Rosenfeld,  W.  W. 
Ryall,  J.  L.  Scarnecchia,  Henri  Schmid,  Samuel  H. 
Sedwitz,  Wm.  M.  Skipp,  Ivan  Smith,  Walter  K. 
Stewart,  0.  J.  Walker,  Chas.  H.  Warnock,  E.  J. 
Wenaas.  Marion — M.  F.  Axthelm,  C.  L.  Baker, 
E.  L.  Brady,  H.  K.  Mouser,  Warren  C.  Sawyer, 
Carl  W.  Sawyer,  T.  H.  Sutherland.  Medina — 
J.  L.  Beach,  E.  L.  Crum,  James  K.  Durling,  R.  G. 
Johnston,  R.  L.  Mansell,  James  R.  Moorehead, 
Clarice  E.  Whitacre,  Jos.  Whitacre,  Morris  Wil- 
derom.  Meigs — P.  A.  Jividen.  Mercer — M.  L. 
Downing. 

Miami — E.  R.  Hiatt,  John  F.  Hill,  E.  R.  Irvin, 
E.  T.  Pearson,  G.  A.  Woodhouse,  E.  A.  Yates, 
Ralph  Yates.  Monroe — W.  P.  Johnson.  Mont- 
gomery— Sterling  H.  Ashmun,  E.  E.  Bechtell,  R. 
R.  Bond,  C.  C.  Borden,  A.  T.  Bowers,  A.  B. 
Brower,  C.  E.  Burgett,  A.  W.  Carley,  Homer  D. 
Cassel,  D.  B.  Conklin,  C.  J.  Derby,  H.  V.  Dut- 
row,  J.  D.  Fouts,  P.  L.  Gunckel,  M.  R.  Haley, 

H.  C.  Hanning,  H.  H.  Herman,  J.  K.  Hoerner, 
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E.  M.  Huston,  H.  R.  Huston,  Mildred  E.  Jeffrey, 
Albert  F.  Kuhl,  J.  Grant  Marthens,  A.  W.  Mc- 
Cally,  M.  B.  Menke,  T.  E.  Newell,  P.  H.  O’Hara, 

H.  H.  Pansing,  C.  C.  Payne,  C.  E.  Shepard,  Cle- 
ment D.  Smith,  Chas.  H.  Tate.  Morgan — C.  E. 
Northrup.  Morrow— Frank  M.  Hartsook,  Frank 

H.  Sweeney.  Muskingum — R.  B.  Bainter,  Edmund 
R.  Brush,  S.  P.  Carter,  W.  D.  Coffman,  Beatrice 
T.  Hagen,  Lester  Lasky,  M.  A.  Loebell,  George  C. 
Mallei,  H.  A.  Martin,  Robert  S.  Martin,  Margaret 
O’Neal,  C.  F.  Sisk,  G.  B.  Trout. 

Ottawa — F.  E.  Miller,  E.  D.  Schuiteman. 
Paulding — L.  R.  Fast.  Perry — Harry  L.  Hite. 
Pickaway — G.  R.  Gardner,  E.  L.  Montgomery. 
Pike— L.  E.  Wills.  Portage — Ivor  Campbell, 

E.  M.  Kauffman,  E.  H.  Knowlton,  Elizabeth  A. 
Leggett,  S.  U.  Sivon,  Emily  J.  Widdecombe,  Rollin 

D.  Worden.  Preble — E.  P.  Trittschuh.  Putnam — 
C.  0.  Beardsley,  W.  D.  Hickey,  B.  E.  Watterson. 
Richland — P.  A.  Blackstone,  Wallace  H.  Buker, 
Roy  I.  Curry,  Carl  R.  Damron,  C.  L.  Hannum, 
Oscar  H.  Schettler,  Stanley  C.  Schiller,  E.  A. 
Smedal,  J.  L.  Stevens,  R.  C.  Wise,  J.  A.  Yoder. 
Ross — W.  B.  Smith.  Sandusky — Wm,  H.  Booth, 
J.  L.  Curtin,  Chistey  G.  Egger,  R.  Allen  Eye- 
stone,  C.  L.  Fox,  F.  M.  Kent,  D.  W.  Philo,  H.  K. 
Shumaker,  Francis  M.  Teeple.  Scioto — H.  A. 
Schirrman.  Seneca — Proctor  E.  Benner,  Robert 
Chamberlain,  W.  Gordon  Hartnett,  R.  R.  Hender- 
shott,  R.  E.  Hershberger,  John  M.  Leahy,  Edmund 

F.  Ley,  R.  F.  Machamer,  B.  R.  Miller,  E.  H. 
Porter.  Shelby — Herman  C.  Clayton,  Kenneth  G. 
Hawver. 

Stark — L.  E.  Anderson,  Edward  Arnold,  B.  C. 
Barnard,  A.  R.  Basinger,  S.  B.  Berkley,  H.  H. 
Bowman,  J.  Brandon,  L.  A.  Buchman,  W.  H. 
Burns,  John  R.  Caldwell,  Roy  H.  Clunk,  John  P. 
DeWitt,  Julia  M.  Donahue,  A.  Alvin  Fisher,  L.  L. 
Frick,  I.  H.  Fuhs,  Harry  W.  Gauchat,  Emerson 
Gillespie,  Charles  S.  Greene,  I.  B.  Hamilton,  Frank 

E.  Hart,  H.  P.  Hart,  Anna  R.  Hendrickson,  G.  L. 
King,  Sr.,  George  L.  King,  Jr.,  Perry  F.  King, 
J.  E.  Klinge,  Leslie  L.  Lawrence,  Joseph  A.  Mack, 
W.  C.  Manchester,  Jos.  E.  McNalley,  Jeannette 

C.  Miller,  E.  0.  Morrow,  Earl  Musselman,  John 

D.  O’Brien,  A.  R.  Olmstead,  E.  B.  Pierce,  C.  A. 
Portz,  W.  R.  Portz,  R.  J.  Pumphrey,  J.  E.  Purdy, 
R.  K.  Ramsayer,  R.  L.  Rutledge,  C.  J.  Schirack, 
Roy  Schirack,  H.  M.  Schuffell,  Wylie  Scott,  Max 
Shaweker,  J.  E.  Shorb,  Karl  J.  Simon,  J.  J. 
South,  L.  D.  Stoner,  George  Otto  Thompson,  R.  L. 
Thompson,  G.  D.  Underwood,  J.  M.  Van  Dyke, 
R.  T.  Warburton,  Homer  V.  Weaver,  H.  Welland, 
Geo.  N.  Wenger,  Albert  Wild,  J.  S.  Wilson,  George 

F.  Zinninger,  Pauline  Zinninger. 

Summit — Paul  R.  Adams,  Robt.  T.  Allison,  Jr., 
Edw.  C.  Banker,  T.  L.  Bliss,  James  Blower,  J.  H. 
Bond,  D.  C.  Brennan,  John  L.  Brickwede,  S.  B. 
Conger,  James  J.  Conlon,  H.  Irving  Cozad,  C. 
Mason  Daugherty,  Harry  S.  Davidson,  D.  W. 
Davis,  Paul  A.  Davis,  D.  M.  McDonald,  Arthur  F. 
Dorner,  George  A.  Ferguson,  E.  B.  Foltz,  Milton 

I.  Friedman,  R.  A.  Gregg,  Kent  H.  Harrington, 
B.  M.  Hathaway,  Charles  E.  Held,  J.  F.  Hender- 
son, Carrie  A.  Herring,  B.  H.  Hildreth,  Warren 
L.  Hogue,  Jr.,  W.  A.  Hoyt,  Esther  Kojinsky, 
Edward  J.  Keeney,  F.  G.  Keyes,  J.  G.  Kramer, 
D.  B.  Lowe,  Wm.  D.  Lyon,  S.  Morgenroth,  R.  H. 
Markwith,  A.  S.  McCormick,  J.  S.  Millard,  Noah 
Miller,  Carl  C.  Nohe. 

A.  P.  Ormond,  William  A.  Parks,  T.  L.  Parry, 
Roy  Pearce,  Edgar  C.  Pickard,  R.  E.  Pinkerton, 
W.  J.  Pittenger,  Dallas  Pond,  F.  C.  Potter,  G.  C. 
Radeliffe,  F.  M.  Rankin,  Fred  K.  Read,  John 
Repasky,  Fowler  B.  Roberts,  Andrew  S.  Robinson, 

J.  Paul  Sauvageot,  Edward  L.  Saylor,  John  Selby, 


H.  Vern  Sharp,  Louis  Sheinin,  Hazel  P.  Simms, 
J.  E.  Springer,  F.  W.  Steiner,  Carl  R.  Steinke, 
Geo.  R.  Taylor,  Joseph  M.  Ulrich,  James  T.  Villani, 
Frank  M.  Warner,  Elizabeth  M.  Weaver,  E.  A. 
Weeks,  Kurt  Weidenthal,  Joseph  N.  Weller,  Geo. 
R.  Wellwood,  Louis  A.  Witzeman. 

Trumbull — E.  Gray  Caskey,  A.  F.  Compton,  R. 
D.  Herlinger,  John  D.  Knox,  Paul  N.  Mutchman, 
Rupert  R.  Rogers,  G.  A.  Woodworth.  Tusca- 
rawas— Jos.  Blickensderfer,  Jay  W.  Calhoon,  C. 
M.  Daugherty,  M.  W.  Everhard,  Roy  D.  Hilde- 
brand, William  E.  Hudson,  James  A.  McCollam, 
Mary  Elizabeth  Rowland.  Union — S.  J.  Bown, 
John  Dean  Boylan,  P.  D.  Longbrake,  H.  G.  South- 
ard. Van  Wert — S.  A.  Edwards,  Roland  H.  Good, 
J.  B.  Sampsell,  R.  E.  Shell,  H.  E.  Wilkinson. 
Washington — S.  E.  Edwards,  R.  M.  Meredith,  W. 
W.  Sauer,  A.  Howard  Smith,  A.  G.  Sturgiss. 
Wayne — L.  E.  Cullum,  Bernard  M.  Foster,  Robert 
J.  Hansel,  G.  L.  Hardgrove,  Adrian  J.  Hartzler, 
H.  J.  Mitchell,  R.  C.  Paul,  Lloyd  M.  Snively,  Wil- 
liam Blount  Turner,  0.  P.  Ulrich,  John  G. 
Wishard,  H.  M.  Yoder.  Williams — H.  W.  Wertz. 
Wood — H.  J.  Powell,  Dan  B.  Spitler,  F.  Sterling. 
Wyandot — J.  Craig  Bowman. 


Doctors’  Orchestra  Completes  Decade 

The  Doctors’  Symphony  Orchestra  of  Sum- 
mit County  opened  its  eleventh  season  at  Akron 
on  October  1. 

The  orchestra  completed  its  first  decade  with 
the  61st  concert  at  the  Edwin  Shaw  Sanatorium 
on  June  7. 

Since  the  foundation  of  the  orchestra  in  1926, 
five  other  symphonies  have  been  organized  in 
Summit  County  as  well  as  smaller  orchestras. 
With  paid  admission  concerts,  large  gifts  of 
music  and  the  aid  of  citizens  committees  none  of 
the  symphony  orchestras  survived.  The  Doctors’ 
Symphony  has  never  faltered  but  has  continued 
its  good  work.  Thus  a group  of  physicians  and 
dentists  with  a recruiting  field  limited  as  to  the 
personnel  and,  during  the  past  five  years,  with  no 
outside  financial  support,  except  donations  from  a 
few  medical  friends,  have  by  their  own  efforts  ac- 
complished what  no  other  group  in  Summit 
County  has  been  able  to  do,  that  is,  maintain  a 
symphony  orchestra.  During  its  ten  years  the 
orchestra  has  had  the  goodwill  of  the  professional 
musicians  and  their  Union  because  it  has  refused 
to  play  on  any  occasion  which  would  deprive 
musicians  of  “pay  jobs”.  In  other  American  cities, 
Newark,  N.  J.,  Seattle,  Detroit,  etc.,  doctors’  or- 
chestras have  been  formed;  but  it  is  to  be  re- 
gretted that  they  did  not  last.  Only  the  medical 
and  dental  professions  of  Summit  County  have 
succeeded.  During  its  ten  years  there  have  been 
changes  in  personnel  each  year  and  no  less  than 
65  members  of  the  two  professions  have  been 
members  of  the  orchestra. 

Dr.  A.  S.  McCormick,  veteran  secretary  of  the 
Summit  County  Medical  Society,  is  director  of  the 
orchestra,  and  Dr.  D.  H.  Henninger,  Akron  den- 
tist, is  concertmaster. 


PROCEEDINGS  OF  THE  COUNCIL 

Important  Business  Transacted  on  Eve  of  90th  Annual  Meeting,  Cleveland, 

Ohio,  October  7,  8 and  9,  1936 


THE  Council  of  the  Ohio  State  Medical  Asso- 
ciation met  in  regular  session  at  Hotel 
Cleveland,  Cleveland,  Ohio,  on  the  evening 
of  October  6,  1936,  following  a dinner  for  officers, 
Councilors  and  members  of  the  standing  com- 
mittees of  the  State  Association. 

The  following  were  present:  President  Hender- 
shott,  President-Elect  Huston,  Past-President 
Caldwell,  Treasurer  Beer;  Councilors  Smith, 
Hogue,  Klotz,  Hein,  Jenkins,  Skipp,  Kirkland, 
Brush  and  Sherburne;  Drs.  Alcorn,  Cummer,  Plat- 
ter and  Stone,  members  of  the  Committee  on 
Public  Policy;  Dr.  Bigelow,  chairman,  and  Dr. 
Bowman,  member,  Committee  on  Medical  Eco- 
nomics J Dr.  Tuckerman,  chairman,  Committee  on 
Medical  Defense;  Dr.  Geo.  Edw.  Follansbee,  chair- 
man, Judicial  Council,  American  Medical  Asso- 
ciation; Dr.  R.  S.  Dinsmore,  president,  Cleveland 
Academy  of  Medicine;  Dr.  H.  V.  Paryzek,  general 
chairman,  Cleveland  committees  on  arrangements; 
Dr.  Forman,  Editor,  The  Journal;  Mr.  H.  VanY. 
Caldwell,  executive  secretary,  Cleveland  Academy 
of  Medicine;  Executive  Secretary  Nelson  and  As- 
sistant Executive  Secretary  Saville. 

On  motion  by  Dr.  Huston,  seconded  by  Dr.  Sher- 
burne and  carried,  the  minutes  of  the  Council 
meeting  held  on  June  14,  1936,  and  published  on 
pages  659  to  662  of  the  July,  1936,  issue  of  The 
Journal,  were  approved  as  published. 

A toast  to  President  Hendershott  was  presented 
by  Dr.  Sherburne  and  unanimously  concurred  in 
by  the  Council.  At  the  same  time,  the  Executive 
Secretary  was  instructed  to  present  Mrs.  Hender- 
shott with  flowers  on  behalf  of  the  Council. 

MEMBERSHIP  STATISTICS 

All-Time  Record  Reported — The  Executive  Sec- 
retary informed  the  Council  that  the  membership 
of  the  State  Association  as  of  that  day  was  5,537 
— an  all-time  record — compared  to  5,528  on  De- 
cember 31,  1929,  the  previous  peak  membership; 
to  5,494,  the  membership  at  the  end  of  1935,  and 
to  5,386,  the  membership  on  October  6,  1935. 

REPORTS  OF  COUNCILORS 

Members  of  the  Council  presented  resumes  of 
their  visits  to  the  component  societies  in  their  re- 
spective districts  during  the  past  year,  and  dis- 
cussed plans  for  district  activities  during  the  en- 
suing year. 

ANNUAL  MEETING 

Arrangements  for  1936  Meeting  Reviewed — Dr. 
Smith,  chairman  of  the  Program  Committee,  Dr. 
Jenkins,  chairman  of  the  Committee  on  Arrange- 
ments, Dr.  Paryzek,  general  chairman  of  the 


Cleveland  committees  on  arrangements,  and  Dr. 
Dinsmore,  president  of  the  Cleveland  Academy  of 
Medicine,  reported  on  arrangements  for  the  90th 
Annual  Meeting  scheduled  to  open  at  10:00  A.M. 
on  Wednesday,  October  7. 

The  Council  complimented  the  Program  Com- 
mittee and  the  Committee  on  Arrangements,  as 
well  as  the  Cleveland  Academy  and  its  committees, 
on  the  splendid  program  and  set-up  which  had 
been  arranged. 

Invitations  for  1937  Meeting — Invitations  for 
the  1937  Annual  Meeting  of  the  State  Association 
from  the  following  cities  were  received  by  the 
Council:  Dayton,  Columbus,  Cincinnati  and  Cedar 
Point.  Facilities  at  the  different  cities  were 
analyzed  and  discussed.  It  was  the  sentiment  of 
the  Council  that  any  of  the  cities  seeking  the  1937 
Annual  Meeting  had  adequate  hotel  and  conven- 
tion facilities  to  accommodate  the  meeting  and 
that  a report  to  this  effect  should  be  made  to  the 
House  of  Delegates. 

REPORT  OF  JUDICIAL  COMMITTEE 
Savage  and  Waring  Cases — Dr.  Huston,  chair- 
man of  the  Judicial  Committee,  reported  on  new 
developments  in  the  appeals  from  disciplinary 
action  filed  with  the  Judicial  Council  of  the  Amer- 
ican Medical  Association  by  Dr.  C.  E.  Savage, 
Delphos,  and  Dr.  J.  B.  H.  Waring,  Wilmington. 

Matthews  Case — Correspondence  from  Dr.  R.  A. 
Matthews,  Barberton,  and  officials  of  the  Summit 
County  Medical  Society  with  respect  to  dis- 
ciplinary action,  was  read  and  discussed  by  the 
Council.  On  motion  by  Dr.  Huston,  seconded  by 
Dr.  Skipp  and  carried,  the  Executive  Secretary 
was  instructed  to  write  Dr.  Matthews  that  the 
Council  would  permit  him  to  appear  before  it  to 
speak  on  the  points  raised  in  his  recent  com- 
munication to  the  Council. 

LETTER  FROM  STATE  DIRECTOR  OF  HEALTH 
A communication  from  Dr.  Walter  H.  Hartung, 
State  Director  of  Health,  to  the  Council,  under 
date  of  September  17,  1936,  proposing  that  the 
Ohio  State  Medical  Association  become  a co- 
sponsor of  “refresher  courses”  in  obstetrics  and 
pediatrics  to  be  given  in  rural  areas  as  a part  of 
the  maternal  and  child  health  program  of  the 
health  department,  was  read  and  discussed. 

On  motion  by  Dr.  Sherburne,  seconded  by  Dr. 
Caldwell  and  carried,  the  Executive  Secretary  was 
instructed  to  acknowledge  Dr.  Hartung’s  com- 
munication as  follows: 

“This  Association  appreciates  the  invitation 
to  become  a co-sponsor  of  the  program  in- 
itiated by  the  State  Department  of  Health  to 
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provide  ‘refresher  courses’  in  obstetrics  and 
pediatrics  in  the  rural  communities  of  Ohio 
and  congratulates  the  Department  on  this 
worthy  enterprise.  The  Speakers’  Eureau  of 
this  Association,  when  in  operation,  will  be 
urged  to  cooperate,  whenever  possible,  with 
the  State  Department  of  Health  in  promoting 
this  program,  and  it  will  be  recommended  to 
the  Editor  of  The  Journal  and  the  Executive 
Secretary  that,  whenever  possible,  they  assist 
the  State  Department  of  Health  in  disseminat- 
ing information  about  and  stimulating  interest 
in  the  ‘refresher  courses’  among  the  member- 
ship of  the  State  Medical  Association.  How- 
ever, the  State  Medical  Association  is  pre- 
cluded from  becoming  a co-sponsor  of  the  pro- 
ject by  the  provisions  of  a resolution  adopted 
by  the  House  of  Delegates  of  this  Association 
in  1930  specifically  prohibiting  action  on  the 
part  of  the  officers,  Council  and  committees  of 
the  Association,  which  might  be  construed  as 
placing  the  Association  officially  on  record  as 
approving  or  endorsing  any  outside  inde- 
pendent agency,  organization  or  association  or 
projects  over  which  the  medical  profession 
does  not  have  direct  guidance.” 

OHIO  SOCIAL  SECURITY  PROGRAM 

Conferences  with  Judge  Robison — Assistant 
Executive  Secretary  Saville  reported  on  recent 
conferences  held  by  him  and  Secretary  Nelson 
with  Judge  Henry  J.  Robison,  coordinator  of  social 
security  activities  in  Ohio.  It  was  pointed  out  that 
Judge  Robison  is  eager  to  have  the  cooperation  of 
the  medical  profession  on  all  matters  and  is  de- 
sirous of  having  the  social  security  activities  con- 
form in  all  respects  with  the  policies  of  the  Ohio 
State  Medical  Association.  Details  of  some  of  the 
projects  now  in  effect  or  contemplated  were  re- 
viewed. 

REQUEST  OF  OHIO  STATE  SAFETY  COUNCIL 

A communication  from  Mr.  Carl  L.  Smith,  secre- 
tary-treasurer of  the  Ohio  State  Safety  Council, 
asking  that  the  Ohio  State  Medical  Association 
affiliate  with  that  organization  and  that  the  As- 
sociation nominate  a member  for  the  Committee 
on  Good  Seeing  of  the  Ohio  State  Safety  Council, 
was  read  and  discussed. 

On  motion  by  Dr.  Brush,  seconded  by  Dr. 
Jenkins  and  carried,  the  Executive  Secretary  was 
instructed  to  express  to  Mr.  Smith  appreciation 
for  the  invitations  extended  by  the  Ohio  State 
Safety  Council,  offer  that  organization  the  un- 
official cooperation  and  support  of  the  State  As- 
sociation, but  to  decline,  on  behalf  of  the  State 
Association,  official  participation  at  this  time. 

ETHICS  AND  DISCIPLINARY  ACTION 

Unethical  and  unprofessional  practices  engaged 
in  by  a few  members  of  the  State  Association 
were  discussed  by  members  of  the  Council.  It  was 


the  sentiment  of  the  Council  that  the  various  com- 
ponent societies  should  give  this  matter  careful 
thought  and  initiate  disciplinary  action  against 
guilty  members.  The  Council  expressed  itself  as 
willing  to  cooperate  fully  with  law  enforcement 
agencies  and  others  attempting  to  eliminate  ques- 
tionable practices  among  professional  men  in  their 
contacts  with  state  departments,  insurance  com- 
panies, and  the  public  generally. 

VENEREAL  DISEASE  PROBLEM 

A letter  from  Dr.  Walter  H.  Hartung,  State 
Director  of  Health,  requesting  an  expression  of 
the  Ohio  State  Medical  Association  in  regard  to  a 
request  of  the  Mahoning  County  Medical  Society 
that  the  health  commissioner  of  a city  in  Mahon- 
ing County  supply  the  Medical  Economics  Com- 
mittee of  the  Mahoning  County  Medical  Society 
with  the  names  and  addresses  of  all  known 
syphilitics  in  that  city,  was  read  and  discussed. 

Following  a review  by  Dr.  Skipp  of  the  situa- 
tion in  Mahoning  County  and  the  activities 
planned  by  the  Mahoning  County  Medical  Society 
in  an  effort  to  control  venereal  diseases  in  the 
county,  the  Council,  on  motion  by  Dr.  Sherburne, 
seconded  by  Dr.  Brush  and  carried,  expressed 
itself  as  believing  that  the  State  Department  of 
Health  should  base  its  decision  on  this  matter  on 
an  official  legal  interpretation  to  be  secured  by  the 
department  from  the  Attorney  General. 

LEGISLATIVE  AND  POLITICAL  DEVELOPMENTS 

Reports  on  recent  political  developments  were 
presented  by  Drs.  Alcorn,  Stone  and  Platter.  The 
necessity  for  prompt  and  vigorous  activity  by  the 
committeemen  and  members  of  all  component  so- 
cieties was  stressed.  Anticipated  legislative  prob- 
lems were  reviewed.  The  Executive  Secretary  was 
requested  by  the  Council  to  furnish  each  Coun- 
cilor with  a list  of  the  component  societies  in  his 
district  which  had  not  to  date  furnished  the  State 
Headquarters  Office  with  pertinent  information 
and  data  concerning  candidates  to  be  voted  on  at 
the  November  election  and  the  political  situation 
locally. 

President  Hendershott  was  congratulated  on 
the  excellent  articles  which  had  been  published 
over  his  signature  in  several  recent  issues  of  The 
Journal. 

CHARTER  REISSUED 

On  motion  by  Dr.  Kirkland,  seconded  by  Dr. 
Klotz  and  carried,  the  Council  authorized  the  re- 
issuance of  a charter  to  the  recently  reorganized 
Carroll  County  Medical  Society,  complimented 
those  responsible  for  bringing  about  the  reorgani- 
zation, and  congratulated  the  Carroll  County 
Medical  Society  for  its  active  interest  in  the  af- 
fairs of  the  State  Association  since  its  reorganiza- 
tion last  Spring. 

JOURNAL  ADVERTISING  RATES 

Correspondence  from  the  Cooperative  Medical 
Advertising  Bureau  of  the  American  Medical  As- 
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sociation  relative  to  proposed  readjustment  of 
rates  on  advertising  in  The  Ohio  State  Medical 
Journal,  was  read  and  discussed.  On  motion  by 
Dr.  Sherburne,  seconded  by  Dr.  Jenkins  and  car- 
ried, the  readjustment  in  rates  suggested  by  the 
Bureau  was  officially  approved  and  the  business 
manager  of  The  Journal  instructed  to  take  the 
proper  procedure  at  the  appropriate  time  to  in- 
form all  advertisers  of  the  revised  rates. 

MISCELLANEOUS 

Income  Tax  Question — The  Executive  Secretary 
reported  that  the  State  Association’s  claim  for 
exemption  from  the  filing  of  federal  income  tax 
returns  had  been  granted  by  the  Commissioner  of 
Internal  Revenue,  U.  S.  Treasury  Department, 
and  that  the  State  Association  also  had  been  ex- 
empted from  certain  provisions  of  the  Federal 
Social  Security  Act. 

Immunization  Campaign — It  was  reported  that 
the  State  Department  of  Health,  in  an  effort  to 
stimulate  interest  in  the  immunization  of  pre- 
school children  against  diphtheria,  is  placing 
blanks  in  the  hands  of  county  health  commission- 
ers for  distribution  to  parents,  urging  them  to 
have  their  children  immunized  early  in  life  by 
family  physicians. 

Rural  Medical  Problems — Correspondence  with 
respect  to  medical  problems  which  have  arisen  in 
connection  with  the  activities  of  the  rural  reset- 
tlement administration  in  some  states,  was  read 
and  discussed. 

President  Hendershott  thanked  the  officers, 
members  of  the  Council  and  the  various  commit- 
teemen for  their  loyalty  and  fine  cooperation  dur- 
ing his  presidency  and  expressed  the  hope  that 
his  successor,  Dr.  Huston,  would  receive  the  same 
kind  of  assistance  and  support  during  the  en- 
suing year. 

There  being  no  further  business,  the  Council 
recessed  to  meet  with  the  House  of  Delegates  at 
10:00  A.  M.,  October  7. 

Attest:  Charles  S.  Nelson, 

Executive  Secretary. 


Dr.  Fishbein  To  Talk  in  Columbus 

Dr.  Morris  Fishbein,  Editor  of  The  Journal  of 
the  American  Medical  Association,  will  lecture  on 
“Foods,  Fads  and  Follies”,  Monday  evening,  No- 
vember 9,  at  University  Chapel,  Ohio  State  Uni- 
versity, Columbus.  The  lecture  is  being  presented 
by  the  Starling-Loving  Women’s  Club  as  a means 
of  raising  funds  for  scholarships  to  needy  medical 
students  and  nurses  attending  the  University. 
The  club  is  composed  of  wives  of  members  of  the 
faculty  and  staff  of  the  Ohio  State  University  Col- 
lege of  Medicine.  Admission  to  the  lecture  is  50 
cents. 


Do  You  Know  - - - 

1.  When  and  where  the  1937  Annual  Meeting 
of  the  Ohio  State  Medical  Association  will  be 
held? 

2.  Who  was  elected  president-elect  of  the  State 
Association  at  the  recent  Cleveland  meeting? 

3.  What  were  the  principal  causes  of  death 
in  Ohio  during  1934  and  1935? 

4.  When  the  A.M.A.  radio  “Your  Health”  pro- 
gram is  on  the  air? 

5.  What  communicable  disease  has  shown  a 
serious  increase  in  morbidity  and  mortality  in 
Ohio  during  recent  years? 

6.  Where  postgraduate  and  district  meetings 
will  be  held  during  November? 

7.  How  the  membership  of  the  State  Associa- 
tion compares  with  its  membership  in  previous 
years  ? 

8.  What  is  the  attitude  of  the  State  Associa- 
tion on  the  Federal  and  State  program  for  the 
control  of  venereal  diseases? 

9.  Who  are  the  members  of  the  committees  on 
Public  Relations  and  Economics,  Scientific  Work, 
Education,  and  Medical  Defense  of  the  State 
Association? 

10.  What  is  the  legal  status  of  interns? 

11.  Who  is  the  W.P.A.  director  and  compensa- 
tion officer  in  your  district  under  the  revised  set- 
up? 

12.  What  type  of  injuries  caused  the  most 
claims  to  be  filed  with  the  State  Industrial  Com- 
mission during  1935? 

13.  What  are  the  details  of  the  plan  inaugur- 
ated by  the  Division  of  Child  Hygiene  of  the  State 
Department  of  Health  to  stimulate  interest  in  pre- 
school immunization  against  diphtheria  by  private 
practitioners  ? 

14.  Who  are  the  newly  elected  delegates  and 
alternates  from  Ohio  to  the  American  Medical 
Association? 

15.  What  is  the  policy  of  the  State  Association 
on  group  hospitalization? 

16.  What  county  society  has  shown  initiative 
in  dealing  with  a school  “sight-saving”  survey  by 
optometrists  ? 

17.  What  action  was  taken  by  the  House  of 
Delegates  at  Cleveland  on  a proposal  for  the  re- 
vision of  poor  relief  statutes  in  Ohio? 

18.  What  Dr.  Hendershott  said  in  his  presi- 
dential address  on  the  subject  of  professional 
ethics? 

Answers  to  the  above  questions  will  be  found 
on  the  following  pages  of  this  issue  of  The  Jour- 
nal: (1),  1105;  (2),  1110;  (3),  1143;  (4),  1103; 
(5),  1148;  (6),  1134;  (7),  1122;  (8),  1116;  (9), 
1050;  (10),  1129;  (11),  1142;  (12),  1140;  (13), 
1133;  (14),  1110;  (15),  1111;  (16),  1150;  (17), 
1115;  (18),  1102. 


CLEVELAND  ANNUAL  MEETING  BEST  IN  HISTORY  OF  OHIO  STATE 
MEDICAL  ASSOCIATION;  ATTENDANCE  RECORD  ESTABLISHED 


FULFILLING  newspaper  predictions  that 
Cleveland  would  be  the  Mecca  for  Ohio’s 
medical  men,  October  7,  8 and  9,  the  total 
registration  of  members  and  guests — 1813 — at  the 
90th  Annual  Meeting  of  the  Ohio  State  Medical 
Association,  was  the  largest  in  the  history  of  the 
State  Association. 

Featured  by  what  was  probably  the  most  exten- 
sive scientific  exhibit  ever  presented  at  a state 
medical  meeting,  and  outstanding  scientific  ses- 
sions, the  90th  Annual  Meeting  was  a tribute  to 
the  hard-working  committees  of  the  State  Asso- 
ciation and  the  Academy  of  Medicine  of  Cleveland 
which  arranged  the  program  and  perfected  local 
arrangements. 

Those  committee  members  were: 

Ohio  State  Medical  Association — Arrangements, 
Dr.  A.  A.  Jenkins,  Cleveland,  chairman,  Dr.  0.  P. 
Klotz,  Findlay,  and  Dr.  I.  P.  Seiler,  Piketon;  Pro- 
gram, Dr.  Parke  G.  Smith,  Cincinnati,  chairman, 
Dr.  E.  M.  Huston,  Dayton,  and  Dr.  C.  C.  Sher- 
burne, Columbus. 

Academy  of  Medicine  of  Cleveland — Dr.  Harry 
V.  Paryzek,  general  chairman;  Reception,  Dr. 
Lester  Taylor,  chairman,  Dr.  C.  W.  Burhans,  Dr. 
W.  M.  Chamberlin,  Dr.  H.  J.  Gerstenberger,  Dr 
Harold  Green,  Dr.  Theron  Jackson,  Dr.  H.  G. 
Sloan  and  Dr.  Carl  J.  Wiggers;  Hotels  and  Meet- 
ing Places,  Dr.  Clarence  H.  Heyman,  chairman, 
Dr.  M.  L.  Siegel,  Dr.  Harley  Williams,  Dr.  R.  S. 
McGinnis,  Dr.  J.  V.  Seids,  Dr.  J.  L.  Reycraft,  Dr. 
0.  B.  Pomeroy,  Dr.  J.  E.  McClelland,  Dr.  E.  A. 
Peterson,  Dr.  C.  E.  Kinney,  Dr.  H.  C.  Rosenber- 
ger,  Dr.  Joseph  Fetterman,  Dr.  G.  H.  Reeve,  Dr 
James  A.  Doull  and  Dr.  R.  A.  Bolt;  Banquet,  Dr. 
Harry  D.  Piercy,  chairman,  Dr.  Chas.  W.  Stone 
and  Dr.  C.  T.  Way;  Scientific  Exhibit,  Dr.  Russell 
L.  Haden,  chairman,  Dr.  A.  Carlton  Ernstene  and 
Dr.  B.  S.  Kline;  Stereopticon,  Dr.  M.  A.  Thomas, 
chairman,  Dr.  D.  A.  Chambers,  Dr.  R.  0.  Egeberg, 
Dr  Joseph  Fetterman,  Dr.  C.  E.  Kinney,  Dr.  C.  H. 
Kuhlman,  Dr.  A.  D.  Nichol,  Dr.  J.  H.  Nichols,  Dr. 
C.  H.  Phillips,  Dr.  H.  C.  Rosenberger,  Dr.  C.  A. 
Swan,  Dr.  H.  P.  Taylor  and  Dr.  T.  A.  Willis; 
Technical  Exhibit,  Dr.  A.  G.  Cranch,  chairman, 
Dr.  Eugene  Ardray,  Dr.  R.  B.  Crawford,  Dr.  R.  C. 
Engel,  Dr.  C.  G.  LaRocco,  Dr.  B.  C.  Scudder  and 
Dr.  Chas.  A.  Swan;  Entertainment  of  Visiting 
Women  Physicians,  Dr.  Charlotte  E.  Kusta,  chair- 
man, Information  Service,  Dr.  Justin  A.  Garvin. 

HOUSE  OF  DELEGATES 

Sessions  of  the  House  of  Delegates  Wednesday 
morning  and  Thursday  noon  were  well  attended 
and  its  business  conducted  with  dispatch. 

At  the  opening  session,  Dr.  R.  A.  Dinsmore, 


president  of  the  Academy  of  Medicine  of  Cleve- 
land, welcomed  the  attending  physicians  and  pre- 
sented Dr.  R.  R.  Hendershott,  Tiffin,  President  of 
the  State  Association,  who  called  the  House  of 
Delegates  to  order. 

The  principal  business  of  this  session  consisted 
of  the  presentation  of  reports  of  standing  and 
special  committees,  officers  and  the  Council  (pub- 
lished in  full  in  the  October  issue  of  The  Jour- 
nal);  appointment  of  reference  and  nominating 
committees;  introduction  of  resolutions,  and  the 
adoption  of  a new  Constitution  and  By-Laws  for 
the  State  Association. 

DR.  ALCORN  HONORED 

At  the  final  session  of  the  House  of  Delegates 
Thursday  noon,  Dr.  John  B.  Alcorn,  Columbus, 
was  elected  President-Elect  and  Dr.  E.  M.  Huston, 
Dayton,  was  installed  as  President  for  the  ensuing 
year. 

The  following  Councilors  were  re-elected:  Dr. 
Parke  G.  Smith,  Cincinnati,  first  district;  Dr.  0.  P. 
Klotz,  Findlay,  third  district;  Dr.  A.  A.  Jenkins, 
Cleveland,  fifth  district;  Dr.  C.  W.  Kirkland, 
Bellaire,  seventh  district;  and  Dr.  I.  P.  Seiler, 
Piketon,  ninth  district. 

Dr.  Carl  R.  Steinke,  Akron;  Dr.  B.  R.  McClellan, 
Xenia;  Dr.  E.  R.  Brush,  Zanesville,  and  Dr.  Chas. 
W.  Stone,  Cleveland,  were  elected  delegates  to  the 
American  Medical  Association  for  two  years.  Dr. 
C.  C.  Sherburne,  Columbus;  Dr.  D.  W.  Hogue, 
Springfield;  Dr.  Gilbert  Micklethwaite,  Ports- 
mouth, and  Dr.  V.  N.  Marsh,  Painesville,  were 
named  alternates,  respectively. 

NEW  COMMITTEES  APPOINTED 

In  accordance  with  the  newly-adopted  constitu- 
tion, Dr.  Huston  appointed  the  following  stand- 
ing committees: 

Committee  on  Public  Relations — Dr.  Charles 
W.  Stone,  Cleveland,  chairman,  (1937);  Dr.  Daniel 
C.  Houser,  Urbana,  (1940);  Dr.  Herbert  M.  Plat- 
ter, Columbus,  (1941);  Dr.  Donald  B.  Lowe, 
Akron,  (1939);  Dr.  L.  Howard  Schriver,  Cincin- 
nati, (1938). 

Committee  on  Education — Dr.  Clyde  L.  Cum- 
mer, Cleveland,  chairman,  (1938);  Dr.  Harry  S. 
Noble,  St.  Marys,  (1941);  Dr.  Wm.  Kelley  Hale, 
Wilmington,  (1939);  Dr.  Russel  G.  Means,  Co- 
lumbus, (1940);  Dr.  Carl  A.  Wilzbach,  Cincin- 
nati, (1937). 

Committee  on  Scientific  Work — Dr.  Parke  G. 
Smith,  Cincinnati,  chairman,  (1937);  Dr.  C.  C. 
Sherburne,  Columbus,  (1939);  Dr.  Stanley  Giffen. 
Toledo,  (1940);  Dr.  A.  F.  Kuhl,  Dayton,  (1941); 
Dr.  Claude  B.  Norris,  Youngstown,  (1938). 

Committee  on  Medical  Defense — Dr.  Jacob  E. 
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Tuckerman,  Cleveland,  chairman,  (1939);  Dr. 
Walter  H.  Snyder,  Toledo,  (1938)  ; Dr.  Frank  P. 
Anzinger,  Springfield,  (1937). 

IMPORTANT  RESOLUTIONS  ADOPTED 

Important  subjects  covered  by  resolutions  ap- 
proved by  the  House  of  Delegates  included:  repre- 
sentation of  physicians  on  county  advisory  boards 
contemplated  m Ohio  under  the  Social  Security 
program;  approval  of  legislation  to  permit  Boards 
of  Education  to  require  that  all  pupils  be  im- 
munized against  diphtheria  before  admission  to 
school;  warning  against  rural  community  co- 
operative medical  schemes;  recommendation  of 
study,  with  other  organizations,  of  possible  re- 
vising and  recodifying  of  existing  poor  relief 
statutes;  requesting  Congress  to  appropriate  ade- 
quate funds  to  continue  important  services  of 
Army  Medical  Library;  urging  county  societies  to 
take  disciplinary  action  against  members  engag- 
ing in  unethical  practices,  and  requesting  co- 
operation of  members  in  the  state  and  Federal 
venereal  disease  control  programs. 

The  House  of  Delegates  selected  Dayton  as  the 
scene  of  the  1937  Annual  Meeting.  The  time  was 
set  for  the  Spring  of  the  year.  Invitations  were 
also  received  from  Columbus  and  Cedar  Point. 

The  official  minutes  of  the  sessions  of  the  House 
of  Delegates  will  be  found  on  pages  1106  to  1117 
of  this  issue  of  The  Journal. 

GENERAL  SESSIONS 

Much  favorable  comment  was  expressed  during 
the  meeting  concerning  the  high  calibre  of  papers 
presented  at  the  general  sessions. 

The  guest  speakers  were:  Dr.  Andrew  C.  Ivy, 
Chicago,  111.;  Dr.  Walter  E.  Dandy,  Baltimore, 
Md.;  Dr.  George  M.  Lyon,  Huntington,  W.  Va., 
and  Dr.  John  R.  Caulk,  St.  Louis,  Mo. 

One  of  the  several  successful  innovations  at  the 
90th  Annual  Meeting  was  the  appearance  of  a 
representative  of  each  of  the  scientific  sections  on 
the  program  of  the  general  sessions.  These  repre- 
sentatives were:  Section  on  Nervous  and  Mental 
Diseases,  Dr.  George  T.  Harding,  III,  Columbus; 
Section  on  Obstetrics  and  Gynecology,  Dr.  Walter 
W.  Brand,  Toledo;  Medical  Section,  Dr.  Russell  L. 
Haden,  Cleveland;  Section  on  Public  Health  and 
Preventive  Medicine,  Dr.  James  A.  Doull,  Cleve- 
land; Surgical  Section,  Dr.  Mont  R.  Reid,  Cincin- 
nati; Section  on  Eye,  Ear,  Nose  and  Throat,  Dr. 
Albert  D.  Frost,  Columbus,  and  Section  on  Pedia- 
trics, Dr.  Merlin  L.  Cooper,  Cincinnati. 

The  discussants  were:  Dr.  Louis  A.  Miller,  To- 
ledo; Dr.  A.  J.  Skeel,  Cleveland;  Dr.  Robert  M. 
Stecher,  Cleveland;  Dr.  J.  A.  Garvin,  Cleveland; 
Dr  George  M.  Curtis,  Columbus,  Dr.  Charles 
Holzer,  Gallipolis;  Dr.  W.  E.  Bruner,  Cleveland, 
and  Dr.  A.  Graeme  Mitchell,  Cincinnati. 

At  the  Wednesday  evening  general  session,  Dr. 


R.  R.  Hendershott,  Tiffin,  President  of  the  State 
Association,  delivered  his  presidential  address. 
(Dr.  Hendershott’s  address  is  published  in  full 
elsewhere  in  this  issue  of  The  Journal).  In  pre- 
senting Dr.  Hendershott  with  a replica  of  the 
association’s  official  gavel,  Dr.  John  A.  Caldwell, 
Past-President,  Cincinnati,  who  presided  at  the 
session,  complimented  him  on  his  successful  ad- 
ministration. 

INSPECTOR  LESTER  SPEAKS 

The  guest  speaker  was  Inspector  W.  H.  Drane 
Lester,  assistant  to  J.  Edgar  Hoover,  director  of 
the  Federal  Bureau  of  Investigation,  U.  S.  De- 
partment of  Justice,  Washington,  D.  C. 

Talking  on  the  subject,  “Modern  Scientific 
Crime  Detection  and  the  Medical  Profession”, 
Inspector  Lester  entertained  his  audience  of  over 
700  with  a most  interesting  story  of  the  nation’s 
“G-men”  and  their  activities. 

This  talk  was  divided  into  four  parts,  viz.,  the 
selection  and  training  of  “G-men”;  identification 
activities,  known  better  as  “finger-printing”;  the 
use  of  criminological  laboratories  in  modern 
scientific  crime  detection,  and  suggestions  as  to 
how  physicians  can  aid  in  the  battle  on  crime. 

In  discussing  the  background  and  training  of 
the  “G-men”,  Inspector  Lester  pointed  out  that 
84  per  cent  are  college  graduates;  65.12  per  cent 
are  attorneys;  18.72  per  cent  expert  accountants; 
while  16.16  per  cent  have  had  neither  legal  nor 
accounting  training  prior  to  entering  the  Bureau. 
He  said  that  most  of  the  men  in  the  latter  group 
were  selected  for  outstanding  practical  investiga- 
tive experience. 

Stating  that  since  the  passage  of  the  so-called 
“Lindbergh”  or  Federal  Kidnaping  Act  in  June, 
1932,  the  Bureau  of  Investigation  has  solved  all  62 
of  the  kidnaping  cases  referred  to,  Inspector  Les- 
ter said: 

“During  the  fiscal  year  1935  we  obtained  40  con- 
victions in  kidnaping  cases;  during  the  same  year 
we  sent  up  470  individuals  for  stealing  from  inter- 
state shipments;  1597  individuals  for  stealing 
automobiles  and  driving  them  across  state  lines — 
incidentally  that  is  the  only  Federal  crime  John 
Dillinger  ever  committed;  221  individuals  for 
violations  of  the  National  Bank  and  Federal  Re- 
serve1 Acts,  that  is,  stealing  or  embezzling  money 
from  the  inside  of  these  banks;  203  White  Slave 
Traffic  Act  violators;  137  impersonators  of  Fed- 
eral officers;  117  individuals  for  violating  the 
National  Bankruptcy  Act;  176  for  theft  of  Gov- 
ernment property;  and  79  bank  robbers;  so  you 
can  see  from  these  figures  the  more  spectacular 
crimes  actually  constitute  a very  small  portion  of 
our  total  work.  In  round  numbers,  during  the 
fiscal  year  1935  we  obtained  3,717  convictions, 
including  8 life  sentences;  6,788  years  in  actual 
sentences;  1,201  years  suspended  sentences;  and 
2.767  years  probationary  sentences.  I am  also 
glad  to  be  able  to  inform  you  today  that  during 
last  year  we  saved  the  Government  over  38  mil- 
lions of  dollars  in  fines,  recoveries  and  War  Risk 
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Insurance  cases,  compared  with  our  total  ap- 
propriation of  slightly  over  4%  million  dollars. 
I believe  you  will  agree  that  this  is  a sound, 
economic  investment.” 

EXPLAINS  TECHNIQUE  OF  BUREAU 

After  explaining  the  history  of  identification  by 
finger-prints,  Inspector  Lester  stated  that  citizens 
are  voluntarily  sending  in  their  fingerprints  to 
the  Bureau’s  Personal  Identification  Files  at 
Washington  at  the  rate  of  500  per  day.  These 
fingerprints  may  be  taken  at  local  law  enforce- 
ment offices  and  forwarded  to  the  Bureau  for 
identification  purposes  only,  in  case  of  amnesia  or 
accidental  death.  He  reported  that,  according  to 


Physicians  can  obtain  copies  of  the  fol- 
lowing publications  of  the  Federal  Bureau 
of  Investigation  without  cost  by  addressing 
John  Edgar  Hoover,  Director,  at  Washing- 
ton, D.  C. : 

1.  The  Technical  Laboratory  of  the  Federal 
Bureau  of  Investigation,  United  States  De- 
partment of  Justice. 

2.  Scientific  Methods  of  Crime  Detection 
in  the  Judicial  Process. 

3.  Criminal  Identification  and  the  Functions 
of  the  Identification  Division. 


the  press,  30,000  individuals  were  listed  as  miss- 
ing persons  in  New  York  City  alone  last  year. 

Inspector  Lester  explained  the  functions  of  the 
Bureau’s  Technical  Laboratory,  established  in 
1932.  He  told  of  the  use  of  high  precision  ap- 
paratus blood  tests,  soil  analyses,  spectographic 
and  spectrometer  apparatus,  X-ray  equipment, 
photographic  equipment,  and  the  reproduction  of 
evidence  in  plastic  form  by  the  Moulage  method. 

In  urging  physicians  to  cooperate  with  all  law- 
enforcement  agencies,  Inspector  Lester  said: 

“You  physicians,  as  good  citizens  and  repre- 
sentatives of  one  of  the  outstanding  professions  in 
the  country,  can  voluntarily  keep  careful  records 
and  charts  of  all  your  patients,  and  under  proper 
circumstances,  upon  requests  made  by  appropriate 
officials,  check  through  them  carefully  for 
identification  purposes. 

A cordial  invitation  was  extended  to  all  phy- 
sicians to  visit  the  Federal  Bureau  of  Investiga- 
tion, especially  the  Technical  Laboratory,  when  in 
Washington. 

SCIENTIFIC  SECTIONS 

Meetings  of  the  seven  scientific  sections  Friday 
morning  were  well  attended  and  their  programs 
well  received. 


The  sections,  with  their  officers,  essayists  and 
discussants,  were: 

Medical  Section — Dr.  H.  C.  King,  Lakewood, 
chairman,  and  A.  F.  Kuhl,  Dayton,  secretary. 
Essayists:  Dr.  C.  W.  Waggoner,  Toledo;  Dr.  E. 
Perry  McCullagh,  Cleveland;  Dr.  Julien  E.  Ben- 
jamin and  Dr.  M.  A.  Blankenhorn,  Cincinnati;  Dr. 
A.  B.  Brower,  Dayton;  Dr.  Johnson  McGuire  and 
Dr.  Virgil  Hauenstein,  Cincinnati.  Discussants: 
Dr.  H.  G.  Pamment,  Toledo;  Dr.  E.  E.  Beard, 
Cleveland;  Dr.  Gerald  Shibley,  Cleveland;  Dr. 
Edward  Rogers,  Albany,  N.  Y.;  and  Dr.  V.  C. 
Rowland,  and  Dr.  E.  H.  Cushing,  Cleveland. 

Surgical  Section — Dr.  Max  M.  Zinninger,  Cin- 
cinnati, chairman,  and  Dr.  T.  E.  Jones,  Cleve- 
land, secretary.  Essayists:  Dr.  John  A.  Caldwell, 
Cincinnati;  Dr.  I.  B.  Harris,  Columbus;  Dr.  Max 
Shaweker,  Dover;  Dr.  Donald  M.  Glover,  Cleve- 
land; Dr.  Robert  B.  Tucker,  Toledo.  Discussants: 
Dr.  Ralph  G.  Carothers  and  Dr.  Joseph  A.  Frei- 
berg, Cincinnati;  Dr.  T.  E.  Jones,  Cleveland;  Dr. 
George  S.  Hackett,  Canton;  Dr.  Russell  L.  Haden, 
Dr.  Abraham  Strauss,  Dr.  Farrell  T.  Gallagher, 
Dr.  Claude  S.  Beck  and  Dr.  E.  P.  Neary,  Cleve- 
land; and  Dr.  E.  J.  Stedem,  Columbus. 

Section  on  Obstetrics  and  Gynecology — Dr. 
James  M.  Pierce,  Cincinnati,  chairman,  and  Dr. 
Wm.  D.  Fullerton,  Cleveland,  secretary.  Essay- 
ists: Dr.  Raymond  C.  King,  Toledo;  Dr.  Charles 
W.  Pavey  and  Dr.  Philip  J.  Reel,  Columbus;  Dr. 
Wm.  P.  Gillespie,  Cincinnati.  Discussants:  Dr. 

Thomas  Ramsey,  Dr.  Martin  Diethelm  and  Dr. 
John  Gardiner,  Toledo;  Dr.  Wm.  H.  Weir,  Cleve- 
land; and  Dr.  J.  K.  Hoerner,  Dayton. 

Section  on  Pediatrics — Dr.  Robert  A.  Lyon,  Cin- 
cinnati, chairman,  and  Dr.  Benjamin  C.  Hoyer, 
Cincinnati,  secretary.  Essayists:  Dr.  C.  C.  Payne 
and  Dr.  Thomas  F.  Humphrey,  Dayton;  Dr.  John 
A.  Toomey,  and  Dr.  Walter  Heymann,  Cleveland; 
and  Dr.  Waldo  E.  Nelson,  Cincinnati.  Discussants: 
Dr.  Sterling  H.  Ashmun,  Dayton;  Dr.  Joseph  E. 
McClelland,  Dr.  Henry  J.  Gerstenberger  and  Dr. 
Arthur  J.  Horesh,  Cleveland;  and  Dr.  Ernest  W. 
Ekermeyer,  Xenia. 

Section  on  Eye,  Ear,  Nose  and  Throat — Dr.  O. 
J.  Walker,  Youngstown,  chairman,  and  Dr.  Henry 
M.  Goodyear,  Cincinnati,  secretary.  Essayists: 
Dr.  Leonard  Nippe,  Toledo;  Dr.  Justin  M.  Waugh, 
Cleveland;  Dr.  John  D.  Brumbaugh,  Akron;  Dr. 
A.  A.  Levin,  Dr.  H.  M.  Goodyear  and  Dr.  Samuel 
Iglauer,  Cincinnati;  and  Dr.  Geo.  W.  MacKenzie, 
Philadelphia,  Pa.  Discussants:  Dr.  Myron  Met- 
zenbaum,  Cleveland;  Dr.  D.  A.  Skinner,  Newark; 
and  Dr.  Horace  W.  Reid,  Cincinnati. 

Section  on  Nervous  and  Mental  Diseases — Dr. 
F.  C.  Wagenhals,  Columbus,  chairman,  and  Dr.  E. 
A.  Baber,  Cincinnati,  secretary.  Essayists:  Dr. 

Allan  D.  Finlayson,  Dr.  Louis  J.  Karnosh,  Dr. 
Guy  H.  Williams,  Jr.,  and  Dr.  S.  Baumoel,  Cleve- 
land. Discussants:  Dr.  Carl  Ulrich,  Dr.  Richard 
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E.  Stout,  Dr.  C.  W.  Stone  and  Dr.  Wm.  J.  Gardner, 
Cleveland;  and  Dr.  J.  F.  Bateman,  Cincinnati. 

Section  on  Public  Health  and  Preventive  Medi- 
cine— Dr.  John  Dean  Boylan,  Milford  Center, 
chairman,  and  Dr.  Emery  R.  Hayhurst,  Columbus, 
secretary.  Essayists:  Dr.  A.  L.  Van  Horn,  Co- 
lumbus; Dr.  H.  H.  Pansing,  Dayton;  Dr.  Paul  A. 
Davis,  Akron;  Dr.  Carey  P.  McCord,  Dr.  J.  A. 
Kasper  and  Dr.  W.  L.  Brosius,  Detroit,  Michigan; 
Dr.  J.  J.  Selman  and  Dr.  Z.  T.  Wirtschafter,  Cleve- 
land. Discussants : Dr.  Thomas  Hill  and  Dr.  A. 
G.  Cranch,  Cleveland;  Dr.  R.  H.  Markwith, 
Akron;  Dr.  W.  E.  Masters  and  Dr.  E.  R.  Hay- 
hurst, Columbus. 

SCIENTIFIC  EXHIBIT 

Continuing  the  pace  set  at  last  year’s  meeting, 
the  Scientific  Exhibit  at  Cleveland  was  generally 
agreed  to  be  the  outstanding  feature  of  the  90th 
Annual  Meeting.  Unlimited  as  to  facilities  be- 
cause of  the  spacious  Exhibition  Hall,  and  ar- 
ranged by  Dr.  Russell  L.  Haden,  Cleveland,  who 
was  officially  lauded  by  the  House  of  Delegates  for 
his  efforts,  the  Scientific  Exhibit  exceeded  the  ex- 
pectations of  those  who  have  been  advocating 
“bigger  and  better  Scientific  Exhibits”. 

Among  those  who  participated  in  the  scientific 
exhibit  were  the  following:  Dr.  Franklin  R.  Mil- 

ler, Dr.  Joseph  T.  Wearn,  Dr.  R.  A.  Shipley,  Dr. 
Joseph  M.  Hayman,  Jr.,  Dr.  Wm.  R.  Hallaran,  Dr. 
Roger  0.  Egeberg,  Dr.  E.  H.  Cushing,  Dr.  Harold 
Feil,  Dr.  R.  Dominguez,  Dr.  C.  H.  Lenhart,  Dr.  C. 
T.  Way,  Dr.  E.  Pomerene,  Dr.  Russell  L.  Haden, 
Dr.  George  W.  Crile,  Dr.  R.  S.  Dinsmore,  Dr. 
George  W.  Crile,  Jr.,  Dr.  W.  0.  Frohing,  Dr.  Ed- 
ward Spease,  Dr.  Howard  Dittrick,  Dr.  Robert  M. 
Stecher,  Dr.  Walter  M.  Solomon,  Dr.  Weston  A. 
Price,  Dr.  E.  E.  Woldman,  Dr.  V.  C.  Rowland,  Dr. 
Donald  M.  Glover,  Dr.  Arnold  F.  Sydow,  Dr. 
Myron  Metzenbaum,  Dr.  Clyde  L.  Cummer,  Dr. 
Chas.  G.  La  Rocco,  Dr.  Charles  S.  Higley,  Dr. 
Harry  Hauser,  Dr.  J.  L.  Fetterman,  Dr.  C.  S. 
Beck,  Dr.  W.  James  Gardner,  Dr.  Alan  Moritz,  Dr. 
John  A.  Toomey,  Dr.  C.  C.  Higgins,  Dr.  James  J. 
Joelson,  Dr.  Eugene  Freedman,  Dr.  James  Lynch, 
Dr.  S.  E.  Wolpaw,  Dr.  B.  S.  Kline,  Dr.  A.  M. 
Young,  Dr.  M.  Douglass,  Dr.  R.  L.  Faulkner,  Dr. 
S.  0.  Freedlander,  Dr.  R.  C.  McKay,  Dr.  R.  H. 
Browning,  Dr.  J.  M.  Appel,  Dr.  Hubert  C.  King, 
Dr.  L.  F.  Hoffman,  Dr.  E.  C.  Collins  and  Dr.  J.  C. 
Root,  Cleveland;  Dr.  C.  A.  Doan,  Dr.  B K.  Wise- 
man, Dr.  C.  V.  Moore,  Dr.  Frank  A.  Hartman,  Dr. 

F.  A.  Hitchcock,  Dr.  R.  R.  Durant,  Dr.  R.  C. 
Grubbs  and  Dr.  A.  W.  Oelgoetz,  Columbus;  Dr.  W. 
0.  Thompson,  Dr.  A.  D.  Bevan,  Dr.  Norris  J. 
Heckel,  Dr.  Phebe  K.  Thompson  and  Dr.  Samuel 

G.  Taylor,  III,  Chicago,  Illinois;  Dr.  Julien  E. 
Benjamin,  Dr.  Samuel  Iglauer,  Dr.  E.  A.  Baber, 
Dr.  Esther  Bogen  Tietz,  Dr.  Paul  I.  Hoxworth, 
Dr.  B.  N.  Carter,  Cincinnati;  Dr.  Frederick  A. 
Smith,  Akron;  Dr.  Max  Shaweker,  Dover;  Dr. 


Julies  S.  Weingart,  Des  Moines,  Iowa;  Dr.  Julian 
D.  Boyd  and  Dr.  C.  L.  Drain,  Iowa  City,  Iowa;  Dr. 
George  M.  Lyon,  Huntington,  W.  Va. ; Dr.  B. 
Steinberg,  Dr.  Carll  S.  Mundy,  Dr.  Fred  M.  Doug- 
lass and  St.  Vincent’s  Hospital,  Toledo;  U.  S. 
Public  Health  Service;  State  Department  of 
Health;  Cleveland  District  Fracture  Committee, 
American  College  of  Surgeons;  Departments  of 
Dermatology,  Internal  Medicine  and  Surgery,  Uni- 
versity of  Cincinnati  College  of  Medicine;  Cleve- 
land Child  Health  Association;  Ohio  State  Nurses’ 
Association;  Metropolitan  Life  Insurance  Com- 
pany; National  Tuberculosis  Association;  Asso- 
ciated Foundations,  Anatomical  Laboratories, 
Western  Reserve  University  and  the  American 
Medical  Association. 

An  interesting  innovation  in  the  scientific  ex- 
hibit was  a series  of  motion  pictures,  which  were 
shown  and  explained  daily.  They  were:  “The 

Treatment  of  Burns  and  Plastic  Surgery  Asso- 
ciated With  the  Treatment  of  Burns”,  by  Dr.  D. 
C.  Glover,  Cleveland;  “A  School  for  Schizoph- 
renics”, by  Dr.  E.  A.  Baber,  Longview  State  Hos- 
pital, Cincinnati;  “The  Emergency  Treatment  of 
Fractures”,  by  Dr.  Theodore  A.  Willis,  Cleveland; 
“Arthritis”,  (Film  Prepared  by  the  American 
Committee  for  the  Control  of  Rheumatism),  by 
Dr.  Russell  L.  Haden,  Cleveland;  “Operations  on 
the  Eye”,  by  Dr.  C.  L.  McDonald,  Cleveland; 
“Common  Neurologic  Syndromes”  (Film  prepared 
by  U.  S.  Public  Health  Service),  by  Dr.  J.  L. 
Fetterman,  Cleveland. 

TECHNICAL  EXHIBIT 

Merchandisers  of  pharmaceutical  supplies,  surg- 
ical and  X-ray  equipment,  medical  books,  etc.,  oc- 
cupied almost  half  of  the  Main  Exhibition  Hall. 
Their  attractive  displays  deserved  the  excellent 
patronage  which  the  exhibitors  received. 

A list  of  the  technical  exhibitors  follows: 

American  Optical  Company,  Chicago,  111.;  Bard- 
Parker  Co.,  Inc.,  Danbury,  Conn.;  Bowman  Bros. 
Drug  Company,  Canton;  Cameron  Surgical  Spe- 
cialty Company,  Chicago,  111.;  Davies  Company, 
C.  H.,  Philadelphia,  Pa.;  Davies,  Rose  and  Com- 
pany, Ltd.,  Boston,  Mass.;  DePuy  Manufacturing 
Company,  Warsaw,  Ind.;  DeVilbiss  Company,  The, 
Toledo;  Electro-Medical  Equipment  Company, 
Cleveland;  Fischer  & Company,  H.  G.,  Chicago, 
111.;  General  Electric  X-ray  Corporation,  Chicago, 
111.;  Gerber  Products  Company,  Fremont,  Mich.; 
Heinz  Company,  H.  J.,  Pittsburgh,  Pa.;  Horlick’s 
Malted  Milk  Corporation,  Racine,  Wis.;  Hynson, 
Westcott  & Dunning,  Baltimore,  Md. ; Jones  Sur- 
gical Specialty  Company,  The,  Cleveland;  Kalak 
Water  Company  of  N.  Y.,  Inc.,  New  York  City; 
Kelley-Koett  Mfg.  Company,  Inc.,  The,  Covington, 
Ky.;  Kellogg  Company,  The,  Battle  Creek,  Mich.; 
Lea  & Febiger,  Philadelphia,  Pa.;  Lederle  Labora- 
tories, Inc.,  New  York  City;  Liebel-Flarsheim 
Company,  The,  Cincinnati;  McNeil  Laboratories, 
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Philadelphia,  Pa.;  Mead  Johnson  & Company, 
Evansville,  Ind.;  Medical  Protective  Company, 
The,  Wheaton,  111.;  Mellin’s  Food  Company,  Bos- 
ton, Massachusetts;  Merck  & Company,  Rahway, 
New  Jersey;  Merrell  Company,  The  Wm.  S.,  Cin- 
cinnati; Middlewest  Instrument  Company,  Chi- 
cago, Illinois;  M & R Dietetic  Laboratories,  Inc., 
Columbus;  Mosby  Company,  The  C.  V.,  St.  Louis, 
Mo.;  National  Carbon  Company,  Cleveland;  Nes- 
tle’s  Milk  Products,  Inc.,  New  York  City;  Petro- 
lagar  Laboratories,  Inc.,  Chicago,  111.;  Philip 
Morris  & Company,  Ltd.,  New  York  City;  Picker 
X-Ray  Corporation,  New  York  City;  Saunders 
Company,  W.  B.,  Philadelphia,  Pa.;  Schuemann- 
Jones  & Company,  Cleveland;  Sun  Radiator  Cover, 
Inc.,  Cleveland;  Standard  X-Ray  Sales  Co.,  Cleve- 
land; S.  M.  A.  Corporation,  Cleveland;  Vitex 
Laboratories,  Inc.,  Harrison,  N.  J.;  White-Haines 
Optical  Company,  Columbus;  Max  Wocher  & Son 
Company,  The,  Cincinnati. 

ANNUAL  BANQUET 

Approximately  400  physicians  and  their  guests 
enjoyed  the  annual  banquet  held  at  the  Hotel 
Cleveland,  Thursday  night.  As  promised  by  Dr. 
Harry  D.  Piercy,  Cleveland,  chairman  of  the  com- 
mittee which  arranged  it,  the  banquet  was  an  out- 
standing session  of  entertainment.  Delightful 
music  was  provided  by  Walter  Logan,  noted 
Cleveland  conductor,  who  presented  “Doc”  Whip- 
ple and  his  orchestra,  and  Carabella  Johnson, 
soprano,  and  Elroy  Ward,  bass-baritone,  in  solos 
and  duets.  Dr.  Charles  W.  Stone,  Cleveland,  the 
toastmaster,  introduced  Dr.  J.  H.  J.  Upham, 
Columbus,  President-Elect  of  the  American  Medi- 
cal Association,  who  told  briefly  of  his  recent 
visits  to  meetings  of  other  state  medical  associa- 
tions. Sigmund  Spaeth,  Ph.D.,  noted  composer 
and  author,  and  radio’s  “Tune  Detective”,  pre- 
sented “A  Musical  Clinic”.  Dissecting  popular 
melodies,  and  proving  his  claims  at  the  piano, 
Spaeth  brought  swells  of  laughter  from  the 
audience  with  his  frequent  jokes  and  facetious 
remarks. 

PAST-PRESIDENTS’  DINNER 

Of  the  19  living  past-presidents  of  the  Asso- 
ciation, 12  attended  the  dinner  for  past-presidents 
at  the  Hotel  Cleveland  Wednesday  night.  They 
were:  Dr.  Ben  R.  McClellan,  Xenia,  1906-07;  Dr. 
William  E.  Lower,  Cleveland,  1915-16;  Dr.  Charles 
Lukens,  Toledo,  1920-21;  Dr.  Robert  Carothers, 
Cincinnati,  1922-23;  Dr.  Geo.  Edw.  Follansbee, 
Cleveland,  1924-25;  Dr.  Leslie  L.  Bigelow,  Colum- 
bus, 1927-28;  Dr.  Charles  W.  Stone,  Cleveland, 
1928-29;  Dr.  Chas.  W.  Waggoner,  Toledo,  1930-31; 
Dr.  D.  C.  Houser,  Urbana,  1931-32;  Dr.  H.  M. 
Platter,  Columbus,  1932-33;  Dr.  Clyde  L.  Cum- 
mer, Cleveland,  1933-34,  and  Dr.  John  A.  Cald- 
well, Cincinnati,  1934-35.  The  dinner  was  also 
attended  by  Dr.  R.  R.  Hendershott,  Tiffin,  presi- 


dent of  the  Association,  and  Dr.  E.  M.  Huston, 
president-elect. 

jfc  5f«  % 

Any  comment  on  the  90th  Annual  Meeting 
would  be  remiss  without  proper  credit  to  the 
efficient  and  courteous  staff  of  the  Hotel  Cleve- 
land, the  Cleveland  Academy  of  Medicine,  the 
Public  Auditorium  and  the  Cleveland  Convention 
Bureau,  for  their  cooperation  in  providing  the 
necessary  physical  arrangements. 

The  Cleveland  newspapers  are  also  entitled  to 
a vote  of  thanks  for  their  excellent  press  coverage 
of  the  meeting. 


Medical  Board  Issues  Warning  to  Hospitals 
As  to  Rights  of  Interns 

At  a meeting  of  the  State  Medical  Board, 
October  13,  at  Columbus,  December,  2,  3 and  4 
were  selected  as  the  dates  for  the  semi-annual 
examinations  of  the  Board  at  the  Deshler-Wallick 
Hotel,  Columbus. 

The  meeting  was  attended  by  the  following 
Board  members:  Dr.  John  R.  Shoemaker, 

Cuyahoga  Falls,  president;  Dr.  Lee  Humphrey, 
Malta,  vice-president;  Dr.  Roy  C.  Hunter,  Wapa- 
koneta,  treasurer;  Dr.  J.  H.  J.  Upham,  Columbus; 
Dr.  Floyd  S.  Meek,  Cleveland;  Dr.  C.  W.  Wag- 
goner, Toledo;  Dr.  L.  T.  Franklin,  Chillicothe, 
and  Dr.  H.  M.  Platter,  Columbus,  secretary. 

The  Board  revoked  the  license  of  Alfred  I.  Mal- 
lin,  Cleveland,  chiropractor  and  electro-therapist, 
for  violation  of  the  rules  and  regulations  govern- 
ing limited  practitioners. 

A license  to  practice  medicine  and  surgery  in 
Ohio  as  of  July  28,  1936,  was  granted  Dr.  Harry 
Oscar  Beeman,  graduate  of  Hahnemann  Medical 
College,  Philadelphia,  1935,  who  passed  the  De- 
cember, 1935  examinations  of  the  Board.  A similar 
license  as  of  October  13,  1936,  was  granted  Dr. 
Paul  Z.  King,  graduate  of  Rush  Medical  College, 
Chicago,  1935,  who  passed  the  June,  1936,  exami- 
nations. 

Dr.  Platter,  secretary  of  the  Board,  was  in- 
structed to  send  the  following  communication  to 
Ohio  hospitals  employing  interns: 

“The  State  Medical  Board,  recognizing  hos- 
pital internship  as  furthering  the  better  medi- 
cal education  of  prospective  practitioners,  de- 
sires to  promote  such  service  in  all  legal  ways. 
At  the  same  time  the  Board  deems  it  wise  to 
advise  hospitals  that  practice  for  a compensa- 
tion, direct  or  indirect,  is  not  legal  without 
licensure  (Section  1286).  Medical  graduates  in 
intern  service  without  licensure  are  legally 
medical  students  who  cannot  sign  birth  or 
death  certificates  nor  prescribe  narcotic  drugs. 
Such  men  must  work  under  the  direction  and 
supervision  of  the  staff  of  the  hospital.  Under 
such  interpretation,  the  hospital  and  the  staff 
members  are  responsible  for  their  acts.” 


DR.  WM.  A.  WELSH,  YOUNGSTOWN,  WINS  THE  CHAMPIONSHIP 
CROWN  OF  OHIO  STATE  MEDICAL  GOLFERS  AT  CLEVELAND 

By  HENRY  C.  GERBER,  Jr.,  Toledo,  Ohio 


THE  Sixteenth  Annual  Golf  Tournament  of 
the  Ohio  State  Medical  Golfers’  Associa- 
tion was  held  at  the  Oakwood  Country 
Club,  Cleveland,  on  Tuesday,  October  6,  1936,  as 
a fore-runner  to  the  90th  Annual  Meeting  of  the 
Ohio  State  Medical  Association.  Eighty  players 
teed  off  for  the  morning  round.  Unfortunately, 
the  weather,  always  a fickle  mistress  at  this  sea- 
son of  the  year,  withdrew  its  smiling  countenance 
about  noon  and  proceeded  to  vent  its  scorn  with  a 
driving  rain  during  the  afternoon.  However,  in 
spite  of  the  downpour,  a total  of  100  physicians 
played  in  the  tournament  which  was  one  of  the 
most  successful  ever  held. 

The  Skeet  and  Trap  Shooting  events  also  were 
well  attended  and  it  is  hoped  that  since  now  the 
“lid  has  been  shot  off”,  this  sporting  addition  to 
the  annual  tournament  will  become  more  popular 
during  succeeding  years.  Dr.  John  W.  Conwell, 
Cleveland,  acted  as  chairman  of  these  events  and 
his  enthusiastic  leadership  of  the  game  will  be 
very  helpful  in  the  development  of  the  sport. 

The  Cleveland  Committee,  headed  by  Dr.  Ed- 
ward F.  Freedman,  left  nothing  undone  for  the 
pleasure  and  entertainment  of  the  visiting  golfers. 
The  Oakwood  Country  Club,  one  of  the  finest  in 
the  country,  has  all  the  luxurious  appointments 
of  a Monte  Carlo  and  this  lavish  atmosphere  al- 
ways adds  to  the  success  of  a tournament.  The 
course  proved  to  be  a strategic  test  of  golfing 
skill  and  low  scores  were  conspicuous  by  their 
absence. 

The  evening  banquet  was  an  epicure’s  delight 
and  the  speaker’s  table  groaned  under  the  load  of 
prizes.  In  addition  to  the  many  fine  prizes 
awarded  for  the  fixed  golf  events  there  were  100 
additional  “door”  prizes  and  every  one  present 
carried  away  a trophy  for  his  day’s  play.  Physi- 
cian’s bags,  leather  zipper  bags,  golf  bags,  a suit 
of  clothes,  a radio,  merchandise  orders,  a ladies 
sport  coat,  cigars,  men’s  haberdashery  and  other 
desirable  prizes  were  included  in  the  seemingly 
endless  list.  Dr.  J.  B.  Morgan,  President  of  the 
Golfing  Association,  presided  at  the  evening  meet- 
ing. 

Dr.  Wm.  A.  Welsh,  Youngstown,  won  the  As- 
sociation Championship  and  the  honor  of  holding 
the  Championship  Trophy  during  the  coming 
year.  During  the  morning  round  the  doctor  turned 
in  a score  of  81  and  added  a card  of  82  for  the 
second  18  holes,  making  a total  of  163  for  the  36 
holes  of  medal  play.  Dr.  J.  D.  Fouts,  Dayton, 
winner  of  the  championship  last  year,  was  runner- 


up  with  a score  of  167.  Third  place  in  the  Cham- 
pionship Event  went  to  Dr.  H.  B.  Kaufman, 
Youngstown,  with  a card  of  168. 

The  Ohio  State  Medical  Journal  Trophy,  open  to 
players  up  to  35  years  of  age  and  awarded  for  36 
holes  low  gross,  was  won  by  Dr.  C.  W.  Hullinger, 
Springfield,  with  a score  of  167.  This  is  the 
second  leg  of  this  trophy  for  Dr.  Hullinger,  he 
having  won  it  at  Cincinnati  last  year.  Second 
place  in  this  event  was  won  by  Dr.  J.  J.  Harrison, 
Napoleon,  with  a score  of  175  and  Dr.  S.  D. 
Zuker,  Toledo,  came  in  third  with  a card  of  185 
for  the  36  holes  of  play. 

The  Association  Handicap  Trophy,  awarded  for 
the  low  net  score — first  18  holes,  was  won  by  Dr. 
H.  M.  Schuffell,  a veteran  player  from  Canton, 
with  a net  score  of  69.  Dr.  J.  E.  Linden,  Cleve- 
land, took  second  place  with  a net  score  of  72. 

The  President’s  Trophy,  awarded  this  year  as  a 
Blind  Bogey  prize  in  order  that  every  player 
might  be  eligible  for  its  possession,  was  won  by 
Dr.  J.  F.  Wright,  Toledo.  Dr.  Morgan  presented  a 
beautiful  sterling  silver  water  pitcher  for  this 
event.  Other  winners  of  fine  prizes  in  the  Blind 
Bogey  were  Dr.  G.  I.  Bauman,  Cleveland;  Dr.  H. 
L.  Basinger,  Lima;  Dr.  H.  E.  Secrest,  Columbus; 
Dr.  M.  R.  Haley,  Dayton;  Dr.  B.  E.  Garver,  Lo- 
rain; Dr.  J.  P.  DeWitt,  Canton;  Dr.  A.  L.  Jones, 
Cleveland;  Dr.  W.  W.  Sauer,  Marietta;  and  Dr.  C. 
H.  Frederick,  Lorain. 

The  State  Auto  Mutual  Insurance  Trophy, 
awarded  for  low  gross — first  18  holes  of  play  and 
open  to  players  between  the  ages  of  36  and  45 
years,  was  won  for  the  second  time  by  Dr.  F.  T. 
Gallagher,  Cleveland,  with  a score  of  84.  Other 
winners  in  this  event  were  Dr.  J.  S.  Lewis, 
Youngstown,  with  a score  of  88  and  Dr.  J.  J. 
Marek,  Cleveland,  with  a card  of  89. 

The  Buckeye  Union  Casualty  Trophy,  open  to 
players  between  the  ages  of  46  and  55  years  and 
awarded  for  first  18  holes  low  gross,  was  won  by 
Dr.  R.  P Bell,  Cleveland,  with  a score  of  83.  Dr. 
E.  F.  Freedman,  genial  Chairman  of  the  Cleve- 
land Committee  who  was  so  busy  that  he  could 
only  find  time  for  18  holes  of  play,  took  second 
place  with  a score  of  87.  Dr.  C.  F.  Wharton, 
Akron,  came  in  third  in  this  event. 

The  Granddad’s  Trophy,  open  to  players  over 
55  years  of  age  (and  incidentally  there  are  a 
goodly  number  of  players  in  this  group)  was  won 
by  Dr.  M.  R.  Kellum,  Cleveland,  who  turned  in  a 
score  of  91  for  the  first  18  holes  of  play.  Dr.  E.  A. 
Peterson,  also  of  Cleveland,  took  second  place 
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while  Dr.  S.  Morgenroth,  Akron,  came  through  to 
win  third  place  in  this  event. 

A series  of  five  prizes  were  awarded  for  a Blind 
Bogey — first  nine  holes  and  winners  in  this  event 
included  Dr.  D.  T.  Thomas,  Lorain;  Dr.  H.  E. 
Wilkinson,  Van  Wert;  Dr.  H.  H.  Dorr,  Columbus; 
Dr.  Theodore  Miller,  Cleveland;  and  Dr.  R.  J. 
Foster,  New  Philadelphia. 

Winners  in  the  Blind  Bogey— second  nine  holes 
were  Dr.  L.  C.  Thomas,  Lima;  Dr.  R.  C.  Mauger, 
Newark;  Dr.  A.  J.  Kirschner,  Lorain;  Dr.  A.  V. 
Boyson,  Cleveland;  and  Dr.  R.  A.  Stack,  Lorain. 

Dr.  H.  J.  Hartzler,  Wooster,  a newcomer  to  the 
Association  ranks,  was  awarded  a handsome  prize 
for  his  fortitude  and  persistence,  although  he 
totaled  the  highest  strokes  for  18  holes  of  play 
with  a card  of  123.  Dr.  Frank  Morris,  Lima, 
another  new  member,  was  remembered  with  a 
prize  for  second  high  gross,  turning  in  a score  of 
122  for  18  holes  of  play. 

The  Dr.  John  T.  Murphy  Trophy,  Team  Cham- 
pionship, awarded  to  the  city  having  the  best  low 
gross  score  for  a selected  five  man  team,  was  won 
this  year  by  Cleveland,  there  being  no  com- 
petition offered  by  other  cities. 

During  a brief  business  meeting,  the  Associa- 
tion voted  a sincere  expression  of  thanks  to  the 
Oakwood  Country  Club  and  the  personnel  of  the 
Cleveland  Committee  for  their  cordial  hospitality 
and  untiring  efforts  to  entertain  the  visiting  guest 
players.  Officers  elected  for  next  year  are  as  fol- 
lows: President,  Dr.  Louis  Mark,  Columbus;  First 
Vice-President,  Dr.  Wm.  A.  Welsh,  Youngstown; 
Second  Vice-President,  Dr.  A.  N.  Wiseley,  Lima; 
Third  Vice-President,  Dr.  J.  B.  Sampsell,  Van 
Wert;  Fourth  Vice-President,  Dr.  H.  M.  Schuffell, 
Canton;  Fifth  Vice-President,  Dr.  W.  W.  Sauer, 
Marietta;  and  Secretary-Treasurer,  Mr.  H.  C. 
Gerber,  Jr.,  Executive  Secretary  of  the  Toledo 
Academy  of  Medicine. 

The  personnel  of  the  Cleveland  Committee 
which  handled  all  the  details  in  connection  with 
the  tournament  included:  Dr.  Edward  F.  Freed- 
man, chairman,  Dr.  John  W.  Conwell,  Dr.  Theo- 
dore Miller,  Dr.  F.  T.  Gallagher,  Dr.  E.  P.  Mc- 
Namee  and  the  retiring  President,  Dr.  John  B. 
Morgan. 

Following  are  the  gross  scores  and  handicaps 
of  the  players  who  participated  in  the  tourna- 
ment: 


a 


Player 

1st 

Nine 

2nd 

Nine 

18 

Holes 

V 

*3 

c 

C5 

S3 

H. 

B.  Kaufman,  Youngstown 

43 

39 

82 

8 

44 

42 

86 

A. 

H.  Reed,  Cleveland  

52 

51 

103 

18 

54 

50 

104 

A. 

E.  Davis,  Akron 

50 

50 

100 

15 

55 

47 

102 

J. 

J.  Harrison.  Napoleon  

46 

44 

90 

6 

44 

41 

85 

a 

cs 


Player 

1st 

Nine 

2nd 

Nine 

18 

Holes 

ns 

c 

a 

S3 

I.  B.  Hamilton,  Canton 

56 

52 

108 

25 

C.  N.  Sanders,  Millfield.  

51 

49 

100 

12 

R.  J.  Secrest,  Columbus 

48 

50 

98 

15 

R.  E.  Shell,  Van  Wert .... 

64 

55 

119 

18 

S.  D.  Zuker,  Toledo 

46 

50 

96 

19 

45 

44 

89 

H.  E.  Wilkinson,  Van  W'ert 

46 

51 

97 

16 

47 

47 

94 

C.  W.  Hullinger,  Springfield 

41 

44 

85 

15 

43 

39 

82 

W.  D.  Beasley,  Springfield 

53 

58 

111 

20 

47 

48 

95 

A.  J.  Hartzler,  Wooster 

60 

63 

123 

35 

55 

Geo.  Stober,  Cleveland 

54 

52 

106 

23 

W.  C.  McCally,  Cleveland 

48 

45 

93 

18 

H.  J.  Meister,  Warren 

No 

Card 

J.  W.  Holloway,  Cleveland  

No 

Card 

A.  C.  Brickel,  Cleveland 

No 

Card 

J.  P.  Anderson,  Cleveland 

— 

53 

— 

23 

J.  R.  Ripton,  Cleveland 

54 

61 

115 

21 

J.  H.  Rinehart,  Springfield 

46 

47 

93 

8 

48 

44 

92 

L.  J.  Carson,  Cleveland 

47 

51 

98 

10 

44 

44 

88 

A.  J.  Kirchner,  Lorain 

61 

51 

112 

20 

51 



R.  A.  Stack,  Lorain ....  

56 

53 

109 

24 

48 





F.  R.  Patterson,  Lorain 

50 

45 

95 

12 

45 

43 

88 

D.  L.  Zaworski,  Lorain 

43 

49 

92 

12 

44 

42 

86 

C.  H.  Frederick,  Lorain 

46 

43 

89 

15 

W.  A.  Welsh,  Youngstown 

38 

43 

81 

1 

42 

40 

82 

J.  S.  Lewis,  Youngstown 

44 

44 

88 

8 

41 

46 

87 

H.  L.  Basinger,  Lima . . 

47 

52 

99 

22 

L.  C.  Thomas,  Lima 

51 

50 

101 

' 18 

47 

45 

92 

E.  L.  Saylor,  Akron 

49 

48 

97 

13 

51 

46 

97 

R.  J.  Foster,  New  Philadelphia 

52 

57 

109 

25 

F.  L.  Eyestone,  Toledo  

47 

45 

92 

12 

H.  E.  Secrest,  Columbus 

47 

47 

94 

14 

C.  S.  Palmer,  Massillon 

49 

49 

"98 

14 

43 

J.  Zeigler,  Cincinnati  

50 

49 

99 

10 

55 

45 

100 

A.  V.  Boysen,  Lakewood 

47 

46 

93 

8 

H.  S.  Zeve,  Youngstown  

48 

48 

”96 

15 

46 

43 

89 

F.  T.  Gallagher,  Cleveland 

40 

44 

84 

7 

46 

41 

87 

G.  L.  Sackett,  New  Philadelphia 

55 

55 

110 

26 

H.  W.  Salter,  Cleveland 

42 

47 

89 

8 

47 

46 

93 

J.  J.  Marek,  Cleveland  

46 

43 

89 

3 

40 

39 

79 

T.  H.  Brown,  Toledo  ....  

52 

46 

98 

18 

50 

46 

96 

E.  G.  Galbraith,  Toledo 

50 

45 

95 

15 

48 

45 

93 

S.  B.  Berkley,  North  Canton 

44 

47 

91 

14 

44 

E.  P.  McNamee,  Cleveland 

50 

43 

93 

7 

L.  Mark,  Columbus . ..  ... 

52 

46 

98 

14 

J.  M.  Van  Dyke,  Canton 

52 

47 

99 

23 

46 





A.  L.  Jones,  Lakewood 

52 

53 

105 

25 

45 

52 

97 

W.  W.  Sauer,  Marietta 

48 

48 

96 

16 

A.  K.  Buell,  Athens 

44 

44 

88 

10 

45 

46 

91 
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Annual  Meeting  of  Ohio  Public  Health 
Commissioners  Will  Be  Held  in 
Columbus,  November  4-6 

The  Seventeenth  Annual  Conference  of  Ohio 
Health  Commissioners  with  the  State  Department 
of  Health  will  be  held  at  the  Deshler-Wallick 
Hotel,  Columbus,  November  4,  5 and  6. 

The  first  session  beginning  Wednesday  after- 
noon, November  4,  at  2 o’clock,  will  be  opened 
with  an  address  of  welcome  by  Governor  Martin 
L.  Davey.  This  will  be  followed  by  the  annual 
address  of  the  State  Director  of  Health,  Dr.  Wal- 
ter H.  Hartung. 

Dr.  E.  R.  Hiatt,  health  commissioner  of  Miami 
County  and  Troy,  will  preside  at  the  Thursday 
morning  session,  which  will  begin  at  9 o’clock. 
Three  papers  are  scheduled  for  this  session: 
“Childhood  Tuberculosis”,  by  Dr.  Lawrence  I. 
Clark,  Toledo;  “Dentistry  in  a Public  Health  Pro- 
gram”, by  Ernest  A.  Branch,  D.D.S.,  director  of 
Oral  Hygiene,  North  Carolina  State  Board  of 
Health;  and  “The  School  Health  Program — A Part 
of  the  Community  Health  Program”,  by  Dr. 
George  M.  Lyon,  Huntington,  W.  Va. 

Speakers  at  the  public  health  luncheon  Thurs- 
day noon  will  be  Dr.  J.  H.  J.  Upham,  Columbus, 
President-Elect  of  the  American  Medical  Associa- 
tion, and  Dr.  Wilson  G.  Smillie,  professor  of  pub- 
lic health  administration,  Harvard  School  of  Pub- 
lic Health.  Dr.  Smillie  will  discuss  “Influenza”. 

A meeting  of  the  Ohio  Federation  of  Public 
Health  Officials  will  be  held  at  3 o’clock  Thursday 
afternoon,  Dr.  E.  R.  Hiatt  presiding. 

At  4 o’clock,  Dr.  F.  E.  Mahla,  Assistant  State 
Director  of  Health,  will  conduct  a round-table  for 
health  commissioners. 

Dr.  A.  J.  Skeel,  Cleveland,  president  of  the  Hos- 
pital Obstetrical  Society  of  Ohio,  will  speak  on 
“Essentials  of  Good  Maternal  Care”,  and  Miss 
Katherine  Faville,  associate  dean,  School  of 
Nursing,  Western  Reserve  University,  Cleveland, 
will  discuss  “A  Generalized  Public  Health  Nurs- 
ing Program  in  Official  Agencies”,  at  the  Friday 
morning  session,  which  will  begin  at  9 o’clock. 
Dr.  H.  G.  Southard,  health  commissioner  of  Union 
County,  will  preside  at  this  session.  At  11  o’clock 
Friday  morning,  Miss  S.  Gertrude  Bush,  chief, 
Division  of  Nursing,  State  Department  of  Health, 
will  conduct  a round-table  for  nurses. 

At  the  Friday  afternoon  session,  Dr.  E.  H. 
Schoenling,  health  commissioner  of  Hamilton 
County  presiding,  Dr.  R.  A.  Vonderlehr,  Assistant 
Surgeon  General,  U.  S.  Public  Health  Service, 
will  speak  on  “Syphilis”,  and  a “Uniform  Milk 
Code  in  the  States”  will  be  discussed  by  E.  S.  Tis- 
dale, director,  Sanitary  Engineering,  West  Vir- 
ginia Department  of  Health,  Charleston,  W.  Va. 


SLIPS  URGING  EARLY  IMMUNIZATION  WILL  BE  DISTRIBUTED  BY 
HEALTH  OFFICIALS  TO  PARENTS  OF  YOUNG  CHILDREN 


NOVEL  plan  to  stimu'ate  interest  of  the 
public  and  the  medical  profession  in  the 
campaign  of  the  State  Department  of 
Health  for  pre-school  immunization  of  Ohio  chil- 
dren, has  recently  been  inaugurated  by  Dr.  A.  L. 
Van  Horn,  chief,  Bureau  of  Child  Hygiene. 

Every  county  health  commissioner  in  the  state 
has  been  furnished  with  a supply  of  immunization 
slips  and  certificates. 

The  first  (Figure  I)  is  to  be  filled  in  with  the 
name  of  the  parent  and  name  of  the  infant,  and 
delivered  by  the  public  health  nurse  or  by  mail 
with  the  “Mother’s  Certificate” — a slip  from  the 
health  department  with  the  name  of  the  infant 
and  date  of  birth. 

FIGURE  I 

One  of  the  most  dangerous  diseases  of  infancy  and  early 
childhood  is  DIPHTHERIA.  Every  year  there  are  hundreds 
of  babies  who  die  from  this  disease. 

From  birth  to  six  months  of  age  infants  are  naturally 
protected  against  DIPHTHERIA.  After  the  age  of  six 
months,  however,  they  gradually  lose  this  protection.  Be- 
tween the  6th  and  12th  month  of  life  your  baby, 

, should  be  given  protection  by  having  your 

family  physician  administer  diphtheria  toxoid. 

DIPHTHERIA  is  preventable. 

COUNTY  BOARD  OF  HEALTH. 

Regular  medical  supervision  by  your  family  physician  is 
the  best  policy. 

—OHIO  DEPARTMENT  OF  HEALTH— 

After  the  child  has  reached  the  age  of  nine 
months,  a second  slip  (Figure  2)  is  to  be  mailed 
by  the  health  commissioner  to  the  parent. 

FIGURE  II. 

Dear  Parent : 

Your  baby  is  now  9 months  of  age  and  has  lost  practically 
all  of  the  natural  protection  against  DIPHTHERIA. 

NOW  is  the  time  to  have  your  family  physician  protect 
your  baby  from  this  destroyer  of  infants  and  children  by 
having  him  administer  diphtheria  toxoid. 

Protect  your  baby  now. 

DIPHTHERIA  is  preventable. 

COUNTY  BOARD  OF  HEALTH. 

(After  your  baby  has  been  protected  report  this  fact  to 
the  County  Board  of  Health.) 

Regular  medical  supervision  by  your  family  physician  is 
the  best  policy. 

—OHIO  DEPARTMENT  OF  HEALTH— 

At  the  bottom  of  each  slip  is  printed:  “Regular 
medical  supervision  by  your  family  physician  is 
the  best  policy”.  This  is  in  accordance  with  the 
policy  of  the  Bureau  of  Child  Hygiene  of  confin- 
ing its  work  to  health  educational  activities  and 
of  making  every  possible  effort  to  put  medical 
services  in  the  hands  of  practicing  physicians. 


In  order  to  give  parents  a permanent  record  of 
the  dates  of  immunization  and  Schick  test,  county 
health  commissioners  have  also  been  supplied  with 
two  similar  certificates  for  the  use  of  physicians 
in  recording  such  dates. 

One  is  to  be  signed  by  the  physician,  after  fill- 
ing in  the  name,  and  age  of  the  child  and  date 
of  immunization  and  Schick  Test.  The  other  is  to 
be  used  in  case  the  child  has  a negative  Schick 
test  and  does  not  require  immunization.  Physi- 
cians can  obtain  copies  of  these  certificates  from 
their  county  health  commissioner. 


Join  Health  Department  Staff 

Recent  additions  to  the  personnel  of  the  State 
Department  of  Health  include  Dr.  William  C. 
Martin,  Monroeville,  and  Dr.  Wilbur  G.  Fisher, 
Mt.  Vernon,  who  have  been  appointed  assistant 
physicians  in  the  Division  of  Communicable 
Diseases. 

Dr.  Martin  graduated  at  Western  Reserve  Uni- 
versity School  of  Medicine  in  1908,  and  since  that 
time  has  practiced  at  Monroeville. 

A graduate  of  the  Washington  University 
School  of  Medicine,  St.  Louis,  in  1935,  Dr.  Fisher 
has  been  assistant  physician  at  the  Ohio  State 
Tuberculosis  Sanatorium,  Mt.  Vernon.  He  is  a 
member  of  the  Ohio  State  Medical  Association 
and  the  American  Medical  Association. 

Martha  Koehne,  Columbus,  has  been  appointed 
nutritionist  in  the  Bureau  of  Child  Hygiene.  A 
graduate  of  Ohio  State  University,  with  a Fh.D. 
from  Yale  University,  Miss  Koehne  is  a former 
president  of  the  American  Dietetic  Association, 
and  has  done  considerable  work  in  the  field  of 
nutritional  research.  Her  work  in  Ohio  will  be 
concerned  chiefly  with  the  public  aspects  of  nutri- 
tion, and  she  will  be  available  for  consultation  to 
all  Ohio  local  health  departments,  public  schools 
and  other  official  agencies  concerned  with  child 
care  and  development. 


Dr.  Van  Horn  Gets  Washington  Post 

Dr.  A.  L.  Van  Horn,  chief  of  the  Bureau  of 
Child  Hygiene  of  the  State  Department  of  Health, 
has  been  appointed  regional  consultant  for  the 
Childrens’  Bureau,  U.  S.  Department  of  Labor, 
effective  November  15.  He  will  supetvise  the 
maternal  and  child  health  program  of  the  bureau, 
under  the  provisions  of  the  Federal  Social  Se- 
curity Act,  in  Maryland,  Delaware,  District  of 
Columbia,  Virginia,  North  and  South  Carolina,. 
Georgia  and  Florida. 
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FINE  POSTGRADUATE  MEETINGS,  INCLUDING  TWO  DISTRICT 
GATHERINGS,  SCHEDULED  IN  OHIO  DURING  NOVEMBER 

EVIDENCE  of  the  increasing  interest  of  the  medical  profession  of  Ohio  in  post- 
graduate training  is  the  number  of  district  meetings  and  postgraduate  assemblies 
scheduled  for  the  month  of  November,  and  ensuing  months.  Seldom  have  Ohio 
physicians  had  as  many  opportunities  to  refresh  their  scientific  knowledge.  Informa- 
tion concerning  several  of  these  meetings  follows : 


Drs.  Cummer,  Karnosh  and  Bigelow  to 
Address  Eighth  District  Meeting 

An  especially  fine  program  has  been  arranged 
for  the  Fall  meeting  of  the  Eighth  Councilor  Dis- 
trict, which  will  be  held  at  the  First  Christian 
Church,  Athens,  Thursday,  November  12. 

The  scientific  session  will  follow  a luncheon 
which  is  to  be  served  promptly  at  12  noon. 

Speakers  scheduled  to  address  the  meeting  are 
Dr.  Clyde  L.  Cummer,  Cleveland;  Dr.  Louis  J. 
Karnosh,  Cleveland,  and  Dr.  Leslie  L.  Bigelow, 
Columbus. 

Dr.  Cummer,  a former  President  of  the  Ohio 
State  Medical  Association  and  chairman  of  the 
Association’s  new  Committee  on  Education,  is 
assistant  clinical  professor  of  dermatology  and 
syphilology  at  Western  Reserve  University  School 
of  Medicine.  He  will  speak  on  “Syphilis,  the 
Great  Masquerader”. 

“Psychoses  Associated  with  Disturbances  of  the 
Endocrine  System”  is  the  subject  to  be  presented 
by  Dr.  Karnosh,  who  is  clinical  professor  .of 
mental  diseases,  Western  Reserve  University 
School  of  Medicine. 

Dr.  Bigelow,  a former  President  of  the  State 
Association  and  associate  professor  of  surgery  at 
Ohio  State  University  College  of  Medicine,  will 
speak  on  “Highlights  in  Medicine”. 

The  fourth  attraction  on  the  program  will  be 
the  showing  of  the  motion  picture,  “The  Treat- 
ment of  Breech  Presentation”,  produced  by  Dr. 
Joseph  B.  DeLee  at  Lying-In  Hospital,  Chicago. 

All  physicians  in  the  Eighth  District  and  ad- 
joining counties  are  cordially  invited  to  attend 
this  meeting,  which  is  being  arranged  by  the 
officers  of  the  Eighth  District  Society,  Dr.  S.  E. 
G.  Pedigo,  Athens,  president,  and  Dr.  J.  L.  Webb, 
Nelsonville,  secretary. 


Dermatology,  Urology  and  Venereal  Dis- 
eases Discussed  at  Cleveland  Meetings 

A postgraduate  course  covering  the  general 
field  of  dermatology,  urology  and  venereal  dis- 
eases is  being  presented  by  the  Academy  of  Medi- 
cine of  Cleveland.  The  meetings,  which  began 
Tuesday,  October  16,  will  continue  on  each  suc- 
ceeding Tuesday  until  March  5,  1937.  A complete 
list  of  the  subjects  to  be  presented  and  the  essay- 
ists appeared  in  the  October  issue  of  The  Journal, 
page  1036. 


Three  Addresses  Scheduled  For  Ninth 
District  Meeting,  Gallipolis,  Nov.  24 

A meeting  of  the  Ninth  Councilor  District  will 
be  held  at  the  LaFayette  Hotel,  Gallipolis,  Tues- 
day, November  24,  beginning  with  a luncheon  at 
12  noon,  followed  by  three  addresses. 

Dr.  Frank  E.  Stevenson,  associate  professor 
of  pediatrics,  University  of  Cincinnati  College  of 
Medicine  will  speak  on  “Scarlet  Fever”. 

“Diagnosis  and  Treatment  of  Cancer”,  \yill  be 
discussed  by  Dr.  Wm.  M.  Millar,  Cincinnati. 

Dr.  Chas.  A.  Doan,  professor  of  medicine,  Ohio 
State  University  College  of  Medicine  will  talk  on 
“Treatment  of  Certain  Blood  Dyscrasias”. 

It  is  hoped  that  members  of  the  State  Associa-  . 
tion  in  the  counties  of  the  Ninth  District,  and 
surrounding  counties,  will  take  advantage  of  this 
opportunity  to  hear  an  excellent  program. 

Arrangements  for  the  meeting  are  in  charge 
of  Dr.  Milo  Wilson,  Gallipolis,  secretary  of  the 
Ninth  District  Society.  Dr.  I.  P.  Seiler,  Piketon, 
Councilor  of  the  district,  is  assisting  with  arrange- 
ments. 


Notable  Guest  Speakers  Will  Talk  at  Sum- 
mit County  Society  Postgraduate  Day 

The  Fifth  Postgraduate  Day  of  the  Summit 
County  Medical  Society  will  be  held  at  the  May- 
flower Hotel,  Akron,  Wednesday,  November  11. 
The  speakers  will  be : Dr.  Martin  H.  Fischer, 

professor  of  physiology,  University  of  Cincinnati 
College  of  Medicine;  Dr.  F.  H.  Albee,  former  pro- 
fessor of  orthopedic  surgery,  Columbia  Univer- 
sity; Dr.  A.  R.  Barnes,  Rochester,  Minnesota,  pro- 
fessor of  medicine,  University  of  Minnesota; 
and  Dr.  Walter  C.  Alvarez,  professor  of  medicine, 
University  of  Minnesota. 

At  the  morning  session,  beginning  at  10  o’clock, 
Dr.  Albee  will  speak  on  “Certain  Features  of 
Knee  Surgery”,  and  Dr.  Barnes  will  discuss 
“Coronary  Sclerosis:  Its  Diagnosis,  Prognosis 

and  Management!’. 

The  afternoon  session  will  begin  with  a paper 
by  Dr.  Alvarez  on , “Helpful  Hints  in  the  Diag- 
nosis of  Gastrointestinal  Disease”,  at  1 o’clock. 
Other  addresses  at  this  session  will  be  “Fractures 
of  the  Neck  of  the  Femur”,  by  Dr.  Albee; 
“Etiologic  and  Pathologic  Approach  to  the  Diag- 
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nosis  of  Heart  Disease”,  by  Dr.  Barnes;  and 
“Diabetes”,  by  Dr.  Fischer. 

Dinner  will  be  served  at  6:30  P.M.  At  the  eve- 
ning session,  beginning  at  8 o’clock  Dr.  Alvarez 
will  present  a paper  on  “The  Fitting  of  a Diet  to 
the  Patient”,  and  Dr.  Fischer  will  discuss  “Coma”. 

Registration  fee  is  $5.00,  which  includes  dinner, 
but  not  luncheon. 


Postgraduate  Day  at  University  of  Toledo 
to  be  Held,  November  6 

The  Third  Annual  Postgraduate  Day  Program 
of  the  Medical  Institute  of  the  University  of  To- 
ledo will  be  given  on  Friday,  November  6,  1936, 
in  the  Henry  J.  Doermann  Auditorium  at  the 
University. 

Appearing  on  the  program  will  be  Dr.  Otto  H. 
Schwartz,  professor  of  obstetrics  and  gynecology, 
Washington  University  School  of  Medicine,  St. 
Louis,  and  Dr.  David  P.  Barr,  Busch  professor  of 
medicine,  Washington  University  School  of  Medi- 
cine. Dr.  Schwartz  will  deliver  three  lectures  on 
the  following  subjects:  Puerperal  Infection,  Its 

Incidence  and  Etiology;  Management  of  Breech 
Presentations — Based  on  Eight  Years  of  Experi- 
ence in  the  St.  Louis  Maternity  Hospital;  Ce- 
sarean Section,  Its  Incidence,  Indication  and  Tech- 
nique. Dr.  Barr  will  present  three  lectures  cover- 
ing various  fields  of  endocrinology. 

The  lecture  periods  will  be  as  follows:  10:00 
A.  M.  to  12:30  P.  M.;  1:30  to  4:00  P.  M.,  and  8:00 
to  10:30  P.  M.  A banquet  will  be  held  at  the 
University  at  6:30  P.  M.  in  honor  of  the  guest 
speakers.  The  committee  in  charge  of  arrange- 
ments consists  of  Dr.  Fred  M.  Douglass,  Dr. 
Barney  J.  Hein,  Dr.  John  T.  Murphy,  Dr.  E.  Ben- 
jamin Gillette  and  Dr.  Philip  C.  Nash,  President 
of  the  University. 

This  annual  medical  program  sponsored  by  the 
University  of  Toledo  is  made  possible  through  a 
bequest  of  the  retiring  Board  of  Trustees  of  the 
old  Toledo  Medical  College.  There  will  be  no 
registration  fee  and  a cordial  invitation  is  ex- 
tended to  all  members  of  the  medical  profession 
to  attend  the  meeting. 


Postgraduate  Course  in  “Endocrinology” 
Is  Given  by  Mahoning  County  Society 

Under  the  auspices  of  the  Mahoning  County 
Medical  Society,  Drs.  Roy  and  E.  Perry  McCul- 
lagh,  Cleveland,  are  presenting  a postgraduate 
course  in  “Endocrinology”  for  members  of  the 
medical  profession  in  Mahoning  County  and  sur- 
rounding counties.  The  course  began  Wednesday 
evening,  September  23,  and  will  continue  on  each 
succeeding  Wednesday  evening  until  the  full 
course  of  ten  lectures  is  presented.  Meetings  are 
held  in  the  auditorium  of  the  First  Christian 
Church,  Youngstown.  The  registration  fee  is 
$3.00. 


Fall  Graduate  Program  By  College  of 
Medicine;  O.  S.  U.,  on  November  21 

Ohio  State  University  College  of  Medicine  will 
present  its  Annual  Fall  Graduate  Program  in  Co- 
lumbus on  the  morning  of  November  21,  the  date 
of  the  Ohio  State-Michigan  homecoming  football 
game. 

General  and  special  surgical  clinics  will  be  pre- 
sented at  Starling-Loving  University  Hospital 
from  8:30  to  10:30,  medical  “ward  rounds”  from 
9:00  to  10:30,  and  from  10:30  to  11:30  a-  clinical- 
pathological  conference  will  be  held  in  the  lecture 
room. 

All  visiting  physicians  are  cordially  invited  to 
attend  the  meeting. 


Cleveland  Ophthalmological  Club  Post- 
graduate Course,  Dec.  7-9 

The  Cleveland  Ophthalmological  Club  will  pre- 
sent its  annual  postgraduate  course  in  opthalm- 
ology  at  Cleveland,  December  7,  8 and  9.  Members 
and  invited  guests  will  participate  in  the  program. 
The  registration  fee  is  $15.  Complete  details  con- 
cerning the  course  can  be  obtained  by  addressing 
Dr.  A.  D.  Ruedemann,  2090  E.  93rd  St.,  Cleveland. 


COMING  MEETINGS 

Ohio  State  Medical  Association,  Dayton,  during 
week  of  April  25-May  1,  1937. 

American  Medical  Association,  Atlantic  City, 
June  7-11,  1937. 

American  Association  of  Railway  Surgeons, 
Chicago,  Nov.  5-7. 

American  Society  of  Tropical  Medicine,  Colum- 
bus, Baltimore,  Nov.  18-20. 

First  International  Conference  on  Fever 
Therapy,  New  York,  Mar.  30-April  2,  1937. 

National  Society  for  the  Prevention  of  Blind- 
ness, Columbus,  Dec.  3-5. 

Radiological  Association  of  North  America,  Cin- 
cinnati, Nov.  30-Dec.  4. 

Southern  Medical  Association,  Baltimore,  Md., 
Nov.  17-20. 


Wins  $500  Essay  Award 

Captain  Harry  G.  Armstrong,  chief  of  the 
physiological  research  laboratory  at  Wright  Field, 
Dayton,  has  won  $500  and,  a gold  medal  for  the  best 
essay  submitted  by  an  army  surgeon  on  the  theme, 
“The  Importance  of  Coordinating  the  Military 
and  Naval  Medical  Services  with  the  Civilian 
Medical  Profession”.  The  award  was  made  at  the 
annual  meeting  of  the  Association  of  Military 
Surgeons  of  the  United  States  held  at  Detroit, 
October  29-31. 


ECONOMICS-  PROFESSIONAL  RELATIONS- - 
ORGANIZATION  PROBLEMS 


In  many  respects  the  Ninetieth  Annual  Meet- 
ing held  in  Cleveland,  October  7,  8 and  9,  1936, 
was  the  most  successful  ever  held  by  the  Ohio 

State  Medical  As- 

Reflections  About  the  sociation. 

1 The  program  in 

Recent  90th  Annual  general  was  one  of 

Meeting  in  Cleveland  the  finest  ever  pre- 

sented by  the  Asso- 
ciation. Polls  taken  among  many  who  attended, 
indicated  that  the  membership  was  well  pleased 
with  the  emphasis  placed  on  the  General  Scien- 
tific Sessions  and  that  a set-up  of  this  character 
should  be  formulated  for  future  annual  meetings. 
The  plan  of  having  but  one  session  of  each  of  the 
Scientific  Sections  was  commended  by  many.  How- 
ever, some  members  were  of  the  opinion  that  the 
Section  Sessions  should  not  have  been  held  on  the 
final  half-day.  Some  members  expressed  the 
opinion  the  meeting  should  be  confined  to  two 
days;  others  that  it  should  be  extended  to  three 
full  days. 

These  points  are  mentioned  to  give  the  member- 
ship some  idea  of  the  problems  which  confront  the 
committee  which  will  be  in  charge  of  the  program 
and  arrangements  for  the  1937  Annual  Meeting. 
Also,  to  emphasize  that  members  should  send  sug- 
gestions and  recommendations  immediately  to  the 
committee.  The  committee  cannot  read  the  minds 
of  the  members.  It  wants  to  bring  about  improve- 
ments in  the  Annual  Meeting  set-up  and  make  it  as 
nearly  perfect  as  possible.  It  must  have  the  active 
assistance  of  interested  members  if  additional  im- 
provements are  to  be  made. 

Probably  the  most  talked-about  feature  of  the 
Cleveland  meeting  was  the  Scientific  Exhibit.  It 
probably  was  the  largest  and  best  ever  presented 
by  a state  medical  society.  All  exhibitors  put  forth 
special  effort  to  make  their  exhibits  attractive  and 
interesting.  Anything  which  could  be  said  here 
complimenting  and  congratulating  Dr.  Russell 
Haden  and  his  committee  on  the  success  of  the 
Scientific  Exhibit  would  be  wholly  inadequate. 

The  House  of  Delegates  transacted  much  im- 
portant business.  It  adopted  a new  Constitution 
and  By-Laws  for  the  State  Association,  the  pro- 
visions of  which  will  add  much  strength  to  the  or- 
ganization machinery  of  the  Association.  It  is 
suggested  that  every  member  read  the  minutes 
of  the  House  of  Delegates  published  elsewhere  in 
this  issue  of  The  Journal.  Special  attention  should 
be  given  to  the  new  committee  set-up  which  will 
make  it  possible  for  the  Association  to  carry  on 
its  activities  with  greater  efficiency  and  dispatch 


and  permit  the  use  of  more  talent  in  organization 
work. 

The  Cleveland  committees  did  an  excellent  job. 
It  is  not  easy  to  make  adequate  arrangements  for 
a meeting  as  large  as  the  one  held  this  year  and 
especially  in  a building  as  spacious  as  the  Cleve- 
land Auditorium.  However,  the  details  in  general 
were  well-planned  and  the  follow-through  satis- 
factory. 

There  was  but  one  disappointing  thing  about 
the  1936  Annual  Meeting.  The  registration  of 
members  of  the  State  Association  was  entirely 
too  small.  The  total  registration  was  the  largest 
in  the  history  of  the  Association.  Nevertheless, 
at  least  twice  as  many  physicians  should  have 
registered  and  attended. 

The  membership  of  the  State  Association  at  the 
time  of  the  Annual  Meeting  was  5538 — the  largest 
in  its  history.  Less  than  one-fifth  of  the  "members 
registered  at  Cleveland. 

One  of  the  primary  objectives  of  the  leaders 
in  medical  organization  during  the  ensuing  year 
should  be  to  remedy  this  situation. 

The  1937  Annual  Meeting  will  be  held  in  Day- 
ton  during  the  week  of  April  25-May  1. 

The  decision  of  the  House  of  Delegates  to  revert 
to  a Spring  meeting  gives  the  new  Committee  on 
Scientific  Work  a difficult  assignment  and  places 
additional  hard  work  on'  the  shoulders  of  the 
officers  of  the  Scientific  Sections. 

The  tentative  program  for  the  1937  meeting 
must  be  compiled  during  the  next  month  or  month 
and  a half.  It  is  hoped  that  members  will  give 
those  in  charge  of  the  next  meeting  their  active 
and  conscientious  support  and  cooperation.  If  all 
members  take  a personal  interest  in  this  im- 
portant activity,  a program  as  fine  as  the  one  pre- 
sented in  Cleveland  can  be  given  at  the  Dayton 
meeting,  despite  the  comparatively  short  time  al- 
lowed for  working  out  the  details. 

The  Annual  Meeting  of  the  Ohio  State  Medical 
Association  is  the  feature  educational  project 
sponsored  by  the  Association  for  all  members.  Its 
success  depends  on  the  interest  of  all  members. 

Ask  those  who  were  fortunate  enough  to  be 
present  at  the  Cleveland  meeting  if  it  is  worth- 
while and  deserves  the  united  support  of  the 
membership. 


“Esprit  de  corps”  is  part  of  the  estate  of  an 
active  county  medical  society  which  is  more 
precious  than  gilt-edged  stocks  and  bonds. — 
Journal  of  the  Michigan  State  Medical  Society. 
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What  is  the  attitude  of  organized  labor  toward 
compulsory,  government-managed  health  insur- 
ance? 


Labor  Groups  Fear 
Compulsory  Sickness 
Insurance , Spokesman  Says 


Is  the  labor- 
ing man  ready 
t o relinquish 
his  inherent 
right  to  select 
his  own  physi- 
cian and  become  dependent  upon  a mechanized 
system,  subservient  to  political  manipulation,  for 
medical  care? 

These  are  two  questions  which  have  been  asked 
repeatedly  during  recent  years  by  those  who  have 
been  trying  to  secure  information  concerning  the 
attitude  of  various  groups  and  organizations  to- 
ward the  drive  being  waged  by  proponents  of 
programs  to  socialize  the  practice  of  medicine. 

For  this  reason,  an  article  written  by  Mr. 
James  H.  Anderson,  editor  of  the  Kansas  City 
Labor  News,  and  published  in  the  October  10, 
1936,  issue  of  the  Jackson  County  ( Kansas  City ) 
Medical  Journal,  is  of  peculiar  significance. 

The  worker’s  point  of  view  on  efforts  to  social- 
ize medical  service  is  discussed  intelligently — 
and,  we  believe,  conscientiously — by  Mr.  Anderson 
in  that  article  which  reads,  in  part,  as  follows : 


“Free  medical  care,  including  hospitalization, 
clinics  and  medicine,  supported  and  maintained  by 
states  and  local  communities,  through  a general 
taxation,  has  to  a certain  extent  existed  for  ages. 
Such  care  and  such  hospitalization  is  essential  and 
commendable  and  should  be  continued,  but  such 
free  service  was  created  for  the  purpose  of  giving 
aid  and  succor  to  those  financially  unable  to  pay 
their  own  way.  I do  not  believe,  and  I think  you 
will  agree  with  me,  that  it  was  not  created  or  in- 
tended for  those  who  were  or  are  able  to  pay. 

“Labor  is  not  in  favor  of  charity,  the  dole  or 
relief  for  those  who  are  able  to  work  and  earn  a 
decent  pay,  nor  in  favor  of  so-called  free  medical 
care,  whether  furnished  by  corporations  employ- 
ing groups  of  men  and  women,  or  whether  sup- 
ported and  maintained  by  federal,  state  or  local 
communities,  because  experience  has  taught  us 
that  such  service  is  not  always  very  satisfactory, 
and  in  the  long  run  those  receiving  such  service 
have  to  foot  the  bill  anyway,  either  through  de- 
duction in  pay  or  through  taxation. 

“It  has  been  found  that  physicians  for  instance, 
furnished  by  employers,  or  even  by  labor  and  fra- 
ternal organizations,  as  a general  rule  do  not  ren- 
der as  satisfactory  service  as  those  privately  em- 
ployed by  the  patient  himself. 

“Men  of  labor  as  well  as  others,  in  case  of  sick- 
ness or  disability,  prefer  to  choose  their  own  med- 
ical attendant  in  whom  they  have  confidence  and 
who  they  know  will  use  all  of  his  knowledge, 
science  and  ability  for  a speedy  recovery. 

“I  do  not  believe  that  labor  looks  with  much 
favor  on  comnulsory  insurance  * * * Oppor- 
tunity to  work  and  to  earn  is  the  cherished  hope 
of  all  members  of  organized  labor.  The  American 
Federation  of  Labor  was  founded  for  the  purpose 
of  obtaining  for  its  members:  decent  wages,  rea- 
sonable working  hours  and  sanitary  working  and 
living  conditions. 

“What  labor  wants  is  a decent  wage — a wage 
sufficient  to  meet  the  requirements  of  the  Ameri- 


can standard  of  living;  a wage  that  will  provide 
sanitary  housing,  wholesome  food,  decent  clothing; 
enough  to  keep  the  children  in  school  instead  of 
in  the  sweat  shop,  clean  amusements,  medical 
care,  premiums  of  health,  accident  and  life  in- 
surance, and  all  those  other  things  which  are  so 
essential  to  the  well-being  of  mankind,  besides 
some  kind  of  social  security  that  will  care  for  the 
aged. 

“Now,  to  the  medical  profession  I will  say  this 
in  all  candor  and  sincerity  that,  if  the  working 
people  were  permitted  to  work  and  would  receive 
decent  wages;  if  the  unemployment  of  those  able 
and  willing  to  work  was  reduced  to  a minimum, 
they  could  and  would,  when  sick  or  disabled,  be 
able  to  employ  and  pay  their  own  medical  at- 
tendant, buy  their  own  medicine  and  pay  their  own 
hospital  bills.  Physicians  and  surgeons  would  re- 
ceive their  just  and  equitable  compensation  for 
their  services,  hospital  bills  and  medicine  would 
be  paid  by  the  patients  themselves  without  fed- 
eral, state  or  local  aid  and  without  taxation  being 
placed  on  the  general  public.” 

Mr.  Anderson,  we  believe,  re-emphasizes  a vital 
factor  in  the  controversy  over  the  socialization  of 
medicine. 

How  do  the  laboring  groups  in  various  sections 
of  Ohio  view  this  question? 

This  is  an  assignment  which  the  Public  Re- 
lations Committee  of  each  county  medical  society 
might  undertake.  If  enlightenment  on  this  ques- 
tion is  sought  by  working  men  and  women,  the 
medical  profession  should  not  overlook  the  oppor- 
tunity to  supply  them  with  pertinent  information. 


Whatever  benefits  the  medical  profession  bene- 
fits the  public. — California  and  Western  Medicine. 


An  effort  has  been  made  from  time  to  time  in 
The  Journal  to  point  out  to  the  officers  and  com- 
mitteemen of  the  component  county  medical  so- 
cieties that  they  must 
keep  themselves  well- 
informed  on  public 
health  activities  i n 
their  respective  com- 
munities and  not  be  at 
all  backward  about  voicing  the  attitude  and 
official  policies  of  the  society  regarding  such  mat- 
ters. 

Occasionally  some  society  slips  up  on  a golden 
opportunity  to  make  its  influence  felt  and  to  take 
action  to  prevent  confusion  and  misunderstand- 
ings at  a later  date. 

Not  long  ago,  a program  to  immunize  pre-school 
children  was  agreed  upon  by  officials  of  the  State 
Department  of  Health  and  the  public  health  offi- 
cials of  one  Ohio  county. 

Before  definite  plans  were  made,  it  was  de- 
cided to  confer  with  the  local  medical  society.  A 
conference  was  held.  It  was  poorly  attended. 
Apparently  the  physicians  of  the  county  were  not 
greatly  interested. 

Then,  it  was  decided  to  poll  the  members  of  the 
society  by  mail  to  find  out  whether  they  wanted 
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to  undertake  the  responsibility  of  immunizing  in- 
digent children  and  receive  a fee,  to  be  paid  by 
the  health  department,  or  whether  they  were  will- 
ing to  let  the  local  health  officials  handle  the  im- 
munization of  children  whose  parents  were  unable 
to  pay  for  such  services. 

Hardly  a tenth  of  the  members  of  the  society 
acknowledged  the  questionnaire. 

Such  an  attitude  is  not  only  short-sighted  but 
unappreciative. 

If  misunderstandings  occur  between  the  physi- 
cians and  health  officials  of  that  county  on  im- 
munization and  similar  projects,  the  physicians 
must  take  a large  part  of  the  blame. 

We  hold  no  brief  for  public  health  officials  who 
exceed  their  authority  and  go  haywire  on  fantastic 
ideas.  At  the  same  time,  no  excuse  can  be  offered 
for  the  medical  society  which  refuses  to  make 
any  effort  to  prevent  objectionable  activities  from 
being  carried  on. 

When  a medical  society  is  asked  for  advice,  it 
certainly  should  realize  the  advisability  of  giving 
it,  even  if  the  final  decision  is  against  the  pro- 
posal. 

The  passive  attitude  assumed  by  some  of  the 
units  of  medical  organization  is  one  of  the  most 
glaring  weaknesses  in  medical  organization. 

It  can  and  should  be  corrected. 


Your  knowledge,  your  judgment,  is  ineffectual 
unless  you  vote. — Floyd  S.  Winslow,  M.D.,  Presi- 
dent, Medical  Society  of  the  State  of  New  York. 


One  of  the  common  complaints  of  the  laity  is 
directed  at  the  standardized  form  of  statement 
used  by  most  physicians. 

When  Mr.  John  Q. 

Monthly  Statements , Public  looks  over  his 

monthly  bills,  he  finds 
they  are  all  itemized, 
Will  Pay  Dividends  except  that  of  his 

physician  (in  most  in- 
stances), which  usually  reads:  “For  professional 

services  rendered,  $ ”.  Immediately  he 

conjectures  the  basis  for  the  amount.  How  many 
office  calls?  What  members  of  the  family  were 
treated  last  month?  Did  he  charge  more  for  that 
call  at  the  house  late  at  night? 

The  ultimate  effect  on  the  patient  would  be 
much  more  satisfactory  if  bills  for  medical  service 
were  properly  itemized. 

Another  custom  of  some  physicians  open  to 
criticism  is  that  of  rendering  statements  too  long 
a time  after  service  has  been  given. 

A patient  who  receives  a bill  from  his  physician 
once  a year  can  easily  rationalize  that  the  physi- 
cian is  in  no  great  hurry  for  his  money,  certainly 
not  so  eager  to  be  paid  as  the  coal  man,  the  de- 
partment store,  and  others  whose  bills  come  in 
promptly  on  the  first  of  each  month. 

Also,  a bill  for  six  month’s  or  a year’s  medical 


Properly  Itemized , 


service  often  presents  a problem  in  financing 
which  might  have  been  obviated  had  the  patient 
received  a bill  each  month. 

While  these  points  may  seem  trivial,  they  are 
thought  by  some  to  be  the  justification  for  the  oft- 
repeated  statement  that  “The  doctor  is  a poor 
business  man”. 

There  is  no  logical  reason  why  the  business  pro- 
cedure of  a physician’s  office  should  be  different 
from  that  of  any  other  office. 

Spasmodic  statements  from  a physician  con- 
taining the  phrase,  “For  Professional  Services 
Rendered”  may  have  a dignified  and  professional 
tone,  but  regular  monthly  bills,  properly  itemized, 
will  cause  fewer  misunderstandings,  and  will 
evoke  more  prompt  payment. 


It  should  be  obvious  to  all  of  us  that  the  surest 
way  to  defeat  efforts  toward  a fair  and  economi- 
cally sound  arrangement  for  medical  care  of  the 
indigent  or  needy  is  for  anybody — even  one  ir- 
responsible member — to  lay  himself  open  to  the 
charge  of  profiteering  at  the  expense  of  the  gov- 
ernment in  the  delivery  of  medical  care. — Minne- 
sota Medicine. 


It  will  be  remembered  by  those  who  read  the 
annual  report  of  the  Committee  on  Preventive 
Medicine  and  Periodic  Health  Examinations,  pub- 
lished in  the  October, 

Eye  Examinations  In  1936,  issue  of  The 
c j i ci  i i r>  Journal,  that  the  com- 

Schools  Should  Be  mittee  strongly  recom- 

Made  By  Physicians  mended  that  physi- 
cians and  medical  so- 
cieties pay  more  attention  to  activities  being  car- 
ried as  a part  of  so-called  sight-saving  campaigns 
and  similar  programs. 

The  wisdom  of  the  committee’s  suggestion  is 
borne  out  by  recent  developments  in  some  coun- 
ties where  eye  surveys  among  school  children  are 
being  carried  on  by  optometrists. 

This  is  the  situation  in  Miami  County  where  the 
superintendent  of  the  county  schools  and  the 
County  Board  of  Education  have  consented  to  a 
survey  of  grade  children’s  eyes  by  optometrists.. 

Fortunately,  the  Miami  County  Medical  Society 
is  an  alert  organization  and  lost  no  time  to  try  to 
put  an  end  to  an  activity  which  will  be  of  little 
benefit,  and  might  be  detrimental  to  the  best  in- 
terests of  school  children. 

As  pointed  out  in  resolutions  adopted  by  the 
Miami  County  Medical  Society,  checking  of  eyes 
of  school  children  is  distinctly  a medical  problem 
and  should  be  conducted  only  by  the  best  qualified 
persons — physicians. 

Moreover,  it  was  emphasized  by  the  society  that 
a board  of  education,  should  not  undertake  such  a 
program  without  first  securing  the  advice  of  com- 
petent medical  and  public  health  authorities, 
which  was  not  done  by  the  Miami  County  board. 
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As  a matter  of  fact,  Ohio  statutes  provide  that 
health  examinations  and  medical  services  for 
school  children  shall  be  rendered  by  physicians 
and  that  the  local  health  department  shall  serve  in 
an  advisory  capacity. 

Perhaps  similar  programs  are  being  carried  on, 
or  planned,  in  other  communities.  Every  county 
medical  society  should  find  out,  and  act  accord- 
ingly. 

No  one  will  quarrel  with  optometrists,  provid- 
ing they  stay  within  their  limited  field.  However, 
objections  must  be  raised  when  they  invade  a field 
of  activity  which  requires  medical  knowledge. 

Boards  of  education  and  others  should  be  in- 
formed that  optometry  is  essentially  a method  of 
measurement  of  deficiency  in  muscular  action  or 
in  construction  of  the  eye  with  the  adaptation  of 
eyeglasses  to  assist  the  eye  to  function.  The  tech- 
nic of  optometrists  and  their  qualifications  are 
inadequate  to  make  it  safe  for  them  to  conduct 
general  eye  examinations  in  the  schools.  Un- 
trained persons  cannot  be  expected  to  detect 
organic  defects.  False  security  and  physical  harm 
will  result  from  permitting  those  with  limited 
qualifications  to  render  services  which  should  be 
given  only  by  those  who  are  best  equipped  through 
education  and  experience  to  do  so. 

Here  is  a problem  which  should  have  the  at- 
tention of  all  county  medical  societies. 


It  is  largely  up  to  the  family  physician  in  the 
final  analysis,  if  we  desire  the  complete  con- 
fidence of  the  laity,  to  take  the  initiative  in  cor- 
recting, eliminating  or  avoiding  any  abuses  that 
may  have  in  the  past,  or  may  in  the  future,  creep 
into  the  practice  of  medicine — The  Wisconsin 
Medical  Journal. 


During  the  past  week  or  10  days,  we  have  had 
the  pleasure  of  reading  two  presidential  addresses 
— one  by  Dr.  R.  R.  Hendershott,  retiring  presi- 
dent of  the  Ohio 

Two  Addresses  Which  State  Medical  Asso- 
„ . ciation;  the  other  by 

Point  the  Way  for  Dr  R L Sensenich, 

Constructive  Action  retiring  president  of 

the  Indiana  State 


Medical  Association. 

Both  of  them  were  good;  both  of  them  full  of 
much  food  for  thought  and  fuel  for  action.  It  is 
urged  that  all  members  of  this  Association  read 
Dr.  Hendershott’s  brief  address  published  else- 
where in  this  issue. 


We  liked  especially  in  Dr.  Hendershott’s  re- 
marks made  at  the  Cleveland  Annual  Meeting,  his 
comments  on  the  need  for  medical  organization  to 
take  drastic  action  against  the  small  minority  of 
members  who  persist  in  violating  the  Principles 
of  Medical  Ethics. 

In  this  connection,  it  should  be  said  that  the 


medical  profession  was  handled  rather  roughly 
by  some  of  the  speakers  on  the  program  of  the 
recent  session  of  the  American  Hospital  Associa- 
tion in  Cleveland.  Charges  of  fee  splitting  and 
other  unethical  and  unprofessional  practices  were 
made  in  public  discussions  and,  of  course,  were 
not  overlooked  by  the  newspaper  reporters 
present. 

Doubtless,  the  hospital  officials  could  have  used 
their  time  to  better  advantage  had  they  confined 
their  discussions  entirely  to  ways  and  means  of 
making  hospitals  better  institutions  and  how  to 
eliminate  questionable  practices  on  the  part  of 
some  hospitals. 

Nevertheless,  there  is  this  much  to  be  said: 
The  medical  profession  can  expect  criticism  of  this 
character  so  long  as  the  respectable  majority  re- 
fuse to  exercise  their  authority  and  rights  and 
take  vigorous  action  against  offending  members. 

As  Dr.  Hendershott  pointed  out,  organized 
medicine  has  adequate  machinery  to  discipline 
guilty  members  and  should  cooperate  with  others 
in  punishing  physicians  who  are  not  members  of 
medical  organization. 

The  responsibility  in  the  first  instance  rests 
with  the  local  medical  societies. 

Dr.  Sensenich’s  address  dealt  for  the  most  part 
with  social  and  economic  problems  confronting  the 
medical  profession.  Put  more  money  in  the  pay 
envelope  so  that  the  wage  earner  can  choose  his 
own  physician  rather  than  establish  a system  of 
politically-controlled  socialized  medicine,  he  advo- 
cated. He  pointed  out  that  good  medical  care  can- 
not keep  the  individual  well  and  capable  of  ef- 
fective work  wffien  unfavorable  living  conditions 
make  this  impossible  and  that  regimentation  for 
the  purpose  of  securing  medical  care  of  poor  qual- 
ity is  a cruel  substitute. 

These  are  more  than  “just  another  presidential 
address”.  They  have  meat  in  them.  They  offer 
challenges  to  the  initiative  and  courage  of  the 
medical  profession. 


I shall  try  to  correct  errors  when  shown  to  be 
errors,  and  I shall  adopt  new  views  so  fast  as  they 
appear  to  be  true  views. — Abraham  Lincoln. 


Rather  startling  changes  in  the  present  system 
of  medical  education  may  be  anticipated  during 
the  next  few  years. 

Judging  from  some 

Medical  Education  of  the  suggestions 

which  have  been  of- 
and  General  fered  by  many  who 

Cultural  Courses  have  given  this  ques- 

tion serious  thought, 
the  reorganization  will  be  beneficial. 

An  article  written  by  Dr.  Howard  Dittrick, 
associate  editor  of  The  Bulletin  of  the  Cleveland 
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Academy  of  Medicine  and  published  in  a recent 
issue  of  that  publication,  is  an  example  of  some 
of  the  constructive  recommendations  which  have 
been  advanced. 

“A  news  item  in  the  New  York  Times  gives 
physicians  some  food  for  thought,”  wrote  Dr. 
Dittrick. 

“The  issue  of  January  26,  1936,  carries  the 
announcement  by  President  James  A.  McCain, 
new  head  of  the  Association  of  American  Col- 
leges, of  a ‘movement  looking  toward  the  abolition 
of  pre-medical  courses  in  the  nation’s  colleges’. 

“President  McCain  hopes  ‘that  sufficient  prep- 
aration for  the  study  of  medicine  could  be  ar- 
ranged through  the  regular  college  curriculum’. 

“This  would  appear  to  be  a decidedly  forward 
step  in  producing  a physician  with  a broader  basic 
education  instead  of  one  whose  major  studies  have 
been  restricted  to  the  natural  sciences.  There  is 
no  gainsaying  that  a physician  is  a citizen  (mem- 
bership in  the  local  medical  society  requires 
citizenship)  who  is  devoting  his  life  to  the  pre- 
vention and  cure  of  disease.  Of  course  his  chief 
purpose  is  care  of  the  sick,  but  as  a citizen  of  the 
community  he  has  in  addition  civic  obligations. 
Of  recent  years  he  has  relegated  these  chiefly  to 
representatives  of  the  legal  profession.  Had  more 
physicians  assumed  civic  responsibility  during  the 
past  ten  years,  taking  some  hand  in  shaping  pub- 
lic opinion  (at  least  that  pertaining  to  medical 
practice)  through  policies  and  legislation,  we 
might  not  have  faced  concern  over  the  threat  of 
state  medicine. 

“Hence  a physician  whose  preliminary  educa- 
tion has  not  been  occupied  with  subjects  having  a 
direct  bearing  on  medicine  but  rather  included 
general  cultural  courses,  has  a broader  human 
understanding  in  his  practice  as  well  as  a better 
appreciation  of  public  measures  and  the  obliga- 
tions of  citizenship. 

“The  abolition  of  pre-medical  courses  would 
afford  an  opportunity  for  the  undergraduate  to 
avail  himself  of  the  wide  range  of  excellent 
courses  which  have  been  denied  him.  Perhaps  we 
might  even  return  to  that  old  prerequisite  to 
medicine  in  the  12th  Century,  rhetoric;  for  even 
in  those  days  the  value  of  the  study  of  the 
humanities  was  recognized.  The  desideratum  is 
the  development  of  physicians  who  shall  be  not 
merely  commonly,  but  invariably  cultured  citi- 
zens.” 


If  medicine  is  to  continue  its  progress,  if  the 
American  people  are  to  have  a good  or  better 
quality  of  medical  care,  and  if  the  American  phy- 
sician is  to  keep  or  improve  his  place  in  the  sun, 
the  scientific  aspects  of  medicine  must  not  take  a 
secondary  place  in  society  activities — nor  in  the 
thoughts  of  individual  physicians. — Detroit  Medi- 
cal News. 


Industrial  Accidents  in  1935  Analyzed  as 
to  Character  of  Injury 

The  annual  statistical  report  prepared  by  the 
Division  of  Safety  and  Hygiene  of  the  State  In- 
dustrial Commission  contains  much  interesting 
data  concerning  the  accident  experience  of  Ohio 
industry  in  1935. 

Of  the  164,572  injury  claims  filed  with  the  Com- 
mission during  the  year,  113,028 — 69  per  cent — 
were  “medical  only”  cases,  in  which  no  time  lost 
was  involved  and  no  compensation  paid. 

Fatalities  numbered  962;  permanent  total  dis- 
abilities, 9;  permanent  partial  disabilities,  1,543; 
temporary  disabilities  over  seven  days,  30,541; 
temporary  disabilities  seven  days  and  under, 
18,489. 

As  in  preceding  years,  cuts  and  lacerations  fur- 
nished the  basis  for  more  claims  than  any  other 
form  of  injury.  Claims  due  to  this  class  of  in- 
jury numbered  72,361. 

Other  causes  and  the  number  of  claims  were: 
crushes  and  bruises,  31,787;  sprains  and  strains, 
20,792;  puncture  wounds,  13,584;  fractures,  10,- 
627;  burns  and  scalds,  10,905;  dislocations,  619; 
traumatic  amputations,  670;  asphyxiations,  152; 
drownings,  5,  and  unclassified,  2,878. 

The  amputations  reported  represent  the  loss  of 
nine  arms,  nine  hands,  635  fingers,  two  legs  and 
15  toes. 

Injuries  to  fingers  of  Ohio  workmen  were  the 
basis  of  the  greatest  number  of  claims,  with  a 
total  of  43,621.  Eye  injuries  were  second  with 
29,536  cases.  Others  included:  the  trunk,  21,833; 
legs,  15,937;  arms,  15,846;  hands,  13,374;  head 
and  face,  10,488;  feet,  8,233,  and  toes,  5,704. 

Included  in  the  10,627  fractures  reported  in 
claims  for  compensation  were:  fingers,  2,046; 
toes,  1,974;  arms,  1,385;  ribs,  1,368;  legs,  1,128; 
feet,  934;  hands,  444;  skull,  297;  teeth,  320;  verte- 
brae, 310;  nose,  139;  pelvis,  146,  and  jaws,  71. 

Ohio  workmen  lost  7,936,820  work  days  as  a 
result  of  injuries  during  the  year. 

According  to  the  actuarial  report  of  the  State 
Industrial  Commission  for  1935  (September,  1936, 
issue  of  The  Ohio  State  Medical  Journal,  pages 
1025-1026),  the  total  medical  cost  paid  out  in  1935 
was  $3,058,968,  of  which  $1,997,063  or  65  per  cent 
represent  the  cost  on  accidents  occurring  in  1935. 


Birth  Control  Council  Formed 

The  National  Medical  Council  on  Birth  Con- 
trol, 515  Madison  Avenue,  New  York  City,  has 
been  organized  for  the  following  purposes: 
(1.)  To  control  and  supervise  all  medical  policies 
of  the  American  Birth  Control  League.  (2.)  To 
initiate,  encourage,  and  execute  appropriate  sci- 
entific research  in  the  medical  aspects  of  birth 
control. 


THE  MEDICAL  BOOKSHELF 


Williams’  Obstetrics,  7th  Edition,  by  Dr. 
Henricus  J.  Stander,  professor  of  obstetrics 
and  gynecology,  Cornell  University.  $10.00. 
Pp.  1269.  D.  Appleton  Century  Company,  New 
York. 

Williams’  Obstetrics  needs  no  introduction  hav- 
ing been  a standard  text  for  a third  of  a century 
and  Dr.  Stander  has  done  full  justice  to  the 
undertaking  of  bringing  out  the  up-to-date  7th 
edition. 

The  book  is  almost  encyclopedic  in  its  propor- 
tions, running  over  1200  pages.  It  is  generously 
illustrated  in  the  semi-diagramatic  manner  so  de- 
cidedly preferable  to  actual  photographs. 

The  section  on  anatomy  is  especially  good  and 
its  text  and  illustrations  clear  up  many  confusing 
points. 

The  chapter  on  the  sex  hormones  fails  to  clarify 
this  confusing  subject  but  the  author  is  not  to  be 
blamed  for  that.  In  the  present  state  of  our 
knowledge  and  nomenclature  it  is  exceedingly 
difficult  to  prepare  a clear  and  practical  presen- 
tation of  this  subject  without  the  risk  of  early 
obsolescence.  For  example,  in  ordinary  usage  the 
terms  corpus  luteum  (extract)  and  progestin  are 
used  almost  synonomously  and  yet  one  of  the 
popular  brands  of  corpus  lutem  extract  is  pure 
estrin.  It  is  true  that  estrin  can  be  extracted 
from  the  corpus  luteum,  but  when  corpus  luteum 
extract  that  is  pure  estrin  is  given  clinically  in 
the  belief  that  it  is  progestin  and  with  the  expec- 
tation of  a progestin  effect  failure  and  disappoint- 
ment are  inevitable. 

Two  subjects  are  omitted  that  rightfully  be- 
long in  a text  as  pretentious  as  this  one.  They 
are  sterility  and  birth  injuries  of  the  baby. 

Certain  subjects,  such  a pubiotomy,  symphysio- 
tomy and  the  Abderhalden  test,  to  name  only  a 
few,  could  be  reduced  to  historical  mention  only 
to  make  space  for  consideration  of  at  least  the 
fundamentals  of  sterility. 

Birth  injuries  of  the  child  are  usually  neglected 
in  obstetrical  textbooks.  They  put  excessive  em- 
phasis on  technical  fine  points  in  pelvimetry  with- 
out making  it  clear  that  the  point  of  careful  pel- 
vimetry is  not  to  determine  whether  the  baby  can 
be  born  through  the  pelvis,  but  to  determine 
whether  it  can  be  bom  safely  that  way.  A 
logical  approach  to  the  problems  obviously  is  im- 
possible without  adequate  knowledge  of  the  types 
and  origin  of  birth  injuries.  When  Stander  ex- 
presses a preference  for  the  Mauricean  maneuver 
over  forceps  on  the  after  coming  head  I disagree 
on  the  grounds  that  he  is  favoring  a procedure 
predisposing  to  fetal  injury  over  one  almost  sure 
to  prevent  it.  When  he  says  in  normal  delivery 
after  birth  of  the  head  “traction  is  usually  un- 
necessary” he  is  guilty  of  understatement.  It 
should  be  emphasized  that  to  protect  the  brachial 


plexus  the  shoulders  should  be  delivered  by 
pressure  over  the  fundus,  never  by  traction. 
These  things,  of  course,  are  matters  of  personal 
opinion  and  whether  or  not  you  agree  with  Dr. 
Stander’s  opinions  you  must  respect  them. 

With  the  exception  of  the  two  subjects  named 
the  book  is  very  complete.  It  is  practical,  concise 
and  well  written.  It  covers  an  enormous  field. 
Historical  references  are  adequate  and  at  the  end 
of  each  chapter  is  a lengthy  and  valuable  biblio- 
graphy. The  book  is  highly  recommended. — 
Charles  W.  Favey,  M.D. 

The  American  Medical  Profession,  1783  to 
1850,  by  Henry  Burnell  Shafer.  $3.25.  Pp. 
271.  Columbia  University  Press,  2960  Broad- 
way, New  York  City. 

This  brief  study  of  the  American  medical  pro- 
fession during  the  years  from  1783  to  1850  serves 
a two-fold  purpose.  It  covers  a period  which  has 
been  neglected  by  writers  of  medical  history. 
Here  it  was  that  the  microscope  began  to  be 
applied  to  anatomy  and  pathology.  There  is  also 
the  sudden  discovery  of  the  anesthetic  use  of 
ether,  followed  by  the  whole  medical  revolution. 
Obviously,  during  these  years  the  foundations  of 
this  revolution  were  laid.  What  were  they  ? 
They  were  the  application  of  the  scientific  spirit 
to  medicine,  and  the  consequent  extension  of  medi- 
cal education,  the  development  of  societies  and 
medical  literature  and  the  arousing  of  an  interest 
in  medicine.  A thorough  study  of  the  transition 
of  medicine,  in  America,  from  colonial  to  modern 
practices  is  attempted  in  this  volume. 

Besides  its  usefulness  and  interest  to  the  medi- 
cal profession  the  book  supplies  the  background 
of  social  history  in  so  far  as  medicine  is  con- 
cerned. It  gives  the  social  historian  an  account 
of  medical  activity  in  the  United  States  during 
a period  for  which  there  is  little  secondary  ma- 
terial. 

The  book  is  wholeheartedly  recommended  to 
anyone  interested  in  this  most  important  period 
in  American  Medical  History. — Jonathan  For- 
man, M.D. 

Dr.  Colwell’s  Daily  Log  for  Physicians.  Col- 
well Publishing  Company,  Champaign,  Illinois. 

This  is  one  of  the  most  practical  and  simple 
systems  of  bookkeeping  yet  offered  for  physicians. 

First  published  by  a practicing  physician  in 
1927,  annually  edited  and  refined  in  accordance 
with  suggestions  made  by  patrons,  this,  the  Tenth 
Annual  Issue,  is  the  most  useful  yet  offered. 
Added  this  year  are  forms  for  notifiable  diseases, 
and  utility  forms  which  can  be  adapted  by  the 
individual  physician  to  suit  his  particular  needs. — 
Jonathan  Forman,  M.D. 
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Medical  Bills  Totaling  $196,395  Paid  by 
WPA  in  Ohio  Since  July,  1935;  New 
District  Set-ups  Summarized 

According  to  a report  recently  issued  by  Glen 
I.  Hay,  State  Compensation  Officer,  Works  Prog- 
ress Administration  in  Ohio,  17,570  claims  amount- 
ing to  $196,395.38  have  been  filed  with  the  United 
States  Employes’  Compensation  Commission  for 
the  payment  of  bills  for  medical  and  hospital  ser- 
vices to  injured  WPA  workmen  since  the  begin- 
ning of  WPA  in  Ohio  in  July,  1935,  to  October  1, 
1936.  During  September,  1936,  medical  and  hos- 
pital expense  bills  in  the  amount  of  $22,820.52 
were  filed. 

It  was  reported  that  few  complaints  have  been 
received  from  the  medical  profession  concerning 
the  administration  of  WPA  injury  claims. 

The  set-up  of  WPA  district  offices  was  re- 
cently revamped.  Location  of  each  district  office; 
counties  comprising  each  district,  name  of  the 
director  and  the  compensation  officer,  are  as  fol- 
lows: 


District  Number  District  Compensation 

Address  District  Director  Officer 


District  No.  1 R.  D.  McGill  H.  G.  Ripple 
117  Federal  St. 

Youngstown 

Counties — Mahoning,  Ashtabula,  Trumbull,  Columbiana, 
Geauga  and  Lake 


District  No.  2 L.  C.  Gibson  Carl  L.  Gross 

34  N.  Third  St. 

Zanesville 

Counties — Muskingum,  Coshocton,  Perry,  Morgan,  Noble, 
Guernsey,  Tuscarawas,  Carroll,  Harrison, 
Belmont,  Monroe  and  Jefferson 


District  No.  3 Geo.  E.  Carr  Raye  L.  Welsh 

56  N.  Court  St. 

Athens 

Counties — Athens,  Washington,  Hocking,  Vinton,  Meigs, 
Jackson,  Gallia  and  Lawrence 

District  No.  4 Jos.  H.  Alexander 

Bd.  of  Education  Bldg, 

Cleveland 

Counties — Cuyahoga 

J.  Carroll  Wolfe 

District  No.  5 M.  R.  Paul 

76  S.  High  St. 

Akron 

H.  E.  Frazier 

Counties — Summit,  Portage,  Stark 

and  Medina 

District  No.  6 S.  D.  Downing 

404  Wayne  St. 

Sandusky 

Jean  A.  O’Neall  (Mrs.) 

Counties — Erie,  Lorain,  Seneca,  Huron,  Wyandot,  Crawford, 
Richland,  Ashland,  Wayne,  Marion,  Morrow, 
Knox  and  Holmes 


District  No.  7 George  Brooks  W.  D.  Bower 
80  E.  Chestnut  St. 

Columbus 

Counties — Franklin,  Union,  Delaware,  Licking,  Madison 
and  Fairfield 


District  No.  8 L.  L.  Henninger  Pryor  T.  Harmount 
213  E.  Water  St. 

Chillicothe 

Counties — Ross,  Fayette,  Pickaway,  Clinton,  Highland, 
Pike,  Brown,  Adams  and  Scioto 


District  Number  District  Compensation 

Address  District  Director  Officer 


District  No.  9 William  Schmuhl  Carl  Osborn 
201  Belmont  Ave.  (Acting) 

Toledo 

Counties — Lucas,  Williams,  Fulton,  Defiance,  .Henry,  Wood, 
Ottawa  and  Sandusky 


District  No.  10  Fred  Roose  B.  R.  Hines  (Mrs.) 

Dime  Bldg.,  Public  Sq. 

Lima 

Counties — Allen,  Paulding,  Putnam,  Hancock,  Van  Wert, 
Hardin,  Mercer,  Auglaize,  Shelby  and  Logan 


District  No.  11  H.  J.  Derivan  E.  V.  Bundenthal 
4100  W.  3rd  St. 

Dayton 

Counties — Montgomery,  Darke,  Miami,  Champaign,  Clark, 
Preble  and  Greene 


District  No.  12  L.  A.  Gillett  T.  E.  Arnold 

1316  Pendleton  St. 

Cincinnati 

Counties — Hamilton,  Butler,  Warren  and  Clermont 


Recent  Rulings  of  Attorney  General 

Among  the  rulings  recently  issued  by  Attor- 
ney General  John  W.  Bricker,  are  the  following 
on  medical  and  public  health  questions: 

Opinion  No.  6009  (August  28,  1936) — A board 
of  health  may,  under  the  provisions  of  Section 
5652-16,  General  Code,  declare  a quarantine  of 
all  dogs  within  the  territory  under  its  jurisdic- 
tion or  part  thereof,  regardless  of  whether  or  not 
the  dogs  have  been  immunized  against  rabies, 
whenever  in  its  judgment  rabies  shall  be  declared 
to  be  prevalent  and  such  step  is  deemed  neces- 
sary for  the  prevention  or  restriction  of  disease. 

Opinion  No.‘6083  (September  16,  1936) — Under 
the  provisions  of  Section  2856-3,  General  Code,  a 
coroner  who  performs  an  autopsy  should  receive 
a fee  of  $20.00,  and  where  the  body  is  infected 
or  decomposed,  he  should  receive  a fee  of  $40.00. 
All  dead  bodies  are  not  infected  nor  are  they 
decomposed  within  the  meaning  of  that  term  as 
used  in  Section  2856-3,  General  Code. 


Attend  Ophthalmology  Meeting 

Ohio  physicians  who  attended  the  recent  meet- 
ing of  the  American  Academy  of  Ophthalmology 
and  Otolaryngology  in  New  York  included:  Dr. 

Herbert  D.  Emswiler,  Dr.  Ivor  G.  Clark,  Dr.  F.  W. 
Thomas,  Dr.  W.  C.  Davis,  Dr.  D.  M.  Johnson,  Dr. 
E.  W.  Troutman,  Dr.  E.  D.  Helfrich,  Dr.  Russel 
Means,  Dr.  Claude  S.  Perry,  Dr.  H.  M.  Sage,  Dr. 
E.  Paul  Shepard,  Dr.  E.  W.  Harris  and  Dr.  A.  D. 
Frost,  Columbus;  Dr.  C.  J.  Schirack,  Dr.  J.  F. 
Toot,  Dr.  J.  R.  Brandon,  Dr.  J.  N.  Hoffman,  Dr. 
C.  B.  King,  Dr.  H.  V.  Weaver  and  Dr.  George 
King,  Canton;  Dr.  O.  J.  Walker,  Dr.  Wm.  H. 
Evans,  Dr.  John  L.  Keyes  and  Dr.  E.  C.  Gold- 
camp,  Youngstown;  Dr.  D.  W.  Hogue,  Springfield; 
and  Dr.  R.  S.  Martin,  Zanesville. 


NUMBER  OF  DEATHS  IN  OHIO  IN  1935  INCREASES,  BUT  SLIGHT 
DECREASE  IS  RECORDED  IN  RATE  PER  1,000  POPULATION 


INTERESTING  information  concerning  mor- 
tality statistics  in  Ohio  during  1935,  as  com- 
pared with  1934,  are  contained  in  the  follow- 
ing report  compiled  for  The  Journal,  by  I.  C. 
Plummer,  chief,  Division  of  Vital  Statistics,  State 
Department  of  Health : 

The  number  of  deaths  in  Ohio  for  the  year  1935 
showed  a slight  increase  over  the  year  1934,  with 
the  population  increasing  sufficiently  to  cause  a 
small  decrease  in  the  death  rate  from  10.9  per 
1000  population  in  1934  to  10.8  in  1935. 

Since  the  year  1933,  when  Ohio  showed  the 
lowest  death  rate  (10.5)  ever  recorded,  there  has 
been  a gradual  increase  in  the  number  of  deaths 
reported  to  the  Department  of  Health,  Division 
of  Vital  Statistics. 

In  1935  there  were  77,238  deaths.  This  number 
has  been  surpassed  only  in  four  other  years:  1918 
during  the  influenza  epidemic;  1926  with  the  re- 
turn of  influenza  and  local  epidemics  in  measles 
and  whooping  cough;  1928  and  1929,  influenza  re- 
turning in  November  and  December,  1928,  and  con- 
tinuing through  January,  February  and  March, 
1929. 

It  is  also  interesting  to  note  that  influenza  had 
the  greatest  increase  in  the  number  of  deaths  for 
the  year  1935,  with  no  serious  epidemics  or 
catastrophies  reported  throughout  the  state. 

The  ten  leading  causes  of  death  in  order  of 
their  increases  were:  Influenza,  cancer  (all 

forms),  epidemic  cerebrospinal  meningitis,  pneu- 
monia (all  forms),  diseases  of  the  heart,  cerebral 
hemorrhage,  tuberculosis  (all  forms),  diabetes, 
automobile  accidents  and  the  puerperal  state. 

The  ten  causes  of  death  showing  the  greatest 
decrease,  listed  in  order  of  their  decreases  were: 
Diarrhea  and  enteritis  (under  two  years  of  age), 
suicides,  burns,  falls,  homicides,  typhoid  fever, 
diphtheria,  whooping  cough,  streetcar  accidents 
and  acute  anterior  poliomyelitis. 

The  increase  of  94  deaths  in  tuberculosis  for  the 
year  1935  is  interesting  from  the  fact  that  this  is 
the  first  increase  in  this  cause  of  death  since  1928 
when  53  more  were  reported  than  for  the  year 
1927.  In  1909  tuberculosis  ranked  first  as  a cause 
of  death  in  Ohio,  today  it  ranks  seventh  However, 
it  continues  to  be  the  foremost  cause  of  death  in 
the  state  in  the  most  productive  period  in  the  lives 
of  the  citizens,  between  the  ages  of  15  and  45 
years,  compared  with  diseases  of  the  heart  that 
ranks  first  as  a cause  of  death  today.  In  this  age 
group  last  year  there  were  1971  tuberculosis 
deaths  as  compared  with  only  925  from  diseases 
of  the  heart. 

The  number  of  deaths,  under  one  year  of  age, 
decreased  from  5383  in  1934  to  5080  in  1935.  The 


infant  mortality  per  1000  live  births  for  1935  was 
50,  in  1910  it  was  113.  Deaths  during  the  first  day 
of  life  numbered  1,901,  from  the  second  day  to  the 
end  of  the  first  week  788,  from  the  second  week 
to  the  end  of  the  first  month  538.  The  major  cause 
of  death  in  all  three  periods  was  “premature 
birth”.  After  the  first  day  of  life,  the  probability 
of  living  increased  2.4  times  during  the  next  six 
days  and  3.5  times  during  the  next  three  weeks 
of  life. 

Tabulated  below  are  the  principal  causes  of 
death,  with  rates  per  100,000  population  for  the 
years  1934  and  1935: 


Number 

1934 

Number  Rate 
1935  1934 

Rate 

1935 

Typhoid  fever 
Smallpox 

123 

97 

1.75 

1.36 

Measles  

144 

145 

2.05 

2.04 

Scarlet  fever  ....  ... 

233 

233 

3.32 

3.28 

Whooping  cough  ..  . 

302 

187 

4.30 

2.63 

Diphtheria  . _ ...  . ■ 

197 

178 

2.80 

2.50 

Influenza  ....  . . 

1203 

1707 

17.14 

24.02 

Acute  anterior  poliomyelitis 

40 

31 

.57 

.44 

Lethargic  encephalitis  . _ 
Epidemic  cerebrospinal 

71 

70 

1.01 

.98 

meningitis  ..  ..  _ 

70 

228 

.99 

3.20 

Rabies  . .... 

1 

2 

.01 

.03 

Tuberculosis  (all  forms) 

3511 

3605 

50.03 

50.72 

Cancer  (all  forms)  _ 

8043 

8263 

114.61 

116.26 

Diabetes  ..  ... 

Diseases  of  nervous 

1673 

1742 

23.84 

24.52 

system  ._  

9158 

8977 

130.50 

126.31 

Cerebral  hemorrhage  . 

7084 

7204 

100.94 

101.36 

Diseases  of  circulatory  system  . 

19018 

19116 

271.00 

268.96 

Diseases  of  the  heart 

Diseases  of  the  respiratory 

16988 

17120 

242.07 

240.87 

system  . ..  ...  ... 

5904 

6009 

84.13 

84.54 

Pneumonia  (all  forms) 

5199 

5339 

74.09 

75.11 

Diseases  of  the  digestive  system 
Diarrhea  and  enteritis — 

4712 

4462 

67.15 

62.78 

under  2 years..  _ . ....  . 

Diseases  of  genito-ur inary 

527 

400 

7.51 

5.63 

system 

6500 

6478 

92.63 

91.14 

Nephritis  . 

5475 

5439 

78.02 

76.52 

The  puerperal  state.  ....  601 

Malformation  & diseases  peculiar 

626 

8.56 

8.81 

to  early  infancy.  _.  ... 

3171 

3168 

45.19 

44.58 

Suicide  . 

1127 

1036 

16.06 

14.57 

Homicide  

513 

475 

7.31 

6.68 

Conflagration  ._  . 

Accidental  burns 

106 

80 

1.51 

1.12 

(conflagration  ex.) 

336 

302 

4.79 

4.25 

Accidental  falls  ...  

1786 

1744 

25.45 

24.54 

Railroad  accidents  — 

220 

235 

3.14 

3.30 

Streetcar  accidents  _ . _.  .. 

24 

34 

.34 

.48 

Automobile  accidents 

2126 

2177 

30.30 

30.63 

All  other  accidents ~ 

2186 

1744 

31.15 

24.54 

Total  accidents  ..  ... 

6784 

6316 

96.67 

88.87 

All  other  causes  . 

3977 

4087 

56.67 

57.50 

Grand  Totals 

77076 

77238 

1098.33  1086.73 

A cash  award  of  $1000  is  offered  by  The  Wil- 
liams & Wilkins  Company  of  Baltimore  for  the 
best  manuscript  on  a science  subject,  presented 
before  July  1,  1937.  The  publishers  put  no  limi- 
tations on  the  subject-matter  or  manner  of  hand- 
ling, and  none  on  eligibility  for  the  award.  The 
manuscript  must  be  in  English  and  “of  a sort  cal- 
culated to  appeal  to  the  taste  of  the  public  at 
laYge”.  The  desired  length  is  given  as  100,000 
words.  Further  details  may  be  had  by  addressing 
the  publishers. 
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IN  MEMORIAM 


Elroy  Vernon  Bishop,  M.D.,  Cleveland;  Cleve- 
land-Pulte  Medical  College,  1901;  aged  62;  former 
member  of  the  Ohio  State  Medical  Association 
and  the  American  Medical  Association;  died  Sep- 
tember 18.  After  having  practiced  in  Cleveland 
for  35  years,  Dr.  Bishop  retired  a year  ago  be- 
cause of  ill  health.  He  was  a member  of  the 
Masonic  Order.  Surviving  are  his  widow  and 
two  brothers — Dr.  Hudson  D.  Bishop  and  Dr. 
George  Bishop,  Cleveland. 

Howard  Malcolm  Byall,  M.D.,  Montpelier;  Rush 
Medical  College,  University  of  Chicago,  1884; 
aged  78;  member  of  the  Ohio  State  Medical  Asso- 
ciation and  Fellow  of  the  American  Medical  As- 
sociation; died  Sept.  5,  at  St.  Petersburg,  Fla.  Dr. 
Byall  was  a native  of  Indiana,  where  he  began  the 
practice  of  medicine.  He  had  been  in  Montpelier 
since  1892. 

Joseph  Vale  Cleaver,  M.D.,  Akron;  University 
of  Pennsylvania  School  of  Medicine,  1887;  aged 
78;  former  member  of  the  Ohio  State  Medical  As- 
sociation and  the  American  Medical  Association; 
died  September  26.  Dr.  Cleaver  had  practiced  in 
Akron  since  1887,  and  for  many  years  was  a 
member  of  the  staff  of  City  Hospital.  His  widow 
and  a daughter  survive. 

James  H.  Fritts,  M.  D.,  Ash  Ridge;  Cincinnati 
College  of  Medicine,  1888;  age  90;  died  October 
5.  Dr.  Fritts  practiced  in  Ash  Ridge  for  64  years. 
He  was  a member  of  the  I.  0.  0.  F.  Lodge.  His 
son  survives. 

Sulveanus  S.  Gabriel,  M.D.,  Piqua;  Baltimore 
Medical  College,  1893;  aged  77;  member  of  the 
Ohio  State  Medical  Association  and  the  Amer- 
ican Medical  Association;  died  September  15.  Dr. 
Gabriel  had  practiced  in  Montezuma,  De  Kalb 
County,  Illinois,  and  at  Anna  before  moving  to 
Piqua  in  1919.  He  had  been  a member  of  the 
Masonic  Order  and  the  Baptist  Church  for  54 
years.  He  is  survived  by  his  widow,  two  daugh- 
ters, a son  and  two  sisters. 

John  V.  Gallagher,  M.D.,  Cleveland;  Western 
Reserve  University  School  of  Medicine,  1891; 
aged  71;  died  September  26.  Dr.  Gallagher  had 
practiced  in  Cleveland  for  45  years.  For  many 
years  he  was  chief  of  staff  at  St.  Alexis’  Hos- 
pital. Two  sons  survive. 

Edwin  Curtis  Garvin,  M.D.,  Cleveland;  Western 
Reserve  University  School  of  Medicine,  1894;  aged 
64;  member  of  the  Ohio  State  Medical  Associa- 
tion and  the  American  Medical  Association;  died 
September  24.  Dr.  Garvin  had  practiced  in  Cleve- 
land for  42  years.  He  was  a member  of  the 
Masonic  Order  and  the  Church  of  Christ.  His 
widow,  a daughter  and  a son — Dr.  Curtis  F. 
Garvin,  Cleveland,  survive. 


Harvey  Preston  Gillespie,  M.D.,  Woodsfield; 
Starling  Medical  College,  Columbus,  1907;  aged 
68 ; member  of  the  Ohio  State  Medical  Association 
and  Fellow  of  the  American  Medical  Association; 
died  September  23.  Dr.  Gillespie  practiced  at 
Lebanon  for  several  years  before  locating  at 
Woodsfield  20  years  ago.  He  is  survived  by  his 
widow,  a daughter  and  two  sons — Dr.  Byron 
Gillespie,  Woodsfield,  and  Dr.  Emerson  Gillespie, 
Canton. 

Clinton  M.  Hiestand,  M.D.,  Springfield;  Medical 
College  of  Ohio,  1894;  aged  69;  member  of  the 
Ohio  State  Medical  Association  and  the  American 
Medical  Association;  died  October  12.  Dr.  Hie- 
stand practiced  in  Springfield  for  many  years.  He 
was  a member  of  the  Masonic  Order.  His  widow, 
three  sons,  including  Dr.  Richard  C.  Hiestand, 
Springfield  and  Dr.  Robert  Hiestand,  Cincinnati; 
a brother— Dr.  Horace  L.  Heistand,  Springfield 
and  two  sisters,  survive. 

William  E.  Hover,  M.D.,  Sarasota,  Florida; 
Medical  College  of  Ohio,  Cincinnati,  1888;  aged 
79;  former  member  of  the  Ohio  State  Medical  As- 
sociation and  the  American  Medical  Association; 
died  September  27.  Dr.  Hover  practiced  in  Lima 
until  his  retirement  15  years  ago.  He  was  much 
interested  in  improved  methods  for  the  treatment 
of  tuberculosis,  and  selected  the  site  for  the  Dis- 
trict Tuberculosis  Hospital  at  Lima.  Dr.  Hover 
was  a member  of  the  Methodist  Church.  His 
widow  and  a brother  survive. 

James  Battelle  McMillen,  M.D.,  Somerton; 
Starling  Medical  College,  Columbus,  1901;  aged 
66;  member  of  the  Ohio  State  Medical  Association 
and  Fellow  of  the  American  Medical  Association; 
died  September  12,  following  an  automobile  ac- 
cident. Dr.  McMillen  began  the  practice  of  medi- 
cine in  Bethesda,  and  in  1902  moved  to  Somerton. 
He  had  served  on  the  local  and  Belmont  county 
boards  of  education,  and  was  a member  of  the 
county  board  of  health.  Dr.  McMillen  was  a mem- 
ber of  the  Methodist  Church.  His  widow  and  two 
sons  survive. 

William  Jefferson  Mockler,  M.D.,  Springboro; 
Ohio  Medical  University,  Columbus,  1902;  aged 
61;  member  of  the  Ohio  State  Medical  Association 
and  Fellow  of  the  American  Medical  Association; 
died  September  23.  A native  of  Vermont,  Dr. 
Mockler  practiced  at  Crooksville  and  Stockport 
before  moving  to  Springboro  17  years  ago.  He 
was  a member  of  the  Masonic,  Modern  Woodmen 
and  Maccabee  fraternal  orders.  His  widow  and 
two  brothers  survive. 

Karl  Ernest  Poetker,  M.D.,  Portsmouth;  Uni- 
versity of  Cincinnati  College  of  Medicine,  1923; 
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Holiday  Greetings 

th  The  Historian’s  Notebook 

All  the  articles  appearing  in  The  Historian’s  Note- 
book department  in  the  current  volume  of  The  Journal 
will  he  reprinted  in  an  attractive  booklet. 

The  booklet  will  deserve  a place  in  the  home  library 
of  every  Ohio  physician.  Also,  it  will  make  an  attrac- 
tive holiday  greeting  to  anyone  at  all  interested  in  Ohio 
history. 

The  booklet  will  he  offered  at  30  cents  per  single  copy 
and  25  cents  per  copy  in  orders  of  12  or  more,  to  cover 
actual  cost  of  printing  and  mailing. 

Members  interested  in  securing  one  or  more  copies 
should  fill  out  the  following  order  blank  and  send  it  to 
The  Ohio  State  Medical  Journals  together  with  remit- 
tance. 


THE  OHIO  STATE  MEDICAL  JOURNAL, 

1005  Hartman  Theatre  Building, 

Columbus,  Ohio. 

Gentlemen:  Enclosed  find  $ - for  which  please  send  me 

copies  of  the  booklet,  THE  HISTORIAN’S  NOTEBOOK. 

(Name)  M.D. 

Please  print  name 

(Address)  
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aged  38;  member  of  the  Ohio  State  Medical  Asso- 
ciation, American  Medical  Association  and  the 
Associated  Anesthetists  of  the  United  States  and 
Canada;  died  September  21,  following  a heart  at- 
tack. Dr.  Poetker  was  a life-long  resident  of 
Portsmouth.  He  served  as  bacteriologist  for  the 
city  and  county  board  of  health,  and  was  path- 
ologist for  the  Portsmouth  General  Hospital.  He 
was  a member  of  the  First  Evangelical  Church, 
the  American  Legion,  and  the  Moose,  Ben  Hur, 
and  Modern  Woodmen  of  the  World  fraternal 
orders.  Surviving  are  his  widow,  mother  and  a 
sister. 

William  G.  Rogers,  M.D.,  Honolulu,  Hawaii; 
Pulte  Medical  College,  Columbus,  1891;  aged  72; 
died  September  28.  Dr.  Rogers  was  a native  of 
South  Salem.  After  special  medical  training  in 
London,  he  located  in  Honolulu  in  1900,  where  he 
practiced  until  his  retirement  in  1924.  His  brother 
survives. 

Leo  Schram,  M.D.,  Dayton;  Hahnemann  Medical 
College  and  Hospital,  Chicago,  1892;  aged  68; 
member  of  the  Ohio  State  Medical  Association 
and  Fellow  of  the  American  Medical  Association; 
died  October  5,  following  a heart  attack.  Dr. 
Schram  began  the  practice  of  medicine  in  Colum- 
bus 44  years  ago.  He  was  city  physician  there  for 
eight  years,  and  then  practiced  in  Canton  for  five 
years.  Dr.  Schram  was  a past-president  of  the 
Montgomery  County  Medical  Society,  had  been 
city  physician  at  Dayton  since  1914,  and  a mem- 
ber of  the  executive  board  of  Miami  Valley  Hos- 
pital since  1913.  He  was  a member  of  the  Ma- 
sonic Order,  Knights  of  Pythias  and  Temple 
Israel.  His  widow  and  two  brothers  survive. 

Alexander  Clark  Smith,  M.D.,  Steubenville; 
Cleveland- Pulte  Medical  College,  1898;  aged  69; 
died  September  9.  Dr.  Smith  had  practiced  in 
Mingo  Junction  and  Steubenville  for  38  years. 
He  retired  a year  ago  because  of  ill  health.  Dr. 
Smith  was  a member  of  the  K.  of  P.  Lodge  and 
the  Eagles.  Surviving  are  his  widow,  a daughter 
and  two  sons. 

Guy  Howard  Swan,  M.D.,  Beechwood,  N.  J., 
Michigan  College  of  Medicine  and  Surgery,  De- 
troit, Mich.,  1903;  aged  55;  member  of  the  Medi- 
cal Society  of  New  Jersey,  Fellow  of  the  Ameri- 
can Medical  Association,  and  member  of  the 
Radiological  Society  of  North  America;  died  Sep- 
tember 8,  of  a heart  attack.  Dr.  Swan  formerly 
practiced  at  Bellefontaine,  and  was  a member  of 
the  Logan  County  Medical  Society  for  16  years. 
During  the  World  War,  he  served  with  the  Jeffer- 
son Medical  College  hospital  unit  at  Nantes, 
France.  For  the  past  eight  years  he  had  been  a 
member  of  the  staff  of  Paul  Kimble  Hospital, 
Lakewood,  N.  J.  He  is  survived  by  his  father — 
Dr.  Edwin  A.  Swan,  Lima,  his  widow,  a son  and 
a brother. 


Benefits  of  Crile  Research-Fellowship 
Fund  Will  Be  Extended 

Recipients  of  summer  scholarships  in  1936  from 
the  “Crile  Research-Fellowship  Fund”,  which  was 
established  in  1927  by  Dr.  George  W.  Crile  for 
research  purposes  at  Western  Reserve  University 
School  of  Medicine,  have  founded  the  “Auxiliary 
Crile  Research  Fund”  in  order  to  extend  the  bene- 
fits of  these  scholarships. 

In  1929  awards  from  the  original  Crile  Fund 
were  changed  in  part  from  a few  fellowships  to 
a large  number  of  summer  scholarships  for  prom- 
ising medical  students. 

Since  then  94  scholarships,  approximately  13 
each  summer,  have  been  awarded  to  78  medical 
students.  The  research  has  been  in  the  fields  of 
anatomy,  bacteriology,  biochemistry,  histology, 
medicine,  pathology,  pharmacology  and  physiology. 

The  new  Fund  aims  to  make  provision  for 
grants  to  purchase  supplies,  animals  and  equip- 
ment to  facilitate  research,  and  to  make  funds 
available  for  students  who  wish  to  undertake 
part-time  research  without  remuneration  at  any 
time  during  the  year. 

Officers  of  the  Fund,  which  has  been  officially 
approved  by  officials  of  the  University,  are  Jacob 
M.  Werle,  chairman,  and  Elizabeth  Bryan,  sec- 
retary. 

Contributions  to  the  fund  should  be  mailed  to 
the  Treasurer  of  Western  Reserve  University, 
with  a note  that  they  are  intended  for  the 
“Auxiliary  Crile  Research  Fund”. 


Uncle  Sam  Goes  After  “Thermalaid” 

The  Federal  Trade  Commisison  has  issued  a 
“cease  and  desist  order”  against  the  Electro 
Thermal  Company,  Steubenville,  merchandiser  by 
mail  of  Thermalaid,  a rectal  dilator,  which  was 
advertised  and  sold  under  the  claim,  either  ex- 
pressed or  implied,  that  it  would  cure  prostatic 
hypertrophy  and  diseases  of  the  prostate. 

The  Commission  ordered  the  company  to  dis- 
continue making  through  the  use  of  testimonials, 
newspaper  or  magazine  advertisements,  radio  ad- 
vertising, etc.,  such  claims  as,  “65  per  cent  of  all 
men  past  middle  age  have  prostate  trouble”; 
“Thermalaid  is  a positive  cure  for  any  ailment”; 
“Thermalaid  constitutes  a competent  treatment  or 
cure  for  prostatis”,  etc. 

Among  the  publications  which  carried  advertise- 
ments for  Thermalaid  were:  Physical  Culture, 

Popular  Mechanics;  Los  Angeles  Times;  Police 
Gazette;  True  Story,  and  Real  Detective. 


Columbus — At  the  recent  formal  opening  of  the 
new  obstetrical  department  at  Mt.  Carmel  Hos- 
pital, Colonel  H.  R.  Beery  spoke  on  “Achieve- 
ments of  Some  of  Our  Army  Medical  Officers”. 
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Not  the  Occasion 
for  Compromise 

WHEN  THE  new  mother  has  passed 
through  the  first  two  stages  of  labor 
— her  strength  expended  and  her  physical  re- 
sources at  an  ebb — the  outcome  of  her  preg- 
nancy must  not  be  compromised.  Observing 
every  precaution,  the  experienced  physician 
chooses  his  pituitary  extract  with  care. 

PITUITRIN,  the  Parke-Davis  solution  of 
posterior  pituitary  U.  S.  P.  is  the  original 
commercial  pituitary  extract.  The  greater  portion 
of  the  clinical  data  reported  in  the  literature  has 
been  based  on  this  preparation. 

BECAUSE  Pituitrin  served  to  introduce 
pituitary  extract  to  the  medical  profession, 
and  because  of  its  subsequent  wide-spread  use, 
the  name  is  occasionally  misapplied  to  other 
pituitary  products.  Be  certain  that  Pituitrin 
(which  is  prepared  only  by  Parke,  Davis  & Com- 
pany) is  supplied  on  all  requisitions.  Specify 
"Pituitrin,  P.  D.  & Co.” 


PARKE,  DAVIS  COMPANY 


STATISTICS  SHOW  SCARLET  FEVER  TO  BE  ONE  OF  OHIO’S  MOST 
TREACHEROUS  COMMUNICABLE  DISEASES 


While  there  has  been  a material  decrease  in 
the  incidence  and  death  rate  of  several  com- 
municable diseases  in  Ohio  in  recent  years,  scarlet 
fever  is  certainly  not  one  of  them,  according  to 


those  missed,  of  those  wrongly  diagnosed  and  of 
others  purposely  concealed. 

He  also  stated  that  because  of  the  fleeting 
nature  of  signs  and  symptoms  in  mild  attacks, 


TABLE  I. 

Scarlet  Fever  by  Months — 1931 — 1935 


Year 

Jan. 

Feb. 

Mar. 

Apr. 

May 

June 

July 

Aug. 

Sept. 

Oct. 

Nov. 

Dec. 

1931 

2,335 

3,220 

2,285 

1,989 

1,824 

993 

295 

351 

389 

976 

2,005 

1,317 

1932 

1,976 

1,817 

1,874 

1,674 

1,471 

726 

327 

462 

761 

1,621 

2,098 

2,159 

1933 

2,440 

2,580 

4,158 

3,843 

3,098 

1,233 

520 

419 

729 

1,860 

2,287 

2.120 

1934 

2,549 

2,805 

4,085 

3,640 

2.961 

1,337 

422 

382 

857 

1,787 

2,390 

2,752 

1935 

3.187 

4,037 

4,735 

3,550 

2,588 

1.171 

352 

252 

588 

1,331 

1,601 

1,752 

TABLE  II. 

Scarlet  Fever  Cases  and  Deaths,  With  Rates  per  100,000  Pop. — 

-1926—1935. 

1926 

1927 

1928 

1929 

1930 

1931 

1932 

1933 

1934 

1935 

Cases 

14,076 

14,057 

10,194 

10.571 

13,487 

18,402 

16,966 

25,292 

25,960 

25,144 

Rate 

219.1 

215.4 

153.5 

157.1 

207.6 

272.4 

247.9 

365. 1 

370.2 

354.1 

Deaths 

188 

154 

134 

149 

173 

226 

221 

225 

218 

225 

Rate 

2.92 

2.35 

2.02 

2.2 

2.59 

2.30 

3.33 

3.24 

3.32 

3.17 

data  recently  compiled  by  Dr.  Finley  Van  Orsdall, 
chief,  Division  of  Communicable  Diseases,  State 
Department  of  Health,  and  presented  in  the  fol- 
lowing tables: 

Van  Orsdall  points  out  that  in  addition  to  174,156 
In  an  administrative  bulletin  on  the  subject,  Dr. 
reported  cases  since  1926,  there  has  also  been  an 
unknown  number  of  mild,  unreported  cases,  of 


many  parents  regard  them  of  slight  importance 
and  children  afflicted  with  them  are  permitted  to 
mingle  freely  with  other  children.  As  a conse- 
quence, as  will  be  noted  in  Table  I,  scarlet  fever 
begins  to  increase  in  incidence  with  the  opening 
of  school  and  continues  at  high  level  during  the 
school  months. 


Obstetrics  Board  Examinations 

The  next  written  examinations  and  review  of 
case  histories  of  Group  B applicants  by  the 
American  Board  of  Obstetrics  and  Gynecology 
will  be  held  in  various  cities  of  the  United  States 
and  Canada,  Saturday,  November  7,  1936,  and 
on  Saturday,  March  6,  1937. 

The  next  general  examination  for  all  candidates 
(Groups  A and  B)  will  be  held  in  Atlantic  City, 
N.  J.,  June  8 and  9,  1937. 

Application  blanks  and  booklets  of  information 
may  be  obtained  from  Dr.  Paul  Titus,  secretary, 
1015  Highland  Building,  Pittsburgh,  Pa.  Ap- 
plications for  these  examinations  must  be  filed  in 
the  secretary’s  office  not  later  than  60  days  prior 
to  the  scheduled  date  of  examination. 


Alliance — “Problems  of  the  Nursing  Profes- 
sion” was  the  subject  discussed  by  Dr.  Wm.  M. 
Skipp,  Youngstown,  in  delivering  the  commence- 
ment address  at  the  Alliance  City  Hospital  grad- 
uation exercises  recently. 


Accidents  Take  Heavy  Toll 

According  to  a report  recently  published  by  the 
U.  S.  Public  Health  Service,  twice  as  many  chil- 
dren died  in  1930  as  a result  of  accidents  as  died 
of  measles,  scarlet  fever  and  diphtheria.  Fatal 
accidents  from  all  causes  claimed  the  lives  of 
22,044  children  under  15  years  of  age,  and  the 
three  diseases,  10,629.  The  investigators  found 
that  the  type  of  accident  varies  with  age.  For 
infants  under  one  year,  mechanical  suffocation 
caused  the  most  deaths;  for  children  of  one  and 
two,  burns  ranked  first.  At  three,  burns  and 
automobile  accidents  were  about  equal.  From  four 
to  14,  automobile  accidents  held  first  place,  and 
the  rate  in  the  group  five  to  nine  years  of  age  was 
almost  twice  for.  the  group  10-14. 


Carrollton — Dr.  Harry  M.  Schuff ell,  Canton,  re- 
cently addressed  the  Kiwanis  Club  on  the  subject 
of  “Cancer”. 

Toledo — Dr.  I.  Krishna  has  gone  to  India  and 
other  foreign  countries  for  a year  of  postgraduate 
study. 
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THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL 

(ORGANIZED  1881) 

THE  PIONEER  POST-GRADUATE  MEDICAL 
INSTITUTION  IN  AMERICA 


FOR  THE 

General  Practitioner 

Intensive  full  time  instruction  in  those 
subjects  which  are  of  particular  interest 
to  the  physician  in  general  practice.  The 
course  covers  all  branches  of  Medicine 
and  Surgery. 


Proctology, 
Gastro  - Enterology 

and  ALLIED  SUBJECTS 


For  Information  Address 

MEDICAL  EXECUTIVE  OFFICER 

345  West  50th  Street  NEW  YORK  CITY 


CHAS.  F.  BOWEN,  M.D. 

SPECIALIZES 

in 

Superficial 

Malignancies 

Removal  of 

Foreign  Bodies 

Radium  and 

X-Ray 

Diagnosis  and 

Therapy 


332  E.  State  Street 
COLUMBUS,  OHIO 


/ A 

COOK  COUNTY  GRADUATE 
SCHOOL  OF  MEDICINE 

(In  affiliation  with  COOK  COUNTY  HOSPITAL) 

ANNOUNCES  CONTINUOUS  COURSES 

MEDICINE — Informal  Course  first  of  every  week  ; In- 
tensive Personal  Courses. 

SURGERY — General  Course  One,  Two,  Three  and  Six 
Months ; Intensive  Course  Surgical  Technique 
every  two  weeks  ; Special  Courses. 

GYNECOLOGY — Three  Months  Course ; Intensive  Two 
Weeks  Course  starting  February  15,  1937. 

OBSTETRICS — 'Informal  Course ; Intensive  Two  Weeks 
Course  starting  February  1,  1937. 

FRACTURES  AND  TRAUMATIC  SURGERY— In- 
formal Practical  Course ; Intensive  Ten  Day 
Course  starting  February  15,  1937. 

EAR,  NOSE  & THROAT — Informal  Course;  Personal 
Courses  ; Intensive  Two  Weeks  Course  starting 
April  5,  1937. 

OPHTHALMOLOGY — Intensive  Two  Weeks  Course 
starting  April  19th. 

UROLOGY — General  Course  Two  Months  ; Intensive 
Course  Two  Weeks ; Special  Courses. 

CYSTOCOPY — Intensive  Course  every  two  weeks  (at- 
tendance limited). 

GENERAL,  INTENSIVE  and  SPECIAL  COURSES 
IN  ALL  BRANCHES  OF  MEDICINE  AND 
SURGERY. 

TEACHING  FACULTY  — ATTENDING 
STAFF  OF  COOK  COUNTY  HOSPITAL 

Address : 

Registrar,  427  S.  Honore  Street, 
CHICAGO,  ILLINOIS 
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First  District 

(COUNCILOR:  PARKE  G.  SMITH,  M.D.,  CINCINNATI) 

BUTLER 

Meeting  at  the  Middletown  Hospital,  Septem- 
ber 9,  members  of  the  Butler  County  Medical  So- 
ciety heard  a paper  written  by  Dr.  John  A.  Riebel 
in  collaboration  with  his  brother,  Dr.  Frank  R. 
Riebel,  Columbus.  Dr.  Simon  Rosin,  Hamilton, 
read  the  paper  in  the  absence  of  Dr.  Riebel,  who 
was  called  away  by  the  death  of  a cousin.  The 
discussion  was  lead  by  Dr.  Mark  Millikin,  Hamil- 
tin. — News  clipping. 

CLINTON 

Dr.  J.  Victor  Greenebaum,  Cincinnati,  gave  a 
very  interesting  and  practical  discussion  of  “Pre- 
ventive Procedures  in  Infancy”,  at  a meeting  of  the 
Clinton  County  Medical  Society,  October  13,  at 
Wilmington.  The  viewpoint  of  local  candidates 
for  the  State  Legislature  on  medical  questions 
was  discussed. — V.  E.  Hutchens,  M.D.,  secretary. 

HAMILTON 

The  Academy  of  Medicine  of  Cincinnati  pre- 
sented the  following  programs  during  October: 

October  6 — “New  Plans  for  Medical  Service”, 
by  Dr.  Morris  Fishbein,  editor,  The  Journal  of 
the  American  Medical  Association. 

October  13 — “Heat  Stroke”,  by  Dr.  Eugene  B. 
Ferris;  “Recent  Studies  in  Pellagra”,  by  Dr.  Tom 
D.  Spies. 

October  20 — “The  Effect  of  Analgesia  and  Anes- 
thesia upon  the  New-Born  Baby”,  by  Dr.  Stewart 
H.  Clifford,  Boston,  Mass. 

October  27 — Case  Reports.  “Syphilis  of  the 
Lung”,  by  Dr.  Eugene  Stead;  “Hodgkin's  Disease 
Involving  the  Digits”,  by  Dr.  Richard  S.  Austin; 
“Prostigmin  in  Myasthenia  Gravis”,  by  Dr.  How- 
ard D.  McIntyre. 

WARREN 

“Infections  of  the  Hands”,  was  the  subject  dis- 
cussed by  Dr.  Robert  K.  Finley,  Dayton,  at  a 
meeting  of  the  Warren  County  Medical  Society, 
October  6,  at  Lebanon. — News  clipping. 

Second  District 

(COUNCILOR:  D.  W.  HOGUE,  M.D.,  SPRINGFIELD) 

DARKE 

At  a meeting  of  the  Darke  County.  Medical 
Society,  October  16,  at  Greenville,  Dr.  Thomas  P. 
Sharkey,  Dayton,  spoke  on  “Protamine  Insulin 
Therapy  of  Diabetes  Mellitus”. — W.  D.  Bishop, 
M.D.,  secretary. 

MIAMI 

Dr.  Walter  M.  Simpson,  Dayton,  spoke  on  “Re- 
flections of  a Trip  to  Europe”  at  a dinner  meeting 


of  the  Miami  County  Medical  Society  at  Piqua 
Country  Club,  October  2.  Wives  of  the  members 
were  guests  at  the  meeting. 

The  following  resolution  was  unanimously 
adopted: 

“Whereas,  the  Superintendent  of  the  Miami 
County  Schools,  with  the  consent  and  through  the 
recommendation  of  the  Miami  County  Board  of 
Education  has  inaugurated  a survey  of  grade 
children’s  eyes  in  the  various  school  districts  of 
the  county  to  be  made  by  optometrists,  and 

“Whereas,  this  survey  was  authorized  by  the 
above  named  school  officials  without  advice  or  con- 
sultation with  the  Miami  Health  Department, 
which  is  the  legally  constituted  health  advisor  to 
all  county  supervised  schools,  and 

“Whereas,  the  Miami  County  Health  Depart- 
ment has  for  a number  of  years  conducted  a sur- 
vey of  eye  conditions  in  all  school  children  en- 
rolled in  county  supervised  schools,  and  have 
recommended  eye  examinations  to  be  made  in 
those  children  who  had  visionary  defects,  and 
further  arranged  at  times  to  procure  this  service 
without  charge  to  indigent  children,  and 

“Whereas,  this  present  survey  to  be  made  by 
optometrists,  was  authorized  upon  their  request, 
and  is  contrary  to  the  School  Laws  of  the  State  of 
Ohio,  which  laws  recognize  for  the  purpose  of 
health  examinations  only  services  rendered  by 
registered  physicians  and  nurses. 

“Therefore:  be  it  resolved  by  the  Miami  County 
Medical  Society  in  regular  meeting  assembled 
this  third  day  of  October,  1936,  that, 

“First,  the  survey  authorized  by  the  Miami 
County  Board  of  Education  be  condemned,  and 
the  survey  be  ordered  discontinued,  and 

“Second,  that  hereafter  the  consideration  of  any 
matter  pertaining  to  the  health  or  physical  con- 
dition of  enrolled  pupils  of  the  county  supervised 
schools  be  referred  to  the  Miami  County  Health 
Department,  which  is  the  legally  constituted 
health  advisor  of  County  School  Districts,  for 
their  approval,  and 

“Third,  that  a copy  of  these  resolutions  be  for- 
warded to  the  Miami  County  Board  of  Education, 
the  Miami  County  Health  Department,  the  Ohio 
State  Department  of  Education,  the  Ohio  State 
Medical  Association,  the  Ohio  State  Department 
of  Health,  and  spread  upon  the  minutes  of  the 
Miami  County  Medical  Society.” — G.  A.  Wood- 
house,  M.D.,  secretary. 

MONTGOMERY 

Dr.  A.  Graeme  Mitchell,  Cincinnati,  discussed 
“What  a Pediatrician  Thinks  About  Endocrines”, 
at  a meeting  of  the  Montgomery  County  Medical 
Society  at  Dayton,  October  16. — Bulletin. 

SHELBY 

At  a meeting  of  the  Shelby  County  Medical 
Society  held  at  the  Wilson  Memorial  Hospital, 
Sidney,  September  4,  Dr.  L.  C.  Pepper  gave  an 
interesting  talk  on  “Quibbling  in  Diagnosis”.  He 
brought  out  the  fact  that  many  patients  disagree 
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W.  H.  MILLER,  M.  D. 

328  E.  STATE  STREET  COLUMBUS,  OHIO 

Office  Telephone,  Main  3743  Residence  Evergreen  5644 

CANCER  THERAPY  


Superficial 

Malignancy 


e*src) 


Deep 

Malignancy 


High 

Voltage 

X-ray 

Therapy 


Electro- 

Coagulation 


<2^0 


X-ray 

Diagnosis 


Portable 

X-ray 


RADIUM 


A Selective  - - «R  N#”  SERVICE 

(Operated  not  for  profit) 

Call  any  one  of  our  ten  District  Registries  which  have  been  approved  by  the 
local  Academies  of  Medicine. 

PROFESSIONAL  NURSING  SERVICE 

available  for  your  patient 
AT  A COST  HE  CAN  AFFORD  TO  PAY 


Akron 

Cincinnati  Woodburn  7127 

Cleveland Prospect  1951 

Columbus Adams  1569 

Dayton __Fulton  7211 


OFFICIAL  REGISTRIES 
Fr.  7013  Marion  ... 


2118 

Portsmouth 559 

Springfield Main  191 

Toledo Main  7962 

Youngstown 44581 


OHIO 

ADams  5677 


STATE 


50 


N U R S E S’ 

E.  Broad  Street, 


Qualified  “R.  N.s”  available  for 
every  branch  of  hospital  service, 
also  for  public  health  and  in- 
dustrial nursing,  doctors’  offices, 
etc. 

ASSOCIATION 

Columbus,  Ohio 
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with  their  physician  regarding  their  ailment. 
Knowingly  they  distort  and  hide  facts  to  deceive 
the  physician,  very  often  to  their  own  detriment. 
His  paper  was  illustrated  by  case  reports. 

Dr.  R.  W.  Alvis,  Sidney,  presented  an  interest- 
ing paper  on  “The  End  Results  of  Tonsillectomy”, 
at  a meeting  of  the  society,  October  2.  The  paper 
was  based  on  replies  to  a questionnaire  sent  to 
270  operated  cases.  Dr.  Alvis  brought  out  the  fact 
that  the  imbedded  tonsil,  apparently  normal,  is 
the  dangerous  one. — A.  B.  Gudenkauf,  M.D.,  sec- 
retary. 

Third  District 

(COUNCILOR:  O.  P.  KLOTZ,  M.D.,  FINDLAY) 

AUGLAIZE 

Auglaize  County  Medical  Society,  after  a cessa- 
tion of  activities  for  three,  months  during  the  hot 
season,  met  Thursday  evening,  September  17,  at 
City  Hall,  St.  Marys,  with  a good  attendance,  in- 
cluding several  visitors  from  adjoining  counties. 

Dr.  Max  M.  Zinninger,  associate  professor  of 
surgery,  University  of  Cincinnati  College  of  Medi- 
cine, read  a comprehensive  paper  on  “The  Diag- 
nosis and  Management  of  Acute  Abdominal  Emer- 
gencies”. The  conditions  discussed  were:  pene- 
trating wounds,  appendicitis,  intestinal  obstruc- 
tions, perforating  peptic  ulcer,  acute  pancreatitis 
and  acute  cholecystitis.  ;-v 

The  Society  unanimously  adopted  the  following 
resolution:  “Resolved,  that  the  Auglaize > County 
Medical  Society  heartily  approves  the  proposed 
amendments  to  the  General  Code  of  Ohio,  to 
legalize  the  requirement  of  diphtheria  immuniza- 
tion before  admission  to  school”. — Chas.  C.  Ber- 
lin, M.D.,  secretary. 

HANCOCK 

A meeting  of  the  Hancock  County  Medical  So- 
ciety at  Findlay,  September  18,  \yas  addressed 
by  Dr.  J.  M.  Waugh,  Cleveland,  on  “Deep  Infec- 
tions of  the  Neck”. — News  clipping. 

HARDIN 

Dr.  George  I.  Nelson,  Columbus,  spoke  on 
“Cardio- Vascular  Diseases”,  at  a meeting  of  the 
Hardin  County  Medical  Society  at  Kenton,  Octo- 
ber 15. — News  clipping. 

MARION 

Dr.  Jonathan  Forman,  Columbus,  discussed 
“Allergy  in  General  Practice”,  at  a meeting  of  the 
Marion  Academy  of  Medicine  at  Marion,  October 
13. 

Fourth  District 

(COUNCILOR:  B.  J.  HEIN.  M.D.,  TOLEDO) 

LUCAS 

The  following  programs  were  presented  by  the 
Toledo  Academy  of  Medicine  during  October: 


October  2 — General  Meeting;  “The  Present 
Status  of  the  Surgery  of  the  Sympathetic  Nervous 
System”,  by  Dr.  Max  M.  Peet,  professor  of  sur- 
gery, University  of  Michigan. 

October  16 — Medical  Section;  “The  Nature  and 
Management  of  Nephritic  Edema”,  by  Dr.  R.  H. 
Freyberg,  Department  of  Internal  Medicine,  Uni- 
versity of  Michigan;  “The  Advantage  to  the 
Diabetic  of  a Diet  Rich  in  Protein”,  by  Dr.  Jerome 
W.  Conn,  Department  of  Internal  Medicine,  Uni- 
versity of  Michigan. 

October  23 — Surgical  Section;  “Prostatic  Sur- 


CLASSIFIED  ADVERTISEMENTS 

Rates  for  advertisements  under  this  heading  are  60  cents 
per  line,  payable  in  advance.  Minimum  charge  of  $1.00 
for  each  insertion.  Price  covers  the  cost  of  remailing 
answers.  Forms  close  16th  of  the  month  preceding 
publication. 


FOR  SALE — Office  and  residence  combined  of  the  late  Dr. 
W.  J.  Mockler,  of  Springboro,  Ohio.  An  ideal  location.  Good 
roads,  small  town  in  midst  of  fertile  farming  community. 
Men  employed  in  Franklin,  Middletown  and  Dayton  plants. 
Money-making  point  in  normal  times.  Never  went  behind 
during  depression.  A bargain  for  a wide  awake  physician 
willing  to  work.  Write  Mrs.  W.  J.  Mockler,  Springboro, 
Ohio. 


FOR  RENT' Three-room  office  of  the  late  Karl  E. 

Poetker.  One  square  from  the  main  street.  No  charge  for 
practice.  Population  60,000.  Office  equipment  for  sale. 
Write  Mrs.  Karl  E.  Poetker,  408  Washington  Street,  Ports- 
mouth, Ohio. 
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Approved  by  the  American  Medical  Association 
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in 
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The  quick,  prolonged  decon- 
gestive  action  of  Neo-Synephrin 
produces  a marked  degree  of 
comfort  to  the  patient  whose  breathing  is  disturbed  by  nasal  congestion. 

The  application  of  Neo-Synephrin  by  dropper,  spray,  jelly  or 
applicator  is  without  sting,  and  without  loss  of  effectiveness  when 
applied  repeatedly. 

^ NEO-SYNEPHRIN  HYDROCHLORIDE  SOLUTION  y4%«mdi% 

(1-ounce  bottles) 

^ NEO-SYNEPHRIN  HYDROCHLORIDE  EMULSION  V*% 
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^ NEO-SYNEPHRIN  HYDROCHLORIDE  JELLY 

(in  collapsible  tubes  with  nasal  applicator) 


Innervation  of  nasal  turbinates 
and  septum 


[FOR  LOCAL  ANESTHESIA 

Add  3 or  4 drops  of  Neo - Synephrin  Hydrochloride 
Solution  1%  to  10  cc.  of  2%  procaine  hydrochloride 
solution.  Neo-Synephrin  may  be  sterilized^by  boiling. 


FREDERICK  STEARNS  & COMPANY 

DETROIT  NEW  YORK  KANSAS  CITY  SAN  FRANCISCO 
WINDSOR,  CANADA  SYDNEY,  AUSTRALIA 
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gery",  by  Dr.  J.  A.  Magoun,  with  discussion  by 
Dr.  L.  P.  Dolan  and  Dr.  E.  W.  Huffer. 

October  30 — Eye,  Ear,  Nose  and  Throat  Sec- 
tion; “Headache",  by  Dr.  James  M.  Robb,  as- 
sistant professor  of  ophthalmology,  Wayne  Uni- 
versity College  of  Medicine,  Detroit,  Mich. 

Fifth  District 

(COUNCILOR:  A.  A.  JENKINS,  M.D.,  CLEVELAND) 

ASHTABULA 

The  Ashtabula  County  Medical  Society  went  on 
record  as  favoring  compulsory  diphtheria  immuni- 
zation at  its  meeting  at  Ashtabula,  September  15. 
Dr.  Charles  F.  Good,  Cleveland,  addressed  the 
meeting  on  “The  Child  Behavior  Problem". — 
News  clipping. 

CUYAHOGA 

The  Academy  of  Medicine  of  Cleveland  pre- 
sented the  following  programs  during  October: 

October  2 — Clinical  and  Pathological  Section; 
“Vitamin  B1  Deficiency  in  Elderly  Persons",  by 
Dr.  G.  M.  Churukian;  “A  Case  of  Allergic  Osteo- 
myelitis", by  Dr.  L.  E.  Papurt;  “Two  Cases  of 
Carcinoma  of  the  Vulva",  by  Dr.  A.  Strauss; 
“Acute  Micro-Myeloblastic  Leukemia",  by  Dr.  S. 
S.  Berger;  “Construction  of  an  Artificial  Vagina", 
by  Dr.  H.  M.  Gans;  “The  Use  of  Protamine  In- 
sulinate",  by  Dr.  J.  J.  Selman. 

October  21 — Industrial  and  Orthopedic  Section; 


“Presentation  of  Orthopedic  Cases",  by  Dr.  L.  M. 
Starin;  “The  Surgical  Treatment  of  Deformities 
due  to  Arthritis",  by  Dr.  Rudolph  Reich;  “Lead 
Absorption  and  Excretion",  by  Dr.  Z.  T.  Wirt- 
schafter;  “Phonometric  Studies  in  Fractures  ©f 
Long  Bones",  by  Dr.  W.  H.  McGraw  and  A.  C. 
Seletzky;  “Presentation  of  Plastic  Surgery  Cases", 
by  Dr.  Donald  M.  Glover;  “Anomalies  of  the  Lum- 
bar Spine",  by  Dr.  G.  I.  Bauman;  “Observations 
on  the  Use  of  Evipal  Anesthesia”,  by  Dr.  J.  H. 
Lazzari. 

October  23 — Ophthalmological  and  Otolaryngo- 
logical  Section;  “Personal  Experiences  with 
Ionization  Therapy  in  Allergic  Rhinitis",  by  Dr. 
Arthur  Stotter;  “Allergic  Manifestations  in  Eye 
Diseases”,  by  Dr.  John  Keyes;  “Postgraduate 
Effort  in  Otolaryngology”,  by  Dr.  Secord  H. 
Large;  “Postgraduate  Effort  in  Ophthalmology", 
by  Dr.  A.  B.  Bruner. — Bulletin. 

ERIE 

Dr.  Raymond  C.  McKay,  Cleveland,  discussed 
“Methods  of  Diagnosis  and  Treatment  of  Tuber- 
culosis", at  a meeting  of  the  Erie  County  Medical 
Society  at  Sandusky,  September  24. — News  clip- 
ping. 

LORAIN 

Dr.  Walter  G.  Stern,  Cleveland,  spoke  on  “So- 
cialized Medicine”  at  a meeting  of  the  Lorain 


Edward  Reinert 

Ph.G.,  M.D. 

247  East  State  Street  Columbus,  Ohio 

Radium  and  Deep  X-Ray  Therapy 
X-Ray  Diagnosis 
Electro  Coagulation 
Grenz  Ray 


Associates 

FRANK  GALLEN,  M.D.,  LEE  A.  HAYS,  M.D., 

Dermatology  Roentgenology 

Tel.  Main  1537  University  5842 
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ASSIMILABLE  FAT 
— an  essential  in 
FEEDING  THE  PREMATURE 

IN  a recent  study  of  fat  metabolism  in  infants,  Holt,  Tidwell  and  Kirk* 
report  that  olive  oil  showed  the  highest  percent  retention  (95.1%)  of 
all  fats  studied  but  one,  olein  (97.5%).  These  authors  found  the  fat 
of  SIMILAC  (which  is  20%  olive  oil)  showed  a better  percent  retention 
(92.6%)  than  butter  fat  (88.9%) — and  as  high  a retention  as  breast  milk 
fat  (92.4%). 

To  quote  these  authors — “the  differences  in  fat  retention  on  these  various 
fats  as  shown  on  normal  infants  are  not  great;  for  the  normal  infant  it  is 
probably  immaterial  whether  he  absorbs  85%  or  95%  of  his  fat  intake.  It 
seemed  possible,  however,  that  in  subjects  who  have  difficulty  in  fat  assimi- 
lation, such  as  premature  infants,  the  observed  small  differences  might 
become  large  differences.  A few  observations  made  on  premature  infants 
and  twins  have  borne  this  out — .” 

The  observations  referred  to  covered  only  three  prematures  fed  on  differ- 
ent fats,  but  showed  an  average  of  78.4%  retention  for  olive  oil  as  com- 
pared to  only  52.5%  retention  for  butter  fat. 

*Holt,  Tidwell  and  Kirk,  Studies  on  Fat  Metabol- 
ism in  Infants — Acta  Pediatrica.  Vol.  XVI,  1933. 


SIMILAC 

has  given  noticeably  good  results  in 
feeding  the  premature  infant.  One 
of  the  reasons  lies,  as  here  pointed 
out,  in  the  composition  of  its  fat. 
Another  reason  is  its  consistently 
zero  curd  tension.  The  finer  the 
curd  the  greater  the  surface  area. 
The  greater  the  surface  area  the 
more  exposed  are  the  fats,  carbohy- 
drates, proteins  and  salts  to  the  di- 
gestive enzymes.  Result  . . . the 
food  substances  are  more  quickly 
and  readily  utilized. 

SIMILAC  is  made  from  fresh  skim 
milk  (casein  modified)  with  added 
lactose,  salts,  milk  fat,  and  vege- 
table and  cod  liver  oils. 


The  fact  that  SIMILAC  is  well  assimilated  by  the  immature 
digestive  tract  of  the  premature  indicates  how  entirely  suit- 
able it  is  for  all  those  infants  who  are  deprived  of  breast  milk. 

M & R DIETETIC  LABORATORIES,  Inc.,  Columbus,  Ohio 
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County  Medical  Society  at  Lorain,  September  15. 
— News  clipping. 

Sixth  District 

(COUNCILOR:  WM.  M.  SKIPP,  M.D.,  YOUNGSTOWN) 

MAHONING 

“Collapse  Treatment  of  Pulmonary  Tubercu- 
losis”, was  the  subject  discussed  by  Dr.  Raymond 
C.  McKay,  Cleveland,  at  a meeting  of  the  Mahon- 
ing County  Medical  Society,  September  15,  at 
Youngstown. 

Dr.  L.  C.  Kress,  Buffalo,  N.  Y.,  spoke  on  “Re- 
sults of  X-ray  Treatment  of  Malignancy”,  at  a 
meeting  of  the  society  October  20. 

At  a “Home  Talent”  meeting  October  27,  the 
following  papers  were  presented:  “Some  Aspects 
of  Goiter  Surgery”,  by  Dr.  Armin  Elsaesser; 
“Peripheral  Vascular  Disease”,  by  Dr.  S.  H.  Sed- 
witz;  “Non-Penetrating  Trauma  of  the  Abdomen”, 
by  Dr.  F.  W.  McNamara;  “Just  a Few  Thoughts”, 
by  Dr.  A.  E.  Brant. — Bulletin. 

PORTAGE 

Dr.  Thomas  Jones,  Cleveland,  spoke  on  “Diag- 
nosis and  Treatment  of  Diseases  of  the  Colon”,  at 
a meeting  of  the  Portage  County  Medical  Society 
at  the  home  of  Dr.  A.  J.  Silbiger,  Atwater,  Octo- 
ber 1. — E.  J.  Widdecombe,  M.D.,  secretary. 


Do  You  Treat  CANCER? 

THE  RADIUM  EMANATION  CORPORATION 

MAINTAINS  the  most  efficiently  organized  Radium  laboratory  to 
make  available  to  you,  at  low  cost,  every  facility  for  the  use  of 
Radium  in  your  practice. 

RADON  SEEDS.  Removable  or  permanent.  We  provide  seeds 
of  the  composite  type,  with  Radon  under  leak-proof  glass  seal. 
Filtration  0.3  mm.  of  Platinum. 

APPLICATORS.  Uterine  tubes,  cervical  applicators,  surface 
plaques  properly  prepared  to  meet  the  requirements  of  each  indi- 
vidual case. 

OUR  SERVICE  is  available  to  you  day  and  night  including  Sun- 
days and  holidays.  Your  inquiries  and  orders  will  receive  our 
prompt  and  careful  attention. 

THE  RADIUM  EMANATION  CORPORATION 

GRAV  BAR  BLDG.  Tel:  MOhawk  4-6455  NEW  YORK,  N.  Y. 


STARK 

At  a meeting  of  the  Stark  County  Medical  So- 
ciety at  Canton,  October  15,  motion  pictures  were 
presented  showing  the  “Technic  of  Contracep- 
tion”.— H.  W.  Beck,  M.D.,  secretary. 

SUMMIT 

Dr.  George  M.  Lyon,  Huntington,  W.  Va.,  dis- 
cussed “The  Modern  Treatment  of  Meningococcic 
Meningitis  and  its  Complications”,  at  a meeting 
of  the  Summit  County  Medical  Society,  October 
6,  at  Akron. — Bulletin. 

WAYNE 

Dr.  John  P.  Tucker,  Cleveland,  was  the  speaker 
at  a meeting  of  the  Wayne  County  Medical  So- 
ciety, at  which  dentists  and  nurses  of  the  county 
were  guests,  September  25,  at  Wooster. — News 
clipping. 

Seventh  District 

(COUNCILOR:  C.  W.  KIRKLAND,  M.D.,  BELLAIRE) 

COLUMBIANA 

After  a two  months’  summer  vacation,  the  Co- 
lumbiana County  Medical  Society  held  its  regular 
meeting  Tuesday  night,  September  8,  at  the  Lis- 
bon Legion  Hall.  Dr.  John  A.  Murphy,  East 
Liverpool,  gave  a very  sensible  and  practical  re- 
view of  vitamin  therapy,  stressing  the  fact  that 
there  is  much  to  learn  and  to  guard  against  in  the 
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FREE  TO  DOCTORS! 


11  KINDS  — 1.  Strained  Vegetable  Soup.  2.  Peas.  3.  Green  Beans.  4.  Spinach.  5.  Carrots. 
6.  Beets.  7.  Prunes.  8.  Cereal.  9-  Tomatoes.  10.  Apricots  and  Apple  Sauce.  11.  Mixed  Greens. 


Heinz  Offers  New  Third  Edition 
of  Famous  Nutritional  Charts 


Now  you  can  get  complete  descriptive  in- 
formation about  the  nutritional  values  of 
foods— in  one  handy  volume  that’s  yours 
for  the  asking!  Heinz  book  of  Nutritional 
Charts— revised  and  brought  up-to-date  in  a 
third  edition— contains  data  covering  the 
latest  developments  in  vitamin  and  nutri- 
tion chemistry! 

Packed  within  its  32  large-size  pages  is  the 
cream  of  scientific  research  on  human  nutri- 
tional requirements.  Outstanding  bulletins, 
government  and  state  bureau  circulars, 
special  review  articles,  and  original  contri- 
butions have  been  condensed  for  your  con- 
venience. Every  authoritative  source  has 
been  utilized  to  make  the  new  Heinz  Nu- 
tritional Charts  better  than  ever! 

At  your  fingertips  are  the  latest  facts  about 
the  chemical  and  biological  properties  of 
vitamins  and  minerals.  Outlined  in  easily 
accessible  form  is  reliable  information  on 


food  allergy;  so-called  food  poisoning; 
food  fads;  alkaline  and  acidic  effect;  and 
the  toxicological  aspects  of  diet.  Here,  in  ef- 
fect, is  a convenient  source  of  accurate  in- 
formation useful  in  prescribing  diets  for 
children,  the  sick  and  convalescent,  that 
would  take  you  days  to  look  up  elsewhere ! 

Write  for  your  free  copy  of  the  Heinz  Nu- 
tritional Charts  now ! See  for  yourself  what 
a wealth  of  valuable  material  this  handy 
new  edition  contains.  There’s  no  obliga- 
tion. Just  address  your  request  to  H.  J. 
Heinz  Co.,  Dept.  OI311,  Pittsburgh,  Pa. 

MORE  AND  MORE  MEDICAL  MEN  through- 
out the  United  States  are  giving  their  ex- 
clusive recommendation  to  Heinz  Strained 
Foods  for  infant  and  other  soft  diet  cases. 
Their  reason:  only  Heinz  Strained  Foods 
bear  both  the  famous  ”57”  Seal  of  Quality 
and  the  Seal  of  Acceptance  of  the  American 
Medical  Association’s  Council  on  Foods. 


HEINZ  STRAINED  FOODS 
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exploitation  by  commercial  houses.  Dr.  C.  W. 
Kirkland,  Bellaire,  Councilor  for  the  Seventh  Dis- 
trict, gave  a short  resume  of  the  movement  to 
stamp  out  syphilis.  The  society  is  planning  to 
have  a special  program  at  the  December  meeting, 
to  which  dentists  of  the  county  will  be  invited.' — 
Paul  H.  Beaver,  M.D.,  secretary. 

TUSCARAWAS 

“Surgery  in  Pulmonary  Tuberculosis”,  was  the 
subject  discussed  by  Dr.  George  M.  Curtis,  Colum- 
bus, at  a meeting  of  the  Tuscarawas  County  Medi- 
cal Society,  October  15,  at  Uhrichsville. — Jos. 
Blickensderfer,  M.D.,  secretary. 

Eighth  District 

(COUNCILOR:  E.  R.  BRUSH,  M.D.,  ZANESVILLE) 

GUERNSEY 

The  subject  of  “Fractures”  was  discussed  by 
Dr.  Reo  Swan  at  a meeting  of  the  Guernsey 
County  Medical  Society,  October  1,  at  Cambridge. 
— News  clipping. 

LICKING 

At  a meeting  of  the  Licking  County  Medical  So- 
ciety, September  29,  at  Newark,  Dr.  D.  A.  Skinner 
spoke  on  “Common  Eye  Diseases”;  Dr.  R.  W. 
Jones,  discussed  “Thermal  Burns  and  Treatment”; 
Dr.  G.  A.  Gressle  read  a paper  on  “Abuse  of 


Cesarean  Section”,  and  J.  Fleek  Miller  talked  on 
“Pyelitis  of  the  New  Born”. — News  clipping. 

MORGAN 

Dr.  M.  N.  Fowler,  Athens,  spoke  on  “Nervous 
and  Mental  Diseases”,  at  a meeting  of  the  Morgan 
County  Medical  Society  at  McConnelsville,  Sep- 
tember 22. — News  clipping. 

MUSKINGUM 

Dr.  W.  P.  Johnson,  State  Department  of  Health, 
spoke  on  “The  Control  of  Venereal  Diseases”,  at 
a meeting  of  the  Muskingum  County  Academy  of 
Medicine  at  Zanesville,  October  14. — Beatrice-  T. 
Hagen,  M.D.,  secretary. 

PERRY 

Following  an  address  by  Dr.  W.  P.  Johnson, 
chief  of  the  Bureau  of  Venereal  Disease  Control, 
State  Department  of  Health  on  “Control  and 
Eradication  of  Venereal  Disease”,  the  Perry 
County  Medical  Society  at  its  meeting  at  New 
Lexington,  September  21,  adopted  a resolution 
endorsing  the  Bureau’s  program  and  pledging  co- 
operation by  the  members  of  the  Society. — F.  J. 
Crosbie,  M.D.,  secretary. 

WASHINGTON 

Dr.  M.  S.  Muskat  read  a paper  on  “Strabismus” 
at  a meeting  of  the  Washington  County  Medical 
Society,  September  9,  at  Marietta. 

Professor  H.  R.  Eggleston  gave  a talk  on  the 


When  dealing  with  Cancer . . . 

consider  the  utility,  accessibility  and 


RADIUM 
THERAPY 
is  of 

Particular 

Value 

in  Carcinoma 
of 

Cervix 

Breast 

Lip 

Tongue 

Bladder 

Rectum 

Prostate 

• 

Epithelioma 

Uterine 

Bleeding 

and 

Fibroids 


Low-Cost  of  Radium  Therapy 

Our  rental  plan  gives  you  an  adequate  radium  supply, 
quickly  available,  with  every  requirement  for  ap- 
proved technique — new  platinum  filters — all  dosage 
range  in  tubes  and  needles.  All  applicators  are  pre- 
pared under  competent  medical  and  technical  super- 
vision. Special  delivery  express  service. 


TYPICAL  RATES 


Actual  time  of  use 


50  milligrams  75  milligrams 


100  milligrams 


36  hours  or  less : $10.00 

48  hours 13.00 

72  hours 19.00 

96  hours 25.00 


$14.50 

19.00 

28.00 
37.00 


$19.00 

25.00 

37.00 

49.00 


RAI>ON,  in  ALL-GOLD  implants,  $2.50  per  millicurie 


Telephone  Randolph  8855  or  write  or  wire 

Radium  and  Radon  Corporation 

Marshall  Field  Annex  Building  25  E.  Washington  St. 

CHICAGO,  ILL. 
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ACIDOSIS  or  ALKALOSIS? 

prescribe  KARO 

-^\xids  galore  are  normally  formed  in  the 
body  and  eliminated — carbonic,  lactic,  phos- 
phoric and  sulphuric.  They  are  almost  com- 
pletely neutralized  by  base  from  cells,  in- 
tercellular fluids  and  blood  plasma.  The 
body  fluids  thus  maintain  the  normal  faint 
alkalinity  of  pH  7.4. 

But  the  defensive  mechanisms  of  the  body 
capable  of  preventing  changes  in  reaction 
may  be  deranged  in  disease  with  conse- 
quent acidosis  or  alkalosis.  Acidosis  is 
associated  with  hyperpnea,  diarrhea,  dehy- 
dration, anoxemia,  circulatory  or  renal  in- 
sufficiency; alkalosis  with  excessive  breath- 
ing, vomiting. 

Treatment  of  acidosis  is  designed  pri- 
marily to  correct  the  underlying  cause.  In 
most  types,  fluids  and  fruit  juices  with  Karo 
are  forced  every  hour.  In  cases  associated 
with  ketosis  (except  where  it  is  a disturb- 
ance in  carbohydrate  metabolism,  as  in  dia- 
betes mellitus)  20%  dextrose  is  given  intra- 
venously at  repeated  intervals.  In  case  of 
diabetes,  insulin  is  given,  by  some  authori- 
ties, simultaneously  one  unit  for  each  gram 
of  dextrose,  until  the  condition  is  controlled. 

Treatment  of  alkalosis  depends  upon  the  cause. The  most  common  variety  in  children 
is  that  resulting  from  prolonged  vomiting  with  loss  of  acid,  salt  and  body  water.  No 
food  is  given  by  mouth  except  fluids  with  Karo,  and  saline  intravenously.  If  alkalosis 
is  the  result  of  alkali  administration  in  the  presence  of  nephritis  with  poor  kidney  ex- 
cretion of  salts,  large  amounts  of  fluids  with  Karo  will  favor  excess  base  elimination. 
Alkalosis  from  excess  alkali  administration  is  alleviated  by  forcing  fluids  with  Karo. 

In  both  acidosis  and  alkalosis,  Karo  is  a carbohydrate  of  choice  in  the  emergency  of 
treatment.  Karo  consists  of  dextrins,  maltose  and  dextrose  (with  a small  percentage  of 
sucrose  added  for  flavor),  not  readily  fermentable,  rapidly  absorbed  and  effectively  utilized. 


Corn  Products  Consulting  Service  for  Phy- 
sicians is  available  for  further  clinical  in- 
formation regarding  Karo.  Please  Address: 
Corn  Products  Sales  Company,  Dept.  SJ11, 
17  Battery  Place,  New  York  City. 


CAUSES 

OF  ACIDOSIS 

EXCESSIVE  ACID  FORMATION 

Acid 

Aceto-acetic 
B - hydroxybutyric 

Disturbance 
Starvation 
Cyclic  vomiting 
Diabetes 
Ketogenic  diet 

Lactic 

Asphyxia 

Intestinal  intoxication 
Respiratory  failure 
Shock 
Burns 

DEFECTIVE  ELIMINATION 

Metabolite 

Phosphate 

Disease 

Nephritis 

Carbonic  acid 

Emphysema 
Respiratory  obstruction 
Myocardial  failure 
Narcosis 

CAUSES  OF  ALKALOSIS 


EXCESSIVE  LOSS  OF  ACID 

Hyperventilation 

Tetany 

Cerebral  lesions 

QO  2 (respiratory  center) 

Hysteria 
Excessive  crying 
Vomiting 

HC  1 Pyloric  stenosis 

Intestinal  obstruction 

EXCESSIVE  INTAKE  OF  ALKALI 
NaHCO  3 I in  Pyelitis 

| in  Nephritis 

From  Kugelmass’  “Clinical  Nutrition  in 
Infancy  and  Childhood ” — ( Libtincott ) 
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“Work  of  the  City  Bacteriologist”,  at  a meeting 
of  the  society,  October  14. — R.  W.  Riggs,  M.D.,  sec- 
retary. 

Ninth  District 

(COUNCILOR:  I.  P.  SEILER,  M.D.,  PIKETON) 

SCIOTO 

Dr.  Harry  E.  LeFever,  Columbus,  discussed 
“Common  Lesions  of  the  Spinal  Cord”,  at  a meet- 
ing of  the  Hempstead  Academy  of  Medicine  at 
Portsmouth,  October  12. — W.  M.  Singleton,  M.D., 
secretary. 

Tenth  District 

(COUNCILOR:  C.  C.  SHERBURNE.  M.D.,  COLUMBUS) 

FRANKLIN 

The  Columbus  Academy  of  Medicine  presented 
the  following  programs  during  October: 

October  5 — “Pains  in  the  Chest”,  by  Dr.  E.  F. 
Me  Campbell. 

October  12 — “Tuberculosis”,  by  Dr.  Clarence 
Hyde,  Akron. 

October  19 — “Vitamin  D Therapy  in  Arthritis”, 
by  Dr.  C.  I.  Reed,  professor  of  physiology,  Uni- 
versity of  Illinois  College  of  Medicine.  Dr.  Chas. 
A.  Doan,  discussant. 

October  26 — “The  Early  Diagnosis  of  Car- 
cinoma of  the  Cervix”,  by  Dr.  Walter  Schiller,  Die 
Universitats-Frauenklinik,  Vienna,  Austria. 

MADISON 

Dr.  Roy  J.  Secrest,  assistant  medical  supervisor, 
State  Industrial  Commission,  addressed  the  mem- 
bers of  the  Madison  County  Medical  Society,  at 
the  London  Country  Club,  September  25. — News 
clipping. 

MORROW 

The  Morrow  County  Medical  Society  held  its 
monthly  meeting  at  the  Globe  Hotel,  Mt.  Gilead, 
after  a chicken  dinner,  Tuesday  evening,  October 
13.  Dr.  Louis  J.  Roth,  Columbus,  gave  a very  in- 
teresting talk  on  “The  Treatment  of  Syphilis  and 
Gonorrhea”. — T.  Caris,  M.D.,  secretary. 

ROSS 

Dr.  William  M.  Doughty,  Cincinnati,  was  the 
speaker  at  a meeting  of  the  Ross  County  Medical 
Society,  September  3,  at  Dun  Glen,  Chillicothe. — 
News  clipping. 

“Psychoses”,  was  the  subject  of  a talk  given  by 
Dr.  Carl  W.  Sawyer,  Marion,  at  a meeting  of  the 
society,  October  1,  at  Dun  Glen,  Chillicothe. — 
News  clipping. 


Springfield — Dr.  Arthur  D.  Lewis,  Utica,  N.  Y., 
is  the  new  assistant  physician  at  the  Clark  County 
Sanatorium. 

Marion — “The  House  We  Live  In”  was  the  topic 
discussed  by  Dr.  E.  H.  Morgan  at  a recent  meet- 
ing of  the  Rotary  Club. 


Trademark  " I ” M'  IQ  Trademark 
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Binder  and  Abdominal  Supporter 


Gives  perfect  up- 
lift. Is  worn  with 
comfort  and  sat- 
isfaction. Made 
of  Cotton,  Linen 
or  Silk.  Washable 
as  u n d e r w ear. 
Three  distinct 
types,  many  vari- 
ations of  each. 


The  Picture  Shows  “Type  N” 

Storm  belts  adaptable  to  all  conditions, 
Ptosis,  Hernia,  Pregnancy,  Obesity,  Sacro- 
iliac Relaxations,  High  and  Low  Opera- 
tions, etc. 

Ask  for  Literature 


Katherine  L.  Storm,  M.D. 

Originator,  Owner  and  Maker 
1701  Diamond  St.  Philadelphia 


LABORATORY  APPARATUS 

Coors  Porcelain  Pyrex  Glassware 

R.  & B.  Calibrated  Ware 
Chemical  Thermometers 
Hydrometers  Sphygmomanometers 


J.  T.  Baker  & Co.’s  C.  P.  Chemicals 

Stains  and  Reagents 
Standard  Solutions 


BIOLOGICALS 

Serums  Bacterins  Media 

Antitoxins  Vaccines  Pollens 


We  are  completely  equipped,  and  solicit 
your  inquiry  for  these  lines  as  well  as  for 
Pharmaceuticals,  Chemicals  and  Supplies, 
Surgical  Instruments  and  Dressings. 

* 

The  Rupp  & Bowman  Co. 
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VITAMINS  IN  CANNED  FOODS 


V.  VITAMIN  G 


• By  1926,  it  was  apparent  that  the  anti- 
neuritic  vitamin  B of  earlier  investigators 
was  in  reality  a combination  of  several  vita- 
mins. In  that  year,  Goldberger  postulated 
the  existence  of  a second  vitamin  associated 
with  the  so-called  vitamin  B "complex” 
which  he  designated  as  the  P-P  or  pellagra- 
preventive  factor.  Evidence  has  been  offered 
that  this  factor— subsequently  named  vita- 
min G— exerts  a specific  action  in  the  cure 
and  prevention  of  human  pellagra  and  a simi- 
lar condition  in  experimental  animals  (1)- 

Since  Goldberger’s  pronouncement,  consid- 
erable research  has  been  devoted  to  resolu- 
tion of  the  vitamin  B complex  and,  what  is 
equally  important,  to  testing  the  specificity  of 
vitamin  G in  the  cure  of  human  pellagra  (2). 

The  findings  in  the  laboratory  and  clinic 
have  not,  in  some  respects,  been  entirely  in 
accord  (3). 

As  reports  of  further  investigations  appeared 
in  the  literature,  it  became  clear  that  the 
vitamin  B complex  had  been  aptly  named. 
At  one  time  claims  were  made  for  the  exist- 
ence of  as  many  as  eight  factors  in  this  com- 
plex (4) . 

While  later  work  has  reduced  this  number, 
we  know  today  that  what  has  been  consid- 


ered in  the  past  as  vitamin  G is,  in  reality, 
a combination  of  several  factors.  A relation 
between  experimental  cataract  and  vitamin 
G has  been  described  and,  recently,  another 
associated  factor  was  postulated  (5). 

The  significance  of  these  individual  factors 
in  human  nutrition  has  not  as  yet  been  es- 
tablished. However,  regardless  of  this  fact, 
students  of  nutrition  are  agreed  that  we 
must  provide  for  the  inclusion  of  so-called 
vitamin  G— admittedly  a complex— in  the 
daily  dietary.  It  is  also  obvious  that  until 
more  is  known  about  the  individual  com- 
ponents of  the  complex,  we  must  continue 
to  depend  upon  present  day  bioassay  meth- 
ods to  determine  the  "vitamin  G”  potencies 
of  foods. 

In  this  connection,  many  canned  foods  have 
been  found  by  comparative  studies  to  retain 
their  original  vitamin  G potencies  as  mea- 
sured by  methods  now  in  common  use  (6). 

Investigators  in  the  U.  S.  Public  Health 
Service  have  described  their  values  in  the 
control  of  human  pellagra  (7). 

Commercially  canned  foods,  therefore,  may 
be  used  with  confidence  that  they  will  supply 
amounts  of  vitamin  G consistent  with  the 
amounts  present  in  the  raw  food  materials. 


AMERICAN  CAN  COMPANY 


230  Park  Avenue,  New  York  City 


(1)  1926.  U.S.  Pub.  Health  Report, 42, 297. 

(2)  1934.  Am.  J.  Med.  Sci.,  187,  512. 
1935.  J.  Am.  Med.  Assoc.,  104,  1377. 

(3)  1932.  J.  Am.  Med.  Assoc.,  99,  120. 


(4)  1933.  J.  Nutrition,  6,  559. 

(5)  1934.  J.  Nutrition,  7,  97. 
1936.  Science,  83, 17. 


(6)  1932.  J.  Nutrition,  5,  307. 

1932.  Ind.  Eng.  Chem.,  24,  457. 

(7)  1932.  J.  Am.  Med.  Assoc.,  99,  95. 


This  is  the  eighteenth  in  a series  of  monthly  articles,  which  will  summa- 
rize, for  your  convenience,  the  conclusions  about  canned  foods  which 
authorities  in  nutritional  research  have  reached.  We  want  to  make  this 
series  valuable  to  you,  and  so  we  ask  your  help.  Will  you  tell  us  on  a 
post  card  addressed  to  the  American  Can  Company,  New  York,  N.  Y., 
what  phases  of  canned  foods  knowledge  are  of  greatest  interest  to  you? 
Your  suggestions  will  determine  the  subject  matter  of  future  articles. 


The  Seal  of  Acceptance  denotes  that  the 
statements  in  this  advertisement  are 
acceptable  to  the  Council  on  Foods 
of  the  American  Medical  Association. 
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NEWS  NOTES 


Cleveland — Dr.  Roy  W.  Scott  spoke  on  “Latent 
Syphilis  as  a Cause  of  Heart  Disease”,  at  a meet- 
ing1 of  the  Wayne  County  Medical  Society  at  De- 
troit, October  19. 

Cincinnati — One  of  the  largest  bequests  to  the 
Children’s  Hospital  in  recent  years  will  be  made 
under  the  will  of  the  late  Mrs.  Annie  L.  Dana, 
whose  residuary  estate,  estimated  at  approxi- 
mately $250,000,  goes  to  the  institution  outright. 

Massillon — Dr.  James  R.  Dowling  recently  ad- 
dressed the  Kiwanis  Club  on  “More  That  Should 
Be  Told  About  Some  of  the  Ills  of  Present-Day 
Government”. 

Lima — Informal  dedication  ceremonies  marked 
the  recent  completion  of  the  nurses’  home  at  the 
Lima  District  Tuberculosis  Hospital. 

Cleveland — Dr.  Joseph  L.  Fetterman  recently 
addressed  the  Ohio  Chapter  of  the  American 
Physiotherapy  Association  on  the  subject  “Neur- 
ologic Principles  in  Treatment  of  the  Spastic 
Child”. 

Zanesville— Dr.  Edmund  R.  Brush  has  been  re- 
elected president  of  the  Bethesda  Hospital.  Dr.  G. 
B.  Trout  was  named  vice  president  and  Dr.  W.  D. 
Coffman,  secretary-treasurer. 

Toledo — The  new  golf  champion  of  the  Toledo 
Academy  of  Medicine  is  Dr.  Casimir  J.  Czarnecki. 

Lebanon — Dr.  Carl  A.  Wilzbach,  Cincinnati,  dis- 
cussed “Cancer”  at  a recent  meeting  of  the  Ki- 
wanis Club. 

Barberton — Dr.  Richard  A.  Bolt,  director  of  the 
Cleveland  Child  Health  Association  spoke  on  “Next 
Steps  in  Public  Health  Work”  at  a recent  meeting 
of  the  Rotary  Club. 

Chillicothe — Bids  are  being  received  at  Wash- 
ington for  the  construction  of  two  new  buildings, 
to  care  for  328  additional  patients,  at  the  local  U. 
S.  Veterans’  Administration  Hospital.  The  sum  of 
$600,000  has  been  appropriated  for  the  construc- 
tion. 

Cleveland — Dr.  J.  L.  Bubis,  Cleveland,  spoke  on 
“Retrograde  Cystocele  Repair”  at  the  recent  meet- 
ing of  the  Central  Association  of  Obstetricians 
and  Gynecologists  in  Detroit. 

Portsmouth — At  the  recent  annual  election  of 
officers  of  the  staff  of  Mercy  Hospital,  Dr.  George 
E.  Obrist  was  named  chief -of-staff  and  Dr.  Ches- 
ter H.  Allen,  secretary-treasurer. 

Urbana — Through  the  generosity  of  two 
anonymous  members  of  the  local  manufacturer’s 
association,  an  oxygen  tent  has  been  placed  at  the 
disposal  of  the  Champaign  County  Medical  So- 
ciety. 

Toledo — Physicians  appearing  on  the  Fall  pro- 
gram of  the  Lucas  County  Bar  Association  in- 
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PHYSICAL  DISCOMFORT 


Sleep  in  the  normal  healthy  person 
provides  an  adequate  period  of  phys- 
ical and  mental  recuperation.  Where 
normal  sleep  is  disturbed  by  worry, 
excitement,  pain  or  physical  discom- 
fort, hypnotics  or  sedatives  are  often 
indicated. 

Ipral  Calcium  (calcium  ethylisopro- 
pylbarbiturate ) induces  a sound,  restful 
sleep  closely  resembling  the  normal.  It 
is  readily  absorbed  and  rapidly  elimi- 
nated. Undesirable  cumulative  effect 
may  be  avoided  by  proper  regulation 
of  the  dosage.  No  untoward  organic  or 
systemic  effects  have  been  reported  in 
the  usual  therapeutic  dosage. 
Ipral  Calcium  is  supplied  in 


2-gr.  tablets  for  use  as  a sedative  and 
hypnotic. 

Ipral  Sodium  (sodium  ethylisopro- 
pylbarbiturate)  is  supplied  in  4-gr. 
tablets  for  preanesthetic  medication. 

When  pain  accompanies  insomnia, 
Tablets  Ipral  Aminopyrine  (2  gr. 
Ipral,  2.33  gr.  Aminopyrine  Squibb) 
provide  both  analgesic  and  sedative 
effects. 

These  preparations  are  available  in 
bottles  of  10,  100  and  1000  tablets. 
For  descriptive  literature  address  the 
Professional  Service  Department,  745 
Fifth  Avenue,  New  York  City. 

E/R:Sqpibb  & Sons,  New YbRK 

MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 
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elude  Dr.  Louis  A.  Miller,  who  spoke  on  “Cross 
Examination  of  Medical  Witnesses”,  October  26; 
Dr.  Theodore  Zbinden,  who  will  discuss  “Blood 
Tests  in  Paternity  Cases”  on  November  2,  and  Dr. 
Fred  L.  Eyestone,  who  is  scheduled  to  speak  No- 
vember 23  on  “Congenital  Deformities  and 
Trauma”. 

Mansfield — Dr.  Roy  C.  Rehder,  Milwaukee,  has 
been  appointed  assistant  city-county  health  com- 
missioner, succeeding  Dr.  L.  H.  Gaston,  who  has 
moved  to  Gladwin,  Michigan. 

Xenia — Dr.  Gordon  E.  Savage,  Osborn,  has 
been  appointed  Green  County’s  first  full-time 
health  commissioner. 

Ashtabula — “Why,  Doctor?”  was  the  subject  of 
an  address  made  by  Dr.  Arthur  W.  Thomas  at  a 
recent  meeting  of  the  Exchange  Club. 

Marietta — Dr.  Gordon  M.  James,  who  has 
practiced  in  Marietta  for  the  past  five  years,  has 
moved  to  Seattle,  Wash. 

Oberlin — Dr.  F.  R.  Dew  is  the  new  commander 
of  the  American  Legion  of  Lorain  County. 

Columbus — The  new  interns  at  White  Cross 
Hospital  are:  Dr.  John  Q.  Brown,  Dr.  John  E. 
Martin,  and  Dr.  Rush  Robinson,  Jr.,  Columbus;  Dr. 
Richard  W.  Solier,  Bryan;  Dr.  Warren  R.  Flana- 
gan, Kenton,  and  Dr.  Joseph  L.  Shepard,  Harris- 
burg. Dr.  Philip  J.  Woodworth  is  the  new  resi- 
dent physician. 

Sidney — Dr.  Paul  C.  Bratten,  New  Bremen,  is 
the  new  health  commissioner  of  Shelby  County. 


“Musts”  Listed  By  Surgeon  General 

According  to  press  dispatches,  the  recently 
appointed  Surgeon  General  of  the  U.  S.  Public 
Health  Service,  Dr.  Thomas  Parran,  Jr.,  has  six 
“musts”  on  his  program  for  securing  better 
health  throughout  the  nation,  based  on  his  phi- 
losophy that  “the  greatest  need  for  health  action 
is  where  the  greatest  saving  of  life  and  suffering 
can  be  made”.  They  are  the  following: 

1.  To  finish  the  job  of  wiping  out  tuberculosis. 

2.  To  wipe  out  that  unmentionable  disease, 
syphilis,  the  end  results  of  which  “crowd  our 
jails,  our  poor-houses  and  our  insane  asylums.” 

3.  To  make  available  to  people  everywhere 
facilities  for  the  proper  diagnosis  and  treatment 
of  cancer,  which  in  Dr.  Parran’s  opinion  would 
reduce  by  20  per  cent  the  deaths  from  this  dis- 
ease. 

4.  To  reduce  the  “disgracefully  high”  death 
rates  of  mothers  in  childbirth  and  of  babies  in 
their  first  month  of  life. 

5.  To  correct  the  conditions  resulting  from 
improper  diet. 

6.  To  restore  crippled  children  to  lives  of  use- 
fulness. 


SCARLET  FEVER 
STREPTOCOCCUS 
TOXIN"U.S.S.P.  CO. 


for  Active  Immunization 

There  is  an  increasing  demand  for  scarlet 
fever  immunization  . . . Prophylaxis  is 
increasing  continually.  Our  Scarlet  Fever 
Toxin  is  made  without  the  use  of  any  alien 
serum  and  therefore  will  not  sensitize  to 
animal  serums. 

Packaged  in  one  and  ten  complete 
immunizations. 


Write  for  further  details 
on  Scarlet  Fever  Streptococ- 
cus Toxin. — U.  S.  S.  P.  Co. 

U.  S.  STANDARD  PRODUCTS  CO. 

U.  S.  Government  License  No.  65 
WOODWORTH,  WIS. 
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Controlled  laboratory  investigation 

Chemical  and  biological  control  of 
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Extensive  clinical  application 


Thirteen  years’  acceptance  by  the 
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istry of  the  American  Medical 
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How  Much  Sun  ^ 
Does  the  Infant  { 
Really  Get  + 

Not  very  much:  (1)  When 
the  baby  is  bundled  to  pro- 
tect against  weather  or  (2) 
when  shaded  to  protect 
against  glare  or  (3)  when 
the  sun  does  not  shine  for 
days  at  a time.  Oleum 
Percomorphum  offers  pro- 
tection against  rickets 
365V4  days  in  the  year,  in 
measurable  potency  and  in 
controllable  dosage.  Use 
the  sun,  too ♦ 


Oleum  Percomorphum  Price  Substantially  Reduced , Sept  1,  19361 

We  are  hopeful  that  by  the  medical  profession’s  con*  Liver  Oil  Fortified  With  Percomorph  Liver  Oil), 
tinued  whole-hearted  acceptance  of  Oleum  Perco*  it  will  be  possible  for  us  to  make  the  patient’s 

morphum,  liquid  and  capsules  (also  Mead’s  Cod  “vitamin  nickel”  (A  and  D)  stretch  still  further. 

Mead  Johnson  & Company , Evansville , Indiana,  U.  S.  A.,  does  not  advertise  any  of  its  products  to  the  public • 
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RUDYARD  KIPLING  ON  DOCTORS 

The  death  of  Rudyard  Kipling  recalls  to  some 
of  the  medical  journals  a fine  passage  in  an  ad- 
dress he  delivered  in  1938  at  the  Middlesex  Hos- 
pital on  “A  Doctor’s  Work”.  Said  Kipling: 

Every  sane  human  being  is  agreed  that  this 
long-drawn  fight  for  time  that  we  call  life  is 
one  of  the  most  important  things  in  the  world. 
It  follows,  therefore,  that  you,  who  control  and 
oversee  this  fight,  and  who  will  reinforce  it,  must 
be  amongst  the  most  important  people  in  the 
world.  Certainly  the  world  will  treat  you  on  that 
basis.  It  has  long  ago  decided  that  you  have  no 
working  hours  wh'ch  anybody  is  bound  to  respect, 
and  nothing  except  your  extreme  bodily  illness 
will  excuse  you  in  its  eyes  from  refusing  to  help 
a man  who  thinks  he  may  need  your  help  at  any 
hour  of  the  day  or  night.  Nobody  will  care 
whether  you  are  in  your  bed,  or  in  your  bath,  or 
at  the  theatre.  If  any  one  of  the  children  of  men 
has  a pain  or  a hurt  in  him  you  will  be  sum- 
moned; and,  as  you  know,  what  little  vitality  you 
may  have  accumulated  in  your  leisure  will  be 
dragged  out  of  you  again. 

In  all  time  of  flood,  fire,  famine,  plague 
pestilence,  battle,  murder,  and  sudden  death  it 
will  be  required  of  you  that  you  report  for  duty 
at  once,  and  go  on  duty  at  once,  and  that  you  stay 
on  duty  unt;l  your  strength  fails  you  or  your 
conscience  relieves  you;  whichever  may  be  the 
longer  period.  This  is  your  position — these  are 
some  of  your  obligations — and  I do  not  think  that 
they  will  grow  any  lighter.  Have  you  heard  of 
any  legislation  to  l'mit  your  output?  Have  you 
heard  of  any  bill  for  an  eight-hour  day  for  doc- 
tors? Do  you  know  of  any  change  in  public 
opinion  which  will  allow  you  not  to  attend  to  a 
patient  when  you  know  that  the  man  never 
means  to  pay  you?  Have  you  heard  any  outcry 
against  those  people  who  can  really  afford  sur- 
gical appliances,  and  yet  cadge  round  the  hos- 
pitals for  free  advice,  a cork  leg,  or  a glass  eye? 
I am  afraid  you  have  not.  It  seems  to  be  re- 
quired of  you  that  you  must  save  others.  It  is 
nowhere  laid  down  that  you  need  save  yourselves. 
That  is  to  say,  you  belong  to  the  privileged 
classes.  * * * 

Realizing  these  things,  I do  not  think  I need 
stretch  your  patience  by  talking  to  you  about  the 
high  ideals  and  lofty  ethics  of  a profession 
which  exacts  from  its  followers  the  largest  re- 
sponsibility and  the  highest  death  rate — for  its 
practitioner — of  any  profession  in  the  world. — 
N.  Y.  State  Journal  of  Medicine. 


Cleveland — Announcement  is  made  of  the  re- 
cent marriage  of  Dr.  Anna  Mae  Young  and  Dr. 
Edmund  E.  Beard. 


SMOKING 

AGAINST 

DOCTORS*  ORDERS! 

IT  is  easy  to  tell  a patient  to  stop 
smoking,  but  it  is  often  difficult  to 
make  him  follow  the  advice. 

We  do  not  advocate  smoking  against 
doctors’  orders,  but  we  do  say  that  if 
your  patient  insists  on  smoking,  he 
should  smoke  a cigarette  proved*  less 
irritating. 

Philip  Morris,  due  to  the  use  of  di- 
ethylene glycol,  are  less  irritating  than 
ordinary  cigarettes  in  which  glycerine 
is  used  as  the  hygroscopic  agent. 

★ P roc.  Soc.  Exp.  Biol,  and  Med.,  1934, 32,  241-245 
Laryngoscope,  Feb.  1935,  VoflXLV,  No.  2,  149-154 
N.  Y.  State  Jour.  Med.,  June  1935,  Vol.  35,  No.  11  . 

Arch.  Otolaryngology,Mar.  1936, Vol.  23,  No.  3, 306-309 

Philip  Morris  & Co.  Ltd.  Inc.  Fifth  Ave.,  X.Y. 

No  claim  is  made  that  Philip  Morris  Cigarettes  cure 
irritation,  but  glycerine,  shown  to  be  a source  of  irrita- 
tion and  generally  used  in  the  manufacture  of  ordin- 
ary cigarettes  is  not  used  in  Philip  Morris. 


PHILIP  MORRIS  & CO.  LTD.  INC. 

119  FIFTH  AVENUE  NEW  YORK 

f Absolutely  without  charge  or  obligation  of  any 
kind,  please  mail  to  me 
★ Reprint  of  papers  from 

N.  Y.  State  Jour.  Med.  1935,  35—  I I 
No.  11,  590;  Laryngoscope  1935  XLV,  ' — ' 
149-154.  Proc.  Soc.  Exp.  Biol,  and  Med., 

1934,  32,  241-245. 

For  my  personal  use,  2 packages  of  f" 
Philip  Morris  Cigarettes,  English  Blend.  — 

SIGNED  .* 

ADDRESS _ 

CITY_ : STATE _ 
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THE  present  crusade  to  stamp 
out  syphilis  will  bring  to  light 
many  patients  suffering  from  syph- 
ilitic involvement  of  the  central 
nervous  system. 

The  usefulness  of  Tryparsamide 
Merck  in  the  treatment  of  Neuro- 
syphilis has  been  established  by 
many  different  and  critical  investi- 
gators. Be  prepared  to  give  your  pa- 
tients full  advantage  of  this  remark- 
able remedy,  the  use  of  which  is 
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THE  ETIOLOGY  AND  THERAPY  OF  BILIARY  TRACT  DISEASE 
FROM  THE  VIEWPOINT  OF  APPLIED  PHYSIOLOGY 

By  ANDREW  C.  IVY,  Ph.D.,  M.D.,  Chicago,  Illinois 


THE  primary  function  of  the  biliary  tract  is 
to  drain  bile  from  the  liver  to  the  intestine. 
The  gall  bladder  has  two  primary  func- 
tions: one  is  to  store  bile  for  digestive  purposes, 
the  other  to  regulate  the  pressure  in  the  biliary 
passages. 

A recent  study  of  the  comparative  physiology, 
the  anatomy,  and  the  phylogeny  of  the  gall  blad- 
der has  produced  the  following  generalizations 
regarding  the  first  function  stated:  (1)  All  exist- 
ing reptiles  have  a gall  bladder  and  eat  very  in- 
termittently. (2)  Mammals  descended  from  rep- 
tiles, and  all  those  mammalian  forms  which  have 
differentiated  or  specialized  least  in  regard  to 
bodily  and  visceral  form,  have  a gall  bladder;  e.g. 
the  insectivera,  cheiroptera  (bats),  carnivora,  der- 
moptera  (flying  lemur),  and  all  primates  have  a 
gall  bladder.  (3)  All  carnivors  except  the  whale, 
which  is  a “mutilated”  mammal,  and  all  omnivera 
so  far  investigated,  have  a gall  bladder;  it  is  var- 
iable in  herbivora.  (4)  Those  animals  (dog,  cat, 
man)  whose  liver  produces  a small  quantity  of 
bile  per  gm.  per  24  hours  have  a gall  bladder  of 
large  “physiologic  capacity”.  And,  those  animals 
without  a gall  bladder  or  with  a gall  bladder  of 
small  “physiologic  capacity”  possess  a liver  that 
secretes  a large  quantity  of  bile.  The  first  group 
of  animals  have  a “strong”  sphincter  of  Oddi. 
The  latter  group  of  animals  either  have  no 
sphincter  of  Oddi  or  a very  “weak”  one.  Since  a 
sphincter  of  Oddi  is  necessary  for  filling  of  the 
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gall  bladder,  it  would  not  be  so  “necessary”  in  an 
animal  without  a gall  bladder  or  in  one  whose 
liver  forms  a great  deal  of  bile.  I believe  that  the 
foregoing  observations  indicate  that  in  chronic 
biliary  tract  disease  and  in  cholecystectomized 
patients,  the  frequent  ingestion  of  small  meals  (6) 
during  the  day  is  physiologically  rational.  The 
correctness  of  this  statement  depends  (1)  on 
whether  the  primary  function  of  the  gall  bladder 
is  storage  of  bile  for  digestive  purposes,  and  (2) 
on  whether  the  presence  of  continuous  digestion 
in  the  stomach  and  upper  intestine  increases  the 
formation  of  bile  and  keeps  it  thin  and  flowing. 
The  evidence  in  support  of  these  statements,  al- 
though not  absolute,  is  strongly  presumptive. 

In  regard  to  the  second  function,  namely,  pres- 
sure regulation,  we  possess  the  following  evi- 
dence: (1)  A sphincter  of  Oddi  is  necessary  for 
the  filling  of  the  gall  bladder;  thus,  with  the  ap- 
pearance of  a gall  bladder  in  the  animal  scale 
(cyclostomata,  hag-fish),  a sphincter  or  some 
mechanism  for  filling  the  gall  bladder  also  ap- 
peared. Since  such  a sphincter  through  changes 
in  tone  would  cause  variations  in  pressure  in  the 
extrahepatic  ducts,  the  gall  bladder  by  its  pres- 
ence assumes  a pressure-regulatory  function.  So, 
the  two  functions  are  directly  related.  (2)  It  is 
well  established  that  the  removal  of  a gall  bladder 
which  concentrates  causes  a more  or  less  tempo- 
rary paresis  of  the  sphincter  with  continuous  flow 
of  bile  into  the  intestine,  which  is  followed  by 
dilation  of  the  extrahepatic  ducts  and  a return  of 
competence  of  the  sphincter  in  many  instances. 
We  do  not  really  know  the  cause  of  the  dilation  of 
the  ducts.  It  is  generally  believed  that  the  dila- 
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tion  is  due  to  the  return  of  competence  of  the 
sphincter,  the  ducts  being  distended  by  the  secre- 
tory pressure  of  bile  (30  cm.  of  water  pressure). 
But,  when  the  common  duct  is  sectioned  and  tied, 
and  a cholecystduodenostomy  or  gastrostomy  is 
performed,  the  ducts  also  dilate,  suggesting  that 
the  dilation  may  be  due  also  to  back  pressure 
from  the  duodenum  or  stomach.  (Other  possible 
causes  will  not  be  mentioned).  Regardless  of  the 
cause,  the  fact  that  removal  of  a gall  bladder 
which  concentrates  leads  frequently  to  changes  in 
the  sphincter  and  common  duct  shows  that  the 
gall  bladder  has  a definite  functional  significance 
and  is  not  a vestigial  structure  in  man  and  dog. 
In  the  instance  that  disease  of  the  gall  bladder 
has  rendered  the  organ  functionless,  the  ducts 
also  dilate  and  no  anatomic  or  physiologic  change 
results  from  its  removal.  These  facts  show  that  a 
gall  bladder  which  concentrates  should  not  be  re- 
moved except  for  very  definite  indications. 

The  known  activities  of  the  gall  bladder  are 
three  in  number,  namely,  absorption,  secretion, 
and  motion. 

ABSORPTION 

The  gall  bladder  concentrates  the  hepatic  bile 
that  enters  it  from  four  to  ten  times.  In  stasis, 
the  bile  may  be  concentrated  twenty  times,  so  that 
it  has  the  consistency  of  jelly.  In  concentrating 
bile,  water  and  certain  inorganic  salts  and  alka- 
line substances  are  absorbed.  In  this  process  the 
bile  is  changed  from  the  alkaline  reaction  of  he- 
patic bile  to  slightly  acid  reaction.  The  bile  salts 
and  acids  prevent  the  fat  and  cholesterol  in  the 
bile  from  precipitating  out  at  this  acid  reaction. 
Because  of  its  concentrating  activity  the  gall 
bladder  of  man  may  store  the  12  to  24  hour  out- 
put of  bile  by  the  liver. 

If  the  mucosa  of  the  gall  bladder  is  acutely  in- 
flamed, it  does  not  concentrate  or  absorb;  neither 
does  such  a gall  bladder  evacuate  appreciably. 
After  subsidence  of  an  acute  inflammation,  the 
gall  bladder  may  concentrate  and  evacuate  nor- 
mally; but  if  the  inflammation  leaves  a residue  of 
fibrosis  or  a thickened  gall  bladder  wall,  such  a 
gall  bladder  does  not  concentrate  normally.  A 
patchy  inflammation  of  the  gall  bladder  may  be 
produced,  and  such  a gall  bladder  may  concentrate 
normally.  The  gall  bladder  which  has  a hyper- 
trophic mucosa  concentrates  exceedingly  well. 
The  most  concentrated  biles  are  obtained  from 
such  gall  bladders  in  man  and  dog.  However, 
when  such  a gall  bladder  becomes  inflamed,  it 
does  not  concentrate. 

SECRETION 

The  gall  bladder  secrets  a viscid,  colorless  se- 
cretion, its  viscidity  being  due  to  protein  rather 
than  to  true  mucin,  which  if  present  is  present 
only  in  traces.  In  an  non-inflamed  fistula  of  the 
gall  bladder  in  man  (cystic  duct  obstructed),  20 
cc.  of  this  “white  bile”,  non-inflammatory  hydrops 
fluid,  has  been  obtained  in  one  day.  Whether  this 


is  the  normal  amount,  of  course,  we  do  not  know. 
The  gall  bladder  mucosa  is  very  easily  irritated; 
it  is  apparently  the  most  sensitive  mucosa  in  the 
gastro-intestinal  tract.  When  irritated  it  secretes 
or  transudes  a copious  quantity  of  thin  fluid,  rich 
in  protein,  which  may  be  tinged  with  red  blood 
cells.  The  bile  ducts  also  secrete  a thin  colorless 
secretion,  or  “white  bile”. 

The  “white  bile’  ’of  the  surgeon  or  a lightly  pig- 
mented bile,  is  found  in  the  common  duct  under 
the  following  conditions:  (1)  Common  duct  ob- 

struction in  the  absence  of  the  gall  bladder  or  the 
presence  of  a functionless  gall  bladder.  (2)  Par- 
tial common  duct  obstruction  under  the  above 
conditions.  (3)  In  toxic  and  infectious  hepatitis 
with  jaundice.  In  acute  infectious  diseases  with- 
out hepatitis  the  bile  is  dark,  thick,  and  small  in 
volume. 

CAUSES  OF  PATHOLOGY  AND  LITHIASIS  IN  THE 
BILIARY  TRACT 

Before  considering  the  motor  activity  of  the 
gall  bladder,  it  is  appropriate  to  consider  briefly 
the  possible  causes  of  pathology  and  lithiasis  in 
the  biliary  tract.  The  first  cause  that  should  be 
considered  is  infection,  either  “ascending”  or 
“descending”.  A “descending  infection”  is  of  lit- 
tle interest  to  the  physiologist  except  as  it  per- 
verts hepatic  and  biliary  tract  functions  and  pro- 
duces symptoms.  An  “ascending  infection”,  how- 
ever, must  be  based  on  some  physiologic  disturb- 
ance, as  is  exemplified  by  the  fact  that  ascending 
hepatitis  frequently  follows  artificial  anastomoses 
between  the  biliary  and  gastro-intestinal  tracts. 

A second  possible  cause  is,  a change  in  the 
chemistry  of  bile.  That  diet,  or  a hypercholester- 
olemia increases  the  content  of  cholesterol  in  the 
bile  has  never  been  clearly  established,  though 
some  report  that  such  is  the  case.  One  may  “play 
safe”  by  advising  patients  in  such  instances  as 
the  hypercholesterolemia  of  pregnancy  and  dia- 
betes to  take  fruit  juices,  or  some  olive  oil  (con- 
tains no  cholesterol)  at  bed  time,  to  insure  better 
gall  bladder  evacuation  or  to  give  some  bile  salts 
with  the  hope  that  the  bile  formed  will  be  thinner 
and  a better  solvent.  A low  cholesterol  diet  might 
be  used,  provided  it  is  not  devoid  of  fats,  fruit 
juices,  and  meats,  which  excite  gall  bladder 
evacuation. 

Further  in  regard  to  the  chemistry  of  bile,  it 
is  of  interest  to  point  out  that  the  bile  salts  and 
the  fats  in  bile  are  mutually  concerned  in  keeping 
cholesterol  in  solution.  The  fats,  as  well  as  the 
bile-acids,  in  bile  are  capable  of  dissolving  choles- 
terol, so  that  a decrease  in  the  bile  salts  or  in  the 
fats  in  bile  would  tend  to  decrease  the  solubility 
of  cholesterol.  The  fatty  acid:  cholesterol  ratio  in 
human  bile  is  about  2:1;  in  dog’s  bile,  about  10:1. 
It  is  probably  the  high  fat  and  bile-acid  content 
in  relation  to  the  low  cholesterol  content  of  dog’s 
bile  that  causes  the  solution  of  a human  gallstone 
when  placed  in  the  gall  bladder  of  the  dog;  and 
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it  is  the  low  bile  acid  plus  fat:  cholesterol  ratio 
in  human  bile  that  is  probably  responsible  for  the 
formation  of  cholesterol  stones  in  the  human.  The 
change  of  bile  from  an  alkaline  to  an  acid  reac- 
tion in  the  gall  bladder,  referred  to  above,  renders 
the  situation  even  more  precarious. 

The  third  possible  cause  is  stasis.  It  is  gen- 
erally believed  that  stasis  in  any  hollow  viscus 
predisposes  to  irritation,  infection,  and  pathologic 
changes.  In  the  dog  it  has  been  found  that  stasis 
in  the  gall  bladder  leads  to  hypertrophy  of  the 
mucosa  and  typerphasia  of  lymphoid  tissue. 
In  fact,  a hypertrophic  mucosa  may  be  ob- 
tained resembling  that  of  a strawberry  gall 
bladder  or  of  cholesterosis  in  the  human.  The 
stasis  gall  bladder  in  the  dog  does  not  show  the 
red  inflamed  crypts  nor  the  lipoid  deposits  in  the 
folds  of  mucosa.  But  the  hypertrophy  of  the  mu- 
cosa and  lymphoid  tissue  is  marked.  (Stricture 
of  the  common  duct,  reversed  peristalsis  in  the 
duodenum,  or  duodenitis  causes  stasis  in  the  gall 
bladder  of  the  dog). 

Stasis.  The  physiologic  factors  which  are  con- 
cerned in  the  production  of  stasis  are:  (1)  duo- 
denal irritation  or  inflammation,  (2)  reversed 
peristalsis  in  the  duodenum,  (3)  spasm  of  the 
sphincter  of  Oddi,  due  to  nervous  reflex  disturb- 
ances or  inflammation  of  the  ampulla  of  Vater, 
(4)  motor  inactivity  of  the  gall  bladder  due  to  too 
little  fat,  fruit  juices,  or  meat  in  the  diet,  (5)  an 
abnormally  small  cystic  duct,  requiring  greater  ac- 
tivity on  the  part  of  the  gall  bladder,  and  (6)  the 
possibility  that  a sphincter  may  be  located  at  the 
neck  of  the  gall  bladder  (problematic). 

Motor  Activity:  The  gall  bladder  may  evacuate 
some  or  most  of  its  contents  in  either  of  two 
ways.  The  duodenum  and  sphincter  of  Oddi  may 
relax  at  periods,  and  the  pressure  that  the  bile  is 
under  in  the  gall  bladder  due  to  the  elasticity  and 
muscular  tone  of  that  organ  will  force  bile  into 
the  intestine.  This  type  of  emptying  occurs  when 
various  saline  cathartics  are  placed  in  the  duo- 
denum. Or,  with  a normal  or  partially  relaxed 
sphincter  the  gall  bladder  contracts  and  expels  its 
contents.  The  chief  factor  concerned  in  causing 
the  gall  bladder  to  contract  and  evacuate  is  the 
hormone,  cholecystokinin,  which  is  elaborated 
when  fats,  acid  fruit  juices,  gastric  juice,  and  pos- 
sibly peptones  come  into  contact  with  the  upper 
intestinal  mucosa.  Starches,  sugars,  and  gruels 
do  not  empty  or  excite  the  gall  bladder.  (Slides 
were  shown  demonstrating  how  the  hormone  aets 
on  the  gall  bladder  and  the  type  of  contraction 
that  results  when  digested  egg  yolks  and  cream 
are  introduced  into  the  duodenum).  When  mul- 
tiple stones  which  visualize  by  A-ray  are  present 
in  the  gall  bladder,  the  ingestion  of  fats,  which 
leads  to  gall  bladder  contraction,  causes  move- 
ments of  the  stones.  (This  was  illustrated  by 
roentgenograms  from  a patient  showing  that  a 
small  stone  passed  from  the  fundus  of  the  gall 


bladder  into  the  opening  of  the  cystic  duct).  Thus, 
small  stones  constitute  a constant  hazard. 

Sphincter  of  Oddi:  It  has  been  demonstrated 
recently  by  Boyden  that  a true  sphincter  of  Oddi 
exists  in  man.  This  was  shown  by  making  recon- 
structions of  the  choledochoduodenal  junction  in 
human  embryos. 

Some  of  the  most  important  facts  concerning 
the  physiology  and  pharmacology  of  the  sphincter 
or  the  choledochoduodenal  junction  are  as  follows: 

1.  Removal  of  a normal  gall  bladder  causes  the 
sphincter  to  become  incompetent  for  varying  per- 
iods of  time.  This  shows  that  the  gall  bladder  has 
a functional  relationship  to  the  sphincter. 

2.  Any  procedure  which  increases  the  tone  of 
the  duodenum  retards  the  flow  of  bile  into  the 
duodenum. 

3.  Any  procedure  which  decreases  the  tone  of 
the  duodenum  and  promotes  normal  peristalsis 
favors  the  flow  of  bile  into  the  duodenum. 

4.  The  vagi  are  the  nerves  predominately  con- 
cerned in  increasing  the  resistance  to  the  flow  of 
bile  into  the  duodenum.  The  innervation  of  the 
sphincter  is  not  simple.  For  example,  spinal 
anesthesia  decreases  sphincteric  resistance. 

5.  The  evidence  indicates  that  when  the  gall 
bladder  contracts  the  sphincter  relaxes,  but  not 
completely.  Following  the  injection  of  cholecyS- 
tokin,  which  is  the  hormone  formed  when  fats  and 
acids,  particularly,  come  into  contact  with  the 
upper  intestinal  mucosa,  the  sphincter  relaxes 
while  the  gall  bladder  contracts. 

6.  In  some  human  subjects  during  digestion, 
after  the  gall  bladder  has  started  to  empty,  the 
resistance  of  the  sphincter  will  increase  and  the 
gall  bladder  will  start  to  fill.  This  causes  the 
gall  bladder  to  empty  in  phases. 

7.  In  the  dog,  the  resistance  offered  by  the 
“sphincter”  may  amount  to  as  much  as  75  cm.  of 
bile  pressure.  This  is  greater  than  the  secretory ' 
pressure  of  the  liver  (30  cm.)  and  the  force  of 
contraction  of  the  gall  bladder  (20-25  cm.).  In 
man  the  “sphincteric  resistance”  may  be  as  high 
as  60  cm.  Hence,  with  a hyptertonic  sphincter, 
the  gall  bladder  may  contract  without  evacuating. 

BILIARY  TRACT  PAIN 

A spastic  sphincter  may  cause  “biliary  tract 
pain”:  A spasm  of  the  sphincter  (sphincterismus) 
in  the  presence  of  a contracting  gall  bladder  pro- 
duces biliary  colic  in  man.  Biliary  colic  may  occur 
after  an  injection  of  cholecystokinin  when  little 
or  no  bile  is  flowing  into  the  duodenum  due  to  a 
spastic  sphincter  (9, 10).  It  may  occur  following 
the  injection  of  pilocarpine  when  the  gall  bladder 
is  contracting  in  response  to  fat.  Pilocarpine 
causes  the  sphincter  to  contract.  In  patients  with 
a tube  in  the  cystic  or  common  duct,  if  the 
sphincter  is  spastic,  distention  of  the  ducts  with 
from  16  to  30  cm.  of  water  pressure  will  cause 
typical  biliary  tract  pain  (5).  This  shows  that  in 
the  presence  of  a spastic  sphincter  pain  may  be 
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elicited  by  pressures  that  may  result  from  a vig- 
orous contraction  of  the  gall  bladder.  In  this  con- 
nection pain  may  be  experienced  in  a cholecystec- 
tomized  patient  with  obstruction  of  the  ampulla 
when  decholin,  a bile  salt,  is  injected  intraven- 
ously. In  other  words,  the  secretory  pressure  of 
bile  (30  cm.  H20),  when  suddenly  exerted  on  the 
bile  ducts,  is  also  adequate  for  the  production  of 
pain. 

Whether  nerve  endings  of  the  biliary  tract  must 
be  previously  sensitized  by  some  pre-existing  con- 
dition to  obtain  pain  as  in  the  above  experiments 
is  not  known.  But,  it  is  known  that  pain  can  be 
obtained  in  presumably  normal  subjects  whose 
gall  bladder  visualizes  and  evacuates  according  to 
normal  standards. 

BILIARY  DYSKINESIA  OR  DYSSYNERGIA 

On  the  basis  of  the  preceding  facts  and  consid- 
eration it  is  obvious  that  disturbances  of  the 
sphincter  of  Oddi,  or  of  the  choledochoduodenal 
mechanism,  may  play  an  important  role  in  the 
etiology  and  symptomatology  of  biliary  tract 
diseases.  In  fact,  a number  of  well  known  clin- 
icians and  surgeons  believe  that  such  an  entity 
exists,  and  this  disordered  motor  state  which  also 
involves  either  directly  or  indirectly  the  gall  blad- 
der has  been  called  biliary  dyskinesia  or  dys- 
synergia.  I,  personally,  have  seen  three  patients 
whose  symptoms  could  be  explained  on  no  other 
basis,  who  responded  to  medical  management  con- 
sisting of  diet,  a sedative,  small  doses  of  bella- 
donna, and  small  doses  of  heavy  magnesium  oxide 
after  meals.  In  one  such  patient  (previously 
normal  cholecystogram  and  normal  roentgenologic 
findings  in  the  alimentary  tract)  suffering  acute 
right  hypochondrial  and  epigastric  distress,  ac- 
companied by  mild  icterus  with  an  enlarged  tender 
gall  bladder  (feeling  of  tumor  in  the  right  side 
reported  by  the  patient),  the  hypodermic  injection 
1/60  gr.  of  atropine  brought  relief  in  five  or  ten 
minutes.  The  patient  reported  that  with  the  relief 
he  felt  the  tumor  disappear  and  several  hours 
later  evacuated  a stool  of  almost  pure  dilute  bile. 
The  same  response  might  possibly  have  been  ob- 
tained with  nitroglycerine  or  amylnitrite. 

Westphal’s  classification  of  biliary  dyskinesia 
follows: 

1.  Hyperkinetic. 

a.  Hypermotile.  Increased  motility  of  the 
gall  bladder  with  very  rapid  emptying  in 
response  to  fat. 

b.  Hypertonic.  Contraction  of  the  gall  blad- 
der against  spasm  of  the  sphincter  with 
spastic  distention  and  mild  colicky  pain. 

2.  Atonic. 

Relaxation  or  atony  of  the  gall  bladder  with 
spasm  of  the  sphincter  causing  atonic  dis- 
tention of  the  gall  bladder  with  mild  contin- 
uous heavy  aching  sensation  or  sensation  of 
tumor. 

An  additional  roentgenologic  observation  should 


be  noted.  I have  obtained,  through  the  courtesy 
of  Drs.  Case  and  Barth  of  our  Department  of  Ra- 
diology, cholecystograms  of  patients  complaining 
of  biliary  tract  distress  in  the  presence  of  a gall 
bladder  that  visualized  exceedingly  well.  How- 
ever, after  taking  the  Boyden  meal  the  hepatic 
ducts  were  visualizd.  This  certainly  indicates  ab- 
normality of  the  sphincter  or  ampulla,  which,  I 
believe,  accounts  for  their  symptoms. 

MANAGEMENT  OF  BILIARY  DYSKINESIA 

The  outline  given  above  of  the  physiology  and 
pharmacology  of  the  sphincter  provides  the  prin- 
ciples for  the  management  of  patients  with  motor 
disturbances  of  the  biliary  tract.  However,  the 
matter  of  diet  has  not  been  covered  adequately. 
From  the  physiologic  viewpoint,  I believe  these 
patients  should  receive  some,  but  not  too  much,  of 
those  foods,  such  as  fats,  fruit  juices,  and  meat, 
which  excite  the  gall  bladder.  The  amount  of 
these  excitants  that  the  patient  should  receive 
will  vary  from  patient  to  patient.  Thus,  I believe 
that  the  physician  should  determine  what  I choose 
to  call  the  “biliary  fat  tolerance”  of  the  patient. 
That  is,  determine  how  much  of  the  above  excit- 
ants are  necessary  to  cause  symptoms  and  then 
place  the  patient  on  a diet  containing  less  than 
that  amount.  I have  been  told  by  competent  ob- 
servers that  olive  oil  before  bedtime  is  helpful, 
and  better  tolerated  by  some  of  these  patients. 
If  so,  this  would  indicate  that  the  upright  position 
or  the  worries  of  the  day  contribute  to  the  intol- 
erance to  fats  by  increasing  the  tonicity  of  the 
sphincter.  In  refractory  patients  I should  recom- 
ment the  trial  of  magnesium  sulphate  by  duodenal 
tube  with  the  hope  that  more  complete  relaxation 
and  some  detumescent  action  in  the  region  of  the 
ampulla  might  be  obtained.  In  patients  who  will 
not  cooperate,  cholecystectomy  is  the  only  method 
that  promises  some  degree  of  relief. 

Cholecystectomy  is  reported  to  be  of  permanent 
benefit  in  from  50  to  75  per  cent  of  cases.  The 
benefit  may  be  ascribed  to  paresis  of  the  sphincter 
that  follows  the  removal  of  a gall  bladder  that 
concentrates.  The  recurrence  of  symptoms  may 
be  due  to  the  recovery  of  the  sphincter  and  the 
return  of  spasm.  The  truth  of  this  remains  to  be 
proved. 

MEDICAL  MANAGEMENT  OF  ACUTE  CHOLECYSTITIS 

On  the  principle  that  the  acutely  inflamed  gall 
bladder  and  biliary  passages  should  not  be  stim- 
ulated, fats,  acid  fruit  juices  (can  be  given  if  acid 
is  neutralized  with  magnesium  oxide  or  calcium 
carbonate),  and  meats  (stimulate  secretion  of 
gastric  juice)  should  not  be  fed.  Cereal  gruels, 
starches,  and  sugars  should  be  fed.  Since  in  acute 
cholecystitis  or  catarrhal  jaundice  the  liver  can 
hardly  ever  escape,  attention  must  be  given  to  the 
liver.  Corn  syrup  can  be  fed  in  large  amounts,  or 
if  the  patient  is  vomiting,  glucose  and  fluids 
should  be  given  parenterally.  Gelatin  will  add  to 
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the  protein  in  the  cereal  and  because  of  its  glycin 
content  will  not  only  provide  sugar  for  glycogen 
formation  but  will  improve  the  detoxicatory  func- 
tion of  the  liver.  Calcium,  and  Vitamins  A and 
D,  should  also  be  given. 

Sedatives,  and  atropine  or  belladonna,  will  tend 
to  relax  a spastic  sphincter,  if  present,  and  reduce 
reflex  gastric  disturbances.  Small  doses  of  mag- 
nesium oxide  are,  I believe,  indicated  for  the  effect 
of  this  chemical  on  the  duodenum  and  sphincter. 
The  oxide  is  preferable  to  the  sulphate,  since  it  is 
generally  less  nauseating.  Heat  or  cold,  as  the 
patient  prefers,  is  generally  applied  to  the  right 
upper  quadrant;  why  such  a procedure  is  of  value 
in  the  case  of  the  gall  bladder  is  not  known.  In 
the  case  of  the  colon  heat  decreases  tone  and 
motility. 

In  acute  cholecystitis,  I do  not  believe  that  bile 
salts  should  be  given,  because  they  increase  the 
work  of  the  liver.  In  acute  infectious  ascending 
hepatitis  in  dogs,  dehyrocholic  acid  intravenously 
has  not  increased  bile  flow  in  our  experience.  In 
advanced  hepatitis  in  dogs,  biliary  antiseptics 
such  as  mercurochrome,  acriflavine,  and  salyrgan 
have  proved  in  our  hands  to  be  of  no  value;  they 
do  not  come  through  in  the  bile.  In  cases  not  so 
advanced,  salyrgan  has  come  through  into  the 
bile  in  antiseptic  quantities,  and  we  have  seen  the 
bile  clear  occasionally  after  acriflavine.  We  do  not 
look  favorably  upon  their  use  in  acute  cases. 

CHRONIC  CHOLECYSTITIS  WITHOUT  STONES 

The  “biliary  tract  fat  tolerance”  should  be  de- 
termined, along  with  the  amount  of  fruit  juices 
and  meat  the  patient  will  tolerate  without  symp- 
toms, because  I believe  that  such  a gall  bladder 
should  not  be  overstimulated  on  the  principle  that 
a chronically  inflamed  joint  should  not  be  over- 
exercised. One  of  the  salines  (mag.  oxide)  may  be 
used  in  amounts  inadequate  to  produce  a “ca- 
thartic colon”.  The  patient  determines  the  dose. 
Bile  salts  may,  I believe,  be  used  rationally  in 
these  patients,  on  the  principle  that  secretory 
glands  secrete  better  in  response  to  milder  stimuli 
(food  in  this  case)  when  moderately  stimulated 
with  a more  potent  stimulus.  In  our  laboratory 
parlance,  we  say  that  a gland  secretes  better 
when  it  has  been  “primed”.  Or,  it  takes  a larger 
dose  of  a stimulant  to  start  a gland  to  secrete 
than  it  does  to  keep  it  going  after  it  has  been 
started.  It  is  not  physiologically  irrational,  in  my 
opinion  to  start  out  the  most  difficult  of  these 
cases  with  the  technique  of  (Lyon)  magnesium 
sulphate  through  the  duodenal  tube.  Frequent 
feedings  would  tend  to  keep  the  bile  thiri  and 
moving. 

Cholecystostomy : According  to  some  surgeons, 
there  are  definite  indications  for  cholecystostomy; 
yet,  it  should  not  be  employed  with  the  idea  that 
a functional  gall  bladder  may  be  obtained  by  such 
treatment.  The  available  experimental  and  clin- 
ical data  show  that  after  surgical  drainage  of  the 


gall  bladder  a functional  organ  is  infrequently 
found. 

Cholecystectomy:  I realize  that  certain  definite 
indications  for  cholecystectomy  exist.  I believe 
that  one  of  these  indications  is  a gall  bladder  con- 
taining stones.  The  surgical  literature  leads  me 
to  believe  that  the  gall  bladder  which  concentrates 
and  contains  a single  stone,  causing  occasional 
mild  symptoms  which  can  be  controlled  medically, 
should  probably  be  removed  because  of  its  hazard. 
This  question  will  not  be  settled,  however,  until  it 
is  shown  that  the  hazard  of  leaving  it  in  is 
greater  than  the  mortality  and  morbidity  of  re- 
moving it.  I am  not  acquainted  with  the  existence 
of  such  proof  in  the  literature.  Yet,  one  must 
seriously  consider  the  fact  that  the  older  such  a 
patient  becomes,  the  greater  the  mortality  of  op- 
erations on  the  gall  bladder.  To  consider  the  re- 
moval of  the  stone  without  the  gall  bladder  is 
considered  as  heresy  in  many  surgical  quarters. 
A gall  bladder  that  fails  to  visualize  and  harbors 
infection  should,  I believe,  be  removed,  because 
a functional  cholecystectomy  has  already  been 
performed.  The  physiologic  and  anatomic  changes 
which  result  from  the  removal  of  a gall  bladder 
that  concentrates  have  already  occurred. 

Following  the  removal  of  a stone-free  gall  blad- 
der which  concentrates,  anatomic  and  physiologic 
changes  in  the  extrahepatic  ducts  occur.  In  dogs 
we  have  found  that  anatomic  changes  consisting 
of  small  areas  of  round  cell  infiltration  and  fibrosis 
also  occur  in  the  liver  after  nine  months.  These 
changes  are  too  slight  to  be  detected  by  any 
known  functional  test.  The  changes,  however, 
should  at  least  delay  cholecystectomy  until  a ser- 
ious attempt  has  been  made  to  manage  the  patient 
medically. 

Cholecystectomy  is  the  only  recourse  available 
for  those  patients  who  cannot  be  controlled  by,  or 
who  will  not  cooperate  on,  a regimen  of  medical 
management.  During  the  first  few  days  and 
weeks  post-operatively,  I believe  a patient  should 
receive  the  therapy  outlined  for  cases  of  acute 
cholecystitis.  Some  magnesium  oxide  and  calcium 
carbonate  should  be  given,  not  only  for  the  effect 
of  the  former  on  the  duodenum  and  sphincter,  but 
also  for  the  increased  secretion  of  gastric  juice 
which  frequently  occurs  for  a few  days  after  op- 
erations in  the  upper  abdomen;  and  if  bile  is  being 
drained  to  the  outside  some  antacid  is  indicated 
to  replace  the  alkali  lost  in  the  bile. 

The  so-called  post-cholecystectomy  syndrome 
should  first  be  managed  medically  as  a case  of 
spasm  or  hypertonicity  of  the  spincter  of  Oddi. 

The  use  of  applied  physiology  will,  I believe  al- 
ways work.  Its  apparent  failure  at  times  is  due 
to  the  lack  of  our  understanding  of  the  actual 
physiologic  disturbance  in  the  patient  or  to  a mis- 
conception of  how  to  relieve  best  the  disturbed 
physiologic  state. 

303  East  Chicago  Avenue 


RECENT  ADVANCES  IN  BACTERIOLOGY  PERTAINING  TO 

PEDIATRICS 

! By  MERLIN  L.  COOPER,  M.D.,  Cincinnati,  Ohio 


INTRODUCTION 

IN  THIS  brief  presentation  it  is  impossible  to’ 
mention  all  of  the  outstanding  recent  ad- 
vances in  bacteriology  which  have  an  import- 
ant bearing  on  pediatrics.  It  is,  therefore,  neces- 
sary to  choose  and  emphasize  only  a few  of  the 
many  studies  which  have  been  reported  within  the 
past  few  months.  All  of  these  offer  new,  valuable 
and, — in  most  instances, — practical  additions  to 
our  information  regarding  certain  children’s 
diseases. 

POLIOMYELITIS 

Poliomyelitis  is  one  of  the  most  dreaded  diseases 
encountered  in  pediatrics.  It  has  been  chosen  first, 
because  recent  studies  have  contributed  much  of 
special  importance  to  various  aspects  of  it,  such 
as,  for  example,  the  cultivation  of  the  etiologic 
agent,  the  route  of  invasion  by  the  etiologic  fac- 
tor, means  of  protecting  this  route  from  such  in- 
vasion, attempts  at  active  immunization,  measure- 
ments of  immunity  in  the  convalescent  patient 
and  in  the  artificially  immunized  animal  or  child. 

Cultivation  of  Poliomyelitis  Virus. 

During  the  present  year  Sabin  and  Olitsky1 
have  had  success  in  cultivation  of  the  virus  of 
poliomyelitis  outside  the  body.  This  is  the  first 
such  report.  The  medium  was  prepared  from 
three  to  four  months  old  human  embryos,  obtained 
aseptically  by  Cesarean  section.  Definite  multipli- 
cation of  the  virus  occurred  only  in  the  presence 
of  the  nervous  tissue  of  such  embryos.  One  cubic 
centimeter  of  the  sixth  brain  and  cord  culture, 
which  contained  the  original  inoculum  in  a dilu- 
tion of  1 to  1,000,000,  produced  typical  poliomyel- 
itis in  a rhesus  monkey.  The  third  cultures  pre- 
pared with  other  than  nervous  tissues  proved  not 
to  be  infective.  This  work  establishes  that  poli- 
omyelitis virus  can  multiply  in  vitro.  Its  propaga- 
tion in  human  embryonic  tissue,  as  contrasted 
with  its  complete  lack  of  growth  in  other  tissues 
derived  from  the  same  embryos,  emphasizes  the 
limited  affinities  of  this  virus.  These  investigators 
also  showed  that  multiplication  of  the  virus  could 
occur  in  cultures  prepared  with  tissue  preserved 
in  the  refrigerator  for  at  least  a week. 

Route  of  Invasion  by  Poliomyelitis  Virus. 

It  is  believed  quite  generally  that  the  virus  of 
poliomyelitis  and  encephalitis  invades  the  central 
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nervous  system  rather  directly  from  the  upper 
respiratory  tract.  The  recent  report  by  Webster 
and  Clow2  gives  very  exact  information  regarding 
the  rapidity  with  which  such  invasion  occurred  in 
experimental  animals.  Although  these  investi- 
gators were  working  with  the  virus  of  enceph- 
alitis, their  results  are  probably  applicable  to 
poliomyelitis.  They  found  that  virus  dropped  into 
the  nares  of  susceptible  mice  was  demonstrable 
in  the  olfactory  bulbs  at  24  hours,  in  the  piriform 
lobes  at  24  to  48  hours,  in  the  remainder  of  the 
brain  at  three  days  and  in  the  spinal  cord  at  four 
days.  In  the  brain  it  reached  a titre  of  1 to 
1,000,000,000  in  six  days.  The  virus  was  not 
readily  demonstrable  in  the  blood  but  was  pres- 
ent in  the  spleen  after  48  hours.  Lesions  appeared 
first  in  the  ventral  portions  of  the  olfactory  bulbs 
on  the  third  day,  next  in  the  piriform  lobes  on 
the  fourth  day,  and  in  Ammon’s  horn  on  the  fifth 
day.  The  initial  lesion  consisted  of  perivascular 
and  subpial  accumulations  of  mononuclear  cells. 
The  second  lesion  was  hyperplasia  of  thepial  en- 
dothelium, and  the  third  lesion,  necrosis  of  nerve 
cells.  Thus  by  the  time  encephalitis  was  recogniz- 
able clinically  in  the  nasally  infected  susceptible 
mouse,  the  virus  had  been  present  in  the  nervous 
tissue  five  days,  lesions  had  been  present  two 
days,  and  the  infection  was  far  advanced  and  pro- 
gressing rapidly.  Such  information  certainly 
raises  a serious  question  regarding  the  value  of 
administration  of  serum  for  therapeutic  purposes 
after  the  clinical  signs  of  the  disease  have  mani- 
fested themselves. 

Toomey3  has  recently  summarized  his  studies 
on  the  mode  of  entrance  of  the  virus  of  poliomyel- 
itis. He  appears  to  have  demonstrated,  unques- 
tionably, that  under  experimental  conditions  the 
virus  can  enter  through  the  intestinal  tract.  How- 
ever, most  investigators  do  not  agree  with  the 
conclusion,  which  apparently  has  been  drawn  by 
Toomey,  that  this  is  the  usual  mode  of  entrance 
in  poliomyelitis  in  the  human  subject. 

Factors  of  Resistance  to  Poliomyelitis. 

Factors  influencing  resistance  to  poliomyelitis 
have  been  studied  by  Hudson,  Lennette  and  Gor- 
don4. They  found  that  there  was  an  element  of 
variable  resistance  in  the  nasopharyngeal  mucosa 
which  could  be  experimentally  altered;  that  the 
normal  intestinal  mucosa  was  impervious  to  the 
entrance  of  the  virus,  in  contrast  to  the  experi- 
ments of  Toomey;  that  the  spleen  played  some 
part  in  systemic  resistance  to  the  disease  in  that 
its  cells  took  up  the  virus;  that  there  was  no  in- 
formation as  to  the  mode  of  disposal  of  the  virus; 
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that  the  occurrence  of  poliocidal  property  in  the 
blood  serum  did  not  parallel,  and  was  present  far 
more  frequently  than,  resistance  to  intranasal  in- 
stillation of  virus.  The  observation  of  others  that 
the  olfactory  tract  is  the  avenue  of  entry  of  the 
virus  was  confirmed  by  failure  to  infect  monkeys 
by  this  route  after  the  tracts  were  cut. 

Preventing  Poliomyelitis  by  Nasal  Instillations. 

Evidence  that  the  olfactory  tract  is  the  avenue 
of  entry  for  the  virus  has  lead  to  studies  to  de- 
termine methods  of  blocking  this.  Olitsky  and  Cox 
in  19345  showed  for  the  first  time  that  mice  which 
received  a number  of  nasal  instillations  of  tannic 
acid  were  rendered  resistant  to  subsequent  infec- 
tion with  encephalitis  virus  by  the  nasal  route. 
Armstrong  and  Harrison  in  1935 6 reported  the  ef- 
fectiveness of  sodium  alum  when  used  similarly 
in  the  prevention  of  poliomyelitis  in  monkeys. 
Sabin,  Olitsky  and  Cox,7  this  year,  reported  dis- 
tinct resistance  to  poliomyelitis  in  monkeys 
treated  with  either  sodium  alum  or  tannic  acid  for 
a number  of  days  prior  to  nasal  instillation  of 
virus.  Three  and  4 per  cent  sodium  alum  were  ef- 
fective while  2 per  cent  and  0.5  per  cent  were  not 
effective.  Treatment  with  alum  for  a few  days 
prior  to  introduction  of  the  virus  was  necessary 
to  induce  resistance.  This  resistance  could  be 
maintained  over  a period  of  several  weeks  by  one 
daily  instillation  of  the  chemical.  Refractory 
monkeys  when  tested  one  and  two  months  later 
for  active  immunity  by  intranasal  administration 
of  virus  were  found  to  have  no  immunity.  These 
authors  administered  4 per  cent  sodium  alum  in- 
tranasally  to  a number  of  volunteers  without  any 
unfavorable  symptoms. 

Schultz  and  Gebhardt8  summarize  recent  at- 
tempts at  active  immunization  against  poliomyel- 
itis as  having  proved  disappointing  in  that  the  in- 
jection of  vaccines  resulted  merely  in  the  produc- 
tion of  humoral  antibodies  with  no  significant  in- 
crease in  resistance  to  virus  administered  intra- 
nasally.  These  investigators  reported  favorable 
protection  by  intranasal  instillation  of  picric  acid, 
trinitrocresol  and  mercurochrome.  Eleven  monk- 
eys were  given  three  successive  daily  nasal  irri- 
gations with  1 per  cent  picric  acid,  and  ten  of 
these  monkeys,  without  further  treatment,  ex- 
hibited well  defined  resistance  to  intranasal  instil- 
lation of  virus  for  periods  ranging  from  two  to 
more  than  69  days.  Three  monkeys  were  given 
three  successive  daily  intranasal  irrigations  with 
1 per  cent  mercurochrome  and  all  three  resisted 
intranasal  virus  instillation  57  days  later.  The 
percentage  of  infection  in  control  groups  of  monk- 
eys averaged  above  90  per  cent. 

A Therapeutic  Agent  in  Poliomyelitis. 

Previous  remarks  have  had  to  do  with  prophy- 
laxis of  poliomyelitis.  There  should  now  be  em- 
phasized an  observation  which  offers  possibilities 
for  the  development  of  a therapeutic  agent, 


namely,  the  work  of  Jungeblut9  in  connection  with 
vitamin  C.  This  investigator  demonstrated  that 
vitamin  C when  combined  with  poliomyelitis  virus 
in  vitro  resulted  in  inactivation  of  this  agent  as 
determined  by  intracerebral  injection  of  the  mix- 
ture in  Rhesus  monkeys.  The  most  striking  fea- 
ture of  this  phenomenon  was  the  existence  of  a 
fairly  narrow  quantitative  range  within  which 
vitamin  C seemed  to  be  most  effective;  the  op- 
timal doses  ranging  between  one  and  ten  milli- 
grams. The  fact  that  such  exceedingly  small 
amounts  of  vitamin  C are  capable  of  inactivating 
the  virus  of  poliomyelitis  in  vitro  is  of  practical 
importance  when  it  is  realized  that  amounts  of 
vitamin  C within  the  virucidal  range  are  normally 
present  in  the  central  nervous  system  of  man. 

The  question  may  be  asked  whether  the  natural 
insusceptibility  of  the  great  majority  of  humans 
to  poliomyelitis  might  be  related  to  the  presence 
of  this  substance  in  their  central  nervous  tissue. 
Likewise  whether  the  susceptibility  of  some  chil- 
dren to  poliomyelitis  may  be  due  to  a faulty  vita- 
min C metabolism.  Jungeblut’s  experiments  to 
determine  whether  vitamin  C possessed  any  thera- 
peutic properties  in  experimental  poliomyelitis 
are  significant.  Vitamin  C was  administered  sub- 
cutaneously in  various  doses  to  three  groups  of 
monkeys  beginning  with  the  day  of  infection  and 
repeating  daily  for  a period  of  two  and  one-half 
weeks.  A fourth  group  of  monkeys  was  left  un- 
treated for  control  purposes.  All  monkeys  were 
injected  intracerebrally  with  0.1  cc.  of  a 10  per 
cent  suspension  of  virus.  All  ten  control  monkeys 
developed  typical  poliomyelitis.  All  of  the  group 
of  monkeys  receiving  5 mgm.  of  vitamin  C sur- 
vived without  showing  any  symptoms  of  poli- 
omyelitis. In  the  group  of  16  monkeys  treated 
with  10  to  50  mgm.  only  two  survived  without 
paralytic  symptoms,  three  developed  atypical 
poliomyelitis  after  prolonged  incubation  periods 
of  16  to  21  days,  and  the  remainder  of  this  group 
developed  typical  paralysis.  The  nine  monkeys  in 
the  third  group  which  received  the  maximal  doses 
of  100  to  700  mgm.  of  vitamin  C all  developed 
typical  poliomyelitis.  Jungeblut  draws  the  con- 
clusion that,  “there  seems  to  be  a strong  probabil- 
ity that  vitamin  C when  injected  in  the  proper 
dose  possesses  distinct  therapeutic  power  in  ex- 
perimental poliomyelitis”. 

The  measurement  of  blood  serum  content  of 
poliomyelitis-virus-neutralizing  antibody  and  the 
interpretation  of  such  information  on  the  basis  of 
immunity  or  susceptibility  of  the  host  has  been  a 
debated  question.  Brodie10  recently  compared  this 
factor  in  a group  of  paralytic  poliomyelitis  pa- 
tients during  the  first  week  of  the  disease  and  in 
a group  of  normal  individuals.  He  found  that  the 
blood  serum  of  patients  with  acute  poliomyelitis 
usually  had  decidedly  lower  antibody  content  than 
did  the  so-called  normal  individuals.  The  conclu- 
sion was  drawn  that  the  lack  of  antiviral  sub- 
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stance  was  one  of  the  factors  predisposing  in- 
dividuals to  poliomyelitis. 

One  may  wonder  whether  it  is  justifiable  to 
overlook  cellular  resistance.  Also  whether  it  is 
justifiable  to  conclude  that  the  antiviral  content 
during  the  first  week  of  the  disease  is  an  accurate 
measure  of  this  factor  prior  to  the  onset  of  the 
infection.  Possibly  similar  data  on  the  same  in- 
dividuals before  and  after  infection  would  give 
more  definite  measurement  of  any  preexisting 
lack  of  antiviral  substance  or  decrease  in  this 
antibody  after  initiation  of  the  infection.  In  this 
connection  the  studies  of  Hudson4  and  others 
point  out  that  the  occurrence  of  poliocidal  prop- 
erty in  blood  serum  was  not  parallel  to,  and  was 
found  far  more  frequently  than,  resistance  to  in- 
tranasal instillation  of  virus.  This  investigator 
concludes  that,  “The  presence  of  antibodies  in  the 
serum  is  not  a direct  measure  of  the  animal’s  re- 
sistance to  experimental  administration  of  the 
virus  intranasally  and  since  the  central  nervous 
system  seems  tb  be  the  essential  site  of  patho- 
genesis and  susceptibility  to  the  natural  mode  of 
infection,  measures  designed  to  protect  against 
poliomyelitis  should  take  this  into  account”. 

MENINGOCOCCUS  MENINGITIS 

A noteworthy  advance  has  been  made  in  connec- 
tion with  meningococcus  meningitis.  Meningococ- 
cus toxin  was  demonstrated  by  Ferry11  and  co- 
workers in  1931.  Since  then  Ferry  has  devised 
improved  methods  for  developing  such  toxin,  has 
demonstrated  the  effect  of  it  on  animals,  has  pro- 
tected such  animals  against  the  toxin  by  specific 
antitoxin  which  he  developed,  and  such  antitoxin 
has  been  used  recently  with  very  gratifying  re- 
sults in  the  treatment  of  patients  with  meningo- 
coccic  meningitis.  Hoyne12  treated  85  such  patients 
at  Cook  County  Hospital  with  Ferry’s  antitoxin 
with  a total  mortality  of  23.5  per  cent.  In  the  age 
group  one  to  ten  years,  the  mortality  was  9.6  per 
cent.  This  was  the  lowest  mortality  in  that  insti- 
tution between  1915  and  1935,  during  which  years 
the  yearly  mortality  varied  between  35  per  cent 
and  90  per  cent  with  an  average  mortality  of  50 
per  cent  for  this  20  year  period.  Ferry13  is  now 
developing  a method  for  actively  immunizing 
against  this  infection.  He  has  recently  shown  that 
67  per  cent  of  children  with  positive  skin  tests  to 
meningococcus  toxin  developed  negative  skin  tests 
after  three  injections  of  the  toxin.  It  may  soon  be 
possible  to  immunize  actively  large  numbers  of 
children  to  this  disease. 

DIPHTHERIA 

A practical  method  for  making  a rapid  bacter- 
iologic  diagnosis  of  diphtheria  has  been  developed 
recently.  It  is  an  improvement  over  the  commonly 
used  Loeffler’s  blood  serum  slant  medium.  The 
method  consists  in  utilizing  sterile  cotton  swabs 
previously  impregnated  with  undiluted,  unheated 
horse  serum,  and  then  heated  lightly  in  a flame 
for  surface  coagulation.  Such  swabs  are  used  for 


taking  the  nose  and  throat  cultures.  They  are 
then  incubated  four  hours  and  examined  by  stain- 
ing smears.  The  results,  as  regards  the  number 
of  positive  cultures,  are  highly  satisfactory. 
Studies  by  Brahdy14  and  associates  on  cultures 
from  72  cases  of  diphtheria  showed  that  92  per 
cent  were  positive  at  the  end  of  four  hours  and 
that  100  per  cent  -were  positive  at  18  hours  as 
compared  with  76  per  cent  by  the  Loeffler  method 
at  the  end  of  18  hours.  In  a group  of  13  carriers 
83  per  cent  of  the  swab  cultures  were  positive  by 
the  four  hour  method  while  65  per  cent  were  posi- 
tive after  18  hours  by  the  Loeffler  method.  This 
method  is  a definite  improvement  and  is  most  val- 
uable in  a disease  in  which  early  use  of  specific 
therapy  is  so  important. 

PERTUSSIS 

In  whooping  cough  there  has  prevailed  doubt 
regarding  the  true  etiologic  factor.  The  recent 
studies  by  Shibley15  offer  evidence  in  favor  of 
Hemophilus  pertussis.  This  investigator  was  per- 
fectly aware  of  the  criticisms  of  previous  at- 
tempts at  transmission  of  the  disease  to  chim- 
panzees, namely  that  a virus  may  have  been  car- 
ried over  in  the  culture.  He  developed  methods 
for  identification  of  the  virulent  forms  and  methods 
for  maintaining  their  virulence  for  long  periods, 
thus  enabling  him  to  preclude  the  presence  of 
virus.  With  such  cultures  it  was  possible  to  pro- 
duce typical  whooping  cough  in  several  chim- 
panzees. The  disease  in  these  animals  was 
characteristic  clinically,  bacteriologically,  hema- 
tologically  and  at  post  mortem  examination.  The 
question  would  now  appear  to  be  one  not  of  virus 
versus  bacillus  but  rather  one  of  detecting  the 
specific  virulent  etiologic  type  of  specific  hemo- 
philus pertussis.  Similar  results  have  been  ob- 
tained in  chimpanzees  by  Rich,  Long  and  co- 
workers16, using  pure  cultures  of  hemophilus 
pertussis  for  inoculation. 

SCARLET  FEVER 

Turning  to  scarlet  fever  there  is  the  significant 
report  by  Bailey17  regarding  the  types  of  hemo- 
lytic streptococci  recovered  from  the  throats  of 
patients  on  admission  and  discharge  from  the  hos- 
pital. Forty-eight  of  81  patients  studied  were 
found  to  be  harboring  the  same  type  of  organism 
in  the  throat  on  discharge  from  the  hospital  as 
were  present  on  admission.  Such  findings  raise  a 
significant  epidemiologic  and  public  health  prob- 
lem. We  have  all  been  aware  of  the  fact  that  some 
scarlet  fever  convalescent  patients  remain  car- 
riers of  virulent  scarlet  fever  streptococci  but 
probably  few  of  us  had  any  idea  that  such  might 
be  true  in  over  half  such  patients.  This  raises  the 
important  question  whether  all  such  persisting 
cultures  were  virulent. 

TYPHOID  FEVER 

Considering  typhoid  immunization  the  question 
is  occasionally  raised  regarding  the  stability  and 
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antigenic  value  of  typhoid  and  paratyphoid  vac- 
cines which  have  been  stored  in  the  refrigerator 
for  variable  periods  of  time.  Mishulow’s18  studies 
allow  the  following  conclusion  regarding  this 
point:  “Potent  vaccines  may  be  stored  in  the  re- 
frigerator for  a period  of  years  without  any  de- 
tectable deterioration,  as  shown  by  their  ability 
to  stimulate  agglutinins  in  rabbits  and  to  pro- 
tect against  a multiple  killing  dose  of  virulent 
cultures”. 

DISCUSSION 

A.  Graeme  Mitchell,  M.D.,  Cincinnati:  It  is  im- 
portant for  all  of  us  to  take  time  to  review  and 
evaluate  certain  experimental  work.  Thus,  there 
may  be  reduced  to  practical  application  facts 
which  the  clinician  may  use  and  he  may  also  de- 
cide that  certain  studies  have  not  yet  reached  the 
point  where  their  results  can  be  universally  em- 
ployed. In  other  words,  we  should  all  do,  from 
time  to  time,  what  Doctor  Cooper  has  done  so 
well  for  us. 

It  is  necessary  to  discuss  this  paper  in  a stac- 
cato manner  and  all  I can  do  is  to  emphasize  one 
or  two  points. 

We  are  all  tremendously  interested  in  Doctor 
Toomey’s  work,  since  it  is  obviously  necessary  to 
know  what  constitutes  the  route  of  invasion  of 
poliomyelitis  into  the  human  body.  Certain  of  the 
attempts  at  prevention  are  definitely  related  to 
this.  We  shall,  therefore,  watch  this  controversy 
with  a great  deal  of  interest.  Doctor  Cooper  has 
stated,  the  usual  opinion  is  that  invasion  occurs 
through  the  nose  rather  than  through  the  in- 
testinal tract.  In  the  prevention  of  poliomyelitis, 
we  must  adopt  a philosophic  outlook  and  perhaps 
use  certain  recommended  methods  such  as  the  ap- 
plication of  tannic  acid  and  alum  to  the  nose,  even 
though  it  will  be  difficult  to  prove  the  effect  of 
this  in  the  human.  It  will  not  be  easy  to  evaluate 
in  the  human  the  effect  of  the  administration  of 
vitamin  C in  cases  of  poliomyelitis.  It  is  unfor- 
tunate, but  we  must  accept  our  disappointment 
that  no  so-called  “vaccine”  has  been  yet  evolved 
which  has  an  effect  in  the  prevention  of  poliomyel- 
itis. We  must  recognize  too,  the  dangers  of  some 
of  these  preparations  and  discard  their  use  at  the 
moment. 

The  work  on  meningococcic  antitoxin  is  of  great 
interest,  and  the  study  should  be  continued  by 
those  who  can  use  careful  control.  Most  of  us  are 
not  yet  willing  to  discard  the  use  of  antimeningo- 
coccic serum  and  prefer,  for  a time  at  least,  to 
use  both  the  antitoxin  and  the  antiserum. 

Whatever  the  cause  of  the  failure  of  vaccine 
prevention  of  pertussis,  we  must  recognize  that 
these  failures  occur.  When,  therefor,  we  advise 
use  of  such  material  it  must  always  be  done  with 
the  statement  that  failure  may  come  about.  We 
must  remember  that  the  laity  sometimes  visualize 
all  vaccines  and  serums  as  belonging  in  the  same 
group,  and  the  failure  of  one  of  these  preparations 
leads  to  discouragement,  or  even  antagonism,  in 
the  employment  of  another. 

In  regard  to  the  use  of  vaccines  in  general:  In 
recent  years  I have  come  to  have  renewed  faith  in 
them  when  they  are  prepared  with  care  and  in- 
jected in  small,  but  increasing  dosage.  It  seems  to 
me  that  we  are  perhaps  too  anxious  to  stimulate 
the  body  to  active  immunity  in  a rapid  manner. 
In  many  diseases  immunity  is  produced  naturally 
over  a relatively  long  period  of  time.  Perhaps  we 
should  attempt  to  follow  this  more  natural  pro- 
cedure when  we  use  artificial  means,  rather  than 


to  attempt  by  one  or  two  injections  to  accomplish 
what  the  body  naturally  does  over  a much  longer 
period  of  exposure  to  the  infecting  agent. 
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Treatment  of  a Case  of  Early  Syphilis 

What  do  we  mean  by  the  desired  amount  of 
treatment?  It  is  true  that  cases  differ,  that  var- 
ious exigencies  may  come  up  in  the  course  of  fol- 
lowing an  early  case  of  syphilis.  Perhaps  the 
patient  does  not  stand  arsenicals  well,  or  perhaps 
his  kidneys  are  prone  to  show  signs  of  irritation. 
In  the  average  uncomplicated  case,  however,  the 
Cooperative  Clinical  Group  have  found  that  from 
30  to  40  injections  of  an  arsenical,  giving  them  in 
courses  of  8 to  10  injections,  and  alternated  be- 
tween with  a like  amount  of  bismuth  or  perhaps 
mercury  occasionally,  gave  best  assurance  of 
taking  care  of  the  patient’s  disease.  The  Group 
feel  that  treatment  should  be  kept  up  for  at  least 
one  year  after  all  symptoms  of  the  disease,  in- 
cluding positive  serology,  have  been  eradicated. 
Moreover,  the  patient  should  have  a negative  lum- 
bar puncture  and  examination  of  his  heart  and 
aorta  should  show  no  evidence  of  syphilis. — H.  N. 
Cole,  M.D.,  Cleveland,  Ohio,  Colorado  Med.,  33:750, 
Nov.,  1936. 


A STUDY  OF  OUR  PRESENT  METHODS  TO  COMBAT  DIPHTHERIA 


By  H.  H.  PANSING,  M.D.,  Dayton,  Ohio 


A DISCUSSION  of  this  subject  will  necessi- 
tate a repetition  of  some  of  the  data  which 
I have  presented  in  a previous  paper  in 
order  to  trace  the  rapid  advancement  made  in 
our  present  knowledge  to  combat  diphtheria.  It 
was  a little  over  a century  ago  that  we  had  our 
first  true  case  of  diphtheria  of  the  pharynx  de- 
scribed by  a French  physician  named  Brittonneau, 
yet,  it  has  only  been  within  the  last  40  years  that 
we  have  known  any  of  the  modern  methods  for 
its  control  and  prevention. 

For  many  years  prior  to  1895  diphtheria  held 
front  rank  among  the  principal  causes  of  death. 
From  40  per  cent  to  70  per  cent  of  the  cases  of 
diphtheria  died,  causing  death  rates  which  varied 
from  100  to  200  per  hundred  thousand  population. 
In  1896,  the  death  rate  began  to  fall  and,  by  1920 
it  had  been  reduced  to  comparatively  secondary 
importance  as  a cause  of  death.  For  this  en- 
couraging result,  we  are  indebted  to  laboratory 
workers  and  physicians  who  have  put  into  prac- 
tical application  the  discoveries  of  Von  Behring, 
Roux  and  other  scientists  who  first  developed 
diphtheria  antitoxin.  The  year  1895  is  an  im- 
portant date  in  the  history  of  diphtheria  because 
it  was  in  that  year  that  the  general  distribution 
of  diphtheria  antitoxin  began.  From  that  time  on, 
the  increasing  use  of  diphtheria  antitoxin  was 
paralleled  by  a remarkable  drop  in  the  death  rate 
so  that  from  previous  rates  as  high  as  200  per 
hundred  thousand,  it  fell  to  46  in  1899,  29  in  1914, 
15  in  1920  and  in  1933,  2,362  cases  were  reported 
in  Ohio  showing  a case  rate  of  34.03  per  hundred 
thousand  and  164  deaths  with  a death  rate  of  2.36. 
In  1913,  it  was  Von  Behring  who  again  demon- 
strated the  possibility  of  protecting  children  and 
adults  against  diphtheria  by  treating  them  with 
a mixture  of  diphtheria  toxin  and  diphtheria 
antitoxin  commonly  called  toxin-antitoxin.  Rec- 
ords prove  that  in  many  campaigns  this  method 
of  immunization  against  diphtheria  is  not  dan- 
gerous and  is  certainly  effective.  Later  on  we 
learned  of  diphtheria  toxoid,  based  upon  the  ex- 
perimental work  done  by  Glenny  and  Hopkins, 
in  England,  who  in  1921  reported  that  by  clinical 
means  diphtheria  toxin  could  be  so  modified  that 
its  toxicity  was  abolished  while  its  power  to  in- 
duce active  immunity  was  retained. 

The  results  from  toxoid  in  general  have  been 
quite  favorable.  Doctor  W.  H.  Park  and  Doctor 
Zingher,  of  New  York,  found  that  from  88  per 
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cent  to  98  per  cent  of  the  children  gave  a negative 
Schick  test  two  or  three  months  after  treatment. 
There  being  no  serum  in  toxoid,  it  cannot  sensi- 
tize a person  to  any  antitoxin  or  serum.  It  is 
more  stable;  not  easily  affected  by  changes  in 
temperature;  non-toxic;  and  in  equivalent  doses 
will  immunize  a higher  percentage  of  persons, 
while  requiring  less  time  to  induce  immunity 
after  treatment,  and  to  produce  less  reaction. 

NATURAL  IMMUNITY 

Statistics  prove  that  about  85  per  cent  of  all 
babies  from  birth  to  six  or  nine  months  of  age 
are  protected  against  diphtheria  by  the  antitoxin 
which  they  have  received  from  the  mother  before 
birth  and  the  mother’s  milk  after  birth.  This 
natural  antitoxin  which  protects  so  many  babies 
disappears  at  about  eight  months  of  age  and  the 
average  child  has  no  further  protection  until  six 
to  nine  years  and  later,  when  he  begins  to  de- 
velop his  own  antitoxin.  Between  the  ages  of 
eight  months  and  six  years,  children  are  most 
susceptible  and  nearly  all  the  deaths  from  diph- 
theria occur  among  the  children  of  these  ages. 
If  we  could  prevent  diphtheria  deaths  in  children 
between  these  ages  we  would  reduce  the  diphtheria 
deaths  in  Ohio  by  more  than  80  per  cent.  Between 
the  ages  of  15  and  45  years,  it  seems  that  the  de- 
gree of  susceptibility  is  least,  again  increasing 
after  that  age.  One  attack  does  not  render  im- 
munity as  Reiche  in  Hamburg  has  proved  that  5.8 
per  cent  of  4761  cases  were  known  to  have  had  a 
previous  attack.  Doctor  William  H.  Park,  of  New 
York,  in  his  recent  pamphlet  says  a preliminary 
Schick  test  to  estimate  susceptibility  is  not  neces- 
sary in  infants  or  even  children  up  to  three  years 
of  age,  as  up  to  that  time  the  great  majority  are 
susceptible. 

It  is  advisable,  but  not  necessary  to  give  older 
children  and  adults  a preliminary  Schick  test  be- 
fore giving  them  toxoid.  At  these  ages  at  least, 
half  of  them  are  already  immune  and  therefore, 
do  not  need  further  immunization.  However,  as 
it  is  harmless,  it  may  be  simpler  to  give  all  of 
them  toxoid  without  the  Schick  test.  It  is  always 
advisable  when  practical  to  do  a Schick  test  from 
three  to  six  months  after  immunization,  because 
even  with  toxoid  a very  small  per  cent  remains 
susceptible.  It  has  been  our  experience  that  rural 
children,  especially  are  highly  susceptible  to 
diphtheria.  In  our  previous  campaigns  against 
diphtheria,  Schick  tests  have  shown  that  from 
90  to  95  per  cent  of  the  children  in  our  county 
(Montgomery)  are  susceptible.  In  some  localities, 
especially  in  cities,  the  percentage  may  be  much 
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lower  and  hence  account  for  different  results  ob- 
tained in  different  studies  made. 

DIFFERENT  METHODS  OF  IMMUNIZATION 

With  three  doses  of  toxin-antitoxin  given  to 
those  that  were  Schick  tested  positive  in  a series 
of  5000  children  we  found  on  re-testing  that  we 
had  immunized  71  per  cent  while  in  some  cities 
they  reported  as  high  as  90  to  95  per  cent.  This 
left  a possible  29  per  cent  not  immunized.  Omit- 
ting the  original  Schick  test  because  of  the  high 
degree  of  susceptibility  previously  found  and  giv- 
ing four  doses  of  toxin-antitoxin  instead  of  three 
and  waiting  six  months  to  one  year  before  re- 
testing, we  found  we  had  immunized  98%  per 
cent.  This  method  was  followed  for  three  years 
with  the  same  results..  With  two  doses  of  plain 
toxoid  reports  show  a number  immunized  slightly 
above  those  given  three  doses  of  toxin-antitoxin. 
With  the  one  dose  alum  precipitated  toxoid,  I wish 
to  submit  a study,  made  upon  three  separate 
groups  of  school  children,  primarily  of  the  first 
three  grades  for  the  purpose  of  determining  the 
efficacy  and  permanency  against  diphtheria  by 
this  method.  Schick  test  control  was  not  used  in- 
asmuch as  the  Schick  material  was  a non-peptone 
base,  and  five  days  elapsed  between  test  and  in- 
terpretation of  reactions. 

Group  A:  This  group  of  527  children  was  given 
the  original  Schick  test  September  13,  1933.  On 
September  18,  1933,  468  were  found  to  be  Schick 
positive  and  were  given  one  dose  of  1 cc.  alum 
precipitated  toxoid.  On  October  16,  1933,  or  28 
days  after  the  toxoid  was  given,  462  of  these 
children  were  retested  with  the  following  results: 
388,  or  84  per  cent  were  Schick  negative,  and  74, 
or  16  per  cent,  were  Schick  positive.  Carrying 
through  our  original  group  the  74  who  were 
Schick  positive  were  retested  for  the  third  time 
at  the  end  of  60  days  to  determine  if  there  was 
any  increase  in  the  number  rendered  Schick  nega- 
tive after  the  28  day  period.  This  showed  that 
only  seven  children  had  changed  from  positive  to 
negative  Schick  reaction  at  the  end  of  60  days. 

Group  B:  This  group  of  570  children  was  en- 
tirely new,  from  different  schools,  and  was  given 
the  original  Schick  test  January  23,  1934.  On 
January  29,  1934,  495  were  found  to  be  Schick 
positive  and  were  given  one  dose  of  1 cc.  alum 
precipitated  toxoid.  This  second  study  was  for 
the  purpose  of  confirming  the  technic  and  results 
obtained  on  Group  A.  On  April  4,  1934,  or  ap- 
proximately 60  days  after  injection,  445  of  those 
receiving  treatment  were  retested,  with  the  fol- 
lowing results:  363,  or  86  per  cent  were  found  to 
be  Schick  negative  and  82,  or  14  per  cent  were 
Schick  positive.  It  was  found  in  some  schools  that 
as  high  as  96.5  per  cent  and  in  others  as  low  as 
79  per  cent  were  rendered  Schick  negative  on  the 
60th  day  after  inoculation. 

Group  C:  Those  children  who  were  recorded  as 


being  Schick  negative  from  both  Groups  A and  B 
comprised  the  final  group  study,  which  repre- 
sents only  those  children,  who  were  recognized  to 
be  positively  Schick  negative  two  years  prior  to 
the  time  of  conducting  the  Group  C study. 

It  is  desired  to  emphasize  the  fact  that  Group 
C,  on  which  the  final  study  was  made,  consisted 
of  children  all  of  whom  were  Schick  negative  28 
or  60  days  following  one  dose  of  1 cc.  alum  pre- 
cipitated toxoid.  It  is  shown  in  this  final  study  that 
57.8  per  cent  of  a group  of  549  Schick  positive 
children  who  showed  Schick  negative  28  or  60 
days  following  administration  of  one  dose  of  1 
cc.  alum  precipitated  toxoid,  reverted  to  Schick 
positive  after  two  years.  This  surely  is  con- 
clusive evidence  that  the  early  protection  effected 
by  a single  dose  of  1 cc.  alum  precipitated  toxoid 
is  not  of  sufficient  permanency  to  justify  the  con- 
tinued use  of  a single  dose  as  the  method  of 
choice  in  diphtheria  control. 

Attention  is  directed  to  information  gained 
from  this  study,  which  indicates  that  a somewhat 
more  permanent  protection  is  secured  in  those 
children  receiving  the  second  dose  of  1 cc.  alum 
precipitated  toxoid.  It  will  be  noted  that  this 
group  showed  that  60  per  cent  retained  immunity 
compared  with  42.2  per  cent  retained  by  the  group 
having  one  dose.  However,  this  small  group  con- 
sisted of  children  who  were  never  Schick  negative, 
as  far  as  this  study  is  concerned,  and  may  include 
children  who  are  recognized  to  be  resistant  to  any 
antigen. 

TABULATION  OF  GROUP  C 

This  comprises  a final  group  of  549  children  who 
were  initially  Schick  positive,  given  one  dose  of 
1 cc.  alum  precipitated  toxoid,  retested  on  the 
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45 
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136 

105 

59 

46 
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22 

9 
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654 

549 

232 

317 

105 

62 

43 

Percentage 

42.2 

57.8 

60 

40 

28th  or  60th  day  and  found  to  be  Schick  negative 
and  retested  two  years  later  December  4-6,  1935. 
The  group  receiving  the  second  dose  of  1 cc. 
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alum  precipitated  toxoid  60  days  after  the  first 
dose  is  quite  small.  However,  it  confirms  the 
theory  that  secondary  stimulus  is  required  to  pro- 
duce sufficient  antitoxin  in  the  blood  stream  to 
effect  more  lasting  immunity.  If  this  be  true  as 
we  believe,  multiple  doses  of  alum  precipitate  or 
unmodified  toxoid  are  indicated.  This  study  was 
undertaken  primarily  for  the  purpose  of  deter- 
mining the  degree  and  permanency  of  the  im- 
munity from  a single  dose  of  alum  precipitated 
toxoid.  Our  findings  confirm  in  this  respect  the 
report  of  Fraser  and  Halpern,  University  of 
Toronto,  Canada,  who  show  by  blood  serum  titra- 
tions in  a group  of  children,  that  the  antitoxin  re- 
sponse to  three  doses  of  unmodified  toxoid  is  dis- 
tinctly better  than  the  response  to  one  dose  of 
alum  precipitated  toxoid.  These  titrations  were 
made  before  injection  and  10  weeks,  and  one  year 
after  injection  with  the  following  results: 

Units  Antitoxin  10  weeks 
1 dose  A.P.  toxoid  62%  more  than  1/100 

30%  more  than  1/50 

3 doses  plain  toxoid — 91%  more  than  1/100 

91%  more  than  1/50 

Units  antitoxin  1 year 
19%  more  than  1/100 
11%  more  than  1/50 
91%  more  than  1/100 
69%  more  than  1/50 

SUMMARY  AND  CONCLUSIONS 

1.  Analysis  of  the  data  from  this  study  of 
Groups  A and  B indicates  early  and  high  im- 
munity from  one  dose  1 cc.  alum  precipitated 
toxoid  on  the  28th  day  after  inoculation  which 
gives  it  a distinct  advantage  over  the  toxin-anti- 
toxin. Might  be  of  some  value  in  controlling  an 
epidemic. 

2.  The  benefit  derived  from  secondary  stimulus 
by  means  of  multiple  injections  of  antigen  is  in- 
dicated and  to  secure  practically  100  per  cent 
immunization,  it  would  require  about  four  doses 
of  toxin-antitoxin,  three  doses  of  plain  toxoid  and 
not  less  than  two  doses  of  alum  precipitated 
toxoid. 

3.  Analysis  of  the  data  of  Group  C comprising 
a group  of  549  children  who  were  Schick  negative 
60  days  after  administration  of  one  dose  alum 
precipitated  toxoid,  indicates  that  57.8  per  cent 
have  lost  their  protection  at  the  end  of  two  years. 

4.  The  group  of  children  receiving  a second 
dose  of  alum  precipitated  toxoid  indicates  a some- 
what higher  percentage  of  immunity  at  the  end 
of  two  years.  It  is  recognized  that  this  group 
was  extremely  small.  However,  60  per  cent  were 
Schick  negative  compared  with  42.2  per  cent  for 
the  group  receiving  a single  dose. 

5.  These  data  confirm  the  belief  that  efforts  to 
simplify  the  technic  to  a single  dose  antigen  led 


to  the  sacrifice  of  reasonable  permanency  of  im- 
munity for  greater  convenience  of  administration. 

6.  We  hope  this  study  will  stimulate  further 
laboratory  and  clinical  research  in  order  to  de- 
termine on  a plan  of  more  permanent  protection 
against  diphtheria  and  until  such  time,  in  order 
to  insure  continued  immunity  a retest  should  be 
made  annually. 

TREATMENT  OF  DIPHTHERIA  CASES 

It  need  not  be  said  that  in  diphtheria,  an  early 
diagnosis  is  very  important,  since  so  much  de- 
pends upon  the  early  administration  of  antitoxin. 
The  diagnosis  often  rests  upon  a combination  of 
clinical  symptoms  and  laboratory  findings.  Posi- 
tive cultures  alone  do  not  necessarily  mean  clini- 
cal diphtheria,  even  though  sore  throat  and  fever 
are  present.  Cases  of  streptococcal  tonsillitis, 
with  follicular  patches  resembling  false  mem- 
brane, occur  in  diphtheria  bacillus  carriers.  Such 
persons  give  negative  Schick  reactions  and  do  not 
have  clinical  diphtheria  despite  the  positive  find- 
ings in  cultures  taken  from  their  throats.  It  is 
important  to  remember  that  the  diagnosis  of 
clinical  diphtheria  cannot  be  made  in  the  labora- 
tory as  a result  of  finding  virulent  diphtheria 
bacilli  in  cultures.  Cultures  should  be  taken  of 
all  sore  throats  in  order  to  exclude  or  confirm 
diphtheria. 

ANTITOXIN  AND  HOW  ADMINISTERED  TO  GET 
BEST  RESULTS 

Always  give  antitoxin  in  a clinical  case  of 
diphtheria  without  waiting  for  laboratory  con- 
firmation of  the  diagnosis.  It  is  inexcusable  to 
delay  or  hesitate  to  use  full  doses  of  antitoxin  in 
diphtheria.  However,  to  give  antitoxin  to  a 
diphtheria  carrier,  or  one  already  immunized 
would  be  useless.  It  is  most  interesting  to  note 
that  in  general  practice  few  physicians  seem  to 
agree  upon  the  time  of  administration,  the 
amount  of  antitoxin  administered  and  the  method 
of  administration.  It  would  seem  that  every 
physician  should  insist  upon  giving  a reasonably 
large  dose  of  antitoxin  early,  according  to  age  and 
size  of  a patient,  especially  if  it  be  a child,  in- 
tramuscularly or  intravenously  to  promote  more 
rapid  absorption  in  order  to  secure  the  best  result. 

An  analysis  of  the  report  of  deaths  in  our  own 
state  will  prove  the  truth  of  the  above  statement. 
In  751  deaths  due  to  diphtheria,  252  of  these  cases 
did  not  call  the  physician  until  after  the  third  day 
and  the  report  shows  that  antitoxin  was  given  to 
360  the  same  day,  134  the  second  day,  74  the 
third  day,  96  cases  did  not  receive  antitoxin  until 
after  the  fourth  day  and  76  cases  received  no  anti- 
toxin at  all.  Since  very  little  is  found  in  our  medi- 
cal literature  concerning  these  vital  points,  it 
would  seem  that  some  way  might  be  devised  for 
the  dissemination  of  these  facts  to  the  physicians. 
In  this  I believe  all  physicians  would  welcome  the 
services  of  an  up-to-date  health  department  and 
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accept  the  invitation  to  use  the  health  commis- 
sioner whenever  needed. 

In  conclusion,  I would  say  our  present  knowl- 
edge should  assist  much  in  the  further  prevention 
and  treatment  of  diphtheria.  If  the  parents  are 
educated  to  call  a physician  early,  if  the  physician 
realizes  the  importance  of  an  early  diagnosis  and 
gives  a large  dose  of  antitoxin  say  from  10,000 
to  40,000  units  immediately,  it  will  help  much  in 
the  reduction  of  our  present  death  rate  from 
diphtheria.  Health  Departments  must  also  realize 
that  if  they  will  further  prevent  diphtheria  deaths, 
the  children  must  be  immunized  long  before  they 
reach  the  school  age.  This  procedure,  besides 
being  more  efficient,  would,  no  doubt,  produce 
quite  a saving  in  the  expenditure  for  antitoxin. 
Laryngeal  cases,  especially,  and  all  other  serious 
cases  should  be  hospitalized  so  aspiration  and  in- 
tubation could  be  resorted  to  if  needed.  But  until 
all  infants  are  immunized  by  their  family  phy- 
sician, at  the  very  earliest  age  that  they  be  found 
susceptible,  then  and  not  before  will  our  slogan 
“No  Child  need  die  of  Diphtheria”,  be  fully 
realized. 

117  South  Main  Street. 


Social  Hygiene 

1.  Syphilis  has  been  consistently  decreasing 
for  the  past  ten  years  with  a slight  increase  dur- 
ing the  past  year. 

2.  Gonorrhea  is  increasing,  principally  due  to 
women’s  knowledge  of  birth  control  and  inclina- 
tion to  drinking  which  removes  sex  inhibitions. 

3.  State  medicine  is  with  us  in  venereal  disease 
control  as  treatment  clinics,  and  the  only  way  to 
combat  this  is  for  the  physicians  to  handle  ven- 
ereal disease  as  an  epidemiologic  problem,  to  re- 
port cases  and  sources  and  care  for  them  in  their 
offices  rather  than  send  them  to  clinics. 

4.  We  need  to  give  our  moral  support  to  any 
non-tax  supported  institution  which  will  care  for 
the  irresponsible  venereally-infected  persons. 

5.  Any  method  of  venereal  control  other  than 
handling  it  as  an  epidemiologic  problem  leads  to 
politics,  graft,  racketeering  and  debasement  of 
the  medical  profession  in  general. 

6.  This  committee  has  cooperated  with  the 
parent-teacher  organizations,  the  Pacific  Pro- 
tective Society,  the  State  Department  of  Health, 
radio  stations  and  many  other  organizations,  to 
put  our  social  hygiene  ideas  over,  even  supplying 
health  talks  to  communist  groups. 

7.  A suggestion  is  that  physicians  be  more 
ready  to  be  willing  workers  on  these  committees, 
and  to  pay  more  attention  to  promoting  the  cause 
of  scientific  medicine  in  all  possible  ways ; if  neces- 
sary, being  as  socially  democratic  as  disease. — 
Report  of  Social  Hygiene  Committee,  Northwest 
Med.,  35:385;  Oct.,  1936. 


Medical  Criteria  to  Prove  Probable  Indus- 
trial Nature  of  a Given  Dermatitis 

Criteria  of  the  Second  Order  (Adjuvant 
Criteria) 

1.  The  dermatitis  appears  first  in,  and  is  usu- 
ally confined  to,  the  areas  of  maximum  exposure 
(in  a small  percentage  of  cases  it  spreads  to 
apparently  unexposed  areas,  or  even  becomes  gen- 
eralized). 

2.  The  morphe  and  localization  of  the  derma- 
titis correspond  to  the  morphe  and  localization 
of  dermatitides  known  to  have  been  caused  by 
exposure  to  the  same  industrial  hazards.  (While 
many  different  substances  and  procedures  can 
produce  similar  or  identical  eruptions,  there  are 
certain  classes  of  substances  and  of  procedures 
which  regularly  produce  fairly  characteristic  le- 
sions. 

3.  The  application  of  the  presumptive  causal 
agents  to  an  unaffected  skin  site  close  to  the  site 
of  the  dermatitis  produces  a reaction,  provided 
this  application  is  made  either  during  the  active 
phase  or  after  an  interval  following  the  cessation 
of  the  dermatitis. 

4.  The  skin  tests  produce  reactions  of  the  same 
fundamental  nature  as  the  dermatosis  under  in- 
vestigation. 

5.  Other  workers  similarly  occupied  are  or  have 
been  similarly  affected. 

6.  The  dermatitis  appears  soon  (days  to 
weeks)  after  beginning  work  involving  new 
hazards. 

7.  The  dermatitis  is  proven  to  be  of  possible 
occupational  nature;  that  is,  it  is  shown  to  be  of 
the  type  which  may  result  from  the  industrial 
exposure  sustained.  It  must  be  determined  that 
the  dermatitis  under  consideration  is  not  a non- 
industrial eruption  of  such  dermatoses  as:  sebor- 
rheic dermatitis,  psoriasis  (including  pustular 
psoriasis),  parapsoriasis,  lichen  planus,  derma- 
titis herpetiformis,  multiform  erythema,  certain 
types  of  non-industrial  fungus — and  other  infec- 
tions, non-industrial  impetigo  and  other  pyoder- 
mas, acrodermatitis  continua,  non-occupational 
drug  eruptions,  herpetic  eruptions,  nevoid  and 
other  skin  anomalies,  non-industrial  dermatitis 
exfoliativa,  neuro-dermatitis,  atopic  dermatitis; 
and  particularly  non-industrial  dermatitis  vene- 
nata. (It  must,  however,  be  borne  in  mind  that 
the  presence  of  such  a non-industrial  derma- 
tosis by  no  means  excludes  the  possible  co-exist- 
ence of  an  industrial  dermatitis.  Moreover,  on 
the  one  hand,  the  existence  of  such  a non-indus- 
trial dermatosis  may  even  predispose  to  industrial 
dermatitis;  and,  on  the  other  hand,  industrial  ex- 
posures may  elicit  attacks  or  produce  exacerba- 
tions of  such  non-industrial  dermatoses.) — Marion 
B.  Sulzberger,  M.D.,  New  York  City,  N.  Y.  State 
J.  M.,  36:1307,  Sept.  15,  1936. 


THE  CARE  OF  LACERATED  WOUNDS 

By  ROBERT  B.  TUCKER,  M.D.,  Toledo,  Ohio 


OF  THE  million  and  a quarter  persons  in- 
jured annually  by  automobiles  on  the  high- 
ways of  the  United  States,  it  is  fair  to 
assume  that  a high  percentage  sustain  lacerations 
in  addition  to  other  injuries.  It  is  of  these  lacera- 
tions that  I would  speak.  Let  us  remember  that, 
as  a rule,  these  patients  because  of  circumstances 
beyond  their  control  do  not  choose  their  doctor. 
Their  fate  lies  in  the  hands  of  a stranger — an 
intern,  a general  practitioner  or  a surgeon  who 
administers  first  aid.  Let  us  hope  that  it  is 
given  in  a reputable  hospital,  and  that  the  attend- 
ing doctor  is  well-trained  in  surgical  procedures, 
not  rough  and  careless,  and  not  in  a hurry. 
Within  the  past  year  I have  seen  many  cases 
which  have  been  treated  in  a deplorable  manner — 
finding  ragged  and  overlapped  skin  edges  sutured, 
large  infected  subcutaneous  hematomata,  foreign 
bodies  in  wounds  previously  sutured,  skin  closed 
over  unrecognized  tendon  injury,  disabling  and 
disfiguring  scars — all  of  which  indicates  either 
carelessness  or  lack  of  understanding  of  the  fund- 
amental principles  involved  in  securing  proper 
wound  healing.  With  the  steady  increase  in 
traffic  accidents  it  behooves  us  as  professional 
men  to  give  more  serious  attention  to  the  treat- 
ment of  these  so-called  minor  injuries,  and 
thereby  lessen  morbidity  as  well  as  secure  more 
satisfactory  functional  and  cosmetic  results. 

METHOD  OF  TREATMENT 

The  general  method  of  treatment  to  be  dis- 
cussed is  not  new.  It  is  simple  and  workable,  and 
has  given  uniformly  good  results  in  a recent  series 
of  100  cases.  In  reviewing  these  it  was  interest- 
ing to  note  that  90  percent  of  the  lacerations 
were  located  on  exposed  parts  of  the  body — the 
scalp,  face  and  upper  extremities — where  un- 
sightly scars  are  objectionable;  that  the  majority 
healed  rapidly  without  serum  or  infection  and  left 
minimal  scars;  and  that  almost  without  exception 
local  anesthesia  was  employed.  It  is  the  surgeon’s 
duty  to  give  immediate  attention  to  these  wounds 
as  soon  as  he  is  certain  that  the  general  condition 
of  the  patient  is  satisfactory.  The  treatment  of 
shock  or  injuries  of  a more  serious  nature  must 
come  first.  However,  this  should  not  be  a reason 
for  undue  delay  since  the  trauma  incident  to  the 
cleansing  and  suturing  of  lacerated  tissues  under 
local  anesthesia  contributes  very  little  if  at  all 
to  further  shock. 

The  main  object  of  any  form  of  treatment  of 
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lacerated  wounds  should  be  directed  toward  secur- 
ing union  of  the  severed  tissues  by  first  intention. 
This  implies  a minimum  of  exudative  inflamma- 
tion. The  restoration  of  tissues  to  their  normal 
state  is  brought  about  by  exudative  processes  and 
cell  proliferation  usually  under  the  influence  of 
vascular  changes.  Excessive  exudation  is  unde- 
sirable in  wound  healing  and  may  be  due  to  tissue 
injury  per  se,  foreign  substances  or  to  micro- 
organisms which  produce  poisons  detrimental  to 
the  tissues.  Thus,  after  the  control  of  hemor- 
rhage, the  prime  consideration  in  the  treatment 
of  any  wound  is  the  cleansing.  This  must  be  gentle 
in  order  to  reduce  tissue  injury  to  a minimum; 
and  thorough  in  order  to  remove  foreign  sub- 
stances and  gross  contamination.  Gentleness  and 
respect  for  tissue  throughout  the  operative  pro- 
cedures will  be  more  than  repaid  later  in  the 
healing. 

To  accomplish  satisfactory  cleansing  we  employ 
copious  amounts  of  liquid  soap  and  warm,  sterile 
water  both  outside  and  inside  the  wound  and  avoid 
the  use  of  chemical  antiseptics.  We  feel  that  these 
fail  to  sterilize  the  wound,  add  to  tissue  injury  al- 
ready present  and  predispose  to  excessive  exuda- 
tion. The  mechanical  removal  of  debris  and  for- 
eign bodies  from  the  deepest  recesses  of  the 
wound  is  the  best  safeguard  against  infection  and 
is  most  easily  and  painlessly  accomplished  after 
the  wound  margins  have  been  anesthetized.  If 
there  is  much  grease  present,  ether  is  used  as  a 
solvent  preliminary  to  the  soap  and  water.  The 
sterile  water  for  irrigating  the  wound  is  supplied 
under  slight  pressure  from  an  elevated  receptacle 
to  which  rubber  tubing  is  attached.  This  permits 
of  flushing  from  the  wound  much  foreign  ma- 
terial which  otherwise  would  not  be  removed. 
For  the  anesthetic  agent  we  use  1 per  cent  novo- 
caine  solution  without  the  usual  adrenalin.  We 
believe  that  the  ischemia  induced  by  the  adrenalin 
is  unnecessary  and  an  undesirable  influence  on 
tissue  healing.  The  novocaine  is  injected  with  the 
finest  hypodermic  needle  directly  into  the  skin 
margins  along  the  entire  extent  of  the  wound,  and 
later  into  deeper  tissues  as  necessary.  Occasion- 
ally general  anesthesia  is  employed  when  the 
patient  is  too  restless,  or  when  the  lacerations  are 
very  extensive. 

Having  cleansed  and  anesthetized  the  wound 
the  next  step  is  a careful  examination.  This  can 
be  accomplished  only  if  there  is  good  light  and 
assistance  adequate  for  good  exposure.  The  wound 
edges  are  held  aside  by  small  hook  retractors 
and  never  by  instruments  which  crush  and  destroy 
tissue.  The  extent  of  the  injury  is  determined 
and  the  necessary  reconstruction  planned.  We  are 
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most  conservative  in  removing  injured  tissue  and 
excise  only  that  which  is  obviously  devitalized. 
To  secure  fine,  hair-line  scars  it  is  necessary  to 
straighten  all  ragged  skin  edges,  to  avoid  suturing 
beveled  or  overlapped  margins,  and  to  convert 
multiple  to  single  lacerations  wherever  possible. 
For  cutting  the  skin  we  prefer  a sharp  scalpel  to 
scissors  and  thereby  cause  less  trauma  of  the 
margins.  The  instruments  used  are  small  ones; 
delicate  cutting  and  suturing  cannot  be  done  with 
the  large  instruments  employed  in  abdominal  sur- 
gery. 

It  is  not  until  this  stage  is  reached  that  sutur- 
ing is  begun.  Its  function  is  a simple  one — that 
of  holding  the  tissues  in  approximation  so  the 
healing  processes  can  take  place.  It  is  obviously  not 
enough  to  merely  close  the  skin  if  there  be  sever- 
ing of  nerve,  tendon,  tendon  sheath,  muscle,  fascia 
or  other  structures.  We  have  seen  this  done  too 
often,  and  attribute  it  to  carelessness  and  haste. 
If  normal  function  is  to  be  obtained  the  severed 
tissues  must  be  closed  in  layers  so  as  to  restore 
as  far  as  possible  their  original  anatomical  re- 
lationships. Care  is  taken  to  avoid  the  approxi- 
mation of  all  tissues  under  too  great  tension.  If 
this  is  not  observed,  the  sutures  cut  through  and 
fail  in  their  function.  All  sutures  whether  catgut 
or  dermal  are  loosely  tied  so  as  to  just  bring  the 
edges  together.  A suture  which  is  too  tight 
strangulates  tissue  causing  sloughs,  serum  and, 
when  on  the  skin,  undesirable  scarring. 

A word  about  suture  material.  There  is  a ten- 
dency on  the  part  of  many  to  use  too  heavy  suture 
material.  There  is  no  need  to  employ  sutures 
whose  tensile  strength  far  exceeds  that  of  the 
tissues  to  be  closed.  When  we  do  this  with  ab- 
sorbable sutures  we  introduce  into  the  wound  for- 
eign material  many  times  the  amount  really 
necessary.  This  frequently  causes  excessive  exu- 
dation, the  discharge  of  catgut  and  serum  from 
the  wound  and  consequently  a larger  skin  scar.  We 
have  found  little  use  in  these  cases  for  catgut 
larger  than  double  0,  and  for  suturing  delicate 
structures  such  as  nerves  and  tendons,  this  is  used 
on  atraumatic  needles.  Chromic  catgut  is 
avoided  wherever  possible  as  it  is  more  irritating 
to  the  tissues  than  plain.  For  the  skin  closure  we 
use  fine  silk  or  quadruple  0 dermal  suture  and 
small  eye  needles.  Coarse  suture  material  and 
large  needles  cause  unnecessary  stitch  marks  and 
are  to  be  avoided.  Interrupted  sutures  lend  them- 
selves to  early  removal  and  are  therefore  pre- 
ferred to  continuous.  We  do  not  use  skin  clips  be- 
cause they  are  uncomfortable  and  often  fail  to 
hold  the  skin  edges  in  perfect  approximation. 

As  a rule  drainage  of  these  wounds  is  omitted. 
This  depends  largely  upon  the  degree  of  hemo- 
stasis secured  and  the  extent  and  contamination 
of  the  wound.  Complete  hemostasis  is  always  de- 
sirable but  in  certain  cases  where  this  has  been 
unsatisfactory  small  rubber  dam  drains  are  used 


from  12  to  24  hours.  This  drainage  plus  a pres- 
sure dressing  is  usually  sufficient  to  prevent  the 
formation  of  subcutaneous  hematomata.  Certain 
deep  wounds  which  cannot  be  satisfactorily 
cleansed  and  in  which  infection  is  likely  to  de- 
velop, are  drained  for  longer  periods  of  time. 
Drains  are  removed  early  in  order  to  reduce  the 
possibility  of  clean  wounds  becoming  infected  and 
to  minimize  the  scar.  They  are  kept  away  from 
sutured  tendons  or  nerves  and  when  possible 
brought  out  through  the  most  dependent  portion 
of  the  wound  to  facilitate  drainage.  Drains  are, 
at  best,  a necessary  evil  and  should  be  judiciously 
used  and  removed  early. 

The  surgeon  has  not  finished  until  a well-fitting, 
comfortable  and  protective  dressing  is  in  place. 
This  is  just  as  important  as  the  preceding  treat- 
ment and,  if  carelessly  done,  may  jeopardize  all 
his  previous  painstaking  work.  Immobilization  of 
adjacent  joints  in  nerve  and  tendon  injuries  is 
essential.  This  is  of  equal  value  in  preventing 
traction  on  skin  lacerations  where  movement 
would  otherwise  exist  and  cause  pain,  delayed 
healing  and  wide  scars.  If  the  wound  is  small  and 
superficial  a dry  gauze  dressing  is  usually  all  that 
is  necessary.  For  extensive  deep  wounds  a warm, 
moist,  boric  acid  gauze  dressing  covering  a wide 
area  will  afford  great  comfort  and  aid  in  prevent- 
ing the  development  of  a serious  infection.  This 
gauze  is  covered  with  a sheet  of  celophane  and 
kept  moist  by  the  addition  of  small  amounts  of 
boric  acid  solution  every  few  hours.  These  wet 
compresses  are  not  continued  longer  than  24  to  48 
hours  unless  infection  develops. 

POSTOPERATIVE  MANAGEMENT 

The  postoperative  management  of  these  cases  is 
too  often  neglected.  It  is  necessary  that  the 
wound  be  inspected  daily  during  the  first  week  in 
order  to  be  assured  that  the  splints  and  dressings 
afford  proper  protection  and  that  there  are  no 
undrained  collections  of  blood,  serum  or  pus. 
Skin  sutures  must  be  removed  as  early  as  is  con- 
sistent with  keeping  the  wound  edges  in  approxi- 
mation. On  the  face,  alternate  ones  are  removed 
in  24  hours  and  the  remainder  in  36  to  48  hours. 
Elsewhere  on  the  body  they  are  allowed  to  remain 
longer  depending  upon  the  appearance  of  the 
wound,  its  length  and  whether  there  is  much  ten- 
sion. Sutures  which  have  been  properly  placed, 
loosely  tied  and  removed  early  cause  a minimum 
of  scar  formation.  Patients  appreciate  and  deserve 
the  comfort  of  frequent  dressings.  They  all  want 
invisible  scars,  and  if  this  result  is  to  be  even 
approached  it  will  require  more  than  average 
postoperative  attention. 

Hospitalization  depends  of  course  on  the  amount 
of  injury  sustained.  Extensive  lacerations  do  bet- 
ter when  kept  under  close  observation  for  a few 
days,  especially  if  there  be  severing  of  nerves  and 
tendons;  or  if  moist  compresses  are  to  be  in- 
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stituted.  Tetanus  antitoxin  (1500  units)  is  in- 
variably administered  after  preliminary  sensi- 
tivity test,  and  the  patient  is  informed  of  the  pos- 
sibility of  serum  sickness  developing.  This  re- 
action to  horse  serum  often  causes  more  dis- 
ability than  the  original  injury,  but  it  should  not 
be  omitted  on  this  account.  If  the  patient  is  not 
hospitalized  it  is  well  to  give  him  definite  instruc- 
tions as  to  the  care  of  the  dressing,  the  amount  of 
activity  permitted,  the  choice  of  analgesic,  and 
the  time  for  the  next  dressing.  The  importance  of 
a detailed  record  of  the  injury  and  operative  pro- 
cedures cannot  be  denied.  Accident  cases  are 
potential  litigation  cases  in  which  a careful  set 
of  notes  is  invaluable,  especially  after  months 
have  elapsed. 

In  conclusion  we  wish  to  call  attention  to  the 
increasing  number  of  lacerations  due  to  traffic 
accidents,  and  to  the  inadequate  treatment  which 
many  of  them  receive.  This  paper  has  been  a pre- 
sentation of  extremely  simple  procedures  all  of 
which  are  important  in  the  proper  care  of  lacer- 
ated wounds.  We  have  emphasized  thorough 
cleansing,  avoidance  of  chemical  antiseptics,  con- 
servative debridement,  careful  approximation  of 
tissues  in  layers  and  the  postoperative  manage- 
ment. Excellent  functional  and  cosmetic  results 
have  been  obtained  by  the  immediate  observance 
of  the  above. 

227  Michigan  Street. 

DISCUSSION 

Claude  S.  Beck,  M.D.,  Cleveland:  It  is  a 

pleasure  for  me  to  discuss  Dr.  Tucker’s  paper 
because  I am  in  complete  agreement  with  his 
surgical  principles.  The  importance  of  the  sub- 
ject discussed  by  Dr.  Tucker  cannot  be  over- 
emphasized. The  laceration  is  about  the  most 
common  type  of  trauma.  Frequently  it  is  not 
serious,  but,  occasionally,  it  means  loss  of  func- 
tion, a disfiguring  scar,  and  sometimes,  loss  of 
life.  Not  infrequently  the  physician  takes  the 
treatment  of  a laceration  for  granted.  He  may 
fail  to  shave  the  skin,  he  may  hastily  cleanse  his 
hands,  then  pour  some  tincture  of  iodine  or  other 
antiseptic  into  the  wound.  With  his  bare  hands 
he  may  suture  the  wound  or  apply  some  clips  to 
close  the  wound.  Most  of  the  lacerations,  perhaps, 
heal  satisfactorily,  but,  occasionally,  the  results 
are  not  satisfactory.  The  physician  should  be 
exquisite  in  the  care  of  a wound.  In  treating  a 
laceration  he  should  always  feel  that  here  is  an 
opportunity  to  demonstrate  the  surgical  art,  to  do 
something  beautiful,  something  perfect.  He  must 
prepare  himself  for  the  occasion.  He  must  be  able 
to  take  time  to  prepare  the  necessary  materials, 
arrange  the  light,  the  height  of  the  part  where  he 
intends  to  work  before  he  scrubs  his  own  hands. 
A poor  surgical  job  may  be  done  because  the 
physician  kept  on  his  collar  and  vest,  because  the 
room  was  overheated  and  perspiration  contami- 
nated the  wound. 

The  methods  to  be  followed  have  been  described 
by  Dr.  Tucker.  I strongly  condemn  the  use  of 
drains  in  a lacerated  wound.  The  drain  does  not 
drain;  it  infects.  This  is  being  demonstrated  by 
the  experiments  of  Dr.  McCally,  now  being  con- 


ducted in  the  surgical  laboratory  of  Western  Re- 
serve University.  Several  hundred  experimental 
wounds  have  been  made;  half  of  them  were 
sutured  without  drainage,  half  of  them  were 
sutured  with  drainage.  The  incidence  of  bacterial 
growth  was  much  higher  in  the  wounds  that  were 
drained  than  in  the  wounds  that  were  not  drained. 
If  the  repair  of  the  laceration  is  carried  out  early, 
primary  union  can  be  expected  as  a routine.  If 
the  exception  occurs  and  suppuration  does  take 
place,  the  sutures  should  be  removed  as  soon  as 
suppuration  occurs  and  the  wound  should  be 
Dakinized.  A drain  is  of  no  benefit  in  such  a 
wound,  even  if  it  suppurates.  If  dirt  is  ground 
into  the  underlying  bone,  as  happens  so  often  in 
severe  lacerations  of  the  scalp,  the  thin  layer  of 
bone  containing  the  dirt  should  be  removed  'by 
means  of  a gouge. 

Edward  P.  Neary,  M.D.,  Cleveland:  The  dis- 
cussion of  a paper  as  concise  and  complete  as  this, 
and  so  in  complete  accord  with  the  latest  advances 
in  accident  surgery,  must  necessarily  concern 
itself  with  emphasis  of  certain  phases  brought 
out  by  the  author.  Outstanding  to  me  is  his 
agreement  with  the  gradual  increasing  tendency 
to  get  away  from  strong  antiseptics. 

We  have  wandered  far  afield  on  our  journeying 
for  the  ideal  antiseptic.  We  have  looked  skeptic- 
ally at  the  humble  soap  and  water  method.  Fa- 
miliarity bred  contempt.  That  reports  from  large 
clinics  everywhere,  here  and  abroad,  indicate  a 
return  of  its  popularity  is  encouraging  indeed. 
Mild  antisepsis  with  lavage  and  copious  irriga- 
tion is  simple  and  ideal.  Watch  the  end  results. 

If  an  antiseptic  is  an  agent  that  retards  or  in- 
hibits the  growth  of  a micro-organism  or  kills  it, 
never  has  it  been,  or  will  it  be  without  danger  to 
the  much  more  sensitive  and  traumatized  tissue 
cell. 

Let  us  utilize  more  and  more  the  natural  re- 
sistance of  the  individual  and  the  part  to  over- 
come the  virulence  of  the  infecting  agent.  Let  us 
be  wary  of  putting  obstacles  in  Nature’s  path. 

If  we  put  the  problem  of  infection  prophylaxis 
or  control  entirely,  or  largely,  up  to  the  anti- 
septic, we  will  have  some  unpleasant  experiences. 

I would  like  to  add  my  plea  also,  for  finer  cat- 
gut, and  no  more  of  it  than  is  absolutely  neces- 
sary, complete  hemostasis,  obliteration  of  all  dead 
spaces,  apposition  without  tension  and  drainage 
only  when  indication  arises. 

Many  other  problems  come  to  my  mind  in  con- 
nection with  this  subject.  I will  only  take  a 
moment  to  mention  some  that  have  confronted  us 
in  a University  Connected  Hospital  that  averages 
about  one  thousand  cases  a month  in  the  accident 
room. 

Do  we  give  our  medical  students  adequate  in- 
struction in  these  so-called  minor  problems?  Is 
their  importance  apt  to  be  lost  sight  of  in  ever 
increasing  concentration  on  the  major?  We  must 
disillusion  the  new  intern  from  the  idea  that  the 
accident  room  is  his  special,  private  field  for  re- 
search and  experiment,  and  that  he  may  promis- 
cuously and  without  proper  supervision  handle 
any  case. 

An  accident  room  resident,  with  adequate  prev- 
ious training  is  the  solution,  both  for  the  good  of 
the  intern  and  the  patient.  And  it  is  an  excellent 
legal  safeguard. 

If  the  axiom  “Every  wound  not  made  without 
surgical  intent  is  already  infected  and  should  be 
so  regarded,”  be  true,  and  if  it  is  impossible  to 
determine  which  wound  is  infected  with  tetanus 
organism,  the  routine  use  of  anti-tetanus  serum 
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is  not  only  logical,  but  seems  to  be  a procedure 
that  cannot  be  omitted  with  impunity. 

And  finally,  too  great  emphasis  cannot  be  laid 
on  post-operative  care.  Many  an  excellent  opera- 
tive result  has  been  ruined  by  inadequate  and 
careless  subsequent  care  of  these  lesions.  Fre- 
quent inspection  is  essential.  Too  frequent  change 
of  dressings  may  do  more  harm  than  good  if 
there  is  no  need  of  them.  They  may  be  an  added 
trauma. 

.Properly  carried  out,  it  will  more  than  repay 
the  time  and  effort  spent,  in  our  satisfaction  and 
in  our  own  patient’s  gratitude. 

Donald  M.  Glover,  M.D.,  Cleveland:  I am  in 
entire  accord  with  what  has  been  said  concerning 
training  our  interns  and  residents  to  handle 
lacerated  wounds,  especially  about  the  face,  with 
greater  care  in  order  to  prevent  later  disfigure- 
ment. I would  take  issue  with  Dr.  Beck’s  warn- 
ing against  draining  lacerated  wounds.  While  it 
is  not  often  necessary  to  drain  superficial  lacer- 
ated wounds,  if  there  is  much  trauma  to  the  fat 
and  muscle  or  any  difficulty  in  controlling  bleed- 
ing, I have  no  hesitation  in  doing  so.  The  experi- 
mental work  to  which  Dr.  Beck  refers  which  seems 
to  indicate  that  drained  subcutaneous  wounds  be- 
come infected  more  frequently  than  undrained 
wounds  is  hardly  comparable  to  the  conditions 
found  in  human  skin.  The  hairy  skin  of  the  ex- 
perimental animal  is  far  different  as  a source  of 
infection  than  the  relatively  hairless  skin  with 
considerably  greater  vascularity  in  the  human.  I 
believe  that  the  danger  of  infecting  a subcutan- 
eus  wound  by  drainage  is  less  than  the  possible 
distortion  of  the  skin  scar  by  an  underlying  ac- 
cumulation of  necrotic  fat  and  broken  down  blood 
which  may  grossly  distend  the  tissues  unless 
drained  out  early.  Surgeons  who  do  a good  deal 
of  plastic  work,  usually  drain  freely  and  fre- 
quently. 


Treatment  of  Thermal  Burns 

Systemic  treatment  is  the  main  consideration 
in  the  therapy  of  these  disasters,  although  it  is 
frequently  relegated  to  second  place  in  the  eager- 
ness to  initiate  local  treatment.  The  systemic 
therapy  consists  in  combating  primary  shock  and 
anticipating  and  restoring  the  fluid  loss  certain  to 
occur  through  increased  capillary  permeability. 
Treatment  of  primary  shock  consists  of  the  judici- 
ous use  of  opiates  and  heat  in  the  form  of  the 
electric  crib  to  combat  heat  dissipation  and  to 
restore  normal  temperature.  The  head  of  the  bed 
should  be  lowered  and  an  intravenous  isotonic 
saline  in  quantity  equal  to  the  patient’s  total  blood 
volume  given.  In  a man  weighing  150  pounds 
this  would  amount  to  about  5,000  cc. 

Secondary  shock  is  the  result  of  loss  of  serum 
by  increased  capillary  permeability,  and  the  treat- 
ment is  merely  the  question  of  the  quantity  and 
kinds  of  fluid  one  should  give  the  patient.  The 
quantity  may  be  determined  by  either  of  two 
methods:  (a)  estimation  of  the  surface  area  in- 
volved, or  (b)  by  the  variations  of  the  red  cell 
count  and  hemoglobin  determination.  Under- 
hill’s experiments  showed  that  an  animal  with  one 
sixth  of  the  body  surface  burned  loses  70  per  cent 
of  its  total  blood1  volume  in  the  first  24  hours.  In 


man  it  is  estimated  that  at  a weight  of  150 
pounds  3500  cc.  should  be  given,  and  adding  to 
this  the  requirements  for  normal  physiologic  pro- 
cesses, not  less  than  5,000  cc.  should  be  considered. 
Or,  to  follow  the  red  cell  and  hemoglobin  indices, 
fluids  should  be  forced  until  these  indices  are 
normal. 

During  the  period  of  increased  capillary  permea- 
bility there  is  a great  loss  of  blood  serum,  so  that 
a person  may  die  in  spite  of  our  efforts  to  restore 
the  normal  concentration  of  the  blood.  The  de- 
pleted serum  must  also  be  restored.  This  can  only 
be  done  by  injecting  serum  from  suitable  donors 
by  blood  transfusion.  This  point  cannot  be  too 
strongly  emphasized:  All  severe  burn  cases 

should  be  repeatedly  transfused. 

In  the  local  treatment  either  tannic  acid,  gen- 
tian violet,  ferric  chloride,  or  a substitute  may  be 
used.  Each  has  its  advocates,  and  each  its  ad- 
vantages. In  favor  of  gentian  violet  it  may  be 
said  that  it  forms  a soft  pliable  eschar  beneath 
which  pus  pockets  may  be  easily  palpated,  giving 
the  opportunity  to  open  and  drain  them  before 
they  have  dissected  and  destroyed  the  islands  of 
epithelial  cells  in  the  sebaceous  and  sweat  glands, 
which  often  are  only  paritally  injured  by  the  burn 
and  serve  as  autogenous  skin  grafts. 

The  local  treatment  begins  coincidentally  with 
the  systemic  treatment  with  the  admission  of  the 
patient  to  the  hospital.  The  burned  area  should  be 
cleansed  of  all  foreign  material  and  mechanical 
debridement  carried  out  as  far  as  is  compatible 
with  the  patient’s  condition.  He  should  be  placed 
on  sterile  sheets  under  an  electric  crib,  and 
sprayed  with  the  solution  of  choice.  This  is  con- 
tinued at  regular  intervals  of  15  minutes  to  one 
hour  until  the  eschar  is  formed,  and  continued 
every  six  hours  until  healing  is  complete. 

The  severity  or  depth  of  the  burn  may  be  such 
that  all  epithelial  cells  in  the  burned  area  are 
destroyed,  in  which  event  skin  grafting  will  be 
necessary  when  healing  has  reached  a standstill. — 
From  paper  read  by  R.  W.  Jones,  M.D.,  Newark, 
at  meeting  of  Licking  County  Medical  Society, 
Sept.  29,  1936. 


We  Apologize 

Attention  has  been  called  to  omission  of  the 
word,  “not”  in  the  last  paragraph  of  discussion  by 
Dr.  F.  F.  Lawrence,  of  the  paper  on  Acute  Ap- 
pendicitis With  Perforation,  by  Dr.  A.  Talbert 
Bowers,  published  in  the  August,  1936,  issue  of 
The  Journal,  pages  722  to  726.  The  paragraph 
should  have  read  as  follows: 

“I  really  believe  that  the  responsibility  for  an 
increased  mortality  may  be  laid  to  the  facts,  first, 
that  our  teachers  and  leaders  have  NOT  con- 
stantly kept  before  our  students  and  physicians 
the  same  use  of  the  five  senses  in  diagnosis,  delay 
being  often  due  to  waiting  until  laboratory  con- 
firmation can  be  secured.” 


CEPHALIC  ATTITUDE  DURING  FORCEPS  EXTRACTION 

By  WILLIAM  P.  GILLESPIE  M.D.,  Cincinnati,  Ohio 


DIRECT  damage  of  the  child  by  the  forceps 
blades  is  extremely  rare  unless  the  opera- 
tor’s technique  is  hopelessly  bad.  Compres- 
sion, not  by  the  blades  but  by  the  pelvic  walls,  is 
the  ordinary  source  of  cephalic  damage.  When  the 
head  is  too  large  for  the  particular  pelvis,  trauma 
of  this  latter  type  is  unavoidable.  Too  frequently, 
however,  grave  or  fatal  compression  of  the  head 
by  the  pelvis  comes  not  from  an  incompetency  of 
the  passageway  but  from  an  operative  error  which 
pulls  through  an  adequate  canal  an  unnecessarily 
large  head  diameter.  For  example,  when  the 
occiput  is  posterior  the  operator  may  fail  to  diag- 
nose the  position  and  deliver  the  head  without 
rotation.  Again  the  operator  may,  although  he 
knows  the  occiput  is  posterior,  delay  correction  of 
the  position,  until  the  head  is  out  of  the  bony 
pelvis  in  the  infra-pelvic  canal.  Regardless  of  the 
reason  or  the  excuse,  traction  previous  to  anterior 
rotation  expended  upon  a low  mid  head  or  a low 
head,  drags  an  unnecessarily  large  cephalic 
diameter  into  the  outlet  and  does  unnecessary 
trauma  both  to  the  head  and  to  the  pelvic  organs. 
The  wickedness  of  such  technique  is  becoming 
widely  recognized  but  another  equally  dangerous 
error  is  commonly  overlooked. 

“ICE  TONG”  TRACTION 

Operators  commonly  fail  to  recognize  and  to 
avoid  the  unnecessary  resistance  to  forceps  trac- 
tion which  may  be  created  by  a faulty  cephalic 
attitude.  Where  the  operator  revives  the  old 
“dynamic”  function  of  the  forceps  and  uses  his 
instrument  mainly  to  stimulate  in  the  half  anes- 
thetized patient  her  natural  powers,  the  thrust  of 
these  powers  tends  to  maintain  the  head  in  normal 
flexion.  However,  as  soon  as  traction  rather  than 
uterine  thrust,  becomes  the  main  source  of  prog- 
ress the  operator  must  take  care  lest  this  traction 
extend  the  head. 

If  only  the  tip  portions  of  the  blades  grasp  the 
head  securely  the  forceps  become  an  instrument 
which  functions  like  a pair  of  ice  tongs.  If  these 
tongs  pull  upon  the  anterior  lever  arm  while  the 
head  is  confined  in  the  bony  pelvis  the  result  may 
be  pernicious.  This  pull  tends  to  produce  exten- 
sion and  impaction.  Attempts  by  increased  trac- 
tile effort  to  overcome  the  resistance  to  descent  so 
created  converts  the  head  into  a powerful  rolling 
wedge  which  may  brutally  traumatize  the  mother 
at  a fatal  cost  to  itself. 


Abstract  of  motion  picture  demonstration  before  the 
Section  on  Obstetrics  and  Gynecology,  Ohio  State  Medical 
Association,  90th  Annual  Meeting,  Cleveland,  Ohio,  October 
7,  8,  and  9,  1936. 

For  information  relative  to  the  author  see  Who’s  Who  in 
This  Issue. 


Directly  and  indirectly,  operators  by  striving 
for  painless  childbirth  are  persuaded  to  inter- 
ference today  in  many  instances  where  the  for- 
ceps are  merely  a substitute  for  the  snuff  and 
quill  of  yesterday.  When  they  deliver  by  forceps, 
heads  which  the  old  midwife  would  have  delivered 
through  the  agency  of  a healthy  sneeze,  the  pro- 
cedure should  be  made  to  gain  for  them  a familiar- 
ity with  their  instrument  and  an  art  in  its  em- 
ployment which  will  be  useful  when  they  must 
direct  a more  difficult  mechanism  of  delivery. 
The  modern  multitude  of  easy  forceps  operations 
should  not  be  allowed  to  lend  misleading  and  dan- 
gerous prestige  to  types  of  instruments  and  to 
kinds  of  technique  which  are  unsuitable  to  serious 
forceps  work.  When  forceps  are  applied  at  a 
truly  low  station  and  then  are  removed  early  so 
that  actual  delivery  is  affected  through  the 
Ritzen  maneuver,  an  operator  may  perhaps  with- 
out much  damage  resulting  be  ignorant  of  how  to 
control  the  cephalic  attitude  through  the  blades. 
Such  ignorance  leaves  him,  however,  dangerously 
inexpert  in  deliveries  where  the  head  must  be 
brought  down  from  higher  stations  within  the 
pelvis. 

ACCEPTABLE  FORCEPS  BLADES 

Some  operators  talk  of  leaving  the  head  free 
to  pursue  during  traction  a “normal”  mechanism. 
No  insecure  application  of  the  blades  nor  any 
magic  joints  placed  in  the  forceps  can  grant  to  a 
head  that  is  under  traction  a freedom  which  pelvic 
resistance  can  translate  automatically  into  a 
favorable  mechanism  of  delivery.  No  device  built 
into  an  instrument  can  indicate,  except  by  chance 
and  accident,  the  direction  of  correct  traction. 
Hundreds  of  attempts  to  construct  into  the  for- 
ceps a substitute  for  operative  knowledge  and 
skill  have  failed. 

Operative  intelligence  is  and  must  remain  the 
foremost  factor  in  safe  extraction.  Operative  in- 
telligence cannot  function  unless  active  control  of 
the  mechanism  of  delivery  rests  in  the  operator’s 
hands.  The  operator  cannot  exercise  through  the 
forceps,  control  and  direction  of  the  head’s  mech- 
anism unless  the  blades’  grasp  converts  the  head 
and  the  instrument  into  a single  rigid  mechanical 
system.  “Ice-tong”  blades  must  be  discarded  for 
blades  which  “freeze”  to  the  head  before  the 
head’s  attitude  can  be  responsive  to  the  operator’s 
knowledge  and  skill. 

A secure  grasp  of  the  head  suitable  to  serious 
forceps  work  can  b©  attained  only  by  a strong 
rigid  fenestrated  blade  possessed  of  a head  curve 
which  approximates  the  curve  of  the  head. 

While  the  man  behind  the  gun  is  important  if 
a bull’s  eye  is  to  be  hit  no  true  marksman  denies 
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an  interest  in  the  weapon  he  employs.  Similarly 
a skillful  operator  never  takes  for  granted  the 
strength  and  rigidity  of  his  forceps  blades.  While 
he  holds  the  forceps  handles  tightly  together  he 
attempts  to  pry  the  blade  tips  apart  with  the 
thumb  and  fingers  of  his  other  hand.  Upon  test 
he  may  find  that  an  old  faithful  instrument  has 
lost  its  temper  and  become  dangerous  through  re- 
peated sterilization  and  prolonged  use.  Upon  test 
he  will  leave  many  a new  and  shining  instrument 
unpurchased  in  the  store. 

Open  or  fenestrated  blades  are  preferable  to 
solid  blades  in  that  they  fit  closely,  they  waste  no 
pelvic  space,  and  through  them  a greater  area  of 
metal  actually  transmits  traction  to  the  head. 
When  such  blades  are  placed  so  that  their  fenes- 
tra grasp  the  parietal  bosses,  the  forceps  can 
have,  without  the  exercise  of  undue  compression, 
a purchase  upon  the  head  which  puts  its  attitude 
within  the  operator’s  control. 

No  authority  will  argue  that  solid  blades  are 
suitable  for  difficult  extractions.  All  authorities 
agree  that  such  blades  slip  more  readily  than  open 
ones.  Even  with  solid  blades,  gross  slipping 
should  be  extremely  rare.  The  skillful  operator 
wishes  however  to  minimize  also  the  dangerous 
changes  in  cephalic  attitude  which  may  occur 
readily  within  the  grasp  of  such  blades.  Solid 
blades  will  be  discarded  if  the  operator  believes 
that  the  familiarity  with  an  instrument  gained  in 
routine  deliveries  should  be  used  to  lend  him  the 
skill  and  art  he  may  need  for  the  more  rare,  diffi- 
cult extraction. 

While  the  writer  believes  that  the  operator 
should  select  a pair  of  forceps  good  enough  for 
high  and  difficult  work  and  then  as  far  as  possible 
stick  to  this  instrument  in  all  his  extractions  it  is 
true  that  no  one  blade  curve  can  fit  all  the  heads 
with  which  he  may  have  to  deal.  A Simpson  curve 
will,  however,  approximate  the  great  majority  of 
heads  needing  extraction.  Simpson  specified  that 
the  interval  between  the  two  blades  should  be 
three  inches  when  it  was  measured  three  inches 
from  the  tips  with  the  tips  one  inch  apart.  The 
writer  uses  his  father’s  modification  of  the  Elliot 
forceps.  The  instrument  has  a Simpson  head 
curve.  However,  some  of  the  old  text  books  in- 
dicate that  true  Elliot  blades  were  slightly  less 
concave.  They  would  fit  well  the  large  moulded 
head. 

A GUIDE  TO  SECURE  APPLICATION 
Properly  constructed  blades  are  essential,  but 
even  good  blades  can  be  used  safely  as  a tractor 
only  if  they  are  applied  so  that  they  can  simul- 
taneously perform  their  second  function  of  con- 
trolling the  head’s  attitude. 

In  a low  forceps  extraction  the  blades  should 
compel  and  control  a gradual  movement  of  ex- 
tension which  carries  the  head  through  and  finally 
out  of  the  muscular  canal.  If  the  forward  and 
upward  arc  in  which  the  head  is  advanced  is  too 


gradual  the  pelvic  floor  suffers  unnecessary  dis- 
tension and  injury.  On  the  other  hand  if  a prema- 
ture or  excessive  degree  of  extension  is  produced 
at  any  point  in  the  head’s  journey,  increased  and 
traumatizing  head  diameters  must  be  encom- 
passed by  the  muscular  canal.  Here  the  blades’ 
success  or  failure  in  controlling  the  head’s  at- 
titude is  under  the  operator’s  eyes.  For  this  rea- 
son adjustments  should  not  be  difficult  to  make  if 
the  blades’  fenestra  fail  to  grasp  the  head  se- 
curely. However,  in  extractions  from  higher  levels 
the  operator  must  understand  the  fundamentals 
of  the  “axis  traction”  which  is  then  indicated. 

When  the  operator  thinks  of  the  blades  as  a 
tractor  he  should  not  allow  engrossment  in  some 
pet  traction  device  to  make  him  forget  what  axis 
traction  really  is.  He  may  use  what  device  he 
pleases  for  getting,  in  spite  of  the  forceps  pelvic 
curve,  a straight  pull  upon  the  blades,  but  only 
blades  which  he  has  placed  in  the  axis  of  the  head’s 
descent  can  pull  the  head  in  this  axis  and  give  him 
axis  traction.  The  operator’s  important  need  is  a 
practical  guide  in  the  individual  pelvis  to  the  loca- 
tion of  the  natural  axis  of  the  head’s  descent.  Of 
course  the  axis  of  the  head’s  progress  through  the 
muscular  canal  is  curved  but  within  the  pelvis 
good  theory  discards  the  old  curve  of  Carus  and 
teaches  that  the  axis  of  descent  is  a straight  line 
which  corresponds  closely  with  the  axis  of  the 
pelvic  brim.  Unfortunately  the  operator  cannot 
readily  determine  at  the  time  of  a forceps  ex- 
traction the  location  of  the  brim’s  axis. 

The  writer  follows  his  father’s  teaching  and 
insists  that  the  posterior  surface  of  the  symphy- 
sis is  the  best  guide  to  the  direction  of  the  head’s 
axis  of  descent  in  the  pelvic  cavity.  If  blades 
applied  to  the  sides  of  the  head  are  adjusted  on 
the  head  until  they  line  up  with  the  axis  of  the 
pelvic  cavity;  namely,  with  their  axis  placed  in  a 
line  that  is  parallel  with  the  posterior  surface  of 
the  symphysis,  they  are  properly  situated  for 
axis  traction  and  fortunately  they  are  simultane- 
ously placed  upon  the  head  in  a manner  which 
allows  them  to  hug  its  parietal  bosses  securely. 

The  “axis  application”  just  recommended  differs 
from  the  usual  placement  of  blades  in  that  the 
tips  are  worked  forward  until  the  blades  no 
longer  lie  across  the  pelvic  cavity.  With  the  tips 
so  situated  the  rule  “line  up  the  blade  roots  with 
the  posterior  fontanelle”  is  discarded,  and  the 
blade  roots  are  carried  backward  until,  when  the 
forceps  are  locked,  the  blades  have  the  same 
direction  as  the  pelvic  cavity. 

When  the  head  is  truly  low  the  writer  does  not 
insist  that  an  “axis  application”  is  essential,  but 
even  in  this  circumstance  he  uses  the  axis  of  the 
pelvic  cavity  as  judged  from  the  slant  of  the 
symphysis  as  his  guide  to  the  blades’  proper 
situation  on  the  head.  Even  though  the  head  is 
low  and  has  been  actively  bulging  the  pelvic  floor 
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it  retreats  into  the  pelvic  cavity  and  lines  up  with 
the  cavity’s  axis  when  the  patient  is  anesthetized. 

When  the  occiput  is  anterior  an  “axis  applica- 
tion” is  desirable,  not  only  to  give  the  blades  the 
proper  situation  in  the  pelvis  for  correctly  directed 
traction,  but  also  to  give  them  the  opportunity  to 
grasp  the  head  with  apprehenison  which  can 
maintain  its  normal  flexion.  When  the  saggital 
suture  is  transverse  and  the  blades  on  the  sides  of 
the  head  face  the  occiput,  they  should  be  lined  up 
with  the  axis  of  the  pelvic  cavity.  Failure  to  do 
this  sometimes  is  a result  of  the  operator’s  failure 
to  remember  the  presence  of  the  pelvic  curve  in 
his  forceps.  He  locks  the  forceps  with  the  han- 
dles in  the  midline  and  the  blade  tips  then  lie  too 
close  to  the  occipital  pole  due  to  the  instrument’s 
pelvic  curve. 

When  the  occiput  is  posterior  an  “axis  ap- 
plication” is  insecure  and  unsatisfactory.  How  the 
operator  may  grasp  such  a head  securely  will  be 
told  after  the  necessity  for  traction  upon  a head 
in  this  position  has  been  explained. 

traction  when  the  occiput  is  posterior 

When  the  occiput  is  posterior  and  the  forceps 
blades  face,  not  the  occiput  but  the  sinciput,  the 
attainment  of  an  application  which  can  maintain 
flexion  during  traction  becomes  a special  problem 
which  the  operator  cannot  escape.  Its  solution 
some  operators  try  to  side-step  by  frequent  resort 
to  so-called  “prophylactic”  podalic  version. 

If  the  operator  uses  for  the  instrumental  cor- 
rection of  a persistent  posterior  position,  spiral  or 
turbinal  rotation  (simultaneous  traction  and  rota- 
tion) the  rotation  may  do  great  damage  if  carried 
out  while  the  traction  is  holding  the  head  in  a 
state  of  virtual  impaction.  To  avoid  this  danger 
the  writer,  perhaps  through  excessive  caution, 
avoids  spiral  rotation  within  the  pelvis,  but  he 
does  not  object  to  the  technique  in  the  hands  of  an 
operator  who  realizes  its  potential  dangers  and  is 
confident  that  the  blades’  grasp  of  the  head  is 
maintaining  it  in  a well  flexed  attitude. 

Some  operators  condemn  spiral  rotation,  out- 
right. They  go  much  farther  and  insist  that  trac- 
tion should  never  be  exerted  while  the  occiput  is 
posterior.  Such  teaching  is  not  practical  unless 
the  operator  is  willing  to  limit  his  forceps  work 
to  heads  which  have  already  reached  at  least  a low 
mid-station.  Such  a limitation  spells  indirectly  a 
great  increase  in  unnecessary  operative  inter- 
ference. An  operator  cannot  afford  to  pass  the 
most  favorable  time  for  podalic  version  by 
rupturing  the  membranes  and  giving  to  second 
stage  labor  a fair  chance  to  rotate  and  to  deliver 
the  head  spontaneously  unless  he  is  prepared  to 
cope  through  his  forceps  (or  through  a consul- 
tant’s forceps)  with  the  very  rare  case  which  may 
eventually  require  a high  forceps  extraction,  or 
with  the  rare  but  more  frequent  case  which  may 
demand  interference  at  a high  mid-station. 

In  the  normal  pelvis  only  the  sacral  promotory 


can  offer  resistance  to  the  anterior  rotation  of  a 
flexed  head.  If  this  obstruction  does  not  interfere 
with  the  sinciput’s  posterior  rotation  the  forceps 
can  safely  swing  the  occiput  through  an  arc  of  45, 
90,  135,  or  180  degrees  as  circumstances  may  de- 
mand. There  may  be  opposition  or  limitation  to 
anterior  rotation  even  when  convention  considers 
that  the  head  is  completely  engaged  and  therefore 
in  a mid-station.  In  conventional  language  “com- 
plete engagement”  means  only  that  the  sub- 
occipito-bregmatic  and  the  bi-parietal  diameters 
have  passed  the  brim.  Only  as  descent  approaches 
what  may  be  called  a low  mid-station  does  the 
sinciput  of  a flexed  head  come  into  and  pass 
through  the  brim.  If  blades  are  applied  to  the 
head  while  it  is  still  at  a station  where  the  prom- 
ontory interferes  with  anterior  rotation,  traction 
must,  of  course,  precede  correction  of  the  pos- 
terior position. 

To  escape  the  necessity  for  traction  upon  the 
unrotated  head  some  operators  displace  the  head 
upward  by  the  hand  or  by  the  forceps,  and 
through  rotation  above  the  brim  create  a truly 
high  anterior  position  to  which  they  apply  their 
blades.  Such  practice  ignores  the  fact  that  a pos- 
terior position  is  often  more  favorable  to  descent 
into  the  pelvis  than  is  an  anterior  position.  So  far 
as  bony  resistance  is  concerned  a posterior  posi- 
tion favors  descent  and  does  not  become  a fault 
needing  correction  until  the  head  reaches  the 
anteriorly  curving  extremity  of  the  sacrum.  When 
the  occiput  is  posterior  the  head  usually  reaches 
the  downward  limit  of  its  descent  while  the  sinci- 
put is  still  high  behind  the  pubes.  It  is  the  hold- 
ing of  the  head  backward  by  the  pubes  as  the 
anterior  curvature  of  the  sacrum  (or  the  pelvic 
floor)  would  press  the  head  forward  into  the  out- 
let which  produces  impaction  and  leads  to  the 
need  for  artificial  rotation. 

Porter  pointed  out  before  this  Association  in 
1932  that  the  posterior  position  most  likely  to  give 
serious  trouble  is  found  in  the  steep  pelvis  of  the 
patient  who  has  an  excessive  sacro-lumbar  curve. 
He  told  us  truly  that  in-  such  a pelvis  a primary 
posterior  position  (usually  R.O.P.)  or  a secondary 
posterior  position  (usually  L.O.P.)  exists  as  an 
adjustment  necessary  to  engagement.  Upward 
displacement  and  high  rotation  of  the  head  in  such 
a pelvis  is  ignorant  meddling  with  a favorable 
mechanism  of  labor.  Anterior  rotation  (spon- 
taneous or  instrumental)  should  occur  as  soon  as 
the  posterior  position  descends  to  the  station 
where  it  becomes  a fault  but  the  operator  should 
remember  that  when  the  blades  are  applied  at  a 
high  or  at  a high-mid  station  the  posterior  position 
is  for  the  time  being  favorable  to  descent. 

The  writer  is  violently  opposed  to  dragging  the 
head  into  or  through  the  bony  outlet  in  a posterior 
position.  He  knows,  however,  from  actual  meas- 
urements of  the  pelvis  and  the  flexed  head  and 
from  X-ray  evidence  that  until  the  head  below  the 
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brim  descends  to  a low  mid-station,  posterior  ro- 
tation of  its  sinciput  may  in  some  instances  be 
obstructed  or  limited  by  the  extension  forward  of 
the  sacral  promontory  into  the  pelvic  cylinder.  If 
inefficient  pains  lead  to  a maternal  or  to  a fetal 
exhaustion  which  compels  interference  before 
anterior  rotation  of  the  occiput  is  practical  the 
operator  must  take  special  precautions  in  avoid- 
ing “ice-tong”  traction  as  his  forceps  pull  upon 
the  unrotated  head. 

secure  application  in  posterior  positions 

An  application  which  is  lined  up  with  the  axis 
of  the  pelvic  cavity  grasps  insecurely  and  “ice 
tongs”  the  head  which  is  in  a posterior  position. 
The  head’s  axis  of  descent  in  this  case  does  not 
correspond  with  the  axis  of  the  pelvic  cavity. 
When  the  occiput  is  posterior  the  head’s  long  axis 
points  backward  and  lies  obliquely  across  the 
usual  axis  of  descent.  The  axis  of  the  head’s  de- 
scent is  now  directed  backward  into  the  sacral 
concavity  and  if  space  here  is  used  up  and  an- 
terior rotation  does  not  occur,  further  progress 
continues  through  a moulding  which  flattens  the 
occiput  against  the  sacrum.  Traction  should  be 
directed  posteriorly  as  long  as  the  occiput  is 
posterior. 

If  the  blade  tips  are  to  grasp  the  head  securely 
while  the  occiput  is  posterior  they  must  be 
worked  well  forward  in  the  pelvis  until  they  are 
anterior  to  the  cavity’s  axis  and  rest  upon  the 
cheeks  of  the  child.  With  the  tips  in  this  situation 
the  blade  roots  must  be  pushed  far  backward  into 
the  pelvis  before  the  fenestra  can  lie  over  and 
grasp  the  parietal  bosses.  Often  to  accomplish 
this  the  shanks  of  the  instrument  must  depress 
the  perineum  severely.  This  they  cannot  do  with- 
out maternal  trauma  if  the  forceps  employed  have 
wide  divergent  shanks.  If  the  forceps  have 
properly  constructed  blades  which  are  carefully 
locked  in  this  situation  upon  the  head,  “ice  tong” 
traction  and  impaction  from  forced  extension  are 
easily  avoided.  Made  with  proper  deliberation 
and  caution,  traction  in  line  with  these  blades  can 
safely  bring  the  head  to  the  station  where  correc- 
tion of  the  posterior  position  becomes  desirable. 

summary 

The  individual  bits  of  forceps  art  which  make 
an  extraction  skillful  and  intelligent  can  best  be 
presented  through  the  moving  picture  screen  or 
through  first  hand  demonstration.  However,  in 
the  observing  and  even  in  the  actual  doing,  opera- 
tors are  prone  to  forget  certain  fundamental  facts 
which  have  been  reviewed  here.  It  has  been 
pointed  out  that  to  an  important  extent  the  safe 
use  of  the  forceps  as  a tractor  depends  upon  the 
operator’s  success  in  maintaining  normal  cephalic 
flexion. 

DISCUSSION 

J.  K.  Hoerner,  M.D.,,  Dayton,  Ohio:  Dr.  Gil- 

lespie is  to  be  commended  for  a very  lucid  pre- 


sentation of  some  of  the  difficulties  encountered  in 
the  forceps  operation  and  proper  methods  of  over- 
coming them.  Most  practicing  physicians  reflect 
in  their  attitudes  on  controversial  matters  and  in 
their  practice  the  teachings  of  their  former  pre- 
ceptors. In  this  Dr.  Gillespie  is  no  exception  but 
reflects  the  teachings  of  his  illustrious  father  who 
was  a leader  in  obstetric  thought  and  practice  in 
his  community  for  a generation. 

Generally  speaking,  there  are  two  types  of  at- 
titude toward  the  parturient  woman.  One  recog- 
nizes the  act  as  a normal  physiological  function 
and  is  willing  to  employ  watchful  waiting,  using 
every  available  external  aid  plus  psychic  en- 
couragement to  bring  the  process  to  a spontan- 
eous conclusion.  The  other  has  the  conviction  that 
he  can  better  nature’s  way  with  instrumental  as- 
sistance. Having  been  obstetrically  reared  under 
the  tutelage  of  Whitridge  Williams  I find  myself 
in  the  first  group  mentioned.  In  William’s  depart- 
ment every  obstetrical  chart  was  reviewed  at  the 
weekly  staff  meeting  and  every  operation  critically 
scrutinized  especially  as  to  indication.  Since  it 
was  a teaching  institution,  the  term  “pro  causa 
exercitii”  (for  the  purpose  of  practice  or  ex- 
perience) was  occasionally  permitted,  providing 
an  experienced  operator  has  supervised  the  work. 
However,  an  operative  second  stage  merely  to 
save  a healthy  mother  the  bother  of  bearing  her 
child  was  not  countenanced  either  on  public  or 
private  patients. 

With  that  as  a background,  whenever  the  sub- 
ject of  forceps  arises  I am  reminded  of  the  great 
William  Hunter,  who  used  to  show  to  his  obstetric 
pupils  his  rust  covered  forceps  as  a testimonial  of 
their  infrequent  use,  and  yet  in  those  pre  cod  liver 
oil  days  there  must  have  been  as  many  contracted 
pelves  as  we  see  today,  and  England  was  popu- 
lated too  by  a heterogenious  race  stock. 

I recently  read  in  the  American  Journal  of 
Obstetrics  and  Gynecology  this  sentence:  “We 

deliever  by  low  or  outlet  forceps  all  heads  that 
reach  the  perineum,  and  we  perform  perineotomies 
whenever  a perineum  is  present”.  As  a part  of 
the  conclusions  drawn  from  this  article  was  the 
statement,  “The  use  of  forceps  need  not  add  to 
obstetric  morbidity  or  mortality,  maternal  or 
fetal.”  From  the  same  magazine  in  the  March 
issue  of  this  year  is  an  article  entitled,  “Statistical 
Studies  on  Puerperal  Infection”.  May  I be  per- 
mitted to  quote  one  paragraph? 

“It  is  felt  by  many  that  a deplorable  tendency 
of  modern  obstetrics  is  the  trehd  toward  radical- 
ism as  evidenced  by  the  high  incidence  of  opera- 
tive deliveries.  That  such  a routine  carries  with 
it  an  increased  hazard  to  the  mother  due  to  a high 
incidence  of  puerperal  infection  is  illustrated  in 
Table  II  and  Fig.  2.  It  is  interesting  to  note  that 
even  a perineal  tear  or  episiotomy,  although  im- 
mediately followed  by  repair,  increases  the  in- 
cidence of  infection  to  an  appreciable  degree. 
Moreover,  the  operative  group,  although  consist- 
ing chiefly  of  such  simple  procedures  as  forceps 
and  breech  extractions,  shows  an  infection  rate 
almost  three  times  as  high  as  the  group  “spon- 
taneous, no  tear”.  Operations  requiring  in- 
trauterine manipulation,  such  as  version  and 
manual  removal  of  the  placenta,  naturally  re- 
sulted in  a higher  incidence  of  infection  than  the 
simpler  procedures  just  mentioned,  and  the  dan- 
gers so  often  attributed  to  the  latter  procedure 
are  amply  illustrated  in  the  table.”  The  first 
article  covered  569  deliveries,  the  second  5,767. 

One  is  almost  bound  to  draw  this  conclusion. 
You  can  boil  your  instruments,  sterilize  your 
dressings,  drapes  and  gowns,  scrub  your  hands 
and  inclose  them  in  sterile  rubber  gloves,  cover 
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your  head  with  a cap  and  wear  a mask  over  your 
nose  and  mouth,  but  you  cannot  effectively  steril- 
ize the  birth  canal  and  the  tissues  about  its  ex- 
ternal orifice.  Consequently  all  operative  work 
from  below  is  conducted  in  a relatively  unsterile 
field.  Therefore  why  operate  unless  there  is  an 
excellent  reason  for  doing  so. 

Of  course  you  may  be  a clever  fellow  who  does 
such  careful  and  skillful  work  that  your  own  re- 
sults excel  those  I have  just  quoted.  But  consider 
the  bad  influence  you  exert  on  the  younger  and 
less  experienced  members  of  your  profession. 
They  are  practicing  medicine  for  a livelihood,  they 
need  the  money,  they  realize  that  a larger  fee  can 
be  collected  for  an  operative  delivery  than  for  a 
spontaneous  one,  and  if  they  can  finish  this  case 
quickly  and  get  back  to  the  office  they  may  save 
several  office  fees  that  might  otherwise  go  to  their 
colelague  down  the  street. 

Generally  speaking,  the  easiest  and  quickest 
way  out  is  seldom  the  best  way.  If  this  were  true 
one  could  schedule  all  of  his  obstetric  cases  for 
section  and  do  them  at  his  convenience,  but  all 
within  the  reach  of  my  voice  would  deprecate  such 
a practice,  I am  sure.  Then  why  should  this  rule 
not  equally  apply  to  the  so-called  elective  or 
prophylactic  forceps  operation. 

As  for  the  operation  itself,  having  granted  a 
real  indication  for  its  performance,  I feel  with 
Dr.  Gillespie  that  the  best  instrument  to  employ 
in  most  instances  is  the  fenestrated  blade.  My 
own  choice  is  the  Simpson  box  lock  forceps  for  all 
ordinary  purposes,  and  the  Tarnier  axis-traction 
when  the  vertex  is  at  or  above  the  ischial  spines. 
In  application,  the  significant  rule  is  application 
of  the  blades  to  the  sides  of  the  head  and  not 
merely  a catch-as-catch-can  pelvic  application.  If 
the  blades  are  applied  to  analagous  portions  of  the 
cranial  parietes  the  child’s  head  will  offer  the 
best  resistance  against  injury.  Otherwise  unusual 
and  unnatural  pressures  are  exerted  which  are 
not  only  more  dangerous  from  the  point  of  view 
of  intracranial  injury  but  also  tend  to  cause  a 
greater  diameter  of  the  head  than  is  necessary  to 
• be  forced  through  the  birth  canal.  This  is  a vicious 
cycle.  Improper  application  leads  to  additional 
obliquity  of  the  head  which  in  turn  leads  to  a 
tighter  jamming  of  the  head  against  the  pelvic 
walls  obstructing  further  its  descent,  which  in 
turn  tempts  the  operator  to  apply  greater  force 
to  attain  its  delivery.  After  proper  application 
traction  must  be  exerted  in  such  a manner  as  to 
keep  the  downward  progress'  of  the  head  always 
following  the  axis  of  the  birth  canal,  thus  the 
direction  of  pull  must  be  constantly  changing  as 
the  head  descends  to  adapt  its  course  to  the 
curvature  of  the  birth  canal. 


It  is  not  much  trouble  to  doctor  sick  folks,  but 
to  doctor  healthy  ones  is  troublesome. — H.  W. 
Shaw. 


Moderate  labor  of  the  body  conduces  to  the 
preservation  of  health,  and  cures  many  initial 
diseases.- — Dr.  W.  Harvey. 


If  a man  empties  his  purse  into  his  head,  no 
man  can  take  it  away  from  him.  An  investment 
in  knowledge  always  pays  the  best  interest. — B. 
Franklin. 


Unemphasized  Factors  of  Health 

Granting  the  beneficence  of  preventive  medi- 
cine, hygiene,  and  sanitation,  the  greatest  single 
factor  of  good  health  and  longevity  lies  in 
tissue  resistance.  It  is  that  ill-defined  some- 
thing which  was  given  to  us  by  our  progenitors. 
It  is  an  inescapable  fact  that  many  are  pre- 
destined to  diabetes,  pneumonia,  cancer,  mental 
and  cardiorenal  diseases.  These  diseases  have 
varied  little,  if  any,  and  some  of  them  have  in- 
creased in  the  face  of  scientific  medicine.  Within 
this  group  are  the  greatest  of  killing  diseases. 
Their  control,  management,  and  eradication  are 
certainly  not  within  the  province  of  any  form  of 
state  medicine.  To  affirm  that  they  are,  is  to 
show  a fundamental  misunderstanding  of  the 
problems  involved.  It  is  typical,  however,  of 
American  civilization  to  apply  modern  methods 
to  the  solving  of  medical  problems  in  much  the 
same  manner  as  to  business  and  political  prob- 
lems. This  misconception  lies  in  the  belief  that 
— because  we  have  invented  skillful  diagnostic 
apparatus,  improved  and  perfected  their  thera- 
peutic application,  erected  imposing  hospitals, 
delved  into  the  function  and  physiology  of  hidden 
and  obscure  glands,  and  perfected  surgery  to  a 
high  art — all  this  need  only  be  applied  whole- 
sale and  indiscriminately  to  the  public  at  large 
in  order  to  attain  perfection  in  health  for  every- 
one. It  is  the  typical  American  point  of  view 
of  interpreting  life  in  terms  of  size  and  numbers 
rather  than  in  terms  of  quality  and  intellect. 

It  is  in  these  groups  that  the  greatest  need 
lies  for  improving  the  race.  The  understanding 
of  some  of  these  problems  is  grounded  in  the 
study  of  heredity  and  hereditary  influences.  Their 
solution  will  never  come  from  legislators  or  poli- 
ticians, but  rather  by  a knowledge  of  genetics; 
by  proper  mating;  by  adherence  to  well-known 
biologic  laws;  by  preventing  the  unfit  from  pro- 
pagating; by  relieving  economic  anxiety;  by  mak- 
ing leisure,  calmness  and  complacency  a habit, 
rather  than  excitement  and  confusion.  Peace  of 
mind  cannot  result  if  the  spectre  of  poverty  is 
ever  present.  Much  of  the  unhappiness  in  the 
world  today  is  due  to  unrest;  to  the  dissatisfac- 
tion with  our  status  in  life;  to  the  desire  for  that 
which  our  neighbors  have,  the  acquisition  of 
which  only  gives  us  a fresh  starting  place  for 
something  more.  It  is  the  siren  song  of  modern 
life — hurry,  hurry,  hurry!  Just  so  long  as  mod- 
ern living  with  its  killing  competition,  with  its 
envy  and  greed,  with  its  excitement  and  restless- 
ness exists,  just  so  long  will  we  have  manifesta- 
tions of  nervous  and  cardiovascular  diseases.  No 
amount  of  health  legislation  will  ever  make  any 
difference.  The  causes  here  are  economic.  Hered- 
ity and  environment  influence  to  a large  extent 
our  health  and  longevity. — Maxwell  Lick,  M.D., 
Erie,  Pa.,  Penn.  Med.  Jour.,  40:1,  Oct.,  1936. 


CHRONIC  ENDEMIC  DENTAL  FLUOROSIS  IN  OHIO 

By  A.  L.  VAN  HORN,  M.D.,  Columbus,  Ohio 


CHRONIC  endemic  dental  fluorosis  or  as  it  is 
more  commonly  called  “mottled  enamel”  is 
a permanent  defect  of  the  teeth  associated 
with  the  ingestion  of  toxic  amounts  of  fluoride 
present  in  the  water  used  for  drinking  and  cook- 
ing during  the  period  of  tooth  calcification. 

The  first  report  of  this  dental  defect  was  made 
by  Eager1  35  years  ago  who  was  then  stationed 
as  medical  officer  at  the  port  of  Naples  in  Italy. 
In  his  communication  to  the  Surgeon-General  he 
remarked  that  a considerable  number  of  Italian 
emigrants  from  certain  communities  were  affected 
with  a disorder  which  caused  a permanent  dis- 
coloration of  the  teeth  and  not  infrequently  re- 
sulted in  complete  destruction  of  the  enamel. 
Eager  further  commented  in  his  report  on  the 
possibility  of  some  toxic  element  in  the  drinking 
water  acting  as  the  etiological  agent.  The  first 
report  of  the  occurrence  of  mottled  enamel  in  the 
United  States  was  made  by  Black  and  McKay2  in 
Colorado  in  1916.  They,  likewise,  were  of  the 
opinion  that  drinking . water  was  an  important 
causative  factor  but  were  unable  to  definitely 
establish  the  specific  etiological  agent.  In  1931 
Smith,  Lantz  and  Smith3  reported  that  a condition 
similar  in  character  to  mottled  enamel  could  be 
produced  experimentally  in  albino  rats  by  feed- 
ing them  toxic  amounts  of  sodium  fluoride.  In  the 
same  year  Churchill4,  working  independently, 
made  a nationwide  survey  of  certain  public  water 
supplies  by  spectroscopic  analyses  and  reported 
the  finding  of  abnormally  high  concentrations  of 
fluorides  in  water  samples  from  several  endemic 
communities.  Since  these  reports  numerous  in- 
vestigations conducted  in  endemic  areas  have  ade- 
quately verified  the  fact  that  mottled  enamel  is 
due  to  the  presence  of  toxic  amounts  of  fluoride 
in  the  water  supply  of  the  affected  region. 

The  term  “mottled  enamel”  was  first  used  by 
Black2  as  a descriptive  name  for  the  condition. 
His  description  is  quoted  as  follows:  “The  most 
essential  injury  occurring  in  mottled  enamel  is 
the  appearance  of  the  teeth.  When  not  stained 
brown  or  yellow,  they  are  a ghastly  opaque  white 
that  comes  prominently  into  view  whenever  the 
lips  are  opened.  In  many  cases  the  teeth  appear 
absolutely  black.  Pathologically  mottled  enamel 
is  distinguished  especially  by  the  absence  of 
cementing  substance  between  the  enamel  rods  in 
the  outer  fourth,  more  or  less  of  the  enamel  and 
presenting  great  variety  of  color.”  More  recent 
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pathological  studies  have  shown  that  in  some 
cases  the  enamel  rods  themselves  have  been 
diminished  in  contour.5  Chemical  analysis  of  the 
brown  pigment  has  been  made  and  it  is  said  to 
be  manganese. 

Mottled  enamel  is  not  commonly  found  in  the 
deciduous  teeth  except  in  a few  endemic  areas 
where  the  fluoride  content  of  the  water  supply  is 
unusually  high.  The  reason  for  this  being  that 
the  formation  of  the  enamel  of  these  teeth  has 
practically  been  completed  at  the  time  of  birth  or 
very  soon  thereafter.  However,  since  there  is  a 
wide  variation  in  the  time  of  calcification,  it  is  not 
beyond  reason  to  expect  to  find  a few  children  in 
any  endemic  area  with  mottling  of  the  deciduous 
teeth. 

Mottled  enamel  occurs  in  many  parts  of  the 
world  notably  in  England,  Holland,  Italy,  North 
Africa,  Mexico,  Spain,  China,  Japan  and  in  several 
South  American  countries.  Wherever  it  occurs  the 
characteristics  of  the  enamel  defect  are  the  same. 
There  apparently  is  no  race,  color  or  sex  dif- 
ferential. 

In  the  United  States  Dean7  has  reported  that 
“there  are  more  than  200  areas  where  endemic 
mottled  enamel  has  been  confirmed  by  survey;  in 
addition  there  are  approximately  100  areas  where 
the  endemicity  has  been  reported  but  not  con- 
firmed by  survey.  These  approximate  300  areas 
are  distributed  among  23  different  states”.  Six- 
teen of  these  states  are  west  of  the  Mississippi. 
Mottled  enamel  has  never  before  been  reported 
in  the  State  of  Ohio.  Churchill4  in  his  contribu- 
tion in  1931  on  spectroscopic  analyses  of  public 
water  supplies  reported  that  fluorine  was  present 
in  the  Toledo,  Cleveland  and  Cincinnati  waters; 
more  recent  quantitative  analyses,  however,  have 
shown  that  the  water  supplies  from  these  cities 
are  within  normal  limits. 

In  February,  1935,  the  laboratories  of  the  State 
Department  of  Health  included  fluoride  determi- 
nation in  the  routine  analysis  of  public  water  sup- 
plies and  since  that  time  more  than  400  different 
water  supplies  have  been  tested.  From  present 
studies  it  appears  that  the  minimal  threshold  of 
fluoride  concentration  which  will  produce  mottled 
enamel  is  approximately  1.0  p.p.m.  To  date  there 
are  46  communities  in  Ohio  which  are  known  to 
have  water  supplies  containing  more  than  1.0 
p.p.m.  of  fluorides.  The  highest  concentration  in 
any  water  supply  in  Ohio  is  4.0  p.p.m.  While  the 
survey  of  Ohio  ground  waters  in  respect  to 
fluoride  concentration  is  by  no  means  complete,  it 
is  clearly  indicated  from  the  results  so  far  ob- 
tained that  the  wells  of  highest  fluoride  content 
are  located  in  the  northwest  sector  and  in  a small 
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area  extending  southwest  from  the  center  of  the 
state. 

Fluorine  compounds  are  widely  distributed  in 
the  earth’s  crust,  ranking  twentieth  in  quantity. 
Minerals  occurring  in  rocks  and  soils  which  may 
carry  fluorine  are  biotite,  cryolite,  fluorspar,  fluor- 
apatite,  rock  phosphate,  tourmaline,  selenite  and 
phlayophite.8  Geologically,  it  appears  that  in 
Ohio  many  of  the  wells  of  high  fluoride  content 
penetrate  the  Niagara  limestone.  In  general 
there  appears  to  be  no  definite  correlation  between 
depth  of  well  and  fluoride  content.  A number  of 
wells  in  the  same  community  may  and  frequently 
do  vary  widely  in  their  fluoride  concentration. 

During  the  past  year  surveys  were  conducted  in 
five  different  Ohio  communities  which  were  known 
to  have  water  supplies  containing  toxic  amounts 
of  fluoride  in  order  to  determine  the  prevalence  of 
mottled  enamel.  A total  of  1296  children  were 
examined  and  those  that  were  found  to  be  affected 
with  the  defect  were  classified  as  to  the  severity 
of  the  condition.  The  survey  was  conducted  ac- 
cording to  the  methods  used  by  the  United  States 
Public  Health  Service  in  their  investigations  of 
mottled  enamel.9  Following  a preliminary  survey 
made  a year  ago,  Dr.  H.  Trendley  Dean,  Dental 
Surgeon  of  the  United  States  Public  Health  Ser- 
vice, accompanied  me  on  a visit  to  the  affected 
communities  and  verified  the  presence  of  mottled 
enamel  both  as  to  number  of  children  having  the 
defect  and  to  the  severity  of  the  condition. 

Inasmuch  as  the  causative  factor  is  operative 
only  during  the  period  of  calcification,  it  is  im- 
portant to  know  the  approximate  periods  of 
enamel  formation  and  tooth  eruption  as  is  shown 
in  the  accompanying  table: 


Calcification  Eruption 


First  molars 

1 to 

5 years 

5% 

to 

7 

years 

(central 

7 

to 

8 

years 

Incisors 

.1  to 

7 years 

(lateral 

8 

to 

9 

years 

First  bicuspids 

7 to 

8 years 

10 

to 

11 

years 

Second  bicuspids 

.7  to 

8 years 

11 

to 

12 

years 

Cuspids 

.7  to 

8 years 

12 

to 

14 

years 

Second  molars 

.5  to 

9 years 

12 

to 

15 

years 

Third  molars 

9 to 

12  years 

16 

to 

20 

years 

or  more 


It  will  at  once  become  evident  that  to  accurately 
determine  the  severity  of  the  defect  in  any  com- 
munity, one  must  examine  the  children  between 
the  ages  of  9 and  14  and  must  segregate  those 
who  have  not  been  using  a common  water  supply 
since  birth  from  those  who  have  lived  continu- 
ously in  the  same  community  and  who  have  used 
the  same  water  supply  for  drinking  and  cooking 
purposes  during  their  entire  life.  Breaks  in  con- 
tinuity totaling  less  than  30  days  in  any  one 
calendar  year  are  excepted.  In  conducting  the 
survey  the  local  public  school  was  visited  and  the 
children  in  the  4,  5,  6,  7,  and  8 grades  were  ex- 
amined for  the  presence  of  mottled  enamel.  The 
purpose  of  the  visit  was  explained  to  the  children 
and  they  were  then  divided  into  two  groups,  (A) 


those  who  had  lived  continuously  in  the  com- 
munity since  birth  and  (B)  those  who  had  not. 
The  first  group  was  then  subdivided  into  those 
who  had  used  the  municipal  water  supply  in  their 
homes  since  birth  and  those  who  had  used  the 
water  from  private  surface  wells  for  drinking  and 
cooking  purposes.  Each  group  was  then  ex- 
amined in  succession  and  the  severity  of  the  de- 
fect recorded.  The  children  showing  the  defect 
were  then  classified  according  to  a scheme  pro- 
posed by  Dean10  and  were  recorded  as  normal, 
questionable,  very  mild,  mild,  moderate,  moder- 
ately severe,  and  severe.  The  detailed  descriptions 
of  these  various  degrees  of  mottling  are  given  by 
Dean  as  follows: 

CLASSIFICATION  OF  ENAMEL 

Normal — The  enamel  presents  the  usual  trans- 
lucent semivitriform  type  of  structure.  The  sur- 
face is  smooth,  glossy,  and  usually  of  a pale, 
creamy  white  color.  In  addition  to  those  teeth 
showing  normal  calcification,  for  purposes  of 
mottled  enamel  classification  there  is  also  in- 
cluded under  this  heading  all  individuals  with 
permanent  teeth  showing  hypoplasias  other  than 
mottled  enamel.  Such  hypoplasias  of  the  enamel 
are,  in  the  main,  those  characteristic  of  Hutchin- 
son’s teeth  and  the  hypoplasias  concomitant  with 
the  exanthematous  diseases  and  nutritional  dis- 
turbances during  the  period  of  the  enamel  de- 
velopment of  the  permanent  teeth.  If  an  examina- 
tion of  a person  reveals  the  presence  of  one  of 
the  previously  mentioned  hypoplasias  and  mottled 
enamel,  the  examination  is  recorded  solely  on  the 
basis  of  the  mottled  enamel  present  and  is  listed 
under  its  proper  mottled  enamel  classification. 

Questionable — In  areas  of  relatively  high  en- 
demicity,  over  57  per  cent,  there  are  at  times  cases 
which  the  experienced  investigator  occasionally 
hesitates  to  classify  either  as  apparently  normal 
or  very  mild.  Such  cases  are  listed  as  question- 
able. In  studying  a “border  line”  area,  or  a com- 
munity where  the  causative  factor  of  mottled 
enamel  is  present  in  the  water  supply  quantita- 
tively somewhere  between  the  maximum  harmless 
amount  and  the  minimum  capable  of  producing 
the  “very  mild”  and  “mild”  type  of  mottled 
enamel  in  35  per  cent  or  more  of  the  children  who 
have  used  the  particular  water  exclusively  from 
birth,  this  classification  is  frequently  needed.  In 
such  areas  there  is  generally  a higher  percentage 
of  individuals  classed  as  normal  than  the  com- 
bined group  of  “very  mild”  and  “mild”.  There  is, 
however,  always  a certain  percentage  of  those  in- 
dividuals with  comparable  histories,  that  discloses 
slight  aberrations  in  the  translucency  of  normal 
enamel  ranging  from  a few  white  flecks  to  oc- 
casional white  spots.  Furthermore,  in  some  in- 
stances, thin,  irregular,  white,  opaque  streaks,  or 
veining,  are  noted  on  the  incisal  third  of  the 
superior  incisors.  In  other  cases  the  tip  of  the 
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summit  of  the  bicuspids  shows  an  unusual  white 
opacity  two  or  three  millimeters  in  extent,  the 
remainder  of  the  tooth  being'  apparently  normal. 
As  such  cases  are  not  sufficiently  developed  to  be 
classed  as  “very  mild”,  and  are  definitely  not 
“normal”,  they  are  listed  as  questionable. 

Very  Mild — Small,  opaque,  paper-white  areas 
are  scattered  irregularly  or  streaked  over  the 
tooth  surface.  This  mottling  is  principally  ob- 
served on  the  labial  and  buccal  surfaces  and  in- 
volves up  to  25  per  cent  of  the  tooth  surface  of 
the  particular  teeth  affected.  Small,  pitted,  white 
areas  are  frequently  found  on  the  summit  of  the 
cusps.  Brown  stain  is  rarely  observed  in  the  mot- 
tled enamel  of  this  classification  and  if  present  at 
all,  is  so  faint  as  to  be  almost  indistinct. 

In  areas  of  high  endemicity,  mottled  enamel  is 
not  infrequently  observed  on  the  deciduous  molars 
and  occasionally  the  deciduous  cuspids.  Mottled 
enamel  in  deciduous  teeth  is  generally  of  the  very 
mild  type,  even  though  the  permanent  teeth  in 
the  same  individual  may  show  moderate  to  severe 
mottling. 

Mild — The  white  opaque  areas  in  the  enamel 
of  the  teeth  involve  at  least  half  of  the  tooth  sur- 
face. The  surfaces  of  molars,  bicuspids,  and  cus- 
pids subject  to  attrition  show  thin  white  layers 
worn  off  and  the  bluish  shades  of  underlying  nor- 
mal enamel.  Light  brown  stains  are  sometimes 
apparent,  generally  on  the  superior  incisors. 

Moderate — No  change  is  observed  in  the  form 
of  the  tooth,  but  generally  all  tooth  surfaces  are 
involved.  Surfaces  subject  to  attrition  are  defi- 
nitely marked.  Minute  pitting  is  often  present, 
generally  on  the  labial  and  buccal  surfaces. 
Brown  stain  is  frequently  a disfiguring  complica- 
tion. For  the  most  part  the  stain  ranges  from  tan 
to  chocolate  in  color  and  not  infrequently  involves 
as  much  as  half  of  the  labial  surfaces.  It  must  be 
remembered,  however,  that  the  incidence  of 
brown  stain  varies  greatly  in  different  endemic 
areas  and  many  cases  of  white  opaque  mottled 
enamel,  without  brown  stain,  are  classified  as 
“moderate”  and  listed  in  this  category. 

Moderately  Severe — Microscopically  a greater 
depth  of  enamel  appears  to  be  involved.  A smoky 
white  appearance  is  often  noted.  Pitting  is  more 
frequent  and  generally  observed  on  all  tooth  sur- 
faces. The  pits  are  discrete  and  may  be  1 to  2 
millimeters  in  diameter.  Brown  stain,  if  present, 
is  generally  deeper  in  hue  and  involves  more  of 
the  tooth  surface.  The  diagnostic  sign  of  this 
classification  is,  however,  the  discrete  pitting. 

Severe — The  hypoplasia  is  so  marked  that  the 
form  of  the  teeth  is  at  times  affected;  the  older 
children  often  present  a mild  incisal-occlusal 
pathological  abrasion.  The  pits  are  deep  and  very 
often  confluent.  As  a result  of  confluent  pitting, 
which  is  the  diagnostic  sign  of  this  classification, 
the  outer  surface  of  the  enamel  is  lost  in  places 
and  the  tooth  often  presents  a corroded-like  ap- 


pearance. Stains  are  widespread  and  range  in 
color  from  chocolate  brown  to  almost  black. 

The  accompanying  table  shows  the  results  of 
the  examinations  of  780  children  in  five  different 
communities  in  northwestern  Ohio: 

INCIDENCE  OF  MOTTLED  ENAMEL 
Among  Grade  School  Children  in 
Selected  Ohio  Communities 


Community 

F 

in  p.p.m. 

Continuous  resident 

Non-resident 

it  exam. 

it  affected 

% affected 

it  exam. 

it  affected 

% affected 

A 

2.4 

211 

50 

23 

118 

8 

6 

B 

2.1  -2.6 

105 

21 

20 

C 

1.4 

44 

17 

38 

156 

31 

19 

D 

2.6 

44 

10 

22 

E 

2.6 

29 

21 

72 

73 

22 

30 
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It  will  be  noticed  that  the  fluoride  concentration 
of  the  public  water  supplies  are  recorded  in  p.p.m. 
and  in  every  instance  represents  an  amount  which 
is  known  to  produce  mottled  enamel.  In  all  com- 
munities except  “D”  the  water  supplies  had  been 
in  use  for  at  least  10  years  and  the  causative  fac- 
tor was  thus  active  during  the  period  of  calcifica- 
tion in  those  children  examined.  In  Community 
“C”,  although  146  children  were  found  to  have 
lived  in  this  village  since  birth,  only  44  of  this 
number  had  been  using  the  city  water  supply  for 
drinking  purposes;  the  remaining  102  gave  his- 
tories of  using  private  surface  wells.  In  Com- 
munity “D”  no  public  water  supply  is  available 
but  numerous  tests  of  private  wells  have  shown 
consistently  high  concentrations  of  fluoride 
present.  The  figure  2.6  represents  the  determina- 
tion on  a recently  drilled  well  which  is  to  be  used 
as  the  public  water  supply.  In  no  school  survey 
have  the  questionable  defects  been  included  among 
those  recorded  as  being  affected  with  mottled 
enamel.  In  other  words,  those  so  designated  as 
being  affected  represent  positive  diagnoses  of 
dental  fluorosis.  The  majority  of  the  children 
were  found  to  have  very  mild  or  mild  degrees  of 
mottling.  In  only  a few  instances  were . the 
moderate  or  moderately  severe  grades  discovered 
and  no  child  was  found  with  severe  mottling.  It 
was  noticed  independently  by  this  observer  and 
has  since  been  recorded  by  others  that  the  in- 
cidence of  gingivitis  and  other  mouth  infections 
was  much  higher  in  the  affected  group  than  in  the 
group  not  affected.  Dental  caries,  on  the  other 
hand,  did  not  appear  to  be  more  prevalent  among 
children  having  mottled  enamel. 

Although  from  the  evidence  which  has  been 
gathered  up  to  the  present  time,  it  does  not  ap- 
pear that  the  situation  in  Ohio  is  of  a serious 
nature,  one  cannot  ignore  the  fact  that  a large 
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number  of  children  in  certain  endemic  areas  in 
Ohio  are  suffering  from  permanent  defects  of  the 
teeth  due  to  the  presence  of  fluorides  in  the  public 
water  supply.  There  is  some  indication  also  from 
recent  investigations  that  the  entire  skeletal 
system  may  likewise  be  affected.11 

Further  studies  are  needed  in  Ohio  to  determine 
the  extent  of  mottling  in  other  affected  areas  and 
will  no  doubt  be  carried  on  during  the  present 
school  year  by  the  Bureau  of  Dental  Hygiene, 
Ohio  Department  of  Health. 

As  to  the  prevention  of  mottled  enamel,  the 
problem  lies  with  the  sanitary  engineers  and  re- 
cent investigations  which  have  been  conducted  by 
the  laboratories  of  the  Ohio  Department  of 
Health  show  the  most  encouraging  results  ob- 
tained up  to  the  present  time.  A number  of  cities  in 
other  states  have  had  to  change  their  public  water 
supply  because  of  the  high  fluoride  concentration. 
One,  city  in  Kansas  now  is  acting  as  defendant  in 
a law  suit  based  on  evidence  that  the  public  water 
supply  is  causing  permanent  defects  in  the  teeth 
of  children  of  that  community.  Scott,  Ey  and 
Waring12  in  a recent  paper  presented  before  the 
Ohio  Water  Works  Conference  have  shown  that 
from  their  investigations  it  is  possible  to  remove 
approximately  50  per  cent  of  the  fluoride  from  the 
public  water  supply  by  lime-softening.  They  found 
that  of  particular  importance  is  the  magnesium 
content  in  estimating  the  amount  of  fluoride 
which  can  be  removed  by  this  method.  In  the 
majority  of  public  water  supplies  in  Ohio  which 
are  known  to  have  toxic  amounts  of  fluoride 
present,  it  should  be  possible  to  remove  a suffi- 
cient quantity  of  fluoride  by  this  method  to  render 
them  safe  for  public  use. 

SUMMARY 

1.  Recent  studies  conducted  by  the  laboratories 
of  the  Ohio  Department  of  Health  have  revealed 
the  fact  that  48  communities  in  this  state  have 
public  water  supplies  containing  toxic  amounts  of 
fluoride. 

2.  The  wells  of ‘highest  fluoride  concentration 
are  located  in  the  northwest  sector  of  the  state 
and  in  a small  area  extending  southwest  from  the 
central  portion  of  the  state. 

3.  • Clinical  surveys  conducted  in  five  of  the  48 
communities  have  revealed  the  presence  of  mild 
grades  of  chronic  endemic  dental  fluorosis  among 
school  children  between  the  ages  of  9 to  14  years. 

4.  Recent  investigations  by  the  laboratories  of 
the  Ohio  Department  of  Health  have  demonstrated 
a practical  method  of  prevention. 

DISCUSSION 

Thomas  J.  Hill,  D.D.S.,  Cleveland,  (by  invitation) : 

Chronic  endemic  dental  fluorosis  as  evidenced 
by  mottled  enamel  is  not  primarily  a disease  of 
dental  structures  but  the  mottled  dental  enamel  is 
permanent  evidence  that  the  individual  having  it 
has  ingested  toxic  amounts  of  fluorine.  Water 


supply  or  diets  containing  toxic  amounts  of  fluo- 
rine interfere  with  normal  calcium  metabolism  of 
the  bones  as  well  as  teeth.  When  excessive  doses 
of  fluorine  are  given  to  laboratory  animals, 
marked  changes  are  observed  in  the  femors  and 
mandibles.  Medullary  spaces  are  increased  in  size 
and  the  compact  bone  is  imperfectly  formed  from 
the  precursory  cancellous  stages. 

In  laboratory  investigation  the  amount  of 
fluorine  necessary  to  produce  toxic  effects  is  de- 
pendent upon  the  form  of  fluorine  used.  The 
sodium  salt  is  much  more  toxic  than  the  calcium 
salt.  As  the  fluorine  found  in  water  supplies  is 
the  result  of  water  being  in  contact  with  phos- 
phate rock,  it  might  contain  varying  amounts  of 
either  or  both  salts.  This  may  in  part  explain 
why  the  charts  presented  by  Dr.  Van  Horn  show 
no  consistent  relation  between  the  amount  of 
fluorine  in  the  water  supply  and  the  percentage 
of  people  afflicted. 

The  effect  of  toxic  amounts  of  ingested  fluorine 
during  the  time  of  the  formation  of  the  teeth  is 
as  follows:  The  ameloblasts  of  the  enamel  organ, 
show  definite  histological  changes.  In  varying  de- 
grees they  lose  their  columnar  shape  and  this  is 
accompanied  by  a resultant  loss  of  functional 
ability.  The  enamel  is  poorly  calcified  and  when 
it  erupts  is  white  and  chalky.  The  yellow  and 
brown  pigmentation  of  mottled  enamel  is  ac- 
quired after  eruption  and  is  the  result  of  exogen- 
ous pigmentation  of  poorly  calcified  enamel.  The 
amount  of  pigmentation  found  is  dependent  upon 
both  the  degree  of  hypoplasia  and  the  amount  and 
kind  of  pigments  to  which  it  is  exposed.  The 
depth  of  color  of  mottled  enamel  is  not  in  itself 
an  indication  of  the  toxicity  of  the  fluorine  in- 
gested. 
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The  best  way  to  suppose  what  may  come,  is  to 
remember  what  is  past. — Halifax. 


We  hope  to  grow  old  and  yet  we  fear  old  age; 
that  is,  we  are  willing  to  live  and  afraid  to  die. 
— La  Bruyere. 


He  who  wants  to  do  a great  deal  of  good  at 
once,  will  never  do  anything.- — Samuel  Johnson.  . 


THE  DIAGNOSIS  OF  SPONTANEOUS  SUBARACHNOID 

HEMORRHAGE 

By  SIEGFRIED  BAUMOEL,  M.D.,  Cleveland,  Ohio 


UNDER  spontaneous  subarachnoid  hemor- 
rhage we  understand  a massive  extravasa- 
tion of  blood  into  the  subarachnoid  space, 
caused  by  spontaneous  rupture  of  a blood  vessel. 
We,  therefore,  do  not  include  subarachnoid  bleed- 
ing induced  by  head  injuries  or  in  the  course  of 
blood  dyscrasias  or  other  systemic  diseases,  nor 
de  we  include  the  common  intracerebral  apoplexies 
in  which  blood  may  find  its  way  into  the  subarach- 
noid space  by  rupture  into  the  ventricles  or 
through  the  brain  substance.  Great  confusion 
exists  in  the  minds  of  many  physicians  as  well  as 
of  writers  on  this  subject  as  to  its  clinical  and 
pathological  conception.  As  evidence  of  this  con- 
fusion one  finds  such  designations  as  meningeal 
apoplexy,  leptomeningitis  hemorrhagica,  meningo- 
encephalitis hemorrhagica,  paraencephalitis,  etc., 
given  to  this  syndrome. 

Baillarger  in  1857  was  the  first  one  to  point  out 
the  existence  of  a primary  hemorrhage  into  the 
subarachnoid  space.  Bramwell  in  1886  gave  the 
first  good  description  of  the  so-called  spontaneous 
subarachnoid  hemorrhage,  but  this  condition  was 
hardly  ever  recognized  clinically  before  1904  in 
which  year  Froin  published  an  exhaustive  study 
of  the  spinal  fluid  in  this  disease.  It  is  only  in  the 
last  10  or  15  years  that  spontaneous  subarachnoid 
hemorrhage  has  been  studied  intensively  both 
clinically  and  pathologically  and  as  a result  of 
these  studies  his  pathololigcal  condition  is  today 
regarded  as  a definite  and  independent  nosological 
entity  and  is  being  frequently  diagnosed  intra 
vitam. 

A mass  of  literature  has  accumulated  in  the  last 
25  years  to  establish  the  cause  of  spontaneous 
subarachnoid  hemorrhage.  Most  authorities,  par- 
ticularly in  recent  years,  agree  that  the  source  of 
spontaneous  subarachnoid  bleeding,  in  the  great- 
est majority  of  all  cases,  is  a ruptured  small 
aneurysm  of  one  of  the  vessels  at  the  base  of 
the  brain.  These  aneurysms  are  now  considered 
to  develop  mainly  on  the  basis  of  congenital  de- 
fects in  the  media  of  the  vessels  at  their  bifurca- 
tion. They  rarely  give  rise  to  symptoms  unless 
they  leak  or  rupture.  A recent  publication  from 
Brouwer’s  clinic  in  Amsterdam  reported  40  cases 
of  spontaneous  subarachnoid  hemorrhage.  Six- 
teen of  these  came  to  autopsy  and  in  15  they  found 
a ruptured  small  aneurysm  of  one  of  the  basal 
vessels.  Globus  and  Strauss  in  1932  reported  34 
cases  with  11  autopsies,  nine  of  which  showed  an 

Read  before  the  Section  on  Nervous  and  Mental  Diseases, 
Ohio  State  Medical  Association,  at  the  90th  Annual  Meet- 
ing, Cleveland,  October  7,  8,  and  9,  1936. 
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aneurysm  as  the  source  of  the  fatal  hemorrhage. 
Of  our  own  series  of  24  cases  of  spontaneous 
subarachnoid  hemorrhage  during  the  past  five  or 
six  years,  six  cases  came  to  autopsy  and  in  all 
six  we  found  a ruptured  aneurysm. 

DIAGNOSIS 

The  clinical  picture,  as  it  presents  itself  in  a 
typical  case,  is  as  follows:  Usually  during  some 
exertion,  such  as  heavy  lifting,  straining  at  stools, 
etc.,  the  patient  is  suddenly  seized  with  a violent 
pain  in  the  back  of  his  head  as  if  he  were  shot. 
This  pain  frequently  radiates  into  other  portions 
of  the  head  and  also  down  the  spine.  The  patient 
vomits,  becomes  increasingly  drowsy  and  stuporous 
and  at  times  sinks  into  coma.  If  one  examines  a 
patient  in  this  initial  stage,  one  is  particularly 
impressed  by  the  intensity  of  the  nuchal  rigidity. 
If  you  puncture  the  patient  at  this  time  you  will 
obtain  a bloody  spinal  fluid  which,  of  course, 
clinches  the  diagnosis.  First,  as  regards  the  head- 
ache; its  sudden  apoplectiform  onset,  striking  a 
person  in  the  best  of  health,  is  something  very 
characteristic  for  this  affection;  it  usually  per- 
sists more  or  less  severely  during  the  greater  part 
of  this  illness.  Occasionally  we  meet  a patient 
who  has  been  complaining  for  some  time  of  a 
premonitory  headache  or  backache,  in  which  case 
we  may  assume  a slight  leakage  of  the  aneurysm 
preceding  its  rupture.  I have  seen  two  patients, 
who,  several  days  before  the  actual  attack,  com- 
plained of  a severe  backache  and  because  of  this 
had  been  treated  for  lumbago.  The  headache  as 
well  as  the  backache  are  undoubtedly  due  to  irri- 
tation of  the  meninges  and  in  the  latter  case  also 
of  the  posterior  roots  by  the  extravasated  blood. 
Some  patients  become  stuporous  or  lapse  into 
unconsciousness  and  coma  with  the  initial  insult, 
but  such  disturbances  of  consciousness  usually  are 
of  short  duration  in  contradistinction  to  the  pro- 
tracted comatose  states  in  intracerebral  hemor- 
rhage. 

During  the  examination  of  our  patients  there 
is  one  sign  which  strikes  us  in  particular  and  that 
is  the  rigidity  of  the  neck  muscles.  The  other  signs 
of  meningeal  irritation  like  the  sign  of  Kernig 
and  the  sign  of  Brudzinski  are  not  nearly  as  con- 
stant, and  frequently  make  their  appearance  only 
later  in  the  course  of  the  disease. 

Already  at  this  stage  of  the  examination  the 
suspicion  of  a subarachnoid  hemorrhage  is  being 
aroused  in  us.  We  know  of  few  conditions  in  the 
entire  realm  of  neuropathology  in  which,  in  the 
absence  of  any  known  provocative  factor,  an  in- 
dividual is  struck  out  of  a clear  sky  by  a sudden 
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severe  headache  associated  with  just  as  sudden 
and  severe  a nuchal  rigidity. 

The  next  step  in  our  diagnostic  pursuit  is  a 
lumbar  puncture  to  corroborate  our  suspicion. 
The  spinal  fluid  is  always  under  increased  pres- 
sure and,  when  obtained  early  in  the  course  of  the 
disease,  is  rftore  or  less  blood  tinged.  Several  days 
after  the  onset  it  becomes  xanthochromic  and  in 
about  two  weeks  or  so  it  again  assumes  the  nor- 
mal color.  Other  characteristics  of  the  spinal 
fluid  in  spontaneous  subarachnoid  hemorrhage  are 
the  presence  of  a moderate  lymphocytosis  with  an 
absence  of  globulin  and  colloidal  reactions. 

Around  this  already  very  characteristic  symp- 
tomtriad,  the  sudden  violent  headache,  the  neck 
rigidity,  and  the  bloody  spinal  fluid,  which  is 
present  in  the  great  majority  of  all  the  cases, 
there  are  grouped  a number  of  more  or  less  sig- 
nificant signs  or  symptoms.  In  the  first  place 
among  these  is  to  be  mentioned  a rise  in  tem- 
perature which  rarely  exceeds  subfebrile  heights 
and,  as  a rule,  disappear  after  five  to  seven  days. 
This  fever  is  considered  to  be  due  to  absorption 
of  the  extravasated  blood.  In  cases  where  the 
blood  breaks  through  into  the  ventricles  or  col- 
lects in  large  quantities  around  the  medulla  one 
may  see  high  degrees  of  temperature  which  are 
always  regarded  as  of  grave  prognostic  import. 

In  almost  half  of  the  cases  one  sees  a low  grade 
leucocytosis,  but  neither  the  leucocytosis  nor  the 
fever  can  be  accounted  for  on  an  infectious  basis. 
Quite  frequently  one  finds  an  albuminuria  and  oc- 
casionally also  a transient  glycosuria,  both  of 
these  probably  due  to  irritation  of  vegetative  cen- 
ters in  the  diencephalon.  Another  frequent  sign 
is  a more  or  less  pronounced  bradycardia. 

Speaking  now  of  the  purely  neurological  signs 
we  must  mention,  in  the  order  of  frequency,  the 
decrease  or  complete  absence  of  the  tendon  re- 
flexes, particularly  in  the  lower  extremities.  Fre- 
quently one  finds  the  sign  of  Babinski  and  then 
usually  bilaterally.  The  involvement  of  the 
cranial  nerves  does  not  play  an  important  part  in 
the  symptomatology  of  spontaneous  subarachnoid 
hemorrhage.  One  may  find  one  or  the  other  of 
these  partially  affected,  particularly  the  abducens 
nerve;  most  common  perhaps  is  an  inequality  of 
the  pupils. 

Of  considerable  interest,  however,  are  the  af- 
fections of  the  optic  nerve  and  particularly  the 
changes  in  the  eyegrounds  occurring  in  a certain 
percentage  of  the  cases.  These  ophthalmological 
changes  are  due  to  a hematoma  in  the  opticus- 
sheath,  which  almost  exclusively  occurs  second- 
arily to  subarachnoid  hemorrhage,  whether  this 
hemorrhage  be  a primary  spontaneous  one  or 
secondary  to  an  intracerebral  apoplexy  or  of 
traumatic  origin.  The  sheath  of  the  optic  nerve 
consists  of  three  membranes,  which  are  a simple 
continuation  of  the  three  membranes  of  the  brain, 
and  the  subarachnoid  space  of  the  brain  is,  there- 


fore, continuous  with  the  subarachnoid  space  of 
the  optic  sheath.  Now  one  can  easily  understand 
how  a subarachnoid  hemorrhage,  particularly  one 
originating  in  a vessel  near  the  optic  nerve,  ex- 
tends into  the  subarachnoid  space  of  the  optic 
sheath  forming  a hematoma  of  the  optic  sheath. 

It  is  very  probable  that  not  every  hematoma  of 
the  optic  sheath  produces  intro-ocular  changes 
ophthalmoscopically  evident.  In  certain  not  in- 
frequent cases,  however,  there  are  definite  oph- 
thalmoscopic evidences  of  the  hematoma  of  the 
optic  sheath  and  of  the  subarachnoid  hemorrhage 
causing  it.  At  times  one  finds  papilledema,  more 
frequently  retinal  hemorrhage  of  various  degrees. 
Very  characteristic,  almost  pathognomonic  for  a 
subarachnoid  hemorrhage  are  the  massive  intra- 
ocular hemorrhages  which  can  be  easily  differ- 
entiated from  the  smaller  hemorrhages  occurring 
with  choked  disc,  hypertension,  etc.  While  the 
latter  are  mostly  located  in  the  nerve  fibre  layer, 
recognizable  by  their  streaky  appearance,  the 
massive  hemorrhages  are  subretinal  and  prere- 
tinal  and  in  some  instances  break  through  into  the 
vitreous,  filling  a greater  or  smaller  portion  of 
the  posterior  chamber  of  the  eye. 

case  report 

A typical  example  of  such  an  occurrence  is  the 
following  case:  A man,  age  37,  was  brought  into 
our  hospital  about  9 A.  M.  in  a state  of  deep  coma. 
The  story  obtained  from  relatives  was  as  follows: 
At  6 A.  M.  of  the  same  morning  patient  came 
home  from  work  as  a bartender  at  a night  club. 
While  undressing  he  suddenly  fell  to  the  floor,  at 
first  semi-conscious  and  complaining  of  severe 
headache,  later  sinking  into  deeper  and  deeper 
coma.  Examined  in  this  condition  the  patient 
showed  tonic  convulsions  with  definite  evidence  of 
pyramidal  tract  involvement  on  both  sides  in  the 
form  of  markedly  exaggerated  reflexes  with 
ankle  clonus  and  Babinski.  Examining  the  eye- 
grounds,  we  found  a very  striking  picture.  In 
the  right  eye  one  could  see  a massive  hemor- 
rhage, a blood  clot,  which  had  broken  into  the 
vitreous  and  filled  the  temporal  half  of  the  eye- 
ball obscuring  the  optic  disc  with  exception  of  a 
small  edge  on  the  nasal  side.  The  other  eye  showed 
some  swelling  of  the  disc  with  numerous  retinal 
hemorrhages.  On  the  basis  of  the  ocular  findings 
we  made  a diagnosis  of  spontaneous  subarachnoid 
hemorrhage,  although  the  pyramidal  tract  in- 
volvement pointed  to  an  intracerebral  hemor- 
rhage. A spinal  puncture  revealed  very  bloody 
spinal  fluid.  The  patient  expired  soon  thereafter. 
An  autopsy  was  performed  and  showed  the  fol- 
lowing interesting  findings : The  entire  brain  was 
enveloped  in  blood  both  at  the  convexity  and  at 
the  base.  After  cleansing  the  blood  away  and  a 
careful  search  we  found  a small  ruptured 
aneurysm  at  the  junction  of  the  anterior  cerebral 
and  anterior  communicating  artery.  Besides,  the 
blood  had  broken  through  the  substance  of  the 
brain  into  the  frontal  lobe,  filling  all  the  ven- 
tricles. It  also  had  forced  its  way  into  the  sheath 
of  both  optic  nerves,  forming  a hematoma  of  both 
optic  sheaths,  and  the  right  eye  was  almost  filled 
by  a bloodclot. 

From  the  clinical  description  thus  far  con- 
sidered it  should  not  be  difficult  to  diagnose  a 
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spontaneous  subarachnoid  hemorrhage,  provided 
one  is  familiar  with  this  condition.  But  the  symp- 
toms do  not  always  present  themselves  in  this 
clear  cut  and  unequivocal  manner.  The  most 
characteristic  symptoms  may  be  pushed  into  the 
background  and  some  usually  insignificant  and 
misleading  symptoms  like  fever,  lethargy,  a 
maniacal  state,  etc.,  may  dominate  the  clinical 
picture  and  may  necessitate  a differential  diag- 
nosis from  other  diseases. 

DIFFERENTIAL  DIAGNOSIS 

A meningitis  may  reveal  itself  by  headache  and 
nuchal  rigidity,  but  it  will  hardly  ever  set  in  so 
suddenly  without  any  prodromes  and  will  only  in 
rare  instances  produce  an  hemorrhagic  spinal 
fluid.  Besides,  the  spinal  fluid  in  meningitis  will 
reveal  definite  evidences  of  an  inflammatory  pro- 
cess in  the  meninges. 

Cases  of  spontaneous  subarachnoid  hemorrhage 
setting  in  with  coma  will  at  times  be  difficult  to 
differentiate  from  intracerebral  hemorrhage,  the 
classical  apoplexy,  and  with  still  greater  difficulty 
from  cerebromeningeal  hemorrhage  i.e.,  those 
cases  of  apoplexy  where  the  blood  has  broken 
through  the  brain  substance  into  the  ventricles  or 
to  the  surface  of  the  brain  and  thence  into  the  sub- 
arachnoid space.  Whenever  you  obtain  a history 
of  a severe  meningeal  irritation  preceding  the 
coma  or  when  you  find  a massive  intraocular 
hemorrhage,  as  described  above,  you  may  be  cer- 
tain you  are  dealing  with  a primary  subarachnoid 
bleeding. 

In  general  we  can  say  the  differential  diagnosis 
between  spontaneous  subarachnoid  hemorrhage 
and  the  classical  apoplexy  is  not  difficult,  when 
one  keeps  in  mind  that  the  characteristic  feature 
of  subarachnoid  hemorrhage  is  the  syndrome  of 
meningeal  irritation,  while  the  characteristic  fea- 
tures of  an  apoplexy  are  the  various  focal  brain 
symptoms  like  hemiplegia,  hemianesthesia,  hemi- 
anopsia, aphasia,  etc.,  which  one  hardly  ever  finds 
in  subarachnoid  hemorrhage.  The  apoplectic  will 
frequently  show  conjugate  deviation  of  the  eyes 
and  head,  whereas  the  patient  with  subarachnoid 
hemorrhage  will  never  present  this  sign,  but  in- 
stead rather  a paresis  of  various  extrinsic  ocular 
muscles,  particularly  a paresis  of  the  abducens 
nerve. 

Pathological  changes  in  the  eyegrounds,  such 
as  hemorrhages  and  papilledema  are  much  more 
common  in  subarachnoid  than  in  the  intracerebral 
hemorrhage.  As  mentioned  above,  the  coma  in 
subarachnoid  hemorrhage  does  not  last  long  and 
then  the  characteristic  headache  and  the  signs  of 
meningeal  irritation  become  unmasked.  Finally, 
the  age  of  the  apoplectic  is,  as  a rule,  quite  above 
that  of  the  patient  with  a spontaneous  subarach- 
noid hemorrhage. 

Not  so  infrequently  symptoms  of  mental  dis- 
turbance dominate  the  clinical  picture  to  such  an 


extent  that  the  true  state  of  affairs  becomes 
thereby  obscured.  These  mental  symptoms  as- 
sume mostly  the  form  .of  a Korsakow-syndrome, 
i.e.,  the  patient  is  markedly  disoriented  and 
shows  defects  of  memory,  particularly  as  regards 
recent  events,  with  fabrications  to  cover  up  his 
defects. 

We  saw  such  a patient,  a woman  of  43,  who 
came  into  our  hospital  because  she  suddenly  be- 
came mentally  disturbed.  She  talked  a great  deal 
and  very  excitedly,  and  was  completely  dis- 
oriented. We  could  get  nothing  out  of  her  that 
might  lead  us  on  the  right  track.  After  a few 
days  of  this  obscure  state  the  patient  one  day 
screamed  out  loud  and  said  she  had  a terrific  pain 
in  back  of  her  head.  A spontaneous  subarachnoid 
hemorrhage  was  immediately  suspected  and  a 
lumbar  puncture  produced  a bright  straw-colored 
fluid. 

We  meet  psychotic  symptoms  quite  frequently  in 
the  literature  of  spontaneous  subarachnoid 
hemorrhage  and  some  authorities  lay  particular 
stress  on  the  diagnostic  significance  of  a Korsa- 
kow  syndrome. 

The  stupor  and  lethargic  state  that  many  pa- 
tients present  at  the  onset  may  be  so  combined 
with  other  neurologic  signs,  like  a diplopia,  that 
lethargic  encephalitis  is  strongly  suggested.  The 
strongest  singi.e  argument  against  such  a diag- 
nosis is,  of  course,  the  bloody  or  •exanthochromic 
spinal  fluid. 

PROGNOSIS  AND  TREATMENT 

In  regards  to  the  course  of  spontaneous  sub- 
arachnoid hemorrhage  we  can  briefly  say  the  fol- 
lowing: The  great  majority  of  patients  recover 
completely  from  the  first  attack,  but  recurrences 
are  common  and  many  die  in  the  second  or  in 
subsequent  attacks. 

As  to  treatment  of  this  pathological  condition 
we  can  be  just  as  brief:  The  only  practical  treat- 
ment of  any  value  is  repeated  lumbar  puncture. 
The  headache  is  often  miraculously,  even  if  only 
temporarity,  improved  by  a lumbar  puncture, 
whereas  the  other  meningeal  signs  are  not.  The 
beneficial  influence  of  lumbar  puncture  is  at  times 
striking  such  as  one  hardly  ever  sees  in  any  other 
affection  of  the  meninges — a phenomenon  of  con- 
siderable diagnostic  import.  Some  authorities 
argue  against  frequent  lumbar  punctures  as  well 
as  against  the  withdrawal  of  larger  quantities  of 
fluid,  because  of  the  danger  of  provoking  a recur- 
rence of  hemorrhage.  We,  ourselves,  have  never 
experienced  the  latter. 

In  conclusion  I must  emphasize  again:  spon- 
taneous subarachnoid  hemorrhage  is  a definite 
clinical  entity  which  can  be  diagnosed  in  the 
great  majority  of  cases.  A diagnosis  of  this  con- 
dition is  of  great  prognostic  as  well  as  thera- 
peutic importance. 
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NEUROLABYRINTHITIS 

By  GEORGE  W.  MACKENZIE,  M.D.,  Philadelphia,  Pa. 


WHEN  the  secretary  of  this  section,  Dr. 

Goodyear,  invited  me  to  be  the  guest 
speaker  at  the  Annual  State  Meeting  in 
Cleveland,  he  added  that  he  hoped  I would  speak 
on  neurolabyrinthitis.  I promptly  accepted  the 
invitation  with  thanks.  It  has  been  my  privilege 
to  write  upon  this  and  kindred  subjects  for  a num- 
ber of  occasions,  but  upon  no  other  occasion  have 
I felt  it  a greater  privilege,  since  it  proves  that 
you  have  not  tired  of  hearing  me  speak  on  my 
pet  theme. 

Neurolabyrinthitis  is  a term  used  to  designate 
an  inflammation  of  the  eighth  cranial  nerve  and 
the  labyrinth.  It  is  ofttimes  used  when  another 
term  would  be  more  fitting.  For  instance,  neu- 
ritis limited  to  the  eighth  nerve  as  occurs  in  ac- 
quired syphilis  does  not  strictly  fit  into  the 
neurolabyrinthitis  group.  Neither  should  labyrin- 
tis  syphilitica  tarda,  an  affection  limited  to  the 
inner  ear,  be  included  in  this  group.  Both  of  these 
diseases,  though  of  purely  syphilitic  origin,  are 
different  from  one  another,  1)  in  the  location  of 
the  lesions;  2)  in  their  physical  signs  and  espe- 
cially in  their  galvanic  reactions;  and  3)  in  their 
amenability  to  .treatment.  These  two  affections 
were  differentiated  in  detail  in  a paper  presented 
before  the  Chicago  Laryngological  Society.1 

There  are  two  other  affections  of  syphilitic 
origin  referable  to  the  ear  that  need  to  be  dif- 
ferentiated; they  are,  gummatous  infiltration  of 
the  floor  of  the  skull  involving  the  temporal  bone 
and  its  contents,  and  primary  retro-labyrinthine 
atrophy  of  the  eighth  nerve,  comparable  with  an- 
other metaluetic  involvement  of  the  eye,  namely 
primary  optic  atrophy. 

All  four  of  the  above  mentioned  affections  have 
in  common  certain  features:  1)  syphilis  as  the 
basic  cause;  2)  deafness  of  the  perceptive  form; 
3)  rotational  vertigo;  4)  spontaneous  rhythmic 
nystagmus,  mostly  away  from  the  side  of  the 
lesion;  however,  it  can  be  directed  toward  the 
same  side  during  the  early  (congestive)  stage;  5) 
diminished  reactability  to  one  or  another  or  all  of 
the  so-called*  labyrinthine  tests;  6)  all  four  dis- 
eases give  a plus  Wasermann. 

In  spite  of  the  six  points  of  similarity  these 
four  fundamentally  syphilitic  affections  can  be 
differentiated,  none  of  which  represents  a com- 
bined involvement  of  the  eighth  nerve  and  laby- 
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rinth;  notwithstanding  the  fact  that  I have  been 
guilty  of  referring  to  the  involvement  of  the  nerve 
as  found  in  the  secondary  and  pretertiary  stages 
of  acquired  syphilis  as  neurolabyrinthitis  syphili- 
tica.2 However,  in  the  substance  of  my  papers  on 
this  subject  the  fact  was  stressed  that  the  nerve 
is  involved  secondarily  to  and  as  the  result  of  the 
extension  of  the  meningitis  in  which  the  involve- 
ment rarely  reaches  as  far  as  the  spiral  ganglion, 
whilst  the  labyrinthine  spaces  escape  entirely. 

In  neurolabyrinthitis  syphilitica  the  involvement 
is  a)  bilateral;  b)  deafness  of  the  perceptive  form; 

c)  vertigo  characteristically  rotational,  that  is,  the 
patient  feels  as  though  external  objects  were  in 
rotation  and  that  he  is  moving  along  with  them; 

d)  spontaneous  rhythmic  nystagmus,  directed  to- 
ward the  more  congested  side  in  the  early  stage, 
and  away  from  the  more  infiltrated  nerve  in  the 
late  stage;  e)  hyperirritability  of  the  nerves  to 
all  tests  in  the  early  stage  and  hypoirritability  in 
the  late  stage;  f)  Wassermann  strongly  positive; 

g)  other  symptoms  and  signs  of  active  syphilis; 

h)  diminished  reactability  of  the  nerves  to  gal- 
vanism. I have  never  seen  this  reaction  negative. 

i)  favorable  prognosis  in  those  cases  which  receive 
prompt  antiluetic  treatment. 

In  labyrinthitis  syphilitica  tarda  there  is:  a) 
sudden  onset,  so  sudden  as  to  have  prompted 
Urbantschitsch  to  refer  to  it  as  the  typus 
apoplectiformis;  b)  profound  loss  of  functions.  It 
is  not  uncommon  for  a patient  to  become  totally 
deaf  over  night.  No  other  disease  resembles  it 
in  these  two  respects;  c)  bilateral  involvement; 
d)  perceptive  form  of  deafness;  e)  rotational  ver- 
tigo; f)  spontaneous  rhythmic  nystagmus  as  in 
neurities;  g)  hyperirritability  to  the  caloric  and 
turning  tests  early,  as  found  in  neuritis,  and  very 
decided  hypoirritability  late  in  the  disease;  h)  the 
Wassermann  is  mildly  positive;  i)  other  symp- 
toms and  signs  of  syphilis,  different  however  from 
those  manifested  in  neuritis.  In  labyrinthitis 
syphilitica  tarda  we  find  characteristically  the  two 
other  signs  of  the  Hutchinson’s  triad,  namely  the 
characteristic  teeth  malformations  and  evidence 
of  active  or  latent  interstitial  keratitis;  j)  the 
galvanic  test  remains  normal  in  spite  of  complete 
loss  of  labyrinthine  functions  as  indicated  by 
negative  caloric  and  turning  tests;  k)  unfavorable 
prognosis  in  spite  of  treatment.  In  this  respect 
there  is  a marked  contrast  between  this  disease 
and  syphilitic  neuritis. 

In  gummatous  infiltration  of  the  floor  of  the 
skull  involving  the  temporal  bone  there  is  a) 
typically  unilateral  involvement;  b)  more  gradual 
loss  of  functions  than  that  which  occurs  in  laby- 
rinthitis syphilitica  tarda,  but  none  the  less  pro- 
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found;  c)  deafness  of  the  perceptive  form;  d) 
vertigo  of  the  same  form  as  that  found  in  neuritis 
and  in  labyrinthitis  of  syphilitic  origin;  e)  spon- 
taneous rhythmic  nystagmus  directed  toward  the 
side  of  the  lesion  early,  and  away  from  it  late; 
f)  hyperirritability  to  the  labyrinthine  tests  in 
the  early  stage  and  hypoirritability  late;  g)  the 
Wassermann  is  strongly  positive;  h)  concomitant 
symptoms  referable  to  the  other  cranial  nerves  in 
the  region  of  the  gumma,  notably  the  seventh  and 
the  ninth;  i)  the  indicated  drugs  for  this  condition 
are  not  the  same  as  for  the  more  acute  forms  of 
syphilis.  The  iodides  fit  the  gummatous  (tertiary) 
stage  of  syphilis  better  than  any  other  antiluetic 
remedy;  j)  favorable  prognosis  when  treatment 
is  begun  early  and  pushed  intensively. 

Atrophy  of  the  acoustic  nerve  in  consequence 
of  metalues  has  not  been  as  carefully  studied, 
either  pathologically  or  clinically  as  atrophy  of 
the  optic  nerve  from  the  same  cause.  Further- 
more, its  development  is  so  gradual  as  to  allow  of 
but  slight  disturbance  by  way  of  vertigo,  nystag- 
mus and  other  symptoms  referable  to  the  non- 
acoustic labyrinth,  compared  with  the  more 
rapidly  developing  changes  which  occur  in  the 
other  forms  of  syphilis  of  the  ear.  In  syphilitic 
primary  atrophy  of  the  acoustic  nerve  there  is  a) 
bilateral  involvement;  b)  progressive  deafness  of 
the  perceptive  form;  c)  occasional  vertigo,  but 
rarely  severe;  d)  spontaneous  rhythmic  nystag- 
mus, neither  constant  nor  pronounced;  e)  dimin- 
ished reactions  to  the  turning,  caloric  and  gal- 
vanic tests;  f)  equilibrium  disturbance,  more, 
however,  from  involvement  of  the  posterior 
column  of  the  spinal  cord  than  from  loss  of 
labyrinthine  function;  g)  mildly  positive  Wasser- 
mann. 

Secondary  atrophy  of  the  acoustic  nerve  that 
follows  an  earlier  attack  of  syphilitic  meningitis 
is  not  so  easy  to  distinguish  from  genuine  atrophy. 
Differentiation  of  primary  and  secondary  atrophy 
of  the  optic  nerve  is  much  easier. 

The  etiology  of  neuritis  of  the  eighth  nerve  is 
much  the  same  as  that  of  any  other  nerve  with 
minor  exceptions  due  to  the  selective  action  of 
certain  toxins.  Etiologically  neuritis  of  the 
eighth  nerve  stem  or  its  terminal  endings  may  be 
divided  into  four  groups  as  follows: 

A)  The  post-acute  infectious  fevers:  Any  one 
of  the  acute  infectious  fevers  can  produce  an  in- 
flammation of  the  acoustic  nerve,  the  more  out- 
standing of  which  are  mumps  and  epidemic  men- 
ingitis. 

B)  The  chronic  infections:  Syphilis,  tubercu- 
losis, leukemia,  leprosy,  etc. 

C)  The  exogenous  poisons:  These  are  many 
and  include  substances  from  the  1)  animal,  2) 
vegetable,  and  3)  mineral  kingdoms.  From  the 
animal  kingdom  the  most  outstanding  are  the 
snake  poisons;  from  the  vegetable  the  alcohols, 
salicylites,  quinine  and  many  other  alkaloids; 


from  the  mineral,  arsenic,  mercury,  lead  and  the 
heavy  metals  generally  and  their  soluble  salts. 

D)  Endogenous,  the  so-called  rheumatoid  group, 
at  times  referred  to  as  the  “refrigeratory”  be- 
cause the  onset  frequently  follows  an  exposure  to 
dampness  or  a draught  of  air. 

The  time  limit  will  not  permit  of  any  serious 
discussion  of  these  four  etiologically  different 
forms.  There  is  one,  however  which  is  so  out- 
standing as  to  deserve  especial  attention  at  every 
opportunity.  From  the  standpoint  of  frequency 
it  occupies  first  place.  It  is  found  at  least  three 
times  as  often  as  all  other  forms  combined.  I 
refer  to  the  last  mentioned  neuritis  of  endogenous 
origin,  or,  according  to  the  more  modern  designa- 
tion, neurolabyrinthitis  of  focal  infection  origin. 
The  term  neurolabyrinthitis  is  used  not  because  it 
fits  the  case  exactly  but  rather  for  the  want  of  a 
better  one. 

It  has  been  my  privilege  to  study  a series  of 
cases  large  enough  to  permit  of  certain  definite 
conclusions. 

In  the  ’literature  we  find  occasionally  case  re- 
ports of  Meniere’s  disease.  The  author  of  such 
reports  as  a rule  is  not  sufficiently  accurate  in  his 
findings  to  prove  his  diagnosis.  Meniere’s  disease, 
in  the  light  of  the  more  recent  knowledge  of  the 
labyrinth,  is  not  what  Meniere  originally  thought 
it  was.  The  case  Meniere  reported  was  one  of  sup- 
purative labyrinthitis  secondary  to  a chronic  mid- 
dle ear  abscess,  followed  by  meningitis  and  death. 
The  blood  that  Meniere  discovered  in  the  inner  ear 
macroscopically  must  have  been  a hemorrhagic 
exudate  and  not  a pure  bleeding.  Spontaneous 
hemorrhage  into  the  inner  ear  is  not  usual  in  a 
girl  in  her  early  teens,  whereas  labyrinthine  sup- 
puration is  not  uncommon  in  the  course  of  middle 
ear  suppuration  at  any  age. 

Most  of  the  reported  cases  of  “Meniere’s  dis- 
ease” fit  definitely  the  disease  picture  of  focal 
infection  neurolabyrinthitis.  A few  of  the  cases 
that  have  been  reported  could  have  been  the  be- 
ginning of  a neoplasm  of  the  eighth  nerve.  Some 
of  the  case  reports  show  such  incomplete  study 
as  to  make  an  exact  diagnosis  impossible.  Ac- 
cordingly it  is  far  safer  to  refer  to  the  symptom 
complex  as  “Meniere’s  syndrome”  rather  than 
“Meniere’s  disease”. 

The  clinical  picture  of  focal  infection  neuro- 
labyrinthitis  is  so  definite  as  to  make  the  diag- 
nosis in  the  average  case  quite  easy  for  one  who 
will  take  the  time  necessary  to  obtain  exact  find- 
ings. The  history  and  findings  of  a typical  case 
are  as  follows: 

I.  History  of  Influenza:  Practically  every  pa- 
tient tells  of  having  gone  through  an  attack  of 
influenza  some  weeks  or  months  before.  In- 
fluenza may  be  accepted  as  the  trigger  disease. 
It  so  lowers  the  patient’s  vitality  as  to  cause  a 
latent  focal  infection  to  become  manifest.  Neuro- 
labyrinthitis is  not  the  least  common  of  the  mani- 
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fest  forms  of  focal  infection.  The  patient  does 
not  find  his  way  to  the  ear  specialist  immediately, 
but  only  after  the  failure  of  the  general  physi- 
cian to  obtain  results.  Sooner  or  later  one  more 
keen  than  the  others  refers  the  patient  to  the 
specialist. 

The  patient,  besides  dating  his  trouble  from  an 
attack  of  influenza,  complains  of  a)  deafness  of 
one  ear;  b)  vertigo;  and  c)  equilibrium  disturb- 
ance. 

The  deafness  is  not  always  pronounced;  in  a few 
cases  the  patient  does  not  complain  of  it.  He  will, 
however,  upon  close  questioning  acknowledge  its 
presence.  In  no  case  thus  far  studied  have  I failed 
to  detect  some  degree  of  deafness  by  the  func- 
tional hearing  tests. 

II.  Deafness  of  the  Perceptive  Form  is  found 
on  the  same  side  that  is  responsible  for  the  dis- 
turbances referable  to  the  non-acoustic  labyrinth. 
The  deafness  is  never  total,  as  occurs  in  laby- 
rinthitis syphilitica  tarda. 

The  fork  findings  are  typically  those  of  uni- 
lateral perceptive  deafness,  as  follows:  Impair- 
ment of  hearing  on  the  affected  side  for  low,  mid- 
dle and  high  tones,  particularly  the  last,  Weber 
lateralized  to  the  unaffected  (opposite)  side; 
Schwabach  shortened  on  both  sides,  more  par- 
ticularly the  affected  one;  Rinne  tends  to  be  posi- 
tive for  low  grade  involvement  and  negative  for 
the  higher  grades. 

III.  Vertigo:  This  symptom  is  complained  of 
more  than  the  deafness.  The  vertigo  comes  in  at- 
tacks. In  the  beginning  the  attacks  are  of  short 
duration  (a  few  seconds)  and  they  occur  at  wide 
intervals  (two  or  three  times  daily).  They  grad- 
ually increase  in  duration  and  come  on  at  closer 
intervals  until  the  patient  becomes  completely  in- 
capacitated. I know  of  no  more  pitiable  class  of 
patients,  however  pity  does  not  cure  them,  but 
rather  the  removal  of  its  fundamental  cause, 
based  upon  an  exact  diagnosis. 

IV.  Equilibrium  Disturbance:  During  the  at- 

tacks of  vertigo  the  patient  experiences  the  sen- 
sation of  turning  (rotational  vertigo).  The  out- 
side world  appears  to  be  turning  or  tumbling  in 
the  frontal  plane  and  he  feels  himself  going  with 
it.  This  results  in  equilibrium  disturbance,  for  to 
correct  the  false  sensation  of  falling  in  the  frontal 
plane  he  attempts  a compensatory  movement  in 
the  same  plane  but  opposite  direction,  whereby 
he  falls,  unless  he  quickly  grasps  a fixed  object 
to  prevent  it. 

V.  Spontaneous  Rhythmic  Nystagmus:  During 
each  attack  of  vertigo  the  patient  manifests 
spontaneous  rhythmic  nystagmus.  The  nystagmus 
is  not  in  a single  plane,  but  rather  in  mixed  planes, 
horizontal  and  rotary,  directed  toward  the  side  in- 
volved (the  deaf  side).  Between  the  attacks  of 
vertigo  it  is  possible  for  the  patient  to  manifest  a 
slight  degree  of  mixed  horizontal-rotary  nystag- 


mus toward  the  opposite  side,  due  to  the  progres- 
sively destructive  nature  of  the  disease  in  the 
long  run. 

In  order  to  ascertain  the  direction  in  which  the 
patient  falls  during  his  vertiginous  attacks  it  is 
easier  to  reason  it  out  at  the  time  than  to  at- 
tempt to  commit  it  by  rote  as  the  schoolboy  does 
his  multiplication  table.  Take  a case  of  right- 
sided neurolabyrinthitis  of  focal  infection  origin: 
During  the  acute  congestive  attacks  there  is  a 
pathological  hyperirritability  on  the  affected 
(right)  side.  This  causes  a spontaneous  nystag- 
mus to  that  (right)  side.  The  quick  movement  is 
directed  toward  the  same  (right)  side,  and  the 
slow  movement  to  the  opposite  (left)  side.  Dur- 
ing the  slow  movement  to  the  left  side  the  patient, 
by  reason  of  the  law  of  light  perception,  sees  the 
outside  world  moving  toward  the  opposite  (right) 
side.  Since  the  patient  feels  that  the  outside 
world  is  moving  toward  the  right  side  and  at  the 
same  time  he  feels  himself  going  with  it,  in  order 
to  correct  this  false  perception,  pulls  away  from 
it  and  thereby  falls  to  the  left  side.  This  may  look 
like  a slow  reasoning  process.  It  is,  nevertheless, 
more  to  be  depended  upon  than  mere  memory.  In 
this  disease  particularly  it  would  not  be  well  to 
attempt  to  commit  to  memory  the  direction  of 
the  falling  reaction,  since  it  is  not  constantly  the 
same.  During  the  attacks  of  vertigo  the  patient 
falls  toward  the  side  of  the  lesion,  and  between 
attacks  away  from  it. 

VI.  The  Labyrinthine  Tests  Reveal  Abnormal 
Findings:  They  show  the  characteristic  findings 
of  unilateral  hyperirritability  during  the  conges- 
tive attacks,  and  hypoirritability  between  these 
attacks.  Since  the  patient  is  in  no  condition  for 
labyrinthine  testing  during  the  vertiginous  at- 
tacks it  is  rarely  made  at  such  times.  Instead  it 
is  made  between  attacks  when  there  is  found 
characteristically  a)  diminished  after-turning- 
nystagmus  to  both  sides,  particularly  the  affected 
one;  b)  diminished  reaction  to  the  caloric  test — 
the  value  of  which  I am  not  inclined  to  stress  as 
much  as  do  others;  c)  diminished  but  not  complete 
loss  of  galvanic  reaction  on  the  affected  side. 

Since  the  galvanic  has  served  me  the  best  of  all 
tests  I shall  take  this  opportunity  to  refer  to  it 
more  fully. 

Normally  the  kathode,  when  applied  to  the 
meatus  and  the  anode  to  the  hand  or  other 
neutral  part,  produces  a rhythmic  nystagmus 
directed  toward  the  same  side  with  a current 
strength  of  four  milliamperes.  Upon  reversing  the 
polarity,  that  is,  by  applying  the  anode  to  the 
ear,  there  is  produced  a rhythmic  nystagmus 
directed  toward  the  opposite  side  with  a current 
strength  of  four  milliamperes.  In  short,  unlike 
polarities  balance  each  other  on  the  same  side, 
and  like  polarities  balance  each  other  on  opposite 
sides. 

In  the  case  of  a moderate  loss  of  function  on 
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one  side  as  is  found  in  focal  infection  neuro- 
labyrinthitis, between  the  attacks  of  vertigo,  it 
requires  a greater  amount  of  stimulation  with  the 
kathode  to  produce  a reaction  (nystagmus)  toward 
the  affected  side  than  in  the  normal  ear.  At  the 
same  time,  less  inhibitive  influence  with  the  anode 
is  required  to  produce  a nystagmus  toward  the 
opposite  (unaffected)  side;  for  the  reason  that 
the  balance  of  tonus  is  in  favor  of  the  unaffected 
side. 

By  this  time,  and  in  fact  a much  shorter  time 
than  is  required  to  tell  about  it,  a diagnosis  is 
already  made  of  a unilateral  destructive  lesion  on 
the  side  of  hypoirritability,  the  most  probable 
cause  of  which  is  focal  infection;  however,  tumor 
of  the  acoustic  nerve  can  not  as  yet  be  excluded. 

The  history  of  the  symptoms  having  begun  after 
an  attack  of  influenza  is  more  than  suggestive  of 
focal  infection  as  the  etiological  factor.  The  pa- 
tient should  next  be  referred  to  the  clinical  lab- 
oratory for  at  least  two  tests,  the  Wassermann 
and  a complete  blood  count.  If  the  Wassermann 
proves  to  be  negative  but  the  blood  count  shows 
the  characteristic  findings  of  focal  infection  the 
diagnosis  points  more  definitely  toward  focal  in- 
fection neurolabyrinthitis  than  anything  else. 

VII.  Blood  Picture  is  Typically  that  of  Focal 
Infection.  There  is:  Diminution  in  the  number  of 
the  red  blood  cells  to  4,000,000  or  less,  together 
with  a reduction  of  the  hemoglobin  to  80  per  cent 
and  even  lower;  the  color  index  may  remain  nor- 
mal. The  number  of  white  cells  tends  to  be  in- 
creased and  this  increase  is  made  up  mostly  of 
lymphocytes,  both  large  and  small,  with  a corre- 
sponding decrease  in  the  polymorphonuclear  cells. 
The  small  lymphocytes  are  usually  above  28  per 
cent  and  may  go  as  high  as  40  and  even  50  per 
cent;  the  large  lymphocytes  range  from  4 to  8 
per  cent  and  higher.  In  focal  infection  it  may 
happen  that  the  total  white  count  is  7,500  but  then 
the  red  cell  count  is  appreciably  reduced  so  that 
compared  with  the  latter  the  former  is  relatively 
but  not  always  absolutely  high. 

With  everything  thus  far  pointing  toward  focal 
infection  as  the  cause  of  the  clinical  picture  re- 
ferable to  the  ear  it  remains  for  the  otologist  to 
fix  its  site.  Based  upon  past  experience  in  these 
cases,  the  alveolar  process  is  first  suspected.  Ac- 
cordingly the  patient  is  referred  to  the  X-ray 
laboratory,  preferably  in  charge  of  a medical  man. 
If  the  report  comes  back  telling  of  a focus  of  in- 
fection about  the  sockets  of  one  or  more  teeth  we 
have  almost  conclusive  evidence  of  the  cause  of 
the  patient’s  symptoms.  The  final  diagnosis,  how- 
ever, rests  upon  the  therapeutic  test. 

If  after  the  complete  eradication  of  the  sus- 
pected focus  there  is:  1)  Improvement  in  the  pa- 
tient’s general  health;  2)  marked  improvement  in 
the  patient’s  hearing  as  determined  by  the  hear- 
ing tests,  in  some  cases  with  complete  restoration 


of  hearing;  3)  prompt  cessation  of  vertiginous  at- 
tacks; 4)  disappearance  of  spontaneous  nystag- 
mus; 5)  improvement  in  the  labyrinthine  func- 
tions as  indicated  by  the  several  tests  already  re- 
ferred to;  6)  a return  of  the  blood  count  to  nor- 
mal; 7)  with  no  recurrence  of  symptoms,  we  may 
consider  the  etiologic  diagnosis  as  having  been 
proved. 

If  on  the  other  hand  the  improvement  is  but 
temporary  the  most  likely  fault  lay  not  in  the 
original  diagnosis  but  in  the  incompleteness  of 
the  work  done  on  the  alveolar  process. 

The  possibility  of  focal  infection  producing 
bilateral  ear  lesions  is  not  deniable,  but  up  to  this 
time,  after  25  years  of  intensive  study  of  this 
particular  class  of  cases,  none  has  been  found. 

CONCLUSIONS 

I.  Focal  infection  neurolabyrinthitis  is  by  far 
the  most  frequent  cause  of  “Meniere’s  syndrome”. 

II.  Focal  infection  is  the  most  frequent  single 
cause  of  perceptive  deafness.  The  percentage  of 
such  cases  has  been  on  the  increase  for  the  rea- 
son that  the  conductive  forms  of  deafness  have 
been  progressively  decreasing  on  account  of  the 
attention  paid  to  the  tonsils  and  adenoids  as 
etiologic  factors  of  middle  ear  diseases,  thanks  to 
the  school  physicians’  good  work,  and  too,  to  the 
relative  decrease  in  the  percentage  of  perceptive 
deafness  from  syphilis,  for  which  credit  is  due  to 
the  excellent  work  of  the  syphiloiogists. 

III.  As  an  aid  to  the  differential  diagnosis,  all 
forms  of  syphilitic  lesions  about  the  ears,  except 
gummatous  infiltrations,  are  bilateral,  whereas 
focal  infection  produces  characteristically  uni- 
lateral lesions. 

IV.  The  post-acute  and  chronic  infectious 
fevers’  involvements  of  the  ear  are  characteristi- 
cally bilateral. 

V.  Focal  infection  neurolabyrinthitis  is  more 
likely  to  be  confused  with  other  unilateral  af- 
fections of  the  eighth  nerve  and  inner  ear  than 
with  those  which  produce  bilateral  involvement. 
And  among  the  unilateral  affections  tumors  of 
the  eighth  nerve  stand  out,  particularly  during  the 
early  stages.  The  X-ray  findings  of  widening  of 
the  internal  auditory  canal  constitute  a valuable 
differential  finding. 

VI.  Cases  of  neurolabyrinthitis  are  found  in 
which  the  more  outstanding  symptoms  are  re- 
ferred to  the  hearing  apparatus,  and  others  in 
which  the  predominant  symptoms  are  referred  to 
the  non-acoustic  apparatus.  It  is  not  necessary 
that  both  parts  should  be  affected  equally. 

VII.  The  exact  diagnosis  of  focal  infection 
neurolabyrinthitis  is  possible  only  when  most 
careful  technique  is  practiced  in  ascertaining  the 
findings.  Under  such  circumstances  it  seems  al- 
most impossible  for  one  to  make  a mistake. 

VIII.  No  other  disease  of  the  ear  yields  more 
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readily  to  treatment,  nor  is  the  improvement  more 
pronounced. 

IX.  It  is  well  never  to  make  a cock-sure  diag- 
nosis of  neurolabyrinthitis  without  excluding 
neoplasm  of  the  nerve,  and  gummatous  syphilis. 

I did  not  touch  on  many  other  diseases  of  the 
ear  in  which  vertigo  and  perceptive  deafness  are 
outstanding  symptoms,  for  the  reason  that  it 
would  run  into  too  much  time,  besides  they  are  not 
of  a nature  to  require  differentiation. 

My  present  purpose  is  to  bring  to  your  atten- 
tion that  neglected  but  important  subject,  focal 
infection  neurolabyrinthitis. 

269  South  19th  Street. 
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Some  Common  Errors  in  the  Determina- 
tion of  the  Industrial  Nature  of 
a Dermatitis 

The  dermatitis  is  erroneously  considered  to  be 
industrial  because: 

' A.  It  is  a dermatitis  venenata  occurring  in  a 
worker  in  an  industry  in  which  dermatitis  vene- 
nata is  known  to  occur.  (For  example,  such  a 
dermatitis  venenata  may  be  due,  in  the  specific 
case,  to  non-industrial  exposures — home  exposures 
to  dyes,  cosmetics,  toilet  articles,  insecticides, 
clothing,  paint,  varnishes,  plants,  etc. — exposures 
to  substances  encountered  in  hobbies  or  avoca- 
tions— photography,  painting,  sports,  etc.) 

B.  It  is  accompanied  by  a positive  patch  test 
to  a substance  or  substances  encountered  in  the 
industry. 

(Such  a positive  test  cannot  be  considered  con- 
clusive, for  it  may  be  due  to:  (1)  the  application 
of  a primary  irritant  or  of  a primary  irritant 
concentration;  or  (2)  the  fact  that  the  test  never 
accurately  reproduces  the  conditions  of  actual  in- 
dustrial exposure;  therefore,  a positive  reaction 
may  mean  simply  a certain  skin  sensitivity  to  a 
certain  substance  when  applied  in  a certain  con- 
centration and  manner  at  a certain  time  to  a 
certain  site,  while  this  same  substance  may  never- 
theless be  incapable  of  causing  dermatitis  under 
the  actual  conditions  of  industrial  exposure.) — 
Marion  B.  Sulzberger,  M.D.,  New  York  City,  N.  Y. 
State  J.  M.,  36:1307,  Sept.  15,  1936. 


The  splendid  personal  medical  library  on  public 
health  and  epidemiology  of  the  late  Dr.  Roger 
Perkins  was . bequeathed  to  the  Cleveland  Medi- 
cal Library  Association.  In  addition,  a sufficient 
sum  of  money  was  left  by  Dr.  Perkins  to  provide 
an  income  of  $150  per  year  for  the  maintenance 
of  the  Perkins  Library. 


Treatment  of  Dermatophytosis 

After  several  fundamental  principles  are  under- 
stood regarding  the  treatment  of  dermatophytosis, 
its  management  is  more  or  less  routine.  These 
may  be  listed  as  follows: 

1.  Therapy  must  be  directed  towards  the  stage 
of  the  infection,  mild  treatment  for  acute  stages, 
medium  treatment  for  subacute  stages  and  severe 
treatment  for  chronic  stages.  The  routine  use  of 
one  or  two  prescriptions  for  all  stages  may  pro- 
duce results  in  a small  percentage  of  cases  but 
the  majority  will  be  aggravated  or  unaffected. 
The  main  consideration  is  not  to  use  strong  medi- 
cations for  the  acute,  vesicular  stage. 

2.  Adjust  the  medications  as  the  stages  of  the 
infection  change.  Gradually  increase  their 
strengths  as  the  condition  improves  but  do  not 
hesitate  to  return  to  mild  preparations  when  there 
is  an  exacerbation  or  recurrence  of  vesicles.  This 
may  be  necessary  several  times  before  the 
stronger  prescriptions  will  eventually  effect  a 
cure. 

3.  Continue  treatment  several  weeks  after  ap- 
parent clinical  cure  and  advise  application  of 
medicines  to  the  apparently  normal  skin  several 
inches  beyond  evident  infection  in  an  endeavor  to 
destroy  spores  and  permanently  eradicate  the 
disease. 

4.  Personally  clean  the  lesions,  daily  if  pos- 
sible, by  opening  all  vesicles,  trimming  away  all 
dead  skin  and  involved  nails  and  instruct  the 
patient  to  do  likewise  on  the  days  an  office  visit  is 
impossible  that  the  medications  may  reach  the 
organisms.  * * * 

For  prophylaxis: 

It  is  generally  advisable  for  the  patient  to  take 
the  following  precautions  against  a continued  re- 
infection and  to  guard  against  new  infections: 

a.  Wear  a freshly  boiled  pair  of  cotton,  prefer- 
ably white,  socks  daily. 

b.  Fumigate  shoes  and  bedroom  slippers  by 
placing  them  when  not  being  worn  in  a closed 
box  or  can  which  contains  a saucer  of  U.  S.  P. 
formaldehyde.  The  leather  absorbs  the  formalde- 
hyde fumes  and,  when  worn,  furnishes  additional 
treatment  for  the  skin. — Wm.  J.  Morginson,  M.D., 
Springfield,  111.,  111.  Med.  Jour.,  70:371;  Oct., 
1936. 


To  many  persons  the  word  laboratory  implies  a 
place  where  test  tubes  and  complicated  apparatus 
are  employed  to  satisfy  intellectual  curiosity. 
The  clinical  investigative  laboratory  is  not  of  that 
order,  for  wards  with  patients  are  the  salient 
feature.  The  sick  individual  is  the  centre  of  the 
picture. — The  physician — must  be  a student  of 
men  and  never  forget  the  uniqueness  of  each 
human  being  if  he  is  to  be  intelligent  in  the  care 
of  the  sick.— George  R.  Minot. 


EXTRAMEDULLARY  HEMANGIOBLASTOMA  OF  THE 

CLAUDA  EQUINA 

REPORT  OF  A CASE  WITH  NOTES  UPON  THE  HISTOLOGIC  APPEARANCE  OF  THE  TUMOR 

by 

OSCAR  A.  TURNER,  A.B.,* *  and  R.  RICHARD  RENNER,  M.D.,  Cleveland,  Ohio 


THROUGH  common  usage,  the  term  heman- 
gioma has  come  to  mean  a tumor  composed 
of  newly-formed  blood  vessels  (Ewing). 
Borst,  however,  and  more  recently  Cushing  and 
Bailey,  have  emphasized  the  difference  between 
what  might  be  termed  the  angiomatous  malforma- 
tions and  the  true  tumors  or  blastomas. 

Intraspinal  blood-vessel  tumors  are  rare,  and  a 
survey  of  the  literature  discloses  that  most  of  the 
reported  cases  have  been  unquestionably  angioma- 
tous malformations  despite  the  fact  that  re- 
latively few  of  them  have  been  verified  histo- 
logically. Globus  and  Doshay  have  reviewed  the 
literature  on  the  intraspinal  tumor  formations  up 
to  1929,  and  have  pointed  out  the  fact  that  these 
may  be  intramedullary,  extramedullary  (pial), 
epidural  or  vertebral  in  origin.  Black  and  Faber 
have  recently  added  to  the  list  of  publications  com- 
piled by  the  above  authors.  For  a general  review 
of  the  subject  the  reader  is  referred  to  the  above 
articles. 

While  intraspinal  hemangiomata  may  exist  in 
any  position  as  part  of  the  general  picture  of 
Lindau’s  disease,  most  of  the  extramedullary 
(pial)  neoplasms  have  been  unassociated  with 
vascular  tumorous  lesion  in  other  parts  of  the 
body.  In  the  case  reported  by  Black  and  Faber,  a 
second  laminectomy  of  the  twelfth  thoracic  and 
first  and  second  lumbar  vertebrae  revealed  a 
definite,  large,  red,  homogeneous  tumor  not 
amenable  to  surgical  removal,  while  a similar 
operation  on  the  same  patient  done  five  months 
previously  showed  the  presence  of  an  unquestion- 
able venous  angioma  in  the  ninth  and  tenth 
thoracic  region.  The  lack  of  histological  verifica- 
tion of  either  of  these  lesions  makes  it  impossible 
to  state  whether  this  tumor  apparent  at  the  second 
operation  was  the  result  of  the  transformation  of 
a primary  venous  angioma  or  whether  it  was  a 
primary  neoplasm  in  itself. 

In  this  connection  the  following  case  is  of  in- 
terest both  because  of  the  paucity  of  clinical  signs 
and  the  rarity  of  the  type  of  lesion. 

REPORT  OF  CASE 

November  18,  1935.  Admission  (U.  H.,  Hos- 
pital No.  168-703)  of  Mrs.  V.  S.,  aged  58,  with 
the  complaint  of  left-sided  sciatica  for  the  past 
seven  months. 


For  information  relative  to  the  authors,  see  Who’s  Who 
in  This  Issue. 

*From  the  Institute  of  Pathology,  Western  Reserve  Uni- 
versity, Cleveland,  Ohio. 


History.  The  patient  had  a severe  cold  in 
March,  1935,  following  which  pain  set  in  on  the 
left  side  and  persisted  up  to  the  time  of  admis- 
sion. The  pain  was  practically  limited  to  the  left 
side,  continuous  in  character,  and  was  associated 
with  a feeling  of  “tightness”  in  the  groin.  There 
were  occasional  shooting  pains  in  the  legs,  oc- 
casional muscular  trembling,  numbness  and 
tingling,  but  there  was  never  any  real  muscular 
weakness.  Profuse  sweating  limited  to  the  left 
leg  from  the  mid-thigh  down  had  been  occasionally 
noticed  by  the  patient.  The  gait  was  disturbed  by 
a tendency  to  stagger  toward  the  left.  Occasional 
formication  on  the  anterior  surface  of  the  left 
thigh  had  been  manifest  and  the  patient  had  had 
continuous  low  back-ache  for  the  past  ten  years 
following  an  accident.  There  was  no  history  of 
weight-loss,  urinary  or  rectal  disturbances.  Aside 
from  a low  back  injury  sustained  10  years  ago 
following  which  certain  of  the  symptoms  became 
exaggerated,  the  personal  history  was  unimport- 
ant. There  was  additional  information  suggestive 
of  cholelithiasis. 

Examination.  The  patient  was  a well-developed 
white  female  who  did  not  appear  acutely  ill.  The 
positive  pertinent  findings  were  few.  They  con- 
sisted of  a positive  Weber  test*  on  the  right  ear, 
some  silver-wire  deformities  of  the  retinal  arter- 
ies, fair  tone  to  the  rectal  sphincters,  some  fixa- 
tion of  the  lumbar  spine  and  a tight,  painful  sen- 
sation in  the  groin  upon  manipulation  of  the  left 
thigh.  There  was  some  lumbar  scoliosis  to  the 
left  and  extreme  palpatory  tenderness  over  the 
course  of  the  sciatic  nerve  was  elicited.  Limita- 
tion of  motion  was  absent.  The  reflexes  were  all 
bilaterally  equal  with  the  exception  of  the  knee- 
jerk  on  the  right  side  which  was  absent.  This  was 
not  considered  significant  in  view  of  a history  of 
previous  trauma  and  operation  upon  this  knee. 
There  was  suggestive  hyperesthesia  on  the  inner 
side  of  the  left  fore-arm  and  a suggestive  tongue 
tremor. 

Laboratory  examination  showed  a strongly 
positive  test  for  occult  blood  in  the  stools.  Serum 
calcium  was  10.0  mgm.  per  100  cc.  and  serum 
phosphorus  was  3.8  mgm.  per  100  cc.  Normal 
serum  calcium  (as  Calcium)  varies  between  9 and 
11  milligrams  per  100  cubic  centimeters,  averag- 
ing 10  milligrams  per  100  cubic  centimeters. 
Normal  serum  phosphorous  (as  Phosphorus) 
varies,  in  adults,  between  2.5  and  5.5  milligrams 
per  100  cubic  centimeters,  averaging  3.5  milli- 
grams per  100  cubic  centimeters.  X-rays  of  the 
urinary  system  and  gastrointestinal  tract  were 
negative.  Those  of  the  skull  were  normal  aside 
from  some  calcification  of  the  pineal  body.  Plates 


*The  Weber  test  is  a method  for  determining  the  location 
of  the  lesions  in  instances  of  unilateral  auditory  impairment. 
A tuning  fork  is  placed  on  the  vertex  or  forehead  in  the 
mid-line ; normally  the  sound  is  heard  equally  on  both  sides. 
In  the  “positive”  Weber,  there  is  lateralization  of  sound  to 
the  affected  side,  indicating  a lesion  in  the  sound  conducting 
apparatus.  When  there  is  lateralization  to  the  unaffected 
side,  the  test  is  termed  “negative’  and  indicates  a lesion  of 
the  sound  perceiving  apparatus. 


1219 


1220 


The  Ohio  State  Medical  Journal 


Vol.  32— No.  12 


of  the  vertebral  bodies  showed  marked  decalcifica- 
tion without  evidence  of  narrowing  of  the  inter- 
vertebral spaces  or  bone  destruction. 

Lumbar  puncture  through  the  first  lumbar  in- 
terspace was  carried  out  on  the  third  hospital  day. 
The  fluid  was  under  an  initial  pressure  of  220  mm. 
of  water  and  showed  a variable  rise  with  abdomi- 
nal pressure  and  straining.  Normal  spinal  fluid 
pressure,  in  a position  comparable  to  the  one  oc- 
cupied by  the  patient  (supine),  varies  between  100 
and  150  millimeters  of  water.  The  Queckenstedt 
test  was  negative,  jugular  compression  as  well  as 
the  abdominal  straining  producing  a definite  rise 
in  spinal  fluid  pressure.  The  fluid  was  pale  yel- 
low, had  a 4 plus  Pandy  reaction,  and  there  were 
no  cells  present.  The  Wassermann  was  negative 
and  the  gum  mastic  curve  normal. 

The  following  day  a combined  cistern-lumbar 
puncture  was  done.  At  this  time  the  spinal  fluid 
showed  10  small  mononuclear  cells  per  cubic  mil- 
limeter, had  a 4 plus  Pandy  reaction,  and  con- 
tained 276  mgm.of  protein  per  100  cc.  The  cisternal 
fluid  was  clear.  At  this  time  2 cc.  of  lipiodol  was 
injected  through  the  cistern  needle  and  subsequent 
A-rays  showed  that  the  lipiodol  stopped  at  the 
level  of  the  lower  border  of  the  second  lumbar 
vertebra.  The  lower  border  of  the  injected  ma- 
terial had  an  upward  convex  contour  and  was 
rather  sharply  defined.  Films  24  hours  after  the 
injection  gave  similar  findings  while  those  taken 
48  hours  later  showed  most  of  the  lipiodol  at  the 
region  of  the  fifth  and  sixth  lumbar  vertebrae. 
On  the  sixth  hospital  day  1 cc.  of  lipiodol  was 
injected  through  the  fifth  lumbar  interspace  and 
the  patient  placed  in  the  Trendelenberg  position. 
This,  on  A-ray,  showed  a gap  between  the  two 
lipiodol  deposits  which  measured  6 cm.  in  length. 

Hospital  Course.  On  the  first  day  following  the 
combined  puncture,  the  patient’s  temperature  rose 
abruptly  to  39.0  C.  and  remained  there  for  three 
days,  during  which  time  the  patient  felt  very 
miserable.  Urinary  retention  was  present  and 
continuous  catheterization  was  necessary.  The 
patient  was  discharged  on  the  ninth  hospital  day 
unimproved,  to  return  soon  for  operative  removal 
of  a spinal  cord  tumor.  Clinical  Diagnosis: 
Spinal  cord  tumor  at  the  level  of  the  second  lum- 
bar vertebra. 

Clinical  Summary.  Clinically,  whatever  signs 
were  present  were  at  the  best  only  suggestive  of 
a tumor  of  the  spinal  cord.  Pain  on  motion,  pal- 
patory tenderness  along  the  course  of  the  left 
sciatic  nerve,  and  some  indefinite  sensory  changes 
in  the  left  leg  constituted  the  only  pertinent 
clinical  observations.  Only  by  A-ray  and  lipiodol 
studies  and  chemical  examination  of  the  spinal 
fluid  was  the  diagnosis  of  cord  tumor  made  prev- 
ious to  operation. 

Operation.  (Dr.  Renner).  The  patient  was  re- 
admitted December  12,  1935,  for  operative  re- 
moval of  the  tumor.  The  only  additional  finding 
was  a slight  diminution  of  painful  sensation  over 
the  anterior  aspect  of  the  left  thigh.  The  follow- 
ing day,  under  ether  anesthesia,  the  usual  laminec- 
tomy opening  was  made  through  the  second  and 
third  lumbar  vertebrae.  The  dura  was  bulging  and 
when  incised  revealed  a tumor  arising  from  the 
tip  of  the  conus.  It  extended  down  interiorly  for 
about  101  to  12  cm.  and  bunched  the  caudal  nerves 
anteriorly.  There  was  a large  vein  leaving  the 
tumor  in  the  mid-portion  and  an  artery  entering 
the  tumor  at  its  lower  part.  The  pia  was  incised 
and  after  the  caudal  nerves  were  separated  on 


the  left,  the  left  posterior  portion  of  the  tumor 
was  delivered.  The  remaining  adhesions  of  the 
tumor  to  the  nerves  were  broken  and  after  liga- 
tion of  the  vessels  the  tumor  was  removed  intact. 
The  wound  was  closed  with  black  silk  in  five  lay- 
ers in  the  usual  manner.  The  patient  left  the 
operating  room  in  good  condition. 

Subsequent  Notes.  Post-operatively,  the  pa- 
tient was  given  an  infusion  of  normal  saline  solu- 
tion and  500  cc.  of  10  per  cent  glucose  intra- 
venously. Frequent  catheterization  was  necessary 
for  the  first  three  post-operative  days  only.  Pain 
on  motion  of  the  legs  cleared  up  rapidly  and  the 
patient  left  the  hospital  relieved  of  all  her  symp- 
toms on  the  21st  post-operative  day. 

PATHOLOGICAL  EXAMINATION 

Gross  Description.  The  specimen  consists  of  an 
elongated  tumor  measuring  5 cm.  by  2 cm.  by  1 
cm.  It  is  of  dark  blood-red  color  and  is  com- 
pletely enveloped  by  an  intact,  thin,  fibrous  cap- 
sule. On  one  aspect,  near  the  mid-line,  is  a small 
vein  15  mm.  in  length  which  has  been  tied  with  a 
black  silk  suture.  The  specimen  is  moderately  firm 
and  sections  with  ease  revealing  a moist,  dark, 
blood-red  surface  which  is  smooth  and  moderately 


Fig.  1.  Section  of  tumor.  Note  the  progressive  increase 
in  number  and  size  of  the  cavernous  spaces  toward  the  cen- 
tral portion.  (Hematoxylin  and  eosin:  X22). 


firm.  In  several  areas  on  the  cut  surface  can  be 
seen  small,  pale  grey  structures  which  are  some- 
what firmer  than  the  surrounding  tissue.  There  is 
no  gross  evidence  of  calcification  or  necrosis. 

Histological  Description.  The  tumor  is  covered 
by  a thin  capsule  consisting  of  loose,  moderately 
cellular  connective  tissue.  The  capsule  is  re- 
latively avascular  and  aside  from  sending  a few 
strands  into  the  adjacent  tumor  tissue,  appears  to 
be  divorced  from  the  general  structure  of  the 
tumor  itself. 

The  growth  consists  of  solid  sheets  of  cells 
separating  numerous  vascular  channels  of  varying 
sizes  and  shapes.  Some  of  these  channels  are  true 
blood  vessels  with  thin  walls  and  endothelial  lin- 
ing, while  many  are  merely  vascular  lakes  lined 
by  unaltered  tumor  cells.  Continuity  of  these  vas- 
cular lakes  with  the  numerous  capillary  vessels 
scattered  throughout  the  tissue  is  demonstrable 
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Fig.  2.  Section  of  more  cellular  portion  of  tumor.  Note 
the  scattered,  dilated  vascular  channels,  many  of  which  are 
without  endothelial  lining.  (Hematoxylin  and  eosin : X250). 


in  many  places.  Weigert’s  stain  and  Van  Giesen’s 
stain  fail  to  reveal  the  presence  of  either  elastic 
tissue  or  smooth  muscle  in  other  than  a few  of  the 
larger  vessels  in  the  capsule.  Where  definite  vas- 
cular walls  are  present  these  are  relatively  acel- 
lular and  show  no  intimal  proliferation.  Where 
the  vessel  wall  is  absent,  the  blood  spaces  tend  to 
be  larger  and  more  irregular  in  outline  while 
most  of  them  have  cavernous  characteristics.  Oc- 
casional tumor  cells  are  found  lying  free  in  these 
channels.  Practically  all  of  the  vascular  spaces 
are  engorged  with  blood,  most  of  it  well  preserved 
but  with  occasional  organization.  Hemopoiesis  is 
not  found.  Cystic  spaces  due  to  degeneration, 
such  as  were  described  by  Cushing  and  Bailey  in 
some  of  their  hemangioblastomata  of  the  cere- 
bellum, are  not  observed. 

The  vascular  spaces  appear  larger  and  closer 
together  and  are  more  prominent  in  the  central 
portion  of  the  tumor,  while  just  beneath  the  cap- 
sule and  for  a short  distance  inward  the  vascular 
channels  are  for  the  most  part  capillary  in  type 
and  here  the  cellular  tumor  tissue  predominates. 
The  intervascular  tissue  is  highly  cellular  in  char- 
acter. At  the  periphery  and  corresponding  to  the 
zone  in  which  the  vascular  tissue  is  essentially 
capillary  the  cells  are  arranged  in  columns.  Here 
the  cells  are  in  intimate  relation  with  the  capil- 
lary walls  and  where  the  columns  are  but  a few 
cells  in  thickness,  there  is  a deceptive  appearance 
which  tends  to  simulate  the  peri-vascular  “comb- 
ing” of  cells  seen  in  certain  of  the  gliomas.  In 
the  central  portion  of  the  tumor  where  the  capil- 
laries are  less  numerous  and  where  the  cavernous 
spaces  predominate,  the  cells  lie  in  irregular 
sheets  without  disposition  to  any  special  arrange- 
ment. (Fig.  1). 

The  cells  themselves  have  large,  swollen,  ves- 


cular  nuclei  with  a rather  heavy  nuclear  mem- 
brane. There  are  usually  present  several  nucleoli 
situated  eccentrically  and  there  is  a moderate 
amount  of  fine  and  coarse  granular  chromatin  ma- 
terial. Occasionally  a remarkably  distinct  chro- 
matin network  can  be  seen.  The  cytoplasm  is 
scanty  in  amount  and  definite  cell  boundaries  can- 
not be  seen.  The  nuclei  appear  to  lie  in  a light- 
staining,  homogeneous,  granular  matrix.  Vacuoli- 
zation of  the  cytoplasm  is  present  but  variable. 
At  the  periphery  of  the  tumor  it  is  sufficiently 
marked  to  give  the  background  a reticulated  ap- 
pearance. The  cells  are  epithelioid,  having  no 
processes  or  neuroglia  fibres.  They  are  rather 
uniform  in  size  and  mitotic  figures  are  few  in 
number.  These  cells  bear  a close  resemblance  to 
the  “pseudo-xanthomatous”  cells  described  by 
Cushing  and  Bailey  in  their  discussion  of  the 
hemangio-endotheliomata  of  the  cerebellum. 
(Fig.  2). 

The  stroma  is  scanty  in  amount  and  apparently 
consists  of  the  connective  .tissue  related  to  the 
vessel  walls.  A definite  reticulum  which  pene- 
trates into  the  intervascular  tissue  is  absent  as 
such,  but  with  the  Perdrau  stain  the  proximity 
of  the  numerous  small  capillary  channels  becomes 
apparent  and  gives  an  appearance  not  altogether 
unlike  a recticulum.  With  this  stain  it  becomes 
evident  that  the  number  of  small  capillary  chan- 
nels with  definite  walls  is  greater  than  one  would 
be  led  to  suspect  from  the  examination  of  the 
hematoxylin  and  eosin  preparations.  Occasional 
large  cavernous  spaces  with  definite  but  thin  con- 
nective tissue  walls  are  seen. 

Pathological  Diagnosis:  Hemangio-endothel- 

ioma,  undergoing  cavernous  transformation. 

COMMENT 

The  interest  in  this  neoplasm,  aside  from  its 
rarity,  lies  in  the  apparent  transitional  character 
of  the  tumor  type.  As  Cushing  and  Bailey  have 
shown,  true  cavernous  types  of  hemangiomata  are 
rare  in  the  central  nervous  system,  the  usual  pic- 
ture being  one  of  transition  from  the  capillary 
to  the  cavernous  form.  While  Borst  classifies  the 
“cavernoma”  as  a congenital  malformation,  it  is 
apparent  that  certain  of  these,  in  the  nervous 
system  at  least,  can  be  considered  as  real  neo- 
plasms. This  is  true  even  if  only  by  virtue  of 
their  possible  origin  through  dilatation  of  the  vas- 
cular channels  in  the  capillary  type  of  heman- 
gioblastoma. Our  information  relative  to  this 
process  is  indirect  and  uncertain.  That  the  cav- 
ernous type  of  tumor  represents  a transformation 
from  another  type  of  true  vascular  tumor  in  the 
central  nervous  system  rather  than  being  an  un- 
altered vascular  neoplasm  of  definite  form  is  but 
an  inference,  regardless  of  the  amount  of  pre- 
sumptive evidence  at  hand.  Similarly,  we  have  no 
definite  proof  that  this  type  of  tumor  does  not 
represent  the  coalescence  of  the  dilated  vessels  of 
a telangiectasis  with  complete  degeneration  of 
the  intervascular  glial  elements. 

Bucy  has  described  a case  in  which  at  operation 
multiple  tumorous  nodules  were  found  adherent  to 
the  roots  of  the  cauda  equina.  Microscopic  ex- 
amination of  a small  biopsy  specimen  identified 
the  tumor  as  a hemangio-endothelioma.  Here 
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again,  but  apparently  to  a much  lesser  degree, 
large  irregular  spaces  lined  by  a single  layer  of 
endothelium  and  filled  with  erythocytes  were 
seen.  No  mention  was  made  of  blood  lakes  lined 
by  tumor  cells.  It  seems  not  unlikely  that  every 
vascular  tumor  of  the  central  nervous  system  con- 
tains a varying  number  of  dilated  vascular  spaces. 
Cushing  and  Bailey  have  pointed  out  in  their 
classification  of  the  hemangioblastomas  of  the 
cerebellum  that  a tumor  is  predominately  cellu- 
lar, capillary  or  cavernous.  They  believe  that  no 
tumor  of  the  blood-vessel  group  is  architecturally 
speaking  pure  in  type.  Whether  these  gradations 
are  passive  in  character  and  the  result  of  the  pres- 
sure of  the  blood  held  in  the  channels,  or  whether 
they  represent  degenerative  or  retrogressive 
changes  in  the  tumor  due  to  circulatory  dis- 
turbances remains  to  be  shown. 

These  same  authors  have  further  raised  a point 
concerning  the  presence  of  actual  circulation  of 
the  blood  contained  in  the  spaces  of  the  cavernous 
type  of  hemangioma.  It  seems  not  inconceivable 
that  in  the  absence  of  such  circulation  the  large 
blood-filled  spaces  might  well  be  the  result  of  ex- 
'’^ssive  hemopoietic  activity  of  the  angioblasts 
forming  the  tumor  itself.  The  presence  of  large 
vascular  lakes  lined  only  by  parenchymal  tumor 
cells  is  suggestive  of  this  process. 

The  varied  architecture  of  so  many  of  the 
Aimors  of  this  type  speaks  for  a multiple  rather 
than  a single  origin  of  the  cavernous  spaces. 
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THE  PHYSICIAN  OF  THE  FUTURE 
He  will  be  a humanist,  a man  with  the  widest 
possible  knowledge  of  human  nature  and  the 
deepest  possible  understanding  of  human  motives. 
He  will  be  a cultured  man,  ripe  in  intellectual  at- 
tainments, but  not  lacking  in  emotional  sympathy, 
a lover  of  the  arts  as  well  as  a student  of  the 
sciences.  This  is,  indeed,  no  more  than  a pro- 
jection into  the  future  of  a gracious  figure  of  the 
past — for  the  great  physicians  of  other  days  were 
all,  likewise,  great  citizens  of  humanity. — R.  M. 
Wilson. 


Coronary  Thrombosis 

The  statistics  given  as  to  sex  and  age  incidence, 
immediate  mortality  and  chances  of  ultimate  re- 
covery in  acute  coronary  thrombosis,  are  of  in- 
terest to  the  profession  but  hold  little  of  hope  or 
comfort  for  the  individual  patient,  especially  when 
it  is  known  that  a subsequent  attack  may  strike 
him  at  any  time  from  twelve  hours  to  fifteen 
years.  Rather  a strain  for  even  the  sword  of 
Damocles. 

In  the  differential  diagnosis  between  angina 
pectoris  and  acute  coronary  occlusion,  the  short 
duration  of  the  anginal  paroxysms  has  been  one  of 
the  chief  distinctions  between  the  two.  In  our  ex- 
perience attacks  of  angina  pectoris  have  some- 
times lasted  for  one-quarter  to  half  an  hour,  the 
diagnosis  being  checked  by  subsequent  study  and 
observation  over  long  periods,  and  by  electro- 
cardiograms. 

While  most  persons  seized  with  severe  attacks 
of  acute  coronary  thrombosis  are  loathe  to  move 
or  speak,  and  gaze  in  silent,  gasping,  terrified 
agony  at  the  doctors,  others  move,  moan,  cry  out, 
throw  themselves  about  in  bed,  pace  up  and  down 
the  floor,  or  lie  down  and  get  up  again  in  unbe- 
lievable activity.  Speechless  immobility  is  not  by 
any  means  a constant  feature  in  attacks  of  acute 
coronary  occlusions. 

The  chief  motive  of  this  paper  is  to  stress  the 
simplicity  of  diagnosis  in  doubtful  cases  of  acute 
coronary  thrombosis,  subsequent  to  the  acute  at- 
tack. Fever  and  leucocytosis,  immediately  follow- 
ing the  episode,  have  always  occurred  in  our  ex- 
perience, and  this  observation  is  concurred  in  by 
our  cardiologic  friends.  A larger  experience  may 
reveal  exceptions  to  this  rule,  but  it  offers  a 
sound  basis  for  diagnosis  of  probable  acute  coro- 
nary occlusion  when  characteristic  signs  and 
symptoms  occur,  particularly  in  the  absence  of 
other  diseases  noted  under  differential  diagnosis. 
In  all  suspected  cases  of  coronary  occlusion  or 
prolonged  attacks  of  angina  pectoris,  the  taking 
of  rectal  temperatures  and  white  cell  counts  is 
imperative. 

Coramine  is  considered  a valuable  addition  to 
treatment  of  acute  coronary  thrombosis.  It  is  a 
rapidly  acting,  nontoxic  heart  stimulant,  as  well 
as  coronary  dilator.  Its  chief  effect  seems  to  lie 
in  increasing  and  sustaining  a falling  blood  pres- 
sure over  prolonged  periods.  It  has  sometimes  a 
remarkable  diuretic  action  as  an  adjuvant  to  digi- 
talis. As  a powerful  respiratory  stimulant,  it  is 
useful  in  dyspnea  of  coronary  occlusion,  combined 
with  morphine.  Apparently  coramine  bids  fair  to 
occupy  a position  second  to  none  in  acute  cardiac 
failure. — Kenelm  Winslow,  M.D.,  Seattle,  Wash.; 
Northwest  Med.,  35:369;  Oct.,  1936. 


There  are  few  things  more  difficult  than  to 
establish  a fact  in  therapeutics. — Lindsay. 


THE  THERAPEUTIC  USE  OF  OXYGEN 


By  K.  C.  McCARTHY,  M.D.,  Toledo,  Ohio 


OXYGEN  is  The  most  widely  distributed  of 
all  tbe  chemical  elements,  and  is  by  far 
the  most  important.  It  is  a constituent  of 
much  of  the  earth’s  crust,  is  an  important  part  of 
the  make-up  of  all  organic  material  and  without 
it  life  would  be  impossible.  Oxygen  is  literally 
the  breath  of  life  and  its  presence  in  adequate 
amounts  is  vitally  essential  to  the  existence  of 
every  living  thing.  We  can  go  for  weeks  without 
food,  days  without  water,  but  if  oxygen  is  with- 
held for  only  a few  minutes,  we  will  surely  perish. 

One  reads  that  oxygen  was  discovered  by 
Joseph  Priestly  of  Yorkshire  in  1774.  This,  of 
course,  is  not  correct,  foT  oxygen  had  been  present 
and  used  since  the  beginning  of  life  on  the  world. 
Priestly,  however,  was  the  first  to  isolate  it  in  its 
pure  form,  no  mean  feat,  for  oxygen  combines 
more  readily  with  other  elements  than  any  other 
chemical  compound.  Lavosier,  three  years  later, 
carried  Priestly’s  woTk  to  its  logical  conclusion 
and  demonstrated  that  oxygen  is  the  draft  that 
fans  the  flame  of  life  and  placed  on  a sound  basis 
our  knowledge  of  the  oxidative  process  upon 
which  human  metabolism  is  based. 

It  is  impossible  to  emphasize  too  strongly  the 
importance  of  oxidation  in  the  human  physiology, 
for  it  is  the  most  fundamental  function  of  life. 
The  physiology  of  respiration,  digestion,  muscular 
activity  and  of  the  cardiovascular  and  reproduc- 
tive systems  are  matters  of  minor  importance, 
when  compared  with  the  process  of  metabolism, 
which  deals  with  the  oxidation  of  the  fuel  of  the 
body  by  this  gas  and  the  elimination  of  the  pro- 
duct of  this  combustion.  Metabolism  is  literally 
life  itself  and  is  entirely  dependent  upon  an  ade- 
quate supply  of  oxygen  to  fan  its  fires. 

The  importance  of  oxygen,  and  its  influence 
upon  the  health  of  the  individual  was  early  recog- 
nized and  it  was  used  therapeutically  by  Thomas 
Beddoes  in  England  nearly  140  years  ago.  His 
work  was  carried  out  more  on  a commercial  than 
scientific  basis  and  oxygen  therapy  fell  into  dis- 
repute and  remained  unrecognized  by  reputable 
practitioners  for  many  years.  It  is  interesting  to 
compare  the  history  of  oxygen  therapy  with 
diathermy,  which  also  was  so  extensively  pro- 
moted by  quacks  and  charlatans,  that  its  import- 
ance as  a therepeutic  measure  was  not  recognized 
and  its  use  deprecated  by  reputable  physicians  lest 
they  be  accused  of  quackery. 


Read  before  the  Academy  of  Medicine  of  Toledo  and 
Lucas  County,  April  10,  1936. 

For  informatipn  relative  to  the  author,  see  Who’s  Who 
in  This  Issue, 


THERAPEUTIC  VALUE  OF  OXYGEN 

Modern  scientific  interest  in  the  therapeutic 
value  of  oxygen  may  be  said  to  date  from  the 
World  War,  when  Haldane  demonstrated  that 
oxygen  therapy  was  of  the  greatest  value  in  the 
treatment  of  gas  poisoning.  Oxygen  undoubtedly 
saved  thousands  of  lives  that  would  otherwise 
have  been  sacrificed  to  chlorine,  phosgene  and  the 
other  toxic  gases  employed  in  modern  warfare. 
Barcroft  in  1922  constructed  at  Cambridge  Uni- 
versity the  first  oxygen  chamber  in  which  it  was 
possible  to  ac-urately  control  the  percentage  of 
oxygen  in  the  atmosphere  and  his  studies  led  to 
his  monumental  discoveries  on  the  respiratory 
function  of  the  blood.  Similar  chambers  were  con- 
structed at  the  Rockefeller  Hospital  by  Stadie  and 
by  Barach  at  the  Massachusetts  General  Hospital. 
Paul  Roth  improved  these  methods  by  developing 
an  oxygen  tent,  so  that  the  patient  could  be  sur- 
rounded by  an  atmosphere  containing  a high  per- 
centage of  oxygen  no  matter  where  he  was 
situated. 

Approximately  one-fifth  of  the  air  is  oxygen 
and  this  percentage  is  very  constant  in  city  or 
country,  seashore  or  mountains.  This  air  is 
drawn  into  the  lungs  at  each  inspiration.  The 
utilization  of  oxygen  in  the  life  processes  of  the 
body  takes  place  not  in  the  lungs  but  in  the  var- 
ious cells  of  the  body  to  which  it  is  transported  by 
the  hemoglobin  of  the  circulating  blood.  To  live, 
therefore,  the  cells  of  the  body  must  not  only  re- 
ceive an  adequate  quantity  of  oxygen  but  must 
obtain  it  at  sufficiently  high  pressure.  According 
to  Henry’s  law,  the  amount  of  free  gas  in  a solu- 
tion will  vary  according  to  the  partial  pressure. 
Therefore,  should  the  oxygen  tension  fall,  smaller 
amounts  of  this  gas  will  go  into  solution  in  the 
body  fluids.  We  must  remember  that  for  the 
oxygen  to  pass  from  the  hemoglobin  to  the  cell  it 
must  be  released  from  the  corpuscle  and  dissolve 
in  those  fluids  with  which  the  cells  are  bathedi 
If  the  partial  pressure  of  oxygen  is  low,  therefore, 
less  oxygen  will  dissolve  in  these  fluids  and  less 
oxygen  will  be  available  to  the  cell.  This  con- 
dition of  oxygen-want  we  call  anoxemia. 

Anoxemia  is  a very  serious  condition  and  if 
allowed  to  persist  for  any  length  of  time,  will 
produce  marked  changes  in  many  of  the  cells  and 
organs  of  the  body.  The  commonest  example  of 
anoxemia  is  mountain  sickness.  At  10,000  feet 
above  sea  level,  for  example,  the  oxygen  tension 
(not  the  percentage  which  remains  constant)  is 
only  72  per  cent  of  that  at  sea  level.  People,  at 
these  altitudes,  can  therefore,  only  utilize  about 
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three-quarters  of  the  oxygen  that  is  available  to 
those  in  maritime  regions.  Acclimatization  is 
acquired  in  a number  of  interesting  ways;  by  in- 
creasing the  number  of  circulating  red  cells,  in- 
creasing the  amount  of  hemoglobin  in  the  in- 
dividual red  cell,  and  by  increasing  the  chest 
capacity  as  a whole.  Individuals  vary  greatly  in 
their  susceptability  to  anoxemia  and  in  their 
ability  to  compensate  for  this  decrease  in  oxygen 
tension.  In  some  this  accommodation  is  acquired 
readily,  in  others  it  is  very  poor. 

We  should  reserve  the  term  anoxemia  for  con- 
ditions in  which  there  is  a low  tension  of  oxygen 
in  the  circulating  blood.  This  may  be  due  to 
various  causes,  some  of  which  will  be  enumerated. 

ASPHYXIA 

The  term  asphyxia  might  well  be  reserved  for 
conditions  in  which  the  oxygen  tension  of  the 
blood  is  reduced  by  mechanical  means.  Examples 
of  this  will  immediately  come  to  one’s  mind  for  it 
is  probably  the  commonest  and  most  easily  recog- 
nized form  of  anoxemia.  We  can  enumerate  var- 
ious obstructions  to  the  respiratory  passages,  such 
as  tumors,  foreign  bodies,  or  inflammatory  swell- 
ings in  or  around  the  pharynx  or  trachea.  We 
must  not  forget  that  helpless  individuals  such  as 
small  children  or  patients  under  anesthesia  are 
easily  asphyxiated  by  bad  posture,  bedclothes  or 
obstruction  to  the  airway  by  the  soft  tissues  of 
the  mouth  or  throat.  Drowning  is  a form  of 
asphyxia,  and  it  does  not  have  to  be  in  water.  A 
patient  may  drown  in  blood,  pus,  aspirated  stom- 
ach contents  or  even  in  the  serous  exudate  sucked 
from  their  own  blood  vessels  in  pulmonary  edema. 

If  the  obstruction  is  complete,  or  if  the  lungs 
are  completely  flooded  with  fluid,  therapeutic 
measures  are  of  no  avail.  Unless  the  airway  is  re- 
established within  a very  short  time,  and  I mean 
minutes,  death  will  ensue.  If  the  obstruction  is 
incomplete  the  administration  of  oxygen  is  val- 
uable, for  it  will  allow  us  to  maintain  the  pa- 
tient’s oxygen  tension  and  prevent  fatal  anoxemia 
from  developing  until  the  obstruction  can  be  re- 
moved or  overcome.  The  administration  of  oxygen 
under  a pressure  of  several  atmospheres  may  be 
successful  in  overcoming  an  obstruction  that  can- 
not be  relieved  by  inhalation  at  ordinary  atmos- 
pheric pressure.  In  drowning  and  pulmonary 
edema,  oxygen  can  reach  many  of  the  lung 
alveoli  and  its  inhalation  will  be  effective  in  over- 
coming anoxemia. 

Anoxemia  may  develop  due  to  failure  of  the 
respiratory  mechanism  caused  by  breaks  in  the 
conduction  pathways,  as  are  seen  in  certain  par- 
alyses; or  there  may  be  failure  of  the  respiratory 
center  due  to  trauma,  pressure,  electrical  shock 
or  certain  intoxications.  Oxygen  can  obviously  be 
of  little  benefit  in  these  conditions,  artificial  res- 
piration is  indicated.  Artificial  respiration  is,  of 
course,  not  effective  unless  oxygen  actually  is 


sucked  into  the  lung.  This  is  a point  that  seems 
to  often  be  overlooked  by  amateur  rescue  squads. 
The  airway  must  be  open. 

Interesting  work  has  been  done  on  artificial 
respiration  by  Waters  and  his  co-workers  at  the 
University  of  Wisconsin.  They  passed  a tube  into 
the  trachea  of  the  anesthetized  subject  and  by 
connecting  it  to  a spirometer,  were  actually  able 
to  measure  the  minute  volume  exchange  pro- 
duced by  the  various  methods.  Strange  as  it  may 
seem,  the  old  fashioned  and  out-of-date  Sylvester 
method  in  which  the  patient  lies  on  the  back  and 
the  arms  are  raised  over  the  head  and  depressed 
to  the  sides,  was  found  to  be  more  efficient  than 
the  Schaefer  prone  pressure  method,  which  is 
taught  and  practiced  by  life-saving  organizations. 
This  method,  however,  has  the  advantage  of  being 
less  fatiguing  and  presents  less  difficulty  with 
obstructed  airways. 

Anoxemia  may  develop  due  to  changes  in  the 
hemoglobin  so  that  even  in  the  presence  of 
abundant  oxygen  an  insufficient  quantity  can  be 
taken  up  and  carried  to  the  cells.  Examples  of 
this  condition  are  the  anemias,  where  there  may 
be  a decrease  in  the  quantity  or  quality  of  the 
oxygen  carrying  elements  of  the  blood.  The  cord 
changes  and  other  nervous  manifestations  are 
usually  regarded  as  manifestations  of  anoxemia, 
for  nervous  tissue  is  very  sensitive  to  oxygen 
want  and  will  be  the  first  to  show  symptoms  of 
chronic  anoxemia.  Nerve  tissue  has  also  little 
power  of  regeneration  so  that  it  is  important  that 
treatment  be  instituted  early  to  prevent  perma- 
nent damage  to  these  important  structures. 
Oxygen  therapy  is  unfortunately  of  little  benefit  in 
these  conditions  for  as  the  hemoglobin  leaves  the 
lungs  it  is  normally  90  per  cent  saturated  with 
oxygen,  so  that  the  amount  of  additional  oxygen 
that  can  be  taken  up  will  be  small.  These  pa- 
tients need  more  hemoglobin  to  carry  the  oxygen 
to  the  tissues. 

Carbon  monoxide  poisoning  changes  the  hemo- 
globin from  an  unstable  to  a more  stable  com- 
pound, so  that  although  the  oxygen  is  taken  up 
with  normal  ease,  it  is  released  very  slowly  and 
the  cells  of  the  body  thus  suffer.  The  inhalation 
of  oxygen  is  of  great  value  in  this  condition  for 
it  is  oxygen  alone  that  will  break  up  this  stable 
carbon  monoxide  hemoglobin  into  the  normal  un- 
stable oxy-hemoglobin.  The  hemoglobin  has 
greater  affinity  for  the  oxygen  molecule  than  the 
carbon  monoxide  and  by  taking  up  the  oxygen 
will  force  the  carbon  monoxide  out. 

Anoxemia  is  frequently  seen  as  the  result  of 
circulatory  failure  due  to  shock  or  cardiac  decom- 
pensation. A vicious  circle  is  produced  by  this 
condition,  for  if  a failing  circulation  brings  in- 
sufficient oxygen  to  the  heart  muscle,  its  efficiency 
is  greatly  impaired  and  the  circulatory  failure  be- 
comes accentuated.  Pulmonary  edema  ensues 
which  again  makes  difficult  the  utilization  of  even 
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abundant  oxygen  in  the  inspired  air.  Pulmonary 
edema  is  also  intensified  by  the  dyspnea  which  is 
usually  present  in  these  conditions.  The  forceful 
inspiratory  efforts  made  by  the  patient  will  ac- 
tually suck  fluid  out  of  his  own  capillaries  into 
his  pulmonary  alveoli.  The  administration  of 
oxygen  is  of  particular  value  in  these  conditions 
for  it  at  once  overcomes  the  dyspnea  and  by 
oxygenating  the  heart  muscle  improves  the 
efficiency  of  the  whole  circulation. 

Another  form  of  oxygen-want  may  be  men- 
tioned in  passing.  This  is  not  a true  anoxemia 
for  abundant  oxygen  is  brought  to  the  cells  of  the 
body  but  due  to  changes  in  them  cannot  be 
utilized.  This  has  been  called  histotoxic  anoxia 
and  may  be  caused  by  cyanides,  chloroform,  and 
other  toxic  drugs.  The  inhalation  of  oxygen  is 
obviously  of  no  value  here. 

INDICATIONS  FOR  OXYGEN  THERAPY 

We  have  tried  to  mention  some  of  the  causes  of 
anoxemia  and  to  indicate  those  in  which  oxygen 
therapy  has  proved  beneficial.  How  may  an- 
oxemia, therefore,  be  recognized?  The  most 
obvious  sign  is  cyanosis  of  the  circulating  blood. 
When  cyanosis  is  just  perceptible  it  corresponds 
to  10  per  cent  oxygen  desaturation,  when  definite 
15  per  cent  and  when  well  marked  more  than  20 
per  cent.  One  must  remember,  however,  that  in 
shock  or  anemia,  where  there  is  a decrease  in  the 
peripheral  hemoglobin,  cyanosis  may  not  be 
noticeable  with  even  marked  oxygen  desaturation. 
Instead  we  are  more  likely  to  get  that  ashy  gray 
pallor  that  is  so  well-known  and  so  justly  dreaded. 
On  the  other  hand,  cyanosis  may  be  seen  where 
there  is  no  anoxemia  and  may  be  due  to  excess 
hemoglobin,  which  cannot  be  saturated  by  normal 
oxygen  tension,  for  example,  polycythaemia  vera. 
The  intensity  of  the  anoxemia  is  not  necessarily 
indicated  by  the  degree  of  cyanosis.  As  has  been 
pointed  out,  little  practical  benefit  can  be  ex- 
pected by  the  administration  of  oxygen  if  the 
hemoglobin  is  already  completely  saturated  by 
the  respiration  of  normal  air.  Many  patients, 
however,  experience  great  distress  when  the 
hemoglobin  saturation  falls  only  5 per  cent  as  is 
demonstrated  by  ascending  to  high  altitudes,  and 
benefit  may  be  anticipated  in  such  cases. 

Irregular  respiration  and  dyspnea  are  common 
signs  of  anoxemia  particularly  if  the  irregulari- 
ties be  of  Cheyne  Stokes  type.  Lesions  of  the  cen- 
tral nervous  system  exhibiting  convulsions  and 
vomiting  often  indicate  impending  depression  of 
the  respiratory  centery.  A rising  pulse  rate  and  a 
falling  blood  pressure  are  signs  of  increasing 
anoxemia  which  are  frequently  seen  in  toxic  and 
pulmonary  diseases. 

METHODS 

Any  method  that  raises  the  oxygen  tension  in 
the  lung  is  satisfactory,  concentrations  of  oxygen 


of  50  per  cent  are  adequate  except  in  high  alti- 
tudes where  on  account  of  the  lower  atmospheric 
pressure,  up  to  70  per  cent  may  be  necessary. 
There  is  evidence  that  100  per  cent  oxygen  is 
harmful  if  administered  over  a prolonged  period, 
but  it  is  very  difficult  to  obtain  this  with  any  of 
the  apparatus  in  common  use.  Samples  of  the 
alveolar  air  or  the  composition  of  the  inhaled 
gases  should  frequently  be  checked  by  chemical 
analysis  to  determine  if  we  are  using  oxygen  in 
therapeutic  or  homeopathic  doses. 

The  oxygen  chamber  is  probably  the  best 
method  of  carrying  out  oxygen  therapy.  It  is  a 
double  walled  room,  tightly  constructed,  having 
an  air-lock  so  that  one  door  is  always  closed  as 
the  attendant  enters.  It  is  provided  with  forced 
ventilation  and  artificial  cooling  and  is  most  effi- 
cient and  comfortable.  Such  chambers  are  neces- 
sarily expensive  and  are  found  in  only  a few  of 
the  larger  cities. 

The  oxygen  tent  is  an  attempt  to  reproduce  on 
a smaller  scale  the  conditions  in  the  oxygen  cham- 
ber. A tent  of  rubberized  fabric  goes  over  the  bed 
and  through  this,  oxygen  is  circulated  by  a blower 
and  cooled  by  ice  or  mechanical  refrigerants.  It  is 
more  difficult  to  maintain  a high  oxygen  concen- 
tration for  the  oxygen  diffuses  with  surprising 
rapidity  through  the  mattress,  bed  clothes  and 
even  rubber.  Such  tents  afford  the  greatest  com- 
fort to  the  patient  and  the  artificial  cooling  is 
much  appreciated.  The  cost  often  seems  to  be 
high  but  the  use  of  an  efficient  tent  will  be  life- 
saving in  many  cases  if  applied  in  time. 

The  nasal  catheter  method,  which  was  the  one 
originally  developed  by  Haldane,  is  cheap  and 
quite  efficient  though  usually  accompanied  by 
more  discomfort  to  the  patient.  A ten  or  twelve 
gauge  French  catheter  is  passed  through  the  nose 
until  the  eye  appears  slightly  below  the  uvula 
when  the  mouth  is  open.  Oxygen  passed  through 
this  catheter  at  the  rate  of  about  six  litres  per 
minute  will  produce  an  oxygen  concentration  of 
over  50  per  cent.  This  has  been  checked  by  pass- 
ing a catheter  into  the  bronchus  and  actually  tak- 
ing samples  of  the  bronchial  air  while  the  ad- 
ministration was  in  progress.  It  is  usually  not 
possible  to  continue  the  administration  of  oxygen 
by  this  method  as  continuously  as  in  the  tent. 

The  administration  of  oxygen  by  having  the 
patient  inhale  the  gas  from  a bag  through  a tube 
and  face  mask  is  useful  in  emergencies,  but  for 
continued  administration  is  not  very  practical  for 
it  requires  the  continued  presence  of  a conscien- 
tious and  moderately  skilled  attendant. 

Oxygen  has  been  used  clinically  in  a great  many 
conditions  and  some  of  which  it  is  rather  difficult 
to  see  the  rationale  of  the  method.  It  has  been 
given  in  chronic  bronchitis,  tuberculosis,  influenza, 
pleurisy,  diabetes,  cancer,  gronchiectasis,  aortic 
aneurism,  fractured  skull  and  many  other  con- 
ditions. In  a surprisingly  large  number  of  in- 
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stances  good  success  was  obtained.  These  will  not 
be  discussed  at  this  time,  however,  but  mention 
will  be  made  of  pneumonia,  pulmonary  edema, 
asthma  and  heart  disease  in  which  the  indications 
for  oxygen  therapy  are  clearcut  and  the  results 
if  applied  early  are  spectacular. 

pneumonia 

To  call  for  oxygen  when  the  patient  is  mori- 
bund and  everything  else  has  been  tried  is  a 
waste  of  money  and  tends  to  bring  discredit  upon 
the  treatment.  Pneumonia  is  a serious  disease  and 
anything  that  we  can  do  to  sustain  the  circulation 
and  combat  the  toxemia  should  be  carried  out.  We 
will  not  speak  of  the  pathology  but  simply  point 
out  that  every  severe  pneumonia  has  more  or  less 
anoxemia,  which  must  be  combated  if  we  are 
going  to  give  our  patients  the  best  chance  to  re- 
cover. Results  are  the  best  argument  and  we 
would  like  to  present  the  figure  of  Durschordwe,1 
who  has  been  a pioneer  in  this  work.  His  series 
consisted  of  409  cases,  92  of  which  were  of  the 
influenzal  type,  129  of  the  lobar  type,  80  of  the 
bronchial  type  and  27  classed  as  post-operative. 
Of  the  influenzal  type  42  died,  a mortality  of  46 
per  cent;  of  the  lobar  type  29  died,  22  per  cent 
mortality;  of  the  bronchial  type  14  died,  mor- 
tality of  17  per  cent;  and  the  post-operative 
showed  18  per  cent  mortality.  The  death  rate  in 
the  whole  group  was  27  per  cent.  These  mortality 
records  may  not  seem  very  spectacular,  though 
they  do  not  suffer  when  compared  with  Barach’s 
reports  of  48  per  cent  mortality  at  the  Presby- 
terian Hospital  in  New  York  for  all  types  of 
pneumonia. 


MORTALITY  IN  PNEUMONIA,  ALL  TYPES 


Day  Treatment 
Started 

Recovered 

Died 

Mortality 
Per  Cent 

1 

74 

3 

3.8 

2 

23 

8 

25 

3 

39 

14 

27 

4 

22 

19 

46 

5 

30 

17 

36 

6 

11 

7 

39 

7 

14 

12 

46 

8 

9 

5 

36 

9 

3 

3 

50 

10 

4 

1 

20 

11 

1 

1 

50 

unknown 

8 

0 

0 

all  cases 

328 

90 

27.4 

We  may  see  that  the  death  rate  rises  in  direct 
proportion  to  the  delay  in  instituting  treatment 
and  we  feel  enough  emphasis  cannot  be  laid  upon 
this  point.  It  is  futile  to  expect  oxygen  to  raise 
the  dead. 

Our  own  experience  bears  out  this  fact.  In  a 
series  of  cases  reported  some  time  ago  16  per  cent 
of  the  patients  to  which  we  were  called  to  ad- 
minister oxygen  died  before  the  apparatus  could 
be  transported  to  the  bedside  and  set  in  operation, 


and  an  additional  10  per  cent  died  before  the 
treatment  had  been  in  effect  24  hours.  Under 
such  circumstances,  it  is  difficult  to  achieve  bril- 
liant cures.  In  Beshordwe’s  series  81  cases  died 
in  the  first  24  hours  and  the  15  additional  cases 
before  the  treatment  could  be  instituted.  Of  the 
cases  that  received  oxygen  within  24  hours  after 
the  diagnosis  was  established,  there  were  only 
three  deaths  in  77  cases,  mortality  rate  of  3 per 
cent. 

Deschordwe  comes  to  the  following  conclusions: 

1.  One-fifth  of  his  cases  died  within  the  first 
24  hours. 

2.  One  hundred  and  eighty-six  cases  under  40 
years  of  age  had  a mortality  of  19  per  cent. 

3.  The  mortality  rate  of  142  cases  over  40 
years  treated  was  38  per  cent. 

4.  The  mortality  rate  of  77  cases  who  received 
oxygen  the  first  day  of  the  disease  was  3 per  cent. 

5.  The  mortality  rate  of  48  cases  who  received 
oxygen  on  the  fifth  day  of  the  disease  was  65  per 
cent. 

6.  Oxygen  should  be  started  as  soon  as  the  diag- 
nosis of  pneumonia  is  made  and  continued 
throughout  the  course  of  the  disease. 

7.  The  efficacy  of  oxygen  is  in  direct  propor- 
tion to  the  day  of  the  disease  on  which  the  treat- 
ment is  started. 

case  report 
Pneumonia. 

History — Man,  aged  31,  following  attack  of 
acute  sinusitis  was  siezed  with  fever,  pain  in  the 
chest,  had  chill,  nausea  and  vomiting  followed  by 
painful  cough  with  expectoration  of  rusty  sputum. 
Patient  rapidly  became  extremely  ill  and  was  ad- 
mitted to  hospital. 

Examination — Much  dyspnea,  some  cyanosis, 
persistent  painful  cough  with  prune  juice  sputum. 
Signs  of  consolidation  in  right  lower  chest.  Pa- 
tient very  toxic  and  vomited  repeatedly.  Tem- 
perature 103,  pulse  120,  respiration  44.  Pneu- 
mococcus type  iii  was  isolated  from  the  sputum. 
X-ray  showed  consolidation  of  both  lower  lobes. 
Most  marked  on  right. 

Course — Oxygen  was  administered  from  the 
first  day  in  hospital  and  patient  began  to  show  a 
slight,  though  steady  improvement,  less  restless- 
ness and  cyanosis,  dyspnea  was  relieved  and  tem- 
perature began  to  fall  by  lysis.  In  the  typical 
case  the  first  effect  of  oxygen  is  a reduction  in  the 
respiratory  rate,  then  the  pulse  falls  and  finally 
the  temperature,  instead  of  exhibiting  a crisis, 
slowly  declines  to  normal. 

On  the  fourth  day,  however,  the  motor  in  the 
oxygen  tent  burned  out  and  the  treatment  was  dis- 
continued. The  patient  immediately  went  into  col- 
lapse, pulse  rose  to  160,  respiration  to  about  60. 
He  became  very  cyanotic,  restless  and  delirious 
and  it  appeared  as  if  death  were  imminent. 
Oxygen  was  administered  with  an  anesthetic  ap- 
paratus until  the  tent  could  be  replaced  and  var- 
ious stimulants  given.  He  was  thus  tided  over  this 
crisis,  but  received  a set-back  that  delayed  normal 
temperature  by  several  days,  and  he  was  removed 
from  the  tent  on  the  eleventh  day. 

This  patient’s  convalescence  was  further  com- 
plicated by  empyema  which  required  two  surgical 
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Figure  1. 

Temperature  record  of  a typical  case  of  pneumonia  in  •which  the  fever  fell  by  crisis  is  superimposed  for  comparison 
on  the  chart  of  the  reported  case,  which  showed  the  lytic  fall  characteristic  of  cases  treated  with  oxygen.  This  case  was 
complicated  by  failure  of  the  oxygen  apparatus  on  the  fifth  day  of  treatment,  which  promptly  caused  a serious  replapse 
that  was  nearly  fatal. 

procedures  for  drainage,  but  recovery  was 
eventually  complete  and  apparently  oxygen  must 
receive  much  of  the  credit  for  this  fortunate 
ending. 

PULMONARY  EDEMA 

The  use  of  oxygen  in  the  treatment  of  pulmon- 
ary edema  is  frequently  life-saving  and  is  at- 
tended with  much  more  favorable  results,  par- 
ticularly if  it  be  the  post-operative  type,  than  is 
seen  in  the  treatment  of  severe  infections,  such  as 
pneumonia.  Here  we  do  not  have  the  extreme 
toxemia  to  combat  and  it  will  be  found  that  few 
cases  will  fail  to  make  a favorable  response.  If 
we  might  quote  Judd,  who  says — “We  feel  that 
there  can  be  no  question  that  the  use  of  oxygen 
post-operatively  has  a definitely  favorable  effect 
on  the  prevention  and  treatment  of  pulmonary 
edema  and  congestion,  and  we  have  materially  re- 
duced the  instance  of  post-operative  pneumonia 
since  using  oxygen  therapy  freely  following 
major  surgical  procedure.”  We  have  explained 
previously  how  the  oxygen  is  efficacious  in  over- 
coming the  dyspnea,  which  is  a common  factor 
in  production  of  this  condition. 

ASTHMA 

The  treatment  of  asthma  by  inhalation  *of 
oxygen  is  frequently  rather  disappointing  for 
most  patients  do  not  experience  much  relief  dur- 
ing the  acute  attacks.  A little  consideration  of 
the  pathology  will  supply  the  answer,  for  the 


asthmatic  patient  has  little  difficulty  in  getting 
air  into  the  chest:  his  difficulty  is  getting  rid  of 
it.  Beneficial  results  are  reported  from  the  ad- 
ministration of  oxygen  for  two  to  four  hours 
daily  over  a three-months  period. 

CARDIAC  FAILURE 

Barach  has  been  the  pioneer  in  treatment  of 
heart  failure  and  coronary  disease  by  oxygen, 
and  from  his  extensive  experience,  draws  the  fol- 
lowing conclusions 

The  rheumatic  heart  responds  poorly  to  oxygen 
therapy  and  the  effect  is  only  temporary.  This  is 
attributed  to  the  fact  that  the  rheumatic  con- 
dition is  more  of  a toxemia  and  does  not  cause  so 
much  asphyxia  of  the  heart  muscle  as  some  con- 
dition interfering  with  circulation.  The  use  of 
oxygen  is  valuable  in  rheumatic  heart  disease  in 
tiding  the  patient  over  crises  such  as  severe  in- 
fections or  surgical  operations. 

The  arterio-sclerotic  cases  show  the  most  favor- 
able response;  acute  heart  failure  is  cured  by 
oxygen  and  in  the  chronic  cases  it  is  of  assistance 
to  other  methods  in  building  up  compensation. 
The  patient  eats  and  sleeps  better,  diuresis  sets 
in  and  there  is  less  dyspnea  and  restlessness. 
As  the  patient  improves  the  percentage  of  the 
oxygen  is  gradually  reduced,  but  should  the  pulse 
and  respiratory  rate  rise,  oxygen  must  be  again 
increased.  Ample  time  should  be  given  for  com- 


1228 


The  Ohio  State  Medical  Journal 


Vol.  32— No.  12 


pensation  for  if  the  patient  leaves  the  tent  too 
soon,  a relapse  may  occur. 

CORONARY  THROMBOSIS 

Oxygen  is  life-saving  in  coronary  thrombosis, 
it  relieves  the  pain  and  tides  the  patient  over  the 
acute  stages  of  preventing  anoxemia  of  the  heart 
muscle.  High  percentages  must  be  used  at  first, 
frequently  up  to  70  per  cent.  These  may  be  re- 
duced gradually  as  the  patient  improves. 

Anoxaemia  produces  characteristic  electro- 
cardiographic changes,  which  have  been  described 
by  Katz,  who  has  also  demonstrated  that  they 
may  be  reversed  by  oxygen. 

case  report 

Congestive  Heart  Failure 

History — Male  of  56  with  history  of  dyspnea 
on  exertion  for  one  year  and  cough,  orthopnea, 
bloody  sputum  and  edema  of  the  legs  for  one 
month. 

Examination — A pale  cyanotic  man  with  Cheyne 
Stokes  respiration,  coughing  up  a large  amount 
of  bloody  sputum.  Heart  was  enlarged  (20.4  cm. 
transversely),  sounds  were  poor  and  rate  rapid. 
Rales  and  dullness  in  both  bases,  pulsis  alternans, 
B.P.  158/112.  Fluid  in  abdomen  and  edema  of 
sacrum,  scrotum  and  legs.  T 101,  P.  100,  R.  28, 
albumin  in  urine. 

Course — Phlebotomy,  sedatives  and  digitalis 
produced  no  improvement.  Salyrgan  brought 
about  diuresis  of  4000  cc.  but  he  soon  relapsed, 
dyspnea  became  worse,  edema  increased,  there 
was  right  pleural  effusion,  Cheyne  Stokes  breath- 
ing and  much  restlessness  and  delirium.  Arterial 
blood  was  found  to  be  84  per  cent  saturated,  and 
his  condition  rapidly  became  critical.  Oxygen 
was  given  by  nasal  catheter  with  only  slight  im- 
provement and  he  was  placed  in  an  oxygen  cham- 
ber with  42  per  cent  oxygen.  There  was  immediate 
improvement — respiration  easier  and  shallower, 
cyanosis  less  and  patient  much  quieter.  Next  day 
improvement  continued,  arterial  blood  became  97 
per  cent  saturated.  Improvement  was  only  grad- 
ual for  several  days  when  marked  diuresis  was 
obtained  and  edema  started  to  disappear,  and  in 
two  weeks  was  completely  gone.  Orthopnea  was 
all  gone  in  12  days  and  oxygen  reduced  to  30  per 
cent.  This  was  well  tolerated  and  in  two  days 
patient  was  transferred  back  to  ward.  For  sev- 
eral days  was  somewhat  worse  then  gradually  im- 
proved, was  allowed  up  after  another  two  weeks 
and  discharged  three  weeks  after  leaving  oxygen 
chamber,  though  still  chronically  decompensated 
after  one  year. 

It  is  hoped  that  by  this  presentation  the  use  of 
oxygen  might  be  encouraged  in  the  treatment  of 
pneumonia  and  cardiac  failure.  When  used  early 
it  will  be  found  to  be  a great  aid  to  the  armamen- 
tarium of  the  physician  and  will  enable  him  to 
bring  to  successful  convalescence  many  patients 
who  would  otherwise  surely  die.  When  used  only 
as  a last  resort,  it  is  practically  useless. 

2228  Ashland  Ave.,  Toledo,  Ohio. 
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Treatment  of  Influenza 

Until  the  specific  cause  is  established,  the  treat- 
ment must  be  empirical.  Except  for  the  avoidance 
of  fatigue  and  the  proper  treatment  of  sinus  in- 
fections— whatever  that  treatment  may  be — there 
is  little  to  offer  in  the  way  of  prophylaxis.  In  the 
treatment  of  the  attack,  certain  rules  appear  to  be 
fairly  well  standardized. 

First,  absolute  rest  in  bed  for  at  least  24 
hours  after  the  temperature  is  normal,  and 
another  day  or  two  of  lounging  around  the  house 
before  going  outdoors.  The  late  Dr.  J.  M.  Temple- 
ton told  me,  a short  time  before  he  died,  that  if 
he  had  his  professional  career  to  live  over  again, 
the  greatest  change  he  would  make  in  treating  his 
patients  would  be  to  keep  them  in  bed  longer 
after  infectious  diseases. 

Second,  a light  diet  with  plenty  of  fluids,  espe- 
cially fruit  juices. 

Third,  avoid  chilling  the  patient.  Most  of  us 
veterans  lost  some  of  our  enthusiasm  for  fresh 
air — certainly  for  cold  air — during  those  hectic 
days  of  1918  when  we  first  began  to  get  ac- 
quainted with  the  “Spanish  infleunza”. 

Fourth,  relieve  the  physical  discomfort  of  the 
disease  by  sedatives  and  hypnotics  if  necessary, 
though  drugs  are  the  least  important  part  of  the 
treatment.  My  own  pet  capsule  is  composed  of 
aspirin,  5 grains;  phenobarbital  and  codeine,  aa  % 
grain  (unless  the  patient  is  known  to  tolerate  any 
opiate  badly).  Amidopyrin  was  my  favorite 
until  it  was  incriminated  as  the  chief  offender  in 
granulopenia  (153  out  of  172  cases:  Kracke, 

Journal  A.  M.  A.,  Sept.  21,  1935).  Even  phena- 
cetin  is  under  suspicion,  though  I admit  some- 
times using  it.  As  already  indicated,  however,  I 
doubt  the  wisdom  of  using  any  antipyretic  drug, 
though  still  guilty  of  the  practice. 

For  the  pharyngitis,  equal  parts  of  soda  and 
salt,  one  level  teaspoonful  to  the  cupful  of  warm 
water,  make  an  excellent  and  economical  gargle. 
A few  drops  of  tincture  of  iodine  add  to  its 
antiseptic  quality.  Laxatives  are  used  only  as  in- 
dicated, likewise  cough  sedatives.  Of  late  years 
I am  more  and  more  using  dilute  hydrochloric  acid 
both  during  and  after  the  febrile  period,  giving 
half -teaspoonful  doses  in  tomato  juice  or  butter- 
milk t.  i.  d.  with  meals.  Very  often  it  is  the  only 
tonic  used  during  convalescence. — Wingate  M. 
Johnson,  M.D.,  Winston-Salem,  N.  C.,  Jour.  So. 
Med.  and  Surg.,  98:513,  Oct.,  1936. 


The  usefulness  of  medicine  is  of  that  direct 
sort  which  makes  its  values  obvious  at  the  time 
of  service.  And  in  this  quality  of  direct  useful- 
ness lies  one  of  the  solid  satisfactions  of  medi- 
cine.— William  A.  Pusey,  M.D. 


If  a doctor’s  life  may  not  be  a divine  vocation, 
then  no  life  is  a vocation  and  nothing  is  divine. — 
Stephan  Paget. 


ALLERGY  IN  PRACTICE 

By  DAVID  LOUIS  ENGELSHER,  M.D.,  New  York  City 


IN  this  comparatively  brief  paper,  the  more 
practical  phases  of  this  important  and  newer 
branch  of  medicine  will  be  mentioned.  What 
the  practitioner  may  do,  with  relative  safety,  and 
what  not  to  do,  except  after  having  attained  much 
experience. 

Allergic  study  has  opened  the  avenues  for  re- 
lieving and  curing  cases  heretofore  surrounded 
by  much  uncertainty,  and  furthermore,  may  un- 
fold the  cloaks  of  diseases  such  as  carcinoma, 
sarcoma,  psoriasis  and  others.  However,  there  is 
much  to  be  explained  in  the  study  and  practice 
of  allergy  itself,  but,  herein  a practical  knowledge, 
that  which  is  generally  accepted  and  personally 
observed  is  offered. 

WHAT  IS  ALLERGY? 

What  is  signified  when  we  say  that  a patient  is 
allergic?  A person  who  responds  unusually  to  a 
substance  may  be  regarded  as  allergic  or  sen- 
sitive to  that  substance,  the  terms  allergy  and 
sensitivity  herein  being  used  interchangeably 
from  a clinical  viewpoint,  theoretical  discussion 
being  discounted.  For  example,  if  a person  uses 
aspirin  and  develops  hives  he  is  allergic  or  sen- 
sitive to  aspirin.  If  eating  an  egg  produces 
asthma,  he  is  allergic  or  sensitive  to  egg.  If  the 
extremes  of  temperature,  in  one  form  or  another 
provoke  an  urticaria,  it  is  spoken  of  as  a physical 
allergy  the  individual  being  allergic  or  sensitive 
to  that  or  cold  as  the  case  may  be,  and  so  on. 

Sensitiveness  may  be  present  to  many  sub- 
stances in  one  person,  and  may  display  itself  in 
various  systems  of  the  body  producing  con- 
ditions, such  as  asthma,  hay  fever,  eczema,  angio- 
neurotic edema,  poison  ivy,  gastro-intestinal  com- 
plaints; migraine,  epileptiform  convulsions,  joint 
disturbances,  sinusitis,  bronchitis,  aural,  ocular 
and  even  anginal  disorders.  However,  one  must 
not  be  so  naive  as  to  believe  that  allergy  is  re- 
sponsible for  all  of  the  aforementioned  ailments 
all  the  time,  but  undoubtedly  a varying  per- 
centage is  the  result  of  sensitiveness.  And,  as 
stated  before,  other  diseases,  may,  with  the  pass- 
ing of  time  and  study  reveal  themselves  as  allergic 
either  in  whole  or  part. 

For  symptoms  to  be  produced,  one  or  more  of 
a variety  of  substances  and  conditions,  must  con- 
tact the  body  through  one  or  more  of  the  follow- 
ing ways: 

1 — Inhalation — e.g. — pollens 

2 — Ingestion — e.g. — foods 

3 — Absorption — e.g. — bacteria  in  focal  infection 


For  information  relative  to  the  author,  see  Who’s  Who 
in  This  Issue. 


4 —  Direct  skin  contact — e.g. — orris  root,  silk 

5 —  Injection — eg. — antitoxin 

Foods,  pollens,  dust,  animals,  chemicals,  bac- 
teria, fungi,  plants,  drugs,  heat,  cold,  are  the 
larger  groups  of  exciting  causes  in  allergic  in- 
dividuals. Complex  cases  result  from  multiple 
sensitiveness. 

But  the  exciting  cause  alone  is  usually  insuffi- 
cient. The  hereditary  factor  is  necessary  in  most 
instances  to  bring  about  symptoms.  The  tendency 
to  sensitivity  is  inherited,  not  the  specificity,  as 
for  example,  a parent  may  suffer  from  pollen 
asthma,  the  child  from  egg  eczema.  You  may  be 
familiar  with  the  marked  suffering  of  some 
allergy  patients,  but  citing  a few  cases  from 
practice  will  reveal  what  may  be  accomplished  by 
the  allergist. 

CASE  REPORTS 

Case  S.  C.  An  adult  female  was  ridiculed  by 
relatives,  because  her  asthma  was  attributed,  in 
great  part,  to  animals,  and  accordingly  she  was 
directed  to  avoid  them.  She  was  persuaded  how- 
ever, by  these  relatives,  to  visit  the  circus  in 
order  to  enjoy  herself  and  prove  that  the  doctor 
was  wrong.  Within  five  minutes  after  entering 
Madison  Square  Garden,  she  was  seized  with  the 
most  violent  asthmatic  attack  since  the  onset  of 
her  trouble,  an  ambulance  call  and  subsequent 
hospital  attention  were  necessary  for  the  allevia- 
tion of  the  paroxysms.  The  entire  family  was 
convinced. 

Case  N.O’N. — A hospital  official,  developed 
severe  nasal  congestion,  sneezing,  lacrymation  and 
cough  upon  ingesting  walnuts,  or  any  food  con- 
taining it.  His  wife  was  skeptical,  and  decided  to 
convince  herself.  One  day,  while  sitting  in  a 
motion  picture  theatre,  she  offered  him  some 
chocolates.  The  theatre  being  dimly  lighted,  he 
inquired  of  his  wife  if  walnut  cream  was  among 
the  candy.  Responding  negatively,  he  commenced 
eating  the  chocolate,  and  before  a moment  had 
passed,  was  seized  with  violent  coughing  and 
nasal  manifestations,  necessitating  his  rapid 
withdrawal  from  the  theatre.  Mrs.  O’  was  then 
assured  of  the  diagnosis. 

Case  S. — A six  year  old  boy,  suffering  with 
asthma  from  infancy  revealed  an  egg  sensitivity 
as  the  cause,  and  with  the  removal  of  this  food, 
in  every  form,  the  asthma  disappeared. 

Case  E.McG. — A young  surgeon,  after  smoking 
would  develop  precordial  discomfort  and  tachy- 
cardia. The  elimination  procedures  established 
tobacco  as  the  sole  cause,  and  with  the  gradual 
building  of  a tolerance  toward  it,  he  was  able  to 
smoke  moderately  in  comfort. 

Case  G. — A jurist,  while  in  court,  one  day  be- 
came alarmed  at  the  sudden  swelling  of  his  eyes 
and  lips.  Allergy  study  pointed  to  crab  meat  and 
a tooth  infection  as  causes.  He  is  free  from  this 
discomfort  completely. 

Case  P. — An  adult  female  housewife  was  con- 
stipated, and  became  an  habitual  user  of  a well- 
known  proprietary  laxative  containing  phenolph- 
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thalein.  A rash  and  pectoral  heaviness  developed, 
which  became  more  or  less  persistent,  finally 
being  climaxed  by  asthma.  After  thorough  ob- 
servation and  elimination  procedures  the  cause 
was  attributed  to  this  drug,  and  by  its  discon- 
tinuance, and  the  substitution  of  other  measures 
for  the  relief  of  the  constipation,  her  rash  dis- 
appeared and  the  asthma  was  arrested. 

Case  C. — A boy  of  fourteen  was  irregularly 
seized  with  epigastric  pains,  gradually  extending 
over  the  entire  abdomen.  Nausea  and  vomiting 
usually  accompanied  these  symptoms.  His  ap- 
pendix had  been  removed.  Careful  records  of  diet 
kept  by  the  patient  revealed  that  these  symptoms 
occurred  only  after  the  ingestion  of  egg,  in  a cer- 
tain form,  which  consisted  of  boiled  egg  yolk  in 
coffee,  a family  and  possibly  a racial  custom.  The 
removal  of  egg  yolk  from  his  diet  was  the  com- 
mencement of  his  freedom  from  further  abdominal 
distress: 

Case  J.  F. — An  adult  female,  a chronic  sufferer 
from  asthma,  was  rushed  into  Morrisania  City 
Hospital  in  a comatose  condition,  which  lasted  on 
and  off,  for  three  days.  When  her  condition  war- 
ranted questioning,  it  was  revealed  that  she  was 
intensely  sensitive  to  aspirin,  the  nitrites  and 
pyramidon.  Before  the  occurrence  of  the  coma, 
she  had  complained  of  a headache  which  was  so 
severe  that  her  family  physician  was  called. 
Finding  a marked  hypertension  associated  with  an 
asthmatic  attack,  and  unrelieved  by  a large  dose 
of  epinephrin,  he  broke  an  ampoule  of  amyl  nitrite 
which  she  inhaled.  Within  a moment,  coma  de- 
veloped, from  which  she  was  only  partly  aroused, 
lasting  three  days.  During  the  comatose  period 
there  was  absolutely  no  indication  of  the  cause 
from  all  physical  and  laboratory  examinations. 

Thus,  you  have  a few  examples  of  allergy,  long 
ago  suspected  and  observed  in  other  ways,  and 
which  then  evoked  the  philosophical  statement 
that  “one  man’s  food  was  another  man’s  poison”. 

We  have  several  methods  of  arriving  at  an 
opinion  as  to  whether  a given  case  is  allergic,  and 
the  type  of  sensitivity.  These  are  (1)  Skin  Test- 
ing— 

a — scratch  or  cutaneous 
b — hypodermic  or  intracutaneous 
c — patch  or  contact 
d — passive  transfer  or  indirect 

(2)  Oculo-Nasal 

(3)  Elimination  diets  and  procedures 

(4)  Therapeutic  procedures. 

Considerable  experience  is  required,  not  only  in 
the  proper  and  safe  technique,  but  in  the  inter- 
pretation and  appraisal  of  the  readings  and  re- 
sults. Furthermore,  certain  precautions  are  to  be 
taken  in  order  to  avoid  exaggeration  or  precipitat- 
ing the  trouble  you  are  attempting  to  relieve. 

The  scratch  tests  are  made,  usually  using  the 
dried  substance  properly  prepared.  The  forearm, 
(or  another  part)  is  cleansed  with  alcohol,  and 
small  superficial  cuts  are  made,  not  to  draw  free 
bleeding,  and  about  %"  to  *4"  in  length,  spaced 
1"  or  more  apart.  A drop  of  normal  saline,  dis- 
tilled water,  or  N/lOth  sodium  hydroxide  solution 
is  placed  on  each  cut,  and  the  testing  substance  is 
rubbed  therein  with  the  fiat  end  of  a sterile  tooth- 


pick, a separate  one  being  used  for  each  protein, 
A control  must  always  be  made  with  each  series 
of  tests.  After  20  minutes,  the  materials  are 
washed  off  and  the  results  recorded,  as  N (nega- 
tive), ±,  +,  -\ — f-,  -) — | — [-,  -j — | — | — f,  H — | — 1 — 1 — K 
Many  times,  24-hour  readings  are  advisable.  The 
scratch  method  is  safer  than  the  intracutaneous, 
but  not  as  sensitive  in  detecting  certain  offenders. 

The  intracutaneous  method  is  performed  with 
liquid  extracts,  usually  in  weak  dilutions  of  vary- 
ing strength.  The  arm  is  most  often  the  site  of 
choice.  The  syringe  is  of  the  tuberculin  type  pre- 
ferably with  an  asbestos  tipped  plunger,  well 
fitted.  The  needle  should  be  of  the  best  grade 
from  %" — V2”  in  length,  and  25  to  27  gauge. 
About  .02  cc.  of  the  allergen  is  injected  into  the 
upper  layer  of  the  skin  in  order  to  produce  a small 
bleb.  It  is  inadvisable  to  make  a large  swelling. 
These  tests  are  made  one  and  one-half  to  two 
inches  apart,  and  a control  must  always  be  done. 
Readings  are  observed  between  10  and  15  minutes. 
The  intracutaneous  method  may  prove  dangerous 
without  much  experience  in  its  performance,  but 
is  considered  by  many  allergists  to  be  more  sen- 
sitive. However,  it  has  its  objections.  The  com- 
bined methods  are  more  satisfactory  than  either 
alone. 

Some  skins  do  not  react  to  either  method,  yet 
the  history  strongly  points,  for  example  to  rag- 
weed hay-fever  as  the  cause  of  a patient’s  com- 
plaint. Here,  the  ocular  test  may  be  used.  One 
drop  of  a weak  solution  of  the  extract  is  placed 
in  the  eye  and  after  15  minutes,  comparison  is 
made  with  the  other.  Congestion,  lacrymation  and 
itching  prove  the  diagnosis.  A similar  procedure 
may  be  utilized,  using  the  nose  as  the  organ  of 
response. 

Patch  tests  are  made  with  the  suspicious  sub- 
stances applied  to  the  skin  by  means  of  adhesive 
plaster  directly  or  at  times  waxed  paper  covering 
the  material  first.  Usually  from  24  to  48  hours 
should  elapse,  sooner,  if  there  is  evidence  of  in- 
tense local  disturbance,  before  the  tests  are  in- 
terpreted. This  method  is  very  useful  for  many 
suspected  skin  allergies. 

The  passive  transfer  or  indirect  mode  of  testing 
is  utilized,  where  the  entire  body  of  the  victim  is 
covered  by  a skin  condition  or  where  for  other 
reasons  it  is  undesirable  to  directly  test  the  pa- 
tient. Several  cubic  centimeters  of  blood  are 
drawn,  the  serum  of  which  is  injected  into  the 
skin  of  a person  who  is  not  sensitive  to  the  al- 
lergens under  study.  The  injections  are  made  with 
the  serum  into  the  upper  layers  of  the  skin  in 
at  least  20  sites,  and  these  areas  are  later  used 
for  testing. 

Elimination  diets  and  procedures  are  necessary, 
where  the  skin  findings  do  not  give  sufficient  in- 
formation, or  do  not  correspond  with  the  progress 
of  a case.  Various  simple  diets  are  used,  and 
shifted  about  at  weekly  intervals.  If  relief  is  thus 
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attained,  then  food  after  food  is  gradually  added, 
the  recurrence  of  symptoms  usually  correspond- 
ing with  the  causative  ingestant.  Complete  and 
detailed  daily  records  must  be  kept  by  the  patient, 
aside  from  faithfulness  to  the  diet,  and  a thor- 
ough understanding  of  the  trivial  amounts  in  a 
food  than  can  give  rise  to  symptoms.  Skeptical 
patients  and  relatives  are  the  stumbling  blocks. 

Elimination  and  therapeutic  procedures  usually 
include  the  avoidance  of  animals,  plants,  insecti- 
cides, perfumes,  powders,  cosmetics,  epidermal 
stuffings  of  beddings  and  furniture,  paints  and 
strong  odors,  change  of  location  and  various 
other  factors. 

Many  times,  especially  in  children  and  young 
adults,  it  is  necessary  to  repeat  the  allergy  pro- 
cedure after  a year  or  two,  or  recheck  at  various 
intervals,  if  symptoms  recur,  because  their  sen- 
sitivity may  have  changed  to  include  other  al- 
lergens. 

In  addition  to  testing,  a complete  personal  his- 
tory, family  history  and  a thorough  physical  ex- 
amination, radiographs  and  general  laboratory 
examinations  are  frequently  indispensable  in 
order  not  to  overlook  an  associated  disease.  On 
the  other  hand,  some  cases  are  so  clear  cut  to  the 
allergist,  as  to  leave  no  doubt  as  to  the  diagnosis 
of  the  case,  after  a few  minutes  study. 

And  now,  a few  words,  concerning  the  usual 
allergic  diseases  and  conditions  met  with  in 
practice. 

ASTHMA 

Characterized  by  paroxysmal  attacks  of  dysp- 
nea, chest  pressure,  wheezing  and  cough,  asthma 
is  one  of  the  most  frequent  harborers  of  allergy, 
especially  in  children.  Foods  and  inhalants  are 
more  usual  causes  in  childhood,  while  bacteria  in 
adult  life  assume  the  major  role.  A large  pro- 
portion of  asthmatics  date  the  inception  from 
neglected  cases  of  hay-fever  which  may  or  may 
not  have  been  diagnosed  in  its  early  stages. 
Asthma,  however,  should  not  be  regarded  as  a 
clinical  entity,  but  as  a symptom  requiring  a com- 
plete general  and  allergy  study.  It  certainly  is 
not  rare,  to  meet  asthmatics,  treated  as  such  who 
have  co-existing  diseases,  pulmonary  tuberculosis 
with  laryngeal  involvement,1  bronchitis  with 
metastatic  pulmonary  disease,  pollen  asthma  with 
cardiac  decompensation.  The  prognosis  for  com- 
plete eventual  recovery  in  asthma,  must  be 
guarded.  All  can  usually  be  relieved  to  varying 
extents,  many  markedly  so,  some  may  be  cured. 

The  principles  of  treatment  are  first  to  relieve 
the  attack,  and  second  to  ascertain  the  cause  or 
causes  in  order  to  minimize  or  eliminate  the  re- 
currence, and  thus  prevent  advancement  of  the 
condition. 


1.  David  Louis  Engelsher,  M.D. — Co-existing  Active 
Syphilis  of  the  Larynx  with  Active  Pulmonary  Tuberculosis 
— Journal,  American  Medical  Association,  July  23,  1927 ; 
Vol.  89,  p.  284. 


In  the  acute  attack,  epinephrine  chloride, 
1-1000  is  supreme  in  giving  relief.  For  the  adult, 
eight  minims,  by  hypodermic  injection,  should  re- 
lieve most  cases  within  15  minutes.  If  this  does 
not  occur,  an  additional  four  to  eight  minims  may 
be  required.  Frequently,  if  the  sufferer  is  a 
chronic  case,  he  will  apprise  you  of  the  amount 
he  usually  requires  to  get  the  effect.  In  children, 
say,  of  five  years,  five  to  six  minims  are  fre- 
quently necessary  for  relief,  i.e.,  Dr.  Young’s  rule 
of  dosage  does  not  apply  to  epinephrine  injections, 
the  child  requiring  a larger  amount  than  the  adult 
in  proportion  to  age.  Furthermore,  some  heavy 
adults  require  comparatively  small  amounts,  while 
many  thin  people  need  larger  quantities  to  be 
eased.  Then  there  is  the  factor  of  epinephrine 
sensitivity,  wherein  violent  and  exaggerated  re- 
action occurs,  with  the  early  administrations  of 
small  quantities  of  the  drug.  Usually,  with  the 
passage  of  time,  if  persistency  in  the  use  is  con- 
tinued, tolerance  develops.  The  other  extreme,  is 
epinephrine  fastness,  wherein  quadruple  dosage 
is  required,  for  example,  two  cc.  for  effectiveness. 

At  times,  the  synergistic  action  of  morphine  is 
necessary  to  completely  relax  the  patient.  How- 
ever, in  some  instances,  the  extreme  vomiting  pro- 
voked by  it,  may  contraindicate  its  further  use. 
Here  again,  before  you  inject  or  prescribe,  the 
patient  will  inform  you  of  his  sensitivity  to  the 
drug.  Of  course,  the  possibility  of  narcotic  ad- 
diction should  make  you  cautious  in  continuing  it 
over  a period  of  time.  If  possible,  the  patient  * 
should  never  know  that  he  is  receiving  morphine 
and  furthermore,  even  that  epinephrine  is  being 
used,  should  not  be  disclosed,  because  of  the  dan- 
gers of  self-medication.  I sincerely  believe  that 
the  freedom  with  which  these  drugs  are  injected 
by  patients,  not  infrequently  on  the  advice  and 
direction  of  the  attending  physician  leads  to  the 
greatest  difficulty  in  the  quiescence,  by  specific 
treatment,  of  their  asthma. 

Needless  to  say,  the  general  factors  of  rest, 
quiet,  freedom  from  anxiety,  proper  elimination 
and  hygiene,  etc.,  are  adjunctive  points  which 
assist  in  the  subsidence  of  the  paroxysm. 

Additional  procedures  include  the  use  of  oxygen, 
expectorants,  inhalations  of  burning  asthma 
powders  and  cigarettes,  ephedrine,  various  sprays 
and  a host  of  substances  and  apparatuses,  all  of 
which  are  weakly  effective  in  comparison  to 
epinephrine  hypodermically. 

After  the  acute  attack,  a thorough  allergic 
study  should  be  made  since  by  this  means,  a bet- 
ter understanding  of  the  causation  and  therapy  is 
possible.  The  specific  and  non-specific  treatment 
of  asthma  is  a highly  specialized  and  detailed  type 
of  work. 

HAY  FEVER 

This  prevalent  affliction,  over  1 per  cent  of  the 
U.  S.  population  having  it,  is  characterized  by 
sneezing,  rhinorrhea,  nasal  blocking  and  itching, 


1232 


The  Ohio  State  Medical  Journal 


Vol.  32— No.  12 


frequently  associated  with  ocular  and  other 
symptoms,  such  as  cough,  irritation  of  the  palate, 
and  asthma.  It  attacks  young  and  old  alike,  and 
may  be  either  seasonal  or  perennial.  The  sea- 
sonal variety  is  usually  caused  by  pollens  from 
trees,  such  as  oak,  maple,  birch,  ash,  and  pro- 
ducing its  effects  mainly  in  March,  April  and 
May;  grasses,  such  as  timothy,  June  grass,  sweet 
vernal  grass,  red  top,  orchard  grass,  plantain, 
with  symptoms  in  April,  May,  June  and  early 
July;  and  weeds,  the  giant  and  dwarf  ragweed,  in 
this  region,  the  suffering  occurring  in  mid- 
August,  September  and  part  of  October.  The  pol- 
lens of  these  plants  are  essentially  wind-borne  and 
may  attack  sensitive  individuals,  far  removed 
from  the  plants. 

The  perennial  form  of  hay-fever,  may  be  a com- 
bination of  the  pollen  type  associated  with  the 
patient’s  sensitiveness  to  bacteria,  dust,  animals, 
orris  root,  foods  or  miscellaneous  objects.  Testing, 
together  with  the  history  of  symptoms  will  often 
make  the  diagnosis.  I am  firmly  convinced  that 
there  is  no  pre-arranged  schedule  for  any  hay- 
fever  case,  and  cannot  agree  with  the  statements 
one  conies  across,  that  the  degree  of  skin  re- 
action to  a test  is  the  guide  for  the  schedule  of 
injection.  That  serious  complications  and  even 
death2  have  occurred,  should  caution  one  to  raise 
the  doses  very  carefully,  keeping  local  responses 
down  to  a minimum,  and  certainly  avoiding  focal 
and  general  reactions.  The  popular  idea  in  hay- 
fever  treatment,  to  stress  pollen  units,  and  not 
individual  response  as  of  primary  importance,  is 
responsible  for  making  the  treatment  worse  than 
the  disease,  in  so  many  cases.  The  criterion 
should  be,  not  how  high  the  dosage  is,  but  how 
well  the  patient  takes  it.  Of  course,  where  the 
sufferer  tolerates  the  treatment  nicely,  the  result 
will  usually  be  better,  the  higher  the  dosage. 
But  as  stated  above,  it  is  wiser  to  think  in  terms 
of  the  patient,  not  the  pollen  unit. 

After  each  injection,  the  patient  should  not 
leave  for  at  least  15  minutes,  and  if  any  evidences 
of  untoward  reaction  occurs,  the  arm  should  be 
tourniqueted  proximal  to  the  site  of  injection  and 
epinephrin,  1-1000,  eight  to  sixteen  minims,  hypo- 
dermically administered  in  the  other  arm.  The 
case  should  remain  a few  hours,  and  the  tourni- 
quet gradually  released.  Home  care  may  be  re- 
quired. 

The  hay-fever  treatments  can  be  given  in  one 
of  three  ways;  usually  pre-seasonally,  ideally  by 
the  perennial  method,  and  co-seasonally  by  neces- 
sity. 

What  benefit  can  you  give  to  your  hay-fever 
sufferers  by  proper  pollen  therapy?  One  hundred 
per  cent?  no,  sometimes  it  occurs,  but  rarely. 
Over  80  per  cent  will  be  relieved,  the  improvement 


2.  W.  W.  Duke,  M.D.,  New  Method  of  Administering 
Pollen  Extract  for  Purpose  of  Preventing  reactions.  Journal, 
A.M.A.,  Volume  94,  Page  767,  March  15,  1930. 


ranging  from  50  to  90  per  cent.  The  more  in- 
dividualized the  treatment  of  the  case,  the  deeper 
the  allergic  study  for  associated  allergy,  the 
higher  will  be  the  percentage  of  relief.  Cure  may 
result  in  a small  number  of  the  cases.  The  point 
to  be  stressed  however,  is  the  tremendous  part 
careful  pollen  therapy  and  allergy  study  plays  in 
preventing  asthmatic  complications  in  patients 
who  otherwise  would  become  severe  sufferers  from 
asthma.  But  to  reiterate;  fit  the  dose  to  the 
patient;  avoid  pre-arranged  schedules  blindly; 
always  be  prepared  with  epinephrine.  Thus  far,  I 
cannot  report  favorably  on  the  ionization  treat- 
ment. 

OTHER  ALLERGIC  MANIFESTATIONS 

Angioneurotic  edema,  in  the  acute  state,  re- 
sponds promptly  to  the  injection  of  eight  to  six- 
teen minims  of  epinephrine.  A searching  allergy 
and  general  work-up  are  necessary  in  most  cases 
for  a specific  diagnosis  to  avoid  recurrences. 

In  epilepsy  and  epileptiform  convulsions,  if 
organic  lesions  are  ruled  out  and  there  is  a per- 
sonal or  family  history  of  allergy  sensitization 
may  be  the  cause.  A young  lady  under  my  care 
for  asthma  due  to  dog,  has  a grandmother,  who 
upon  eating  blackberries  goes  into  an  epilepti- 
form seizure. 

Migraine  not  infrequently  results  from  an  al- 
lergic state.  The  same  may  be  said  of  vascular 
allergy,  as  tobacco,  causing  anginoid  seizures. 

The  eczemas  of  childhood  require  prompt  al- 
lergy analyses,  because  so  many  of  these  cases 
turn  asthmatic  either  within  a short  time  or  later 
in  life.  The  remark  “the  child  will  outgrow  it” 
should  be  discarded. 

Poison-Ivy  may  usually  be  controlled  or  pre- 
vented by  injections  of  the  extract. 

Gastro-intestinal  allergy  is  often  overlooked, 
various  abdominal  symptoms  resulting.  Here 
elimination  diets  are  of  prime  importance  together 
with  the  complete  cooperation  of  the  patient. 

The  arthritic  allergies  are  usually  of  bacterial 
sensitivity,  while  some  of  the  acute  arthritites 
follow  antitoxin  injections.  Foci  of  infection  must 
always  be  looked  for,  and  attended  to,  if  good 
results  are  to  be  obtained.  Specific  vaccine  in- 
jections, carefully  administered,  may,  in  some 
cases  produce  remarkable  results. 

As  concluding  suggestions,  when  antitoxin  is  to 
be  administered,  do  a skin  test  first,  never  omitting 
this  procedure  in  an  allergic  patient  or  one  with 
such  a family  history.  Preferably  use  the  arm,  not 
the  buttock,  as  the  site,  so  that  in  case  of  acute 
reactions,  the  tourniquet  can  be  used. 

SUMMARY 

1)  Allergic  medicine  is  practically  related  to 
every  system  of  the  body. 

2)  An  allergic  investigation  may  diagnose  an 
obscure  and  puzzling  case. 

3)  Skin  tests  are  part  of  an  allergic  study, 
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and  their  evaluations  usually  require  extensive 
allergic  experience. 

4)  The  treatment  of  hay-fever  according  to  a 
pre-arranged  schedule  is  inadvisable,  and  may 
prove  dangerous.  Each  case  should  be  individual- 
ized. 

5)  Epinephrine  stands  pre-eminent  in  the 
treatment  of  the  acute  manifestations  of  allergy, 
but  its  persistent  use  is  ordinarly  not  to  be  recom- 
mended. 

6)  Practical  pointers  are  mentioned  of  special 
importance  to  the  general  practitioner. 

982  Findlay  Avenue. 


Garlic  Breath  Odor 

THE  recently  widely  publicized  articles  of 
Blankenhorn1  and  Haggard2,  on  garlic 
breath  odor  aroused  my  curiosity  suffi- 
ciently to  provoke  the  following  experiment, 
which  I devised  in  the  hope  of  determining  un- 
equivocally whether  the  essential  oils  of  garlic 
can  or  cannot  emanate  from  the  lungs  via  the 
blood  stream: 

EXPERIMENT 

A normal  white  boy,  12  years  old,  and  with  an 
essentially  odorless  breath,  was  chosen  as  the 
subject  of  the  experiment.  The  sole  of  the  foot, 
being  most  distal  from  the  mouth,  was  selected  as 
the  site  of  application  of  the  garlic.  For  five  min- 
utes, whole  garlic  (one  small  bulb)  was  rubbed 
onto  the  skin  of  the  soles  of  the  subject’s 
feet.  At  the  end  of  this  application,  no  particles 
of  garlic  could  be  seen  adhering  to  the  skin. 
Heavy  wool  golf  stockings  and  shoes  were  then 
replaced  on  the  subject’s  feet  by  an  assistant.  At 
no  time  was  the  subject  permitted  to  touch  the 
garlic  with  his  fingers,  and  as  far  as  possible,  he 
was  protected  from  adventitious  garlic  odor.  The 
subject  then  walked  to  the  observation  room — a 
room  about  100  feet  from  the  place  where  the 
garlic  was  applied.  Two  observers,  who  prev- 
iously absented  themselves  from  the  experiment, 
were  now  asked  to  note,  at  intervals,  whether  or 
not  the  subject’s  breath  was  tainted  with  the  odor 
of  garlic,  and  if  tainted,  to  record  their  findings. 
The  record  is  as  follows: 

OBSERVATIONS 

TIME: 

11:36  to  11:41  A.  M. — One  garlic  bulb  rubbed 
onto  the  soles  of  both  of  the  subject’s  feet.  No 
garlic  odor  can  be  detected  in  subject’s  breath. 

11:59  A.  M. — First  perception  of  garlic  in  the 
breath  of  the  subject — noted  especially  at  the  end 
of  expiration.  The  odor  is  very  weak. 

12:10  P.  M. — Breath,  even  when  exhaled 

For  information  relative  to  the  author,  see  Who’s  Who 
in  This  Issue. 


through  the  nose,  with  mouth  closed,  is  much  more 
strongly  tainted  with  the  odor  of  garlic  than  at 
11:59  A.  M. 

12:30  P.  M. — Garlic  in  the  breath  is  now  easily 
evident. 

1:00  P.  M. — Breath  of  subject  strongly  tainted 
with  garlic.  Subject  remarks  that  he  has  a taste 
of  garlic  in  his  mouth. 

2:30 — Garlic  odor  in  breath  is  even  stronger 
than  at  1:00  P.  M. 

6:30  P.M. — Garlic  odor  in  subject’s  breath  still 
strong,  and  garlic  taste  persists  in  his  mouth. 

8:00  P.M. — Garlic  odor  in  subject’s  breath  still 
strong. 

This  experiment  was  repeated  on  another  sub- 
ject and  the  results  were  essentially  the  same  as 
in  the  first  experiment. 

CONCLUSION 

This  experiment  proves  definitely  that  garlic, 
in  ordinary  amount,  is  readily  absorbed  by  the 
skin  and  blood  stream,  and  becomes  detectable  in 
the  breath  within  30  minutes  or  less.  The 
garlic  odor,  while  weak  at  first,  becomes  progres- 
sively and  increasingly  stronger  after  the  first 
30  minutes,  and  persists  in  the  breath  for 
well  over  12  hours.  Since  the  mucous  mem- 
brane of  the  mouth  is  a very  much  more  efficient 
absorbing  tissue  than  the  skin,  it  seems  that  the 
contention  of  Blankenhorn  and  Richards,  namely, 
that  garlic  breath  odors  do  come  from  the 
lungs  via  the  blood  stream,  is  well  founded,  and 
probably  accounts,  in  substantial  measure  at 
least,  for  the  embarrassing  persistence  of  this 
essential  oil  in  the  breath. — Charles  T.  Silverstine, 
B.S.,  Cincinnati,  Ohio. 
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The  Cleveland  Medical  Library  Association  is 
the  grateful  recipient  of  a fund  from  the  Cleve- 
land Dental  Library  Association.  The  latter  was 
organized  several  years  ago  and  is  now  in  the 
process  of  dissolution,  according  to  the  officers, 
Dr.  Frank  M.  Casto,  president,  and  Dr.  Harris  R. 
C.  Wilson,  secretary.  This  gift,  representing  the 
residue  in  the  treasury,  amounts  to  about  $125.00 
in  cash  and  a certificate  of  claim  on  an  impounded 
deposit  of  about  $250.00  in  the  Union  Trust  Com- 
pany. There  are  no  restrictions  as  to  the  use  of 
the  money,  which  will  probably  be  spent  for  books 
and  journals  on  dental  science  to  be  kept  on  a 
book  shelf  dedicated  to  the  Cleveland  Dental 
Library  Association. 


The  ingratitude  of  the  world  can  never  deprive 
us  of  the  conscious  happiness  of  having  acted 
with  humanity  ourselves. — Goldsmith. 


CASE  RECORD  PRESENTING  CLINICAL  PROBLEMS 

AN  ELDERLY  WOMAN  WITH  PAIN  AND  A MASS  IN  THE  RIGHT  UPPER  QUADRANT  OF 
THE  ABDOMEN;  HYPERTENSION;  AND  DIYERTICULOSIS. 

Presented  by 

PHILIP  T.  KNIES,  M.D.,  and  H.  L.  REINHART,  M.D. 


CASE  HISTORY 

A WHITE  female  62  years  of  age  was  ad- 
mitted to  the  hospital  complaining  of  pain 
in  her  right  side  of  two  days’  duration. 
The  family  physician  was  called  soon  after  the 
onset  of  the  pain.  He  palpated  a mass  and  elicited 
tenderness  in  the  right  upper  quadrant.  The  fol- 
lowing day  the  patient  vomited  a green  bitter 
fluid  of  non-fecal  character,  three  or  four  times. 
She  also  had  complained  of  abdominal  distention, 
and  has  had  no  bowel  movements  since  the  onset 
of  her  pain. 

Past  History:  Three  years  ago  she  had  a 

“pelvic  abscess”  which  was  drained  through  a 
midline  abdominal  incision.  A fecal  fistula  fol- 
lowed with  persistent  drainage.  The  etiology  of 
the  “pelvic  abscess”  was  undetermined.  There 
was  a history  of  “gall  bladder”  trouble  with  no 
mention  of  the  basis  for  such  a diagnosis.  She  also 
stated  that  she  was  being  treated  for  high  blood 
pressure.  Her  blood  pressure  was  170/96. 

Physical  Examination:  Temperature  101.4°, 

pulse  100,  respiration  20.  The  patient  was  an 
elderly,  well  nourished,  white  female,  lying 
quietly  in  bed,  without  manifestations  of  acute 
pain.  Although  the  skin  was  dry,  it  was  con- 
sidered to  be  a manifestation  of  senile  atrophy 
rather  than  acute  dehydration.  All  her  teeth  had 
been  extracted.  The  tonsils  were  large  and 
caseous  material  was  expressed  from  the  crypts. 
The  mucous  membranes  were  pale.  Examination 
of  the  lungs  was  unsatisfactory.  The  heart  was 
negative  on  auscultation  and  no  enlargement  was 
detected  on  percussion.  Blood  pressure  140/95. 
The  abdomen  was  large  and  flabby.  There  was  an 
old  midline  lower  abdominal  operative  scar,  in 
the  center  of  which  was  a fecal  fistula.  An  ill 
defined  mass  was  palpated  in  the  right  upper 
quadrant.  Although  it  was  not  very  hard  in  con- 
sistency, tenderness  in  this  region  prevented 
more  accurate  definition. 

Laboratory  Examinations:  Blood:  Hb.  96  per 
cent,  R.B.C.  5,290,000,  W.B.C.  19,000,  neutrophiles 
92  per  cent,  lymphocytes  4 per  cent,  monocytes  4 
per  cent,  1 basophile,  1 unclassified  cell;  moderate 
neutrophilic  shift  to  the  left.  Sedimentation  of 
R.B.C.  80-63-57-55-40.  N.P.N.  26  mg.  Chlorides 
412  mg.  Urine:  S.G.  1025,  acid,  10  mg.  albumin, 
sugar  negative,  occasional  R.B.C.  and  W.B.C.  and 
granular  cast. 

X-ray — barium  enema  revealed  no  evidence  of 
organic  pathology  in  the  colon.  There  were  mul- 
tiple diverticuli  of  the  descending  and  sigmoid 
colon. 

Course  in  Hospital:  On  admission  she  was 

given  a cleansing  enema  with  excellent  results. 
Fluids  were  given  subcutaneously.  Her  tem- 
perature fluctuated  between  100.4°  and  102.2°. 


This  is  the  twelfth  of  a series  of  cases  to  be  published 
under  the  heading,  “Case  Record  Presenting  Clinical  Prob- 
lems.” The  cases  presented  are  selected  by  Dr..  Harry  L. 
Reinhart  as  the  most  instructive  among  those  discussed  at 
the  weekly  pathologic  conferences  at  Starling-Loving  Hos- 
pital, Ohio  State  University,  Columbus,  Ohio. 


The  day  after  admission  she  complained  of  severe 
pains  in  her  back  and  legs,  which  were  relieved 
by  morphine.  She  died  unexpectedly  while  asleep, 
during  her  second  night  in  the  hospital. 

Dr.  Knies: 

Often  in  the  consideration  of  such  a case  for 
differential  diagnosis,  the  critical  points  may  be 
present  in  the  history  and  physical  examination, 
and  yet  be  under-developed  and  hence  unattractive 
because  of  the  disproportionate  emphasis  or  ap- 
parent logic  relating  to  another  possibility.  I 
believe  that  such  is  the  case  in  this  instance.  We 
are  dealing  with  an  incident,  acute  in  onset,  and 
as  indicated  by  the  laboratory  work,  involving 
probably  infection  or  necrosis  of  tissues  in  its 
process.  It  is  highly  likely  that  the  pathology  is 
primarily  abdominal.  It  is  true  that  the  abdominal 
reference  of  a coronary  accident  must  be  con- 
sidered, though  the  drop  in  blood  pressure  from  a 
previously  observed  level  is  not  inconsistent  with 
changes  of  time  and  the  acute  present  illness. 

There  is  nothing  more  to  suggest  a cardiac 
etiology  here,  and  much  more  in  the  way  of 
previous  history  or  signs  of  decompensation  would 
be  expected.  The  occurrence  of  an  angina  with 
purely  a right-sided  abdominal  reference,  though 
described,  would  be  unlikely  here  and  would  not 
explain  an  abdominal  mass.  Pneumonia  also  re- 
quires consideration,  but  the  abdominal  mass,  and 
the  unelevated  respiratory  rate  are  against  this. 
The  only  other  symptoms  of  possible  extra- 
abdominal significance  are  the  back  and  leg 
pains,  apparently  severe  enough  to  require  a 
narcotic.  These  are  compatible  with  a dissecting 
aneurysm,  the  abdominal  complaints  thus  being 
secondary  to  a mesenteric  thrombosis.  Such  a 
thrombosis  with  a localized  paralytic  ileus  might 
account  for  the  obstipation,  and  the  accumulation 
of  a fecal  mass,  and  might  even  be  compatible 
with  the  passage  of  barium  above  the  obstructed 
area.  It  should  typically  however,  be  associated 
with  bloody  tenesmus,  and  because  of  its  com- 
parative rarity  must  take  a minor  place  among 
diagnostic  possibilities. 

In  a woman  of  62  with  a history  of  vomiting, 
distention  and  obstipation,  obstruction  of  the 
colon  must  be  considered.  The  etiology  in  this 
connection  is  conveniently  supplied  by  the  history 
of  the  pelvic  abscess.  Occurring  in  a woman  of 
59  years  of  age,  primary  pelvic  pathology,  except 
secondary  to  malignancy,  is  unlikely,  and  the 
malignancy  may  be  ruled  out  by  the  time  interval. 
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With  the  subsequent  fecal  fistula,  a gastroin- 
testinal source  of  perforation  and  peritoneal  in- 
fection was  the  best  possibility  at  that  time. 

The  demonstration  of  diverticuli  at  the  present 
examination  suggests  that  gangrene  of  such  a 
structure  might  have  occurred  at  the  time  of  the 
abscess,  and  that  a recurrence  might  account  for 
the  present  episode.  Several  factors  do  not  lend 
themselves  in  this  regard.  Such  diverticuli  are 
usually  secondary  to  long-standing  constipation 
and  occur  as  a rule  in  the  lower  half  of  the  colon. 
To  .produce  the  present  mass,  the  obstructive 
lesion  needs  to  occur  in  the  upper  half,  near  the 
hepatic  flexure.  Furthermore  a diverticulitis 
would  hardly  typically  cause  the  present  obstruc- 
tion. 

It  is  true  that  the  history  of  recurrent  minor 
attacks  of  distention  and  “gall-bladder  history” 
are  compatible  with  minor  and  transient  obstruc- 
tions, but  if  obstruction  is  present  here,  it  is 
probably  on  the  basis  of  adhesive  distortion  of 
the  colon.  The  location  of  the  mass,  the  unlikeli- 
hood of  adhesive  bands  in  this  region,  from  the 
pelvic  abscess,  and  the  probability  that  the  real 
fistula  must  communicate  with  the  colon,  in  the 
region  of  the  appendix  rather  than  a diverticulum, 
and  hence  would  be  unlikely  to  involve  the 
hepatic  flexure  or  transverse  colon — all  such  fac- 
tors are  against  a colonic  obstruction  here. 
Furthermore  a fecal  mass  from  obstruction  would 
typically  be  in  a lower  quadrant,  and  of  course 
different  X-ray  findings  would  be  almost  im- 
perative. 

It  is  unfortunate  that  the  mass  of  distracting 
evidence  persuades  one  to  treat  lightly  a “gall- 
bladder history”.  The  exact  nature  of  these 
symptoms  is  unstated;  amplification,  and  state- 
ment of  reference  of  pain  would  be  of  great  as- 
sistance. Even  though  a thorough  attempt  be 
made,  it  is  often  difficult  though  no  less  desirable 
to  bring  order  into  the  chaos  of  a biliary  dispeptic 
history.  In  the  present  instance  an  obstructed, 
distended  and  probably  purulent  gall-bladder 
with  possibly  a precipitating  calculous  obstruction 
of  the  cystic  duct,  will  account  for  most  or  all 
the  observed  facts.  Common  duct  obstruction 
should  have  precipitated  a crisis  though  pos- 
sibly not;  and  there  should  have  been  jaundice. 
Obstruction  therefore  is  probably  limited  to  the 
cystic  duct.  The  back  pain  thus  becomes  under- 
standable, and  explanation  on  a renal  or  vascular 
basis  is  unnecessary.  Urinary  findings  here  should 
not  be  disturbing.  They  may  occur  in  any  acute 
illness,  especially  abdominal.  That  the  vomitus 
was  not  fecal  also  becomes  understandable. 

The  laboratory  findings  of  high  hemoglobin 
and  red  count  are  explained  by  dehydration  from 
vomiting,  as  also  the  decreased  chlorides. 

On  the  basis  of  the  above  considerations,  my 
impressions  are: 


1.  Chronic  cholecystitis  and  cholelithiasis. 

2.  Obstruction  of  cystic  duct. 

3.  Empyema  of  gall-bladder. 

4.  Fecal  fistula,  probably  from  colon. 

5.  Arteriosclerosis. 

6.  Paralytic  ileus. 

7.  Diverticulosis  of  colon. 

Dr.  Reinhart:  Anatomic  Diagnosis: 

1.  Obstruction  of  cystic  biliary  duct  by  ball 
valve  stone. 

2.  Cholelithiasis. 

3.  Empyema  of  gall  bladder. 

4.  Fecal  fistula  (laparotomy  scar  to  caecum). 

5.  Chronic  adhesive  peritonitis. 

6.  Diverticulosis,  sigmoid  and  descending  colon. 

7.  Arteriosclerosis  of  coronary,  renal  and 
mesenteric  arteries. 

8.  Marked  fibrosis  of  myocardium. 

9.  80  per  cent  occlusion  anterior  branch  of  left 
coronary  artery. 

A large  biliary  stone  occluded  the  outlet  of  the 
gall  bladder:  the  gall  bladder  was  greatly 

dilated,  filled  with  pus  and  was  the  “mass”  pal- 
pated in  the  right  upper  quadrant.  The  hepatic 
and  common  biliary  ducts  were  patent,  permitting 
a flow  of  unconcentrated  bile  from  liver  to 
duodenum. 

While  there  was  a chronic  adhesive  peritonitis 
present,  there  was  no  organic  intestinal  obstruc- 
tion. In  the  absence  of  manifest  organic  path- 
ology of  unquestioned  etiological  significance,  we 
are  prone  to  dismiss  apparently  minor  lesions  as 
of  little  or  no  importance.  Such  is  often  the  case 
with  “intestinal  adhesions.” 

Among  the  more  characteristic  manifestations 
of  the  degenerative  period  of  life  is  loss  of  mus- 
cular tone  and  elasticity.  This  is  manifested  in 
the  intestinal  tract  by  an  increasing  sluggish- 
ness of  intestinal  movement  varying  from  con- 
stipation to  obstipation,  which  may  be  intensified 
by  many  conditions,  occasionally  to  such  a de- 
gree that  they  dominate  the  clinical  picture, 
particularly  in  the  mind  of  the  patient.  The 
pathological  background  of  such  a picture  is 
often  a mesenteric  arteriosclerosis.  Such  back- 
ground would  be  accentuated  by  the  vascular  con- 
gestion and  fecal  stasis  induced  by  chronic  ad- 
hesive peritonitis,  as  well  as  fecal  fistula.  Cer- 
tainly this  patient  attributed  her  illness  to  her 
constipation,  and  the  history  is  dominated  by 
this  idea.  The  existence  of  the  obstipation  is  re- 
vealed in  the  results  of  the  enema  and  the  intes- 
tinal contents  at  autopsy.  In  such  cases,  relief 
is  usually  sought  and  often  found  in  laxatives. 
The  diverticulosis  may  be  the  anatomical  re- 
flection of  such  a history.  As  milder  laxatives  fail 
to  relieve  more  drastic  ones  are  employed. 
Drastic  cathartics  flood  the  lymphatics  and  blood 
stream  with  bacteria  which  not  infrequently 
localized  in  a focus  of  lowered  resistance,  as  in 
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this  case  the  gall  bladder,  with  a resulting 
pyogenic  infection. 

However,  it  is  not  improbable  that  this  patient 
might  have  weathered  the  hazards  of  her  in- 
fection, if  her  coronary  arteries  had  not  likewise 
been  the  seat  of  an  extensive  arteriosclerosis. 
The  resultant  progressive  patchy  fibrosis  of  the 
myocardium  had  insidiously  destroyed  the  reserve 
of  the  heart  muscle  to  such  an  extent  it  could  not 
withstand  any  undue  stress  or  strain.  The  gall 
bladder  infection  provided  the  “undue  stress  and 
strain”  which  was  responsible  for  the  unexpected 
acute  myocardial  insufficiency. 


Deficiency  State 

Of  the  conditions  requiring  therapeutic  diets, 
the  most  obvious  are  those  due  to  deficiency. 
Such  conditions  demand  very  little  effort  on  the 
part  of  the  person  prescribing  the  diet.  The  diag- 
nosis indicates  precisely  what  adjustments  need 
to  be  made,  whether  the  inadequacy  is  due  to  a 
lack  of  vitamins,  of  minerals,  of  proteins,  of 
energy  or  of  fiber.  It  is  evident  that  disturbances 
arising  from  a deficiency  are  corrected  by  a diet 
normal  for  the  individual  augumented  by  a greater 
supply  of  the  properties  he  may  lack. 

Chronic  undernutrition  has  been  shown  by 
Strang  and  his  associates  to  be  due,  not  to  meta- 
bolic anomaly  nor  to  abnormal  functioning  of  the 
endocrines,  but  merely  to  a lack  of  adequate  food 
intake.  Some  of  the  post-operative  invalids  have 
received  inadequate  diets  sufficiently  long  to  per- 
mit avitaminosis. 

The  various  clinical  manifestations  arising 
from  avitaminosis  are  being  better  connected  with 
the  specific  vitamin  of  which  there  is  a lack. 
Authorities  on  nutrition  consider  that  the  chang- 
ing conditions  of  man’s  environment  have  de- 
prived him  of  part  of  the  vitamin  D that  he  used 
to  get  by  natural  methods,  and  they  feel  that  an 
additional  supply  of  this  vitamin  is  of  benefit, 
especially  in  the  case  of  a growing  child. 

The  development  of  information  about  anemia 
during  the  past  decade  has  brought  about  the 
clear  recognition  that  this  condition  may  be  de- 
pendent upon  mineral  deficient  nutrition. 

Among  the  conditions  from  which  deficiencies 
arise  is  that  of  excessive  utilization,  which  may 
make  'inadequate  a diet  that  has  served  well  in  the 
past.  It  should  be  common  knowledge  that  during 
pregnancy  and  lactation  there  is  need  for  ad- 
ditions in  certain  minerals,  protein  and  energy- 
producing  foods.  Briefly,  we  can  say  that  the  diet 
for  the  pregnant  and  lactating  woman  should  in- 
clude daily  one  and  a half  quarts  of  milk,  a serv- 
ing of  meat  or  cheese,  a serving  of  liver  or  eggs 
(for  the  iron  content),  three  or  four  servings  of 
vegetables  and  fruits  including  one  green  leafy 
vegetable  or  a citrus  fruit  as  a source  of  vitamin 
C.  Additional  vitamins  should  be  secured  by  the 


use  of  yeast  and  Cod  Liver  Oil.  The  patient  de- 
serves a definite,  detailed  explanation  of  the 
dietary  changes  during  pregnancy.  Too  many 
physicians,  when  finding  a trace  of  albumen  in 
the  urine,  merely  advise  the  patient  to  “omit  all 
meat  and  eggs”  in  the  diet  or,  if  they  do  not  want 
the  patient  to  get  too  heavy  during  pregnancy, 
advise  her  to  “leave  out  all  starchy  foods”.  Labor- 
saving  as  this  may  be,  it  is  also  thoughtless  and 
unfair  to  the  mother  and  her  child. 

Patients  suffering  from  prolonged  fevers,  an- 
other form  of  excessive  utilization,  should  not  be 
starved,  but  on  the  contrary  more  calories  should 
be  given  in  easily  digested  form  to  compensate  for 
the  increased  metabolism.  It  was  shown  long  ago 
that  the  convalescence  from  typhoid  fever  was 
prolonged  when  the  diet  had  been  deficient  in 
energy-producing  foods. — Samuel  S.  Altshuler, 
M.D.,  F.A.C.P.,  Detroit,  Mich.,  Jour.  Mich.  State 
Med.  Soc.,  35;645;  Oct.,  1936. 


Psychosis  Due  to  Caffeine 

When  all  of  the  findings  are  assembled  it  cer- 
tainly appears  that  we  have:  (1)  A young  girl, 
poorly  endowed  constitutionally  (unstable),  with 
emotional  lability,  who  is  made  more  so  by  the 
debilitation  following  rheumatic  fever.  (2)  Marked 
evidence  of  drug  sensitivity  and  protein  sen- 
sitivity. (3)  Physical  and  laboratory  evidence  of 
allergy. 

The  problem  which  brought  the  patient  to  the 
hospital  was  an  active  psychotic  state.  This  state, 
it  so  happened,  was  the  reaction  of  the  total  per- 
sonality of  the  individual  to  caffeine  which  con- 
stituted a part  of  her  total  environment.  This 
part  environment  constituted  a substance  to 
which  she  responded  in  an  allergic  manner,  and 
this  response  manifested  itself  more  strongly  as 
a psychosis  than  in  any  other  manner.  When  the 
incompatible  environment,  caffeine,  was  removed, 
she  immediately  returned  to  her  former  normal 
state.  Such  an  allergic  basis  for  a psychosis  is  a 
bit  unusual,  but  in  this  case  the  facts  certainly 
warrant  such  conclusions. 

It  was  extremely  unfortunate  that  this  girl  was 
diagnosed  a psychoneurotic,  for  it  was  unques- 
tionably this  diagnosis  which  led  to  the  treatment 
which  in  turn  produced  the  actual  psychosis. 
Such  an  instance  is  probably  not  an  isolated  one. 
The  diagnoses,  psychoneurosis,  neurosis,  hysteria 
and  such,  are  labels  which  come  freely  and  easily 
to  the  minds  of  medical  men  when  they  have  a 
diagnostic  problem  which  baffles  them. — M.  C. 
McManamy,  M.D.,  and  P.  G.  Schube,  M.D.,  Boston, 
Mass.,  N.E.Jour.  of  M.,  215:616,  Oct.  1,  1936. 


To  study  the  phenomena  of  disease  without 
books  is  to  sail  an  uncharted  sea,  while  to  study 
books  without  a patient  is  not  to  go  to  sea  at  all. 
— Sir  William  Osier. 
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We  Sometimes  Forget  — 

AFTER  all,  the  skin  is  neither  leather  nor 
glass,  and  overly  zealous  treatment  may  be 
infinitely  worse  than  none  at  all.  Severe 
exacerbations  of  eczema  often  follow  injudicious 
applications.  Vesicular  epidermatophytosis  may 
be  aggravated  by  strong  chemicals. 

Many  relatively  minor  skin  disorders  are  ag- 
gravated by  treatment  with  incompatibles.  Re- 
member that  ointments  or  solutions  containing 
mercurial  preparations  and  those  with  sulphur 
should  not  be  used  on  the  same  skin  surfaces. 
Mercury  ointments  should  not  be  applied  after 
iodine  has  been  painted  on  the  skin,  or  when  it  is 
being  administered  internally,  unless  a severe 
local  reaction  is  desired. 

Dermatitis  venenata  in  the  acute  vesicular  stage 
can  be  greatly  aggravated  with  salves  or  oint- 
ments. Wash  first  with  50  per  cent  alcohol.  Com- 
presses of  1:5000  potassium  permanganate  are 
useful,  followed  by  applications  of  calamine  lotion, 
adding  one  per  cent  phenol  and  one-fifth  of  one 
per  cent  menthol  to  alleviate  itching. 

Wealth,  social  position,  and  fine  raiment  fur- 
nish no  defense  against  the  acarus  scabiei.  Noc- 
turnal itching,  the  history  of  other  cases  in  the 
family,  the  finding  of  burrows,  and  a vesicular 
eruption  in  the  finger  webs  should  arouse  sus- 
picion whether  the  patient  be  rich  or  poor. 

In  bizarre  eruptions,  it  is  well  to  remember  the 
possibility  of  self-induced  eruptions,  especially  if 
the  patient  is  of  neurotic  or  hysterical  type,  or  if 
a claim  is  made  for  damages  or  for  compensation 
because  of  disability.  Localized  areas  of  necrosis 
should  arouse  suspicions  (phenol  or  strong 
caustics). 

Exposure  to  the  sun  rays  is  not  a universal  - 
panacea  for  all  the  ills  to  which  flesh,  and 
especially  the  skin,  may  be  heir.  For  evidence  of 
its  ravages,  look  at  the  faces  of  old  farmers, 
fishermen,  and  sailors,  and  see  what  sun,  wind, 
and  weather  can  do.  Some  cases  of  lupus  erythe- 
matosus are  undoubtedly  precipitated  by  exposure 
to  the  sun. 

It  is  unwise  to  repeat  immediately  general 
inunction  with  sulphur  ointment  in  patients  with 
scabies  lest  an  annoying  and  stubborn  sulphur 
dermatitis  be  provoked.  Allow  an  interval  be- 
tween courses  of  sulphur  application  to  allow’  the 
skin  to  recover. 

In  treating  impetigo,  do  not  merely  direct  the 
application  of  ammoniated  mercury  ointment,  but 
explain  carefully  the  necessity  of  removing  all  the 
crusts  and  pushing  back  the  collarette  border  with 
cotton  before  rubbing  in  the  ointment. 

In  prescribing  calamine  lotion,  tell  the  patient 
wrhen  to  discontinue  its  use.  Prolonged  applica- 
tions often  cause  intense  dryness  of  the  skin, 
which  in  itself  may  act  as  an  additional  irritant. — 
Clyde  L.  Cummer,  M.D.,  Cleveland,  Ohio. 


Members  who  are  carrying  on 
original  research  or  have  interesting 
charts,  etc.,  of  unusual  cases  should 
be  thinking  about  the  Scientific  Ex- 
hibit to  be  held  in  connection  with 
the  1937  Annual  Meeting  at  Dayton, 
the  week  of  April  25. 

This  feature  of  the  Annual  Meet- 
ing is  open  to  all  members  who  have 
something  new,  constructive,  and 
original  to  offer. 

An  application  blank  for  the  Scien- 
tific Exhibit  will  be  published  in  the 
January  issue  of  The  Journal.  Watch 
for  it! 


Research  Grants  Available 

The  Committee  on  Scientific  Research  of  the 
American  Medical  Association  invites  application 
for  grants  of  money  to  aid  in  research  on  prob- 
lems bearing  more  or  less  directly  on  clinical 
medicine.  Preference  is  given  to  requests  for 
moderate  amounts  to  meet  specific  needs.  For  ap- 
plication forms  please  address  the  committee  at 
535  North  Dearborn  Street,  Chicago. 


New  Medical  Director  Named 

Frederick  Stearns  & Company  recently  an- 
nounced the  appointment  of  Dr.  Lloyd  L.  Ely  as 
medical  director.  Dr.  Ely  has  had  extensive  clinical 
experience  in  diabetes.  He  is  a member  of  the 
Indiana  State  Medical  Association,  the  American 
Medical  Association  and  the  Society  for  the  Study 
of  Internal  Secretarion. 


COMING  MEETINGS 

Ohio  State  Medical  Association,  Dayton,  during 
vreek  of  April  25-May  1,  1937. 

American  Medical  Association,  Atlantic  City, 
June  7-11,  1937. 

First  International  Conference  on  Fever 
Therapy,  Newr  York,  Mar.  30-April  2,  1937. 

National  Society  for  the  Prevention  of  Blind- 
ness, Columbus,  Dec.  3-5. 

Radiological  Association  of  North  America,  Cin- 
cinnati, Nov.  30-Dec.  4. 

Society  for  the  Study  of  Asthma  and  Allied 
Conditions,  New  York,  Dec.  5. 

Society  of  American  Bacteriologists,  Indiana- 
polis, Dec.  28-30. 

Southern  Surgical  Association,  Edgewrater  Park, 
Miss.,  Dec.  15-17. 

Western  Surgical  Association,  Kansas  City, 
Mo.,  Dec.  11-12. 


HYGIENE  IN  OHIO  COLLEGES  SIXTY  YEARS  AGO  AND  AN 
EARLY  MEDICAL  SOCIETY  AND  JOURNAL 

By  Robert  G.  Paterson,  Ph.D.,  Columbus,  Ohio 


A RELATIVELY  rare  volume  in  the  public 
health  field  is  entitled  “Hygiene  in  Amer- 
ica’’, by  Dr.  Henry  I.  Bowditch,  and  pub- 
lished by  Little,  Brown  and  Company,  Boston, 
1877.*  The  volume  is  an  expansion  of  a paper 
prepared  and  delivered  at  the  International 
Medical  Congress  held  in  connection  with  the 
Centennial  Celebration  at  Philadelphia  in  1876. 

Dr.  Bowditch  made  inquiry,  by  the  question- 
naire method,  concerning  the  status  of  hygiene 
teaching  in  the  colleges  and  universities  through- 
out the  country.  Responses  from  Ohio  came  from 
Antioch  College,  Marietta  College,  Oberlin  Col- 
lege and  Wesleyan  University.  For  example,  the 
reply  from  Antioch  College  was  as  follows: 

“No  instruction  (in  hygiene)  is  given,  ex- 
cept what  I give  on  physiology,  as  one  of  the 
branches  of  natural  science.  I make  it  my 
aim  to  bring  out,  as  far  as  possible,  the 
physiological  and  hygienic  bearings  of  every 
branch  of  the  study  of  anatomy,  of  which 
regular  dissection  (animal)  forms  a leading 
feature.  I also  have  always  devoted  one  lec- 
ture a week  to  the  subject  mentioned  in  your 
first  query  (hygiene).  So  that  in  our  six 
months’  course  in  anatomy  and  physiology, 
I bring  in  a great  many  of  them,  and . the 
students  have  the  opportunity  of  becoming 
acquainted  with  the  great  laws  of  health,  both 
relating  to  the  individual  and  to  the  State.” 

Again : 

“Our  boys  have  lately  established  a small 
gymnasium,  which  time  may  develop  into 
more;  and  last  summer,  for  the  first  time, 
several  of  them  built  boats,  and  commenced  a 
rowing  club.  I hope  this  will  not  quite  die 
out  during  the  winter.” 


*The  author  would  be  pleased  to  hear  from  readers  who 
may  possess  this  volume. 


Robert  G.  Paterson,  Ph.D.,  Colum- 
bus, Ohio,  is  the  executive  secretary  of 
the  Ohio  Public  Health  Association,  and 
professor  in  the  School  of  Social  Ad- 
ministration, Ohio  State  University. 


From  Oberlin  College  the  reply  was: 

“The  importance  of  physical  exercise  has 
always  been  urged  upon  the  students.  We  do 
not  require  it;  but  occasional  lectures  are 
given,  by  different  members  of  the  Faculty,  on 
the  subject.  Baseball  is  popular  and  football. 
The  gymnasium  is  patronized  regularly  by  a 
large  percentage  of  the  college  students,  per- 
haps half.” 

The  reply  from  Miami  Medical  College  which 
was  the  only  one  received  by  Dr.  Bowditch  from 
the  Medical  Colleges  in  Ohio  was  as  follows: 

“Regular  instruction  is  given  in  Public  and 
Private  Hygiene  and  State  Preventive  Medi- 
cine, during  the  spring  session,  which  is 
naturally  a prolongation  of  the  winter  or 
regular  session.  The  course  consists  of  about 
sixteen  lectures  illustrated  by  diagrams.  The 
Chair  proper  is  that  of  Anatomy.  The  writer 
then  continues  as  follows:  In  1865,  after  my 
return  from  the  army,  I became  superinten- 
dent of  health  in  this  city,  which  I held  for 
eight  years;  and  I succeeded  in  placing  the 
health  department  of  this  city  on  a permanent 
footing.  I procured  an  Act  from  the  Legis- 
lature, providing  for  the  establishment  of 
boards  of  health  for  all  cities  and  larger  towns 
in  the  state.  I thus  became  much  interested 
in  sanitary  science.  I have  learned  its  im- 
portance to  the  public,  as  well  as  to  individ- 
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The  Journal  Wishes  to  Announce  That  .... 

David  A.  Tucker,  A.B.,  A.M.,  F.A.C.P.,  M.D.,  professor  of  medical  history, 
University  of  Cincinnati  School  of  Medicine,  has  consented  to  “keep”  The  His- 
torian’s Notebook  beginning  with  the  January,  1937,  issue. 

Most  Ohio  physicians  are  familiar  with  Dr.  Tucker’s  writings  on  historical 
subjects.  Many  also  will  remember  his  excellent  exhibit  of  old  books  at  the 
1935  Annual  Meeting  at  Cincinnati. 

The  Journal  congratulates  itself  on  being  able  to  avail  itself  of  the  services 
of  this  scholar. 


uals.  Hence  the  reason  for  my  assuming  the 
duty  of  an  extra  course  of  lectures  on  this 
subject.  I am  endeavoring  to  work  up  our 
state  medical  society  to  the  necessity  of  hav- 
ing a state  board  of  health.” 

A comparison  of  conditions  in  our  colleges  and 
universities  today  with  those  of  sixty  years  ago 
gives  one  some  conception  of  the  growth  in  im- 
portance of  subjects  embraced  under  the  general 
term  “hygiene”. 

5fC  5fC 

AN  interesting  development  in  the  early  his- 
tory of  medical  organization  and  literature 
in  Ohio  was  the  Belmont  (County)  Medi- 
cal Society.  The  contributions  of  the  society  are 
contained  in  three  volumes  as  follows: 

First : 

“Transactions  of  the  Belmont  Medical  So- 
ciety from  1847-55;  with  which  is  bound  the 
constitution  and  by-laws  of  the  xxxx,  together 
with  a code  of  medical  ethics  and  a bill  of 
rates  adopted  by  said  society.  Bound  in  two 
volumes  8 mo.  at  Bridgeport,  Ohio  and  pub- 
lished by  J.  G.  Affleck.” 

These  two  volumes  are  in  the  library  of  the 
Surgeon-General’s  office,  U.  S.  Army;  in  the 
library  of  the  New  York  Academy  of  Medicine; 
and  the  Boston  Medical  Society. 

Second: 

“Belmont  (The)  Medical  Journal;  a monthly 
periodical,  published  under  the  patronage  of 
the  Belmont  Medical  Society.  Edited  by  James 
M.  McConahey,  John  G.  Affleck,  Wm.  Estep 
and  Ephriam  Gaston.  Volumes  1 and  2,  June, 
1858  to  May,  1860.  Bound  in  1 volume  12  mo. 
Bridgeport,  Ohio,  and  published  by  J.  G. 
Affleck.” 


This  volume  is  found  in  the  library  of  the 
Surgeon-General’s  office,  U.  S.  Army;  the  New 
York  Academy  of  Medicine;  and  the  Boston 
Medical  Society. 

In  connection  with  the  Centennial  Celebration 
in  Philadelphia  in  1876  there  was  published  a 
small  volume  entitled  “A  Century  of  American 
Medicine” , covering  the  hundred-year  period 
1776-1876.  The  articles  were  printed  in  the 
American  Journal  of  the  Medical  Sciences  and 
later  issued  as  a bound  volume.  The  articles 
were:  “Practical  Medicine”,  by  Edward  H. 

Clarke;  “A  History  of  the  Discovery  of  Modern 
Anesthesia”,  by  Henry  J.  Bigelow;  “Surgery”,  by 
Samuel  D.  Gross;  “Obstetrics  and  Gynecology”, 
by  T.  Gaillard  Thomas;  and  “Literature  and  In- 
stitutions”, by  John  S.  Billings. 

In  Dr.  Billings’  review  he  referred  to  the  Bel- 
mont Medical  Society  publications  in  the  follow- 
ing vein: 

“A  rare  medical  periodical  and  curiosity  in 
its  way  is  The  Belmont  Medical  Journal,  pub- 
lished at  Bridgeport,  Ohio  under  the  auspices 
of  the  Belmont  County  Medical  Society  1858- 
60.  With  this  belong  the  transactions  of  the 
same  society  from  1847  to  1857  forming  in 
all  three  small  volumes  in  12  mo.  (sic).  These 
publications  are  unique  in  their  way  and 
illustrate  what  can  be  done  by  a County  Medi- 
cal Society,  composed  entirely  of  country 
practitioners.  They  contain  some  amusing 
flights  of  rhetoric,  and  some  well-recorded 
cases  and  many  of  the  papers  are  interesting 
because  it  is  evident  that  they  were  written 
precisely  as  the  authors  talked.” 

So  far  as  can  be  ascertained  not  a single  copy 
of  the  “Transactions”  or  the  Jouimal  is  to  be 
found  in  the  medical  libraries  in  Ohio.  Attention 
of  members,  particularly  in  Belmont  County,  is 
called  to  this  fact  in  the  hope  that  copies  may  be 
obtained  for  the  historical  collection  of  the 
College  of  Medicine,  Ohio  State  University. 


SPLENDID  PROGRAM  PRESENTED  AT  ANNUAL  CONFERENCE  OF 
OHIO  HEALTH  COMMISSIONERS  WITH  STATE  DEPARTMENT 


FEATURED  by  an  attendance  of  approxi- 
mately 300  city  and  county  health  commis- 
sioners, sanitarians  and  public  health 
nurses,  and  an  excellent  program,  the  Seventeenth 
Annual  Conference  of  Ohio  Health  Commissioners 
with  the  State  Department  of  Health,  held  at  the 
Deshler-Wallick  Hotel,  Columbus,  November  4-7, 
was  one  of  the  most  successful  in  the  history  of 
such  meetings. 

Dr.  Walter  H.  Hartung  sounded  the  keynote  of 
the  conference  when  he  said  in  his  annual  address 
as  State  Director  of  Health  at  the  opening  session 
Wednesday  afternoon: 

“When  I addressed  you  last  year  I expressed 
the  hope  that  no  public  health  activity,  either  local 
or  departmental  would  bring  forth  any  antagon- 
ism from  the  organized  medical  profession  and 
that  it  has  always  been  my  desire  to  develop  a 
greater  spirit  of  cooperation  between  the  public 
health  official  and  the  practicing  physician.  This, 
I think,  has  been  fully  accomplished  as  the  dis- 
tinction between  medical  practice  and  public 
health  has  become  more  fully  recognized.  Many 
health  workers  have  considered  the  individual 
practicing  physician  as  too  self-centered,  and  why 
should  any  man  not  be,  especially  to  the  extent 
that  his  life’s  work  be  guarded  jealously,  zeal- 
ously, against  those  things  he  considers  an  in- 
fringement, and  the  more  so  when  his  life’s  work 
is  good! 

DEALS  IN  INDIVIDUAL  CASES 
“The  practicing  physician  must  know  and  live 
up  to  certain  ethical  standards  which,  while 
making  his  a profession  of  dignity  and  honor,  dis- 
tinctly handicap  him  in  the  pursuit  of  wealth  and 
in  any  endeavor  that  might  savor  of  solicitation; 
he  must  wage  open,  vigorous  warfare  against 
disease  and  death,  yet,  because  of  this  code  of 
ethics,  he  must  struggle  mutely  against  that 
curious  semi-knowledge  the  public  has  of  vital 
things,  upon  which  the  cupidity  of  the  charlatan 
thrives. 

“The  man  in  active  practice  sees  sickness  in 
detail,  and  is,  as  he  should  be,  more  interested  in 
the  individual  case  than  in  the  general  physical 
condition  of  the  community,  for  each  serious  ill- 
ness demands  such  concentrated  attention  that 
community  health  is  to  him  but  incidental. 

TASK  OF  THE  HEALTH  WORKER 

“The  health  worker  should  be  interested  in  the 
individual  case  only  as  it  may  affect  the  com- 
munity at  large,  not  so  much  in  the  curative  meas- 
ures employed  as  in  the  fact  that  a single  case 
may  be  a potential  epidemic,  so  his  interest  lies  in 
the  prevention  of  widespread  disease,  in  pre- 
serving public  well-being,  and,  of  vastly  more 
importance  to  the  profession,  his  interest,  his 


duty,  lies  in  imparting  to  the  public  true  informa- 
tion of  modern  medicine,  in  educating  the  layman 
along  lines  in  which  other  branches  of  the  pro- 
fession must  remain  silent,  for  the  health  worker, 
not  being  in  active  practice,  may  teach  medical 
truths  with  no  thought  of  personal  propaganda, 
and,  in  the  present  state  of  society,  we  all  know 
such  teaching  has  become  a real  necessity.  The 
rapid  progress  in  the  material  things  of  life — in- 
ventions, discoveries  in  science,  etc., — has  keyed 
the  modern  mind  to  a watchful  expectancy,  a be- 
lief that  anything  new,  more  especially  if  labeled 
‘scientific’  must  be  good,  and  as  man  knows  less 
of  his  body  mechanism  than  of  his  automobile, 
this  age  offers  the  most  fertile  field  for  quackery 
the  world  has  ever  known  and  the  solution  of  the 
problem  must  be  the  work  of  a legitimate  branch 
of  the  medical  profession — you,  the  public  health 
officials. 

“We  know  that  community  health  depends 
largely  on  the  community  intelligence  level  and,  in 
fact,  individual  home  life  may  be  measured  by  the 
same  standard,  and  that  the  paths  of  error  are 
various  and  infinite  and  that  people  continue  to 
perish  simply  through  lack  of  knowledge. 

PROGRAM  OF  EDUCATION 

“This  program  of  education  may  seem  an  end- 
less and  almost  hopeless  task  as  the  power  of  in- 
struction appears  of  little  efficacy  except  to  those 
who  normally  are  so  happily  endowed  with  suffi- 
cient good  sense  as  to  make  it  almost  superfluous, 
yet  the  work  must  go  on,  because  we  cannot  limit 
the  effects  of  ignorance  to  the  ignorant;  the  in- 
nocent children  and  the  sensible  citizens  of  a 
thickly  settled  community  must  often  suffer  also. 
As  I stated  last  year,  there  is  no  supposition  so 
well-proved  fallacious  as  that,  if  people  know 
what  is  right,  they  will  practice  what  they  know. 
They  will  not,  and  in  this  country  compulsion  of 
the  individual  for  his  own  personal  good  does  not 
exist  in  civilian  public  health,  but  compulsion  of 
the  individual  for  community  good  is  ably  taken 
care  of  by  Ohio  laws. 

“All  the  power  that  comes  from  long  training 
and  from  the  condensation  of  accumulated  ex- 
perience has  been  woven  into  these  rules  and  regu- 
lations, so  very  few  contingencies  can  arise  for 
which  no  provision  has  been  made.  Every  health 
commissioner  should  familiarize  himself  with 
just  what  he  can  and  cannot  do  for  the  public  wel- 
fare, and  those  districts,  either  general  or  city,  in 
which  these  rules  and  regulations  are  most  care- 
fully observed  are  always  the  ones  in  which  public 
health  accomplishments  are  greatest. 

THE  SUCCESSFUL  HEALTH  OFFICER 

“So,  too,  the  successful  health  official  is  one  who 
is  ethical  and  has  the  solid  backing  of  the  physi- 
cians of  his  district;  the  tie-up  as  it  should  be, 
and  the  relationship  between  the  physician  and 
the  health  department  has  been  ably  expressed 
by  Dr.  Alfred  Friedlander  in  a paper  read  before 
the  Ohio  State  Medical  Association: 

“ ‘The  four  lines  of  defense  in  the  control  of 
acute  contagious  diseases  common  in  childhood 
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are,  home,  schools,  physician  and  health  depart- 
ment. The  physician  is  a vital  link  in  this  chain. 
Often  he  serves  as  the  medium  through  which  in- 
formation gets  from  the  home  to  the  department 
of  health. 

“ ‘In  the  control  of  these  diseases,  the  health  de- 
partment is  only  as  strong  as  its  weakest  link. 
The  link  represented  by  the  medical  profession  is 
weak  if  those  diseases  are  not  promptly  and  fully 
reported. 

“ ‘The  physician  may  be  looked  upon  as  a field 
representative  of  the  health  department.  Through 
his  cooperation  a fund  of  vital  facts  should  pour, 
constantly,  into  the  department  where  analyses  of 
such  information  should  result  in  a more  effective 
community  health  program.’ 

“The  ideal  is  that  the  health  commissioner 
should  have  definite  qualifications  and  should  be 
especially  trained  for  his  work,  just  as  any  physi- 
cian entering  into  a specialized  field  of  medicine, 
say,  pediatrics,  surgery,  ophthalmology,  etc., 
must  have  special  training,  but,  naturally,  this 
ideal  is  a consideration  of  the  future,  and  many 
of  our  health  commissioners  have  become  quali- 
fied through  years  of  service  and  experience  and 
we  hope  they  may  continue  to  serve  for  many 
years  to  come.” 

REVIEWS  YEAR’S  ACTIVITIES 

Dr.  Hartung  outlined  progress  made  in  Ohio 
during  the  year  in  various  activities  coming 
under  the  Federal  Social  Security  program,  point- 
ing out  that  the  program  of  the  Bureau  of  Child 
Hygiene  and  Maternal  Welfare  was  first  approved 
by  an  advisory  council  of  12  leaders  in  the  medi- 
cal, dental  and  nursing  professions,  and  was  to 
be  “educational,  demonstrative  and  investigative”. 

Expressing  his  pleasure  at  the  re-establishment 
of  the  Bureau  of  Public  Health  Nursing  and  the 
Bureau  of  Dental  Hygiene,  Dr.  Hartung  predicted 
that  these  agencies  would  be  potent  factors  in  the 
department’s  educational  program  for  the  pro- 
motion of  better  public  health. 

Dr.  Hartung  stated  that  the  policy  of  the  en- 
larged Bureau  of  Occupational  Diseases  is  “to  be 
research  and  not  intrusive  investigation”. 

VENEREAL  DISEASE  POLICY 

The  program  of  the  Bureau  of  Venereal  Disease 
Control  was  outlined  by  Dr.  Hartung  in  the  fol- 
lowing statement: 

“Each  health  commissioner  is  to  be  contacted 
and  every  physician,  dentist  and  druggist  in  his 
district  interviewed  personally  in  order  to  secure 
better  reporting.  Medical  groups  are  to  be  ad- 
dressed and  an  explanation  made  of  the  program. 
The  early  treatment  of  syphilis  is  stressed  and 
routine  Wassermann  of  all  expectant  mothers 
urged. 

“This  department  continues  to  furnish  free 
drugs  in  ever-increasing  quantities  and,  where 
possible,  we  urge  the  health  commissioner  to  in- 


duce some  practitioner  to  administer  these  sup- 
plies to  indigents. 

“In  sparsely  settled  rural  districts,  where  no 
clinic  facilities  are  available,  a fee  of  $1.00  for 
intravenous  medication  and  50  cents  for  intra- 
muscular injections  will  be  paid.  Assuming  that 
an  early  case  of  syphilis  will  require  a minimum 
of  20  doses  of  neorasphenamine  and  20  doses 
of  bismuth,  the  cost  of  $30.00  for  each  case 
is  probably  one  of  the  best  investments  ever  made 
of  taxpayers’  money.  The  local  health  commis- 
sioner should  refer  all  indigent  cases  under  this 
plan  to  a private  physician  who  may  be  selected 
by  agreement  between  the  health  commissioner 
and  the  local  medical  society. 

“Our  field  representative  will  work  out  a pro- 
gram for  each  county  or  city  with  the  local  health 
commissioner  to  supply  the  necessary  follow-up 
service  for  his  community.  In  other  words,  the 
central  office  will  exercise  only  supervision  of  the 
county  or  city  venereal  disease  control  program, 
exactly  as  they  do  in  the  control  of  other  com- 
municable disease  programs,  the  object  being  to 
decentralize  the  responsibility  as  much  as  possible 
and  place  the  burden  of  all  venereal  disease  con- 
trol measures  on  the  community  where  it  exists. 
This  is  not  socialized  medicine  but  a cooperation 
of  the  medical  profession  and  health  departments 
in  a concerted  attack  on  America’s  greatest 
plague.” 

Dr.  Hartung  related  the  accomplishments  of  the 
Division  of  Sanitary  Engineering  during  the  past 
year  in  reviewing  and  approving  plans  for  new 
works  for  water  supply,  water  purification,  sewer- 
age and  sewage  disposal.  He  also  explained  the 
work  done  to  abate  stream  pollution,  pointing  out 
that  8,200  abandoned  coal  mines  in  southeastern 
Ohio  had  been  closed  during  the  past  year. 

In  discussing  the  aid-to-public-health-districts 
part  of  the  Social  Security  program,  he  said  that 
there  are  now  84  full-time  districts  in  Ohio,  38  of 
which  are  participating  in  Federal  funds. 

Legislation  to  be  proposed  at  the  next  session  of 
the  legislature  will  include  bills  to  transfer  the 
Division  of  Foods  and  Dairies  from  the  Depart- 
ment of  Agriculture,  and  the  Division  of  Hotels 
and  Restaurants  from  the  supervision  of  the  Fire 
Marshal,  to  the  Department  of  Health,  Dr.  Har- 
tung stated. 

Childhood  Tuberculosis  and  Dental 
Program  Are  Discussed 

Dr.  E.  R.  Hiatt,  health  commissioner  of  Miami 
County  and  Troy,  presided  at  the  Thursday  morn- 
ing session,  at  which  Dr.  Lawrence  I.  Clark,  To- 
ledo, was  the  first  speaker. 

In  discussing  “Childhood  Tuberculosis”,  Dr. 
Clark  said:  “Much  has  been  accomplished  in  the 

past  and  much  more  is  being  accomplished  today 
in  reducing  the  mortality  rate  in  tubercular  in- 
fection. There  is,  however,  still  a great  need  for 
further  effort.  Our  success  in  reducing  the  mor- 
tality rate  in  adult  tuberculosis  has  resulted  from 
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educating  the  public  in  early  diagnosis  and  the 
necessity  of  extended  treatment.  The  results  ob- 
tained from  such  methods  may  gradually  fail  to 
show  a further  decrease  in  our  mortality  rate. 
Our  results  in  the  future  may  depend  upon  our 
appreciation  of  the  fact  that  the  groundwork  of 
adult  tuberculosis  is  laid  in  childhood  and  if  we 
are  to  prevent  or  decrease  the  incidence  of  adult 
tuberculosis  we  must  appreciate  the  etiology  of 
childhood  tuberculosis  and  take  the  necessary  log- 
ical steps  to  prevent  infection.” 

Dr.  Clark  explained  the  various  sources  of  in- 
fection in  childhood  tuberculosis,  symptoms,  and 
methods  of  treatment. 

MOUTH  HEALTH  PROCRAM  VITAL 

“Dentistry  in  a Public  Health  Program,”  was 
the  subject  ably  presented  by  Dr.  Ernest  A. 
Branch,  director  of  the  Division  of  Oral  Hygiene, 
North  Carolina  State  Board  of  Health.  Dr. 
Branch  is  a prominent  dentist  of  Raleigh,  N.  C., 
and  for  many  years  has  been  very  active  in  pro- 
moting a dental  health  program  in  his  state. 

“If  we  are  to  have  a successful  health  program 
in  this  country  we  must  consider  the  whole  child. 
In  many  instances  a child  might  measure  up  to 
the  required  weight  and  height,  but  in  that  same 
child’s  mouth,  there  might  lurk  more  disease  and 
trouble  than  can  readily  be  cured.  Disease  in 
the  teeth  is  responsible  for  innumerable  ills,”  he 
said. 

Dr.  Branch  presented  statistics  to  show  that 
34  per  cent  of  the  repeaters  in  North  Carolina 
schools  were  the  result  of  physical  handicaps, 
many  of  which  originated  through  dental  defects 
and  infections. 

“No  county  health  department  in  North  Caro- 
lina is  rated  as  a standard  or  A grade  depart- 
menth  unless  it  has  a mouth  health  program  di- 
rected by  the  Division  of  Oral  Hygiene  of  the 
State  Board  of  Health,”  he  concluded. 

School  Health  Program  Conducted  in 
Huntington  W.  Va.,  Reviewed 

Dr.  George  M.  Lyon,  Huntington,  W.  Va.,  spoke 
on  “The  School  Health  Program,  a Part  of  the 
Community  Health  Program”.  Dr.  Lyon  ex- 
plained the  program  which-  has  operated  so  suc- 
cessfully for  four  years  in  Cabell  County,  West 
Virginia,  where  the  county  medical  society, 
through  its  Committee  on  School  Health  Prob- 
lems, in  cooperation  with  the  county  board  of  edu- 
cation, has  developed  a workable  county-wide 
school  health  program,  characterized  by  a reason- 
able cost  to  the  county  and  by  a high  degree  of 
participation  by  individual  physicians.  Essential 
services  included  are  attempts  at  communicable 
disease  control,  health  examination  of  teachers 
and  employes,  health  protection  of  athletes,  and 


the  promotion  of  health  examinations  and  immu- 
nizations by  family  physicians. 

“Cooperation  of  private  physicians  is  essential 
to  the  success  of  any  public  health  or  school 
health  program,”  Dr.  Lyon  said. 

In  a discussion  of  Dr.  Lyon’s  paper,  Dr.  A.  L. 
Van  Horn,  chief,  Bureau  of  Child  Hygiene,  State 
Department,  expressed  his  appreciation  of  the  co- 
operation which  his  department  had  received  from 
The  Ohio  State  Medical  Journal  and  the  officials 
of  the  Ohio  State  Medical  Association.  He  urged 
health  commissioners  to  work  with  the  county 
medical  societies. 

Dr.  Upham  and  Harvard  Professor 
Address  Luncheon  Meeting 

Dr.  Hartung  presided  at  the  Public  Health 
Luncheon  Thursday  noon,  and  introduced  the 
guests  speakers,  Dr.  J.  H.  J.  Upham,  President- 
Elect  of  the  American  Medical  Association,  and 
Dr.  Wilson  G.  Smillie,  professor  of  public  health 
administration,  Harvard  School  of  Public  Health.. 

Speaking  on  the  topic  “Cooperative  Relation- 
ship Between  the  Medical  Profession  and  Health 
Departments”,  Dr.  Upham  said  that  no  question 
could  be  raised  about  the  friendly  cooperation  that 
exists  in  Ohio  between  the  medical  profession  and 
public  health  officials.  He  spoke  of  the  educa- 
tional possibilities  of  health  departments,  and  the 
necessity  of  medical  cooperation  in  abiding  by 
public  health  regulations  and  reporting  vital  sta- 
tistics. 

Dr.  Smillie  related  the  status  of  various  studies 
of  influenza,  and  said  that  there  is  a highly  preva- 
lent virus  in  all  parts  of  the  world,  which  has 
been  isolated  and  studied. 

While  explaining  that  there  is  a definite  possi- 
bility that  science  has  discovered  a definite  cure 
for  influenza,  he  said  that  experiments  must  be 
continued  before  it  is  definitely  determined  that 
preventive  vaccination  is  practical  in  every  in- 
stance. 

Dr.  Markwith  New  President  of 
Commissioners’  Organization 

Dr.  Alfred  G.  Sturgiss,  Marietta,  health  com- 
missioner of  Washington  County,  presided  at  a 
meeting  of  the  Ohio  Federation  of  Public  Health 
Officials  Thursday  afternoon. 

At  this  meeting  a resolution,  presented  by  Dr. 
H.  J.  Powell,  Bowling  Green,  health  commissioner 
of  Wood  County,  was  adopted  expressing  the 
appreciation  of  the  Federation  for  the  fine  co- 
operation which  public  health  commissioners  had 
received  from  Dr.  Hartung  during  the  past  two 
years. 

The  following  officers  were  elected  for  the  en- 
suing year:  Dr.  R.  H.  Markwith,  Akron,  presi- 
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dent;  Dr.  H.  H.  Pansing,  Dayton,  vice-president, 
and  Dr.  W.  D.  Bishop,  Greenville,  secretary-treas- 
urer. 

A round-table  discussion  was  conducted  by  Dr. 
F.  E.  Mahla,  assistant  director,  State  Department 
of  Health. 

Recommendations  made  by  Dr.  Ralph  B.  Tate, 
Akron,  for  changes  in  quarantine  regulations  gov- 
erning communicable  diseases  were  referred  to  the 
Ohio  Public  Health  Council. 

The  new  monthly  report  which  all  health  com- 
missioners are  asked  to  submit  to  the  State  De- 
partment was  discussed. 

Essentials  of  Good  Maternal  Care  Outlined 
by  Dr.  Skeel 

At  the  Friday  morning  session,  presided  over  by 
Dr.  H.  G.  Southard,  Marysville,  health  commis- 
sioner of  Union  County,  Dr.  A.  J.  Skeel,  Cleve- 
land, president  of  the  Ohio  Obstetrical  Society, 
spoke  on  “Essentials  of  Good  Maternal  Care”. 

In  presenting  the  cause  of  better  maternal  care, 
Dr.  Skeel  stated  that  there  are  three  extensively 
used  systems  which  have  consistently  produced 
good  results:  (1)  the  European  midwife  system  as 
practiced  in  countries  where  it  is  most  highly  de- 
veloped, but  which  transplanted  to  this  country 
has  not  produced  equally  good  results.  (2)  The 
plan  employed  extensively  by  the  larger  and  better 
teaching  institutions  and  maternity  centers  of  the 
country,  which  contemplates  that  delivery  shall  be 
done  at  home  by  medical  students,  hospital  in- 
ternes or  physicians  doing  postgraduate  work. 
(3)  The  plan  being  developed  under  the  auspices 
of  the  Hospital  Obstetric  Society  of  Ohio. 

Dr.  Skeel  pointed  out  that  each  of  these  systems 
present  three  essential  points  in  common: 

“1.  Protection  of  the  patient  from  exogenous 
infection,  i.  e.,  infection  introduced  from  outside 
the  woman’s  body. 

“2.  Provision  for  early  diagnosis  of  dangerous 
pathological  conditions  or  tendencies;  this  in- 
cludes prenatal  care. 

“3.  Early  consultation  with  the  skilled  obstet- 
rician when  such  conditions  and  tendencies  are 
discovered;  and  delivery  in  the  hospital  by  him,  if 
necessary.” 

The  solution  of  the  problem  of  maternal  care  in 
Ohio  could  be  accomplished,  Dr.  Skeel  said,  by  im- 
provement in  prenatal  care  and  by  bringing  our 
existing  hospitals  up  to  the  highest  possible  stan- 
dards, and  to  so  extend  their  influence  in  the  com- 
munity by  using  them  as  maternity  centers, 
through  which  and  from  which  educational  activi- 
ties are  carried  on,  prenatal  teaching  done  and 
active  assistance  given  the  doctor. 

“The  health  commissioners  of  Ohio  can  promote 
all  of  these  activities  in  cooperation  with  the  local 
medical  society  and  make  Ohio  the  safest  state  in 
the  country  for  childbirth,”  Dr.  Skeel  concluded. 


Value  and  Function  of  the  Public  Health 
Nurse  Are  Discussed 

Miss  Katharine  Faville,  R.  N.,  M.  S.,  associate 
dean,  School  of  Nursing,  Western  Reserve  Univer- 
sity, Cleveland,  spoke  on  “A  Generalized  Public 
Health  Nursing  Program  in  Official  Agencies.” 

Discussing  the  objectives  of  a public  health 
nursing  program,  Miss  Faville  said: 

“According  to  the  needs  as  evidenced  by  death 
rates,  the  general  public  should  have  much  more 
knowledge  of  means  for  combating  the  degenera- 
tive disease  of  middle  age.  Here  the  public  health 
nurse  has  an  excellent  opportunity  to  teach  if  she 
places  her  emphasis  on  family  health  work  rather 
than  on  school  health  work,  preaching  the  value 
of  an  annual  health  examination  for  all  over  30 
years  of  age  (the  family  physician  doing  his  share 
by  providing  it  when  requested).  No  single  com- 
munity work  is  so  trusted  or  confided  in  as  is 
the  public  health  nurse,  and  she  has  an  unparal- 
leled opportunity  to  interpret  symptoms  in  terms 
of  medical  care.” 

After  outlining  the  function  of  the  public  health 
nurse  in  the  control  of  communicable  diseases, 
prenatal  instruction,  maternal  welfare,  venereal 
disease  control,  etc.,  Miss  Faville  stated  that  a 
wisely  planned  and  carefully  executed  public 
health  nursing  program  is  a community’s  greatest 
asset  and  economy,  but  degenerated  to  a routine 
service  without  aims  consciously  based  on  needs, 
it  becomes  the  community’s  greatest  luxury. 

Miss  S.  Gertrude  Bush,  R.  N.,  chief,  Division  of 
Nursing,  State  Department  of  Health,  presided  at 
a round-table  for  nurses,  which  concluded  the  Fri- 
day morning  program. 

Aid  of  Private  Practitioners  Vital  in 
War  on  Syphilis — Vonderlehr 

Dr.  E.  H.  Schoenling,  Cincinnati,  health  commis- 
sioner of  Hamilton  County,  presided  at  the  Friday 
afternoon  session. 

The  opening  address  was  given  by  Dr.  R.  A. 
Vonderlehr,  Washington,  D.  C.,  Assistant  Surgeon 
General,  U.  S.  Public  Health  Service,  who  dis- 
cussed “Syphilis”. 

Dr.  Vonderlehr  stressed  the  importance  of  the 
early  diagnosis  and  treatment  of  syphilis,  and  ac- 
claimed the  “dark  field  examination”  as  the  most 
effective  method  of  diagnosis. 

He  presented  statistics  to  show  the  prevalence 
of  the  disease  in  the  United  States  and  foreign 
countries,  and  showed  what  had  been  accom- 
plished by  effective  control  methods  in  Sweden 
and  other  Scandinavian  countries. 

Stating  that  he  did  not  advocate  the  establish- 
ment of  clinics  in  this  country,  Dr.  Vonderlehr  de- 
clared: 

“We  believe  that  the  physician  in  private  prac- 
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tice  is  the  man  upon  whom  the  success  of  this 
program  depends.” 

Dr.  Vonderlehr  commended  the  Ohio  State 
Medical  Association  for  the  resolution  offering  co- 
operation in  the  venereal  disease  control  program, 
adopted  by  the  House  of  Delegates  at  the  recent 
Cleveland  meeting,  and  concluded  with  a plea  to 
the  health  commissioners  to  take  advantage  of 
this  opportunity  to  unite  with  the  medical  profes- 
sion in  the  campaign  to  eradicate  syphilis. 

A sound  picture  “For  All  Our  Sakes”,  was 
shown  by  Dr.  W.  P.  Johnson,  director,  Bureau  of 
Venereal  Disease  Control,  State  Department  of 
Health. 

The  meeting  closed  with  a discussion  by  E.  S. 
Tisdale,  director,  Sanitary  Engineering,  West  Vir- 
ginia State  Department  of  Health,  on  “Uniform 
Milk  Code  in  the  States.” 

COMMISSIONERS  REGISTERED 

Exclusive  of  members  of  the  staff  of  State  De- 
partment of  Health  who  attended  the  conference, 
the  following  county  and  city  health  commission- 
ers were  registered: 

County  Health  Commissioners — Dr.  Hazel  Sproull,  West 
Union;  Dr.  G.  E.  Miller.  Lima;  Dr.  G.  B.  Fuller.  Loudon- 
ville ; Dr.  J.  L.  Hurst,  Jefferson  ; Dr.  J.  M.  Higgins,  Athens ; 
Dr.  Roy  C.  Hunter,  Wapakoneta ; Dr.  W.  L.  Faul,  Russell- 
ville ; Dr.  C.  J.  Baldridge,  Hamilton ; Dr.  Carl  A.  Lincke, 
Carrollton ; Dr.  C.  E.  Thompson,  Urbana ; Dr.  R.  R.  Richi- 
son,  Springfield ; Dr.  C.  C.  Beale,  Batavia ; Dr.  W.  K.  Ruble, 
Wilmington;  Dr.  Seward  Harris,  Lisbon;  Dr.  W.  A.  Mc- 
Michael,  Coshocton ; Dr.  G.  T.  Wasson,  Bucyrus ; Dr.  Robert 
Lockhart,  Cleveland ; Dr.  W.  D.  Bishop,  Greenville ; Dr.  H. 
C.  Lindersmith,  Sherwood ; Dr.  F.  M.  Houghtaling,  Sandusky ; 
Dr.  W.  R.  Coleman,  Bremen ; Dr.  James  F.  Wilson,  Wash- 
ington C.  H. ; Dr.  H.  L.  Mitchell,  Columbus ; Dr.  F.  W. 
Shane,  Gallipolis ; Dr.  Walter  Corey,  Chardon ; Dr.  W.  C. 
Marshall,  Xenia ; Dr.  D.  L.  Cowden,  Cambridge ; Dr.  E.  H. 
Schoenling,  Cincinnati ; Dr.  S.  F.  Whisler,  Findlay ; Dr.  J.  H. 
Holcomb,  Kenton ; Dr.  J.  R.  Bolles,  Napoleon ; Dr.  W.  M. 
Hoyt,  Hillsboro ; Dr.  W.  B.  Lacock,  Logan ; Dr.  J.  C.  Elder, 
Millersburg ; Dr.  B.  C.  Pilkey,  Norwalk ; Dr.  B.  J.  Allison, 
Jackson;  Dr.  J.  P.  Young,  Steubenville;  Dr.  H.  W.  Blair, 
Mt.  Vernon  ; Dr.  C.  B.  Elliott,  Painesville ; Dr.  J.  W.  Payne, 
Ironton  ; Dr.  Edward  M.  Cass,  Utica ; Dr.  Lee  Traul,  Belle- 
fontaine ; Dr.  F.  R.  Dew,  Oberlin ; Dr.  T.  W.  Mahoney, 
Toledo  ; Dr.  Robert  Trimble,  London ; Dr.  N.  Sifritt,  Marion ; 
Dr.  V.  L.  Hartman,  Medina ; Dr.  W.  S.  Ellis,  Pomeroy ; Dr. 

F.  E.  Ayers,  Celina ; Dr.  E.  R.  Hiatt,  Troy ; Dr.  H.  H.  Pan- 
sing, Dayton  ; Dr.  C.  E.  Northrup,  McConnelsville ; Dr.  R.  L. 
Pierce,  Mt.  Gilead ; Dr.  Beatrice  Hagen,  Zanesville ; Dr.  C. 
R.  Wood,  Port  Clinton ; Dr.  F.  J.  Crosbie,  New  Lexington ; 
Dr.  V.  D.  Kerns,  Circleville ; Dr.  R.  T.  Leever,  Waver ly ; 
Dr.  R.  D.  Worden,  Ravenna ; Dr.  J.  I.  Nisbet,  Eaton ; Dr. 
L.  M.  Piatt,  Ottawa ; Dr.  M.  C.  Hanson,  Mansfield ; Dr.  R. 
E.  Bower,  Chillicothe ; Dr.  F.  M.  Teeple,  Fremont ; Dr.  G.  W. 
Fishbaugh,  Portsmouth ; Dr.  D.  W.  Fellers,  Tiffin  ; Dr.  Paul 
C.  Bratton,  Sidney ; Dr.  Floyd  R.  Stamp,  Canton  ; Dr.  R.  H. 
Markwith,  Akron ; Dr.  L.  A.  Connell,  Warren ; Dr.  Chester 
A.  Bennett,  New  Philadelphia ; Dr.  H.  G.  Southard,  Marys- 
ville ; Dr.  Charles  R.  Keyser,  Van  Wert ; Dr.  W.  B.  Lacock, 
McArthur ; Dr.  Edward  Blair,  Lebanon ; Dr.  Alfred  G. 
Sturgiss,  Marietta;  Dr.  F.  B.  Snyder,  Wooster;  Dr.  H.  W. 
Wertz,  Montpelier;  Dr.  H.  J.  Powell,  Bowling  Green;  Dr. 
L.  W.  Naus,  Upper  Sandusky. 

City  Health  Commissioners — Dr.  M.  D.  Ailes,  Akron ; Dr. 

G.  O.  Rowland,  Alliance;  Dr.  R.  P.  Bogniard,  Ashland; 
Dr.  H.  A.  Finefrock,  Barberton  ; Dr.  A.  J.  McCracken,  Belle- 
fontaine ; Dr.  W.  G.  Carlisle,  Bucyrus  ; Carl  M.  Oshe,  Cam- 
bridge ; Dr.  F.  M.  Sayre,  Canton  ; Dr.  W.  J.  Wittenberg,  Cin- 
cinnati ; Dr.  Harold  J.  Knapp,  Cleveland  ; Dr.  N.  C.  Dysart, 
Columbus  ; Dr.  Carl  W.  Dewey,  Conneaut ; Dr.  A.  O.  Peters, 
Dayton;  Dr.  J.  D.  Westrick,  Defiance;  G.  O.  Higley,  Dela- 
ware ; J.  D.  Craig,  Dover ; Dr.  Roy  C.  Costello,  East  Liver- 
pool; E.  J.  Gray,  East  Palestine;  Dr.  G.  E.  French,  Elyria; 
Martha  Laffey,  R.  N.,  Findlay ; H.  A.  DeVore,  Fostoria  ; Dr. 
E.  L.  Vermilya,  Fremont ; Dr.  J.  G.  Mannhardt,  Galion  ; Dr. 

H.  S.  Allen,  Ironton  ; Harry  Johnson,  Jackson  ; J.  B.  Holm, 
Kent;  Katherine  Fulton,  R.  N.,  Kenton;  Dr.  Wallace  J. 
Benner,  Lakewood ; Dr.  C.  B.  Snider,  Lancaster ; Dr.  J.  B. 
Poling,  Lima ; Dr.  Valloyd  Adair,  Lorain ; Mrs.  Mildred 
Seymour,  R.  N.,  Maple  Heights  ; Dr.  F.  S.  McGee,  Marietta ; 
Dr.  M.  M.  Weinbaum,  Marion;  John  Donovan,  Martins 
Ferry ; Dwight  L.  Fisher,  Massillon  ; Dr.  G.  D.  Lummis,  Mid- 
dletown ; A.  M.  Reese,  Mingo  Junction ; Dr.  W.  H.  Hyde, 


Nelsonville ; Dr.  G.  D.  Blumo,  New  Boston ; Dr.  J.  Blickens- 
derfer,  New  Philadelphia ; Dr.  W.  H.  Knauss,  Newark ; Dr. 
W.  W.  Lawrence,  Norwalk ; Dr.  Ralph  Hatfield,  Norwood ; 
Dr.  H.  W.  Lautenschlager,  Oakwood ; Mrs.  Clara  C.  Wilder, 
R.  N.,  Painesville ; F.  R.  Buechner,  Piqua ; Dr.  O.  D.  Tatje, 
Portsmouth ; Dr.  R.  T.  Holzbach,  Salem  ; Mrs.  Cornelia  Still- 
well, Shaker  Heights  ; Dr.  O.  M.  Craven,  Springfield ; Julius 
A.  Pizzoferrato,  Steubenville ; Dr.  J.  A.  Gosling,  Tiffin ; Dr. 
H.  D.  McCulloch,  Toronto ; Dr.  C.  A.  Morgan,  Van  Wert ; 
Dr.  J.  V.  Rice,  Wellsville ; Dr.  A.  D.  DeHaven,  Xenia ; Dr. 
W.  W.  Ryall,  Youngstown ; Dr.  D.  G.  Caudy,  Zanesville. 


Are  there  any  special  subjects  you 
would  like  to  hear  discussed  at  the 
1937  Annual  Meeting  of  the  State 
Association  at  Dayton,  the  week  of 
April  25? 

If  so,  please  send  your  suggestions 
to  the  Committee  on  Scientific  Work 
in  care  of  the  State  Headquarters 
Office,  Columbus. 

The  committee  will  make  an  effort 
to  carry  out  your  recommendations  in 
formulating  next  year’s  program. 


Society  For  Prevention  of  Blindness  to 
Meet  in  Columbus,  December  3-5 

The  1936  Annual  Conference  of  the  National 
Society  for  the  Prevention  of  Blindness,  Inc.,  will 
be  held  at  the  Deshler-Wallick  Hotel,  Columbus, 
December  3-5,  1936. 

Physicians  appearing  on  the  program,  and  the 
subjects  which  they  will  discuss,  are: 

Thursday  afternoon — Dr.  A.  L.  Murray,  Health 
and  Safety  Branch,  U.  S.  Bureau  of  Mines,  Wash- 
ington, D.  C.,  “Controlling  Eye  Hazards  in  the 
Mineral  Industries”;  Dr.  Paul  G.  Moore,  Cleve- 
land, “Conserving  the  Eye  Health  of  Industrial, 
Employees”. 

Friday  morning — Dr.  Ruth  Boynton,  director,. 
Students’  Health  Service,  University  of  Minne- 
sota, Minneapolis,  Minn.,  “Changes  in  Students’ 
Vision  During  the  Four  Years  of  College  Life”; 
Dr.  L.  M.  Hickernell,  professor  of  hygiene,  Syra- 
cuse University,  Syracuse,  N.  Y.,  “Eye  Health 
Problems  of  College  Students”;  Dr.  Albert  D._ 
Ruedemann,  Cleveland,  “Current  Trends  in  the 
Field  of  Ophthalmology”. 

Friday  afternoon — Dr.  Claude  S.  Perry,  Colum- 
bus, “Preventing  Occupational  Eye  Hazards”. 

Friday  evening — Dinner  Meeting,  sponsored  by 
the  Columbus  Academy  of  Medicine,  Dr.  A.  D. 
Frost,  Columbus,  presiding.  Dr.  Edward  Jackson, 
emeritus  professor  of  ophthalmology,  University 
of  Colorado,  Denver,  Colorado,  “Guarding  the 
Sight  of  School  Children”. 

All  Ohio  physicians  are  cordially  invited  to  at- 
tend these  sessions.  There  is  no  registration  fee. 

William  E.  Bartram,  executive  secretary,  Ohio* 
Commission  for  the  Blind,  is  general  chairman  of 
the  local  committee  on  arrangements. 
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PRACTICAL  preventive 
MEDICINE 

Q. — What  advice  shall  be  given  to  the  ap- 
parently healthy  person  undergoing  a periodic 
health  audit  when  he  gives  a history  of  being 
somewhat  asthmatic  at  times? 

A. — In  my  opinion,  the  patient  should  be  ad- 
vised to  have  the  causative  factors  of  his  asthma 
searched  for  and  corrected.  He  should  be  in- 
formed that  although  some  persons  spontaneously 
overcome  asthmatic  tendencies,  in  the  majority 
of  cases  untreated  asthma  tends  to  recur  more 
frequently.  Not  only  do  the  attacks  tend  to  be- 
come more  frequent  and  severe,  but  each  attack 
causes  some  damage  to  alveoli  through  over- 
stretching: with  advancing  years  the  onset  of 
emphysema  is  hastened.  Furthermore,  if  bron- 
chial infection  gains  a foot-hold,  bronchiectasis 
will  be  added  to  the  already  disabling  emphysema. 
Transient  attacks  of  asthma  then,  are  not  to  be 
regarded  lightly,  but  the  physician  should  impress 
his  patient  with  the  fact  that  the  end  result  of 
neglected  asthma  is  chronic  invalidism. 

The  physician  should  explain  briefly  the  essen- 
tial features  of  asthma.  Thus  the  patient  must 
learn  that  asthma  is  not  a disease  entity,  but  a type 
of  disordered  breathing  which  affects  only  certain 
persons.  These  individuals  through  inheritance 
possess  the  capability  of  reacting  in  an  abnormal 
manner  to  substances  harmless  to  the  majority  of 
people.  They  are  said  to  be  “hypersensitive”. 
The  substances  to  which  they  react  abnormally, 
i.e.,  the  asthma-producing  substances,  are  known 
as  “allergens”.  They  include  foods,  pollens,  and 
many  inhalants  of  organic  origin,  as  well  as  some 
drugs  in  common  une. 

Then  too,  the  physician  should  emphasize  that 
the  only  cure  for  asthma  is  to  find  the  cause  and 
then  avoid  contact  with  this  cause  if  possible. 
True,  there  are  certain  drugs  which  give  tem- 
porary relief,  but  they  do  not  prevent  recur- 
rences. Something  of  the  advances  made  in  re- 
cent years  regarding  our  understanding  of  the 
asthma  problem  should  be  told  the  patient.  The 
cause  of  his  asthma  should  be  identified. 

Why  is  it  advisable  or  even  worth  while  to 
spend  time,  during  the  course  of  a physical  sur- 
vey, in  discussing  such  an  apparently  trivial  oc- 
currence as  an  occasional  asthmatic  attack?  If, 
by  such  interest  on  the  part  of  the  examining 
physician,  even  a few  are  spared  the  life  of  in- 
validism that  befalls  many  asthmatics,  then  the 
time  has  been  well-spent.  Finally,  should  the 
patient’s  asthmatic  tendency  eventually  become 
more  pronounced,  a little  intelligent  guidance  in 
advance  may  save  him  from  joining  the  army  of 
those  chasing  the  will-o’-the-wisps  of  the  nostrum 
vendors. — Karl  D.  Figley,  M.D.,  Toledo,  Ohio. 


Licenses,  Through  Reciprocity,  Granted 
By  State  Medical  Board 

The  following  licenses  to  practice  medicine  and 
surgery  in  Ohio  have  been  granted  through 
reciprocity  by  the  State  Medical  Board:  Fred  G. 
Carter,  Cincinnati,  Johns  Hopkins  University; 
Alfred  J.  Cole,  Cleveland,  University  of  Virginia; 
John  T.  Crone,  Jr.,  Newtown,  University  of 
Arkansas;  Herbert  A.  Davidson,  East  Liverpool, 
Howard  Medical  College;  Joseph  C.  Donchess, 
Youngstown,  University  of  Pittsburgh;  Harrison 
S.  Evans,  Worthington,  College  of  Medical  Evan- 
gelists; Ruth  H.  Evans,  Worthington,  College  of 
Medical  Evangelists;  Andrew  J.  Extejt,  Toledo, 
St.  Louis  University;  William  R.  Ferrari,  Can- 
ton, Indiana  University;  Ralph  Irving  Fried, 
Cleveland,  St.  Louis  University;  Maurice  L. 
Greenberger,  Canton,  New  York  Medical  College 
and  Flower  Hospital;  P.  Wm.  Haake,  Zanesville, 
Syracuse  University;  Jesse  G.  Hafer,  Cleveland, 
Hahnemann  Medical  College;  Wm.  B.  Hatcher, 
Warren,  Meharry  Medical  College;  Harley  A. 
Haynes,  Akron,  University  of  Michigan;  Lewis 
W.  Holladay,  Dayton,  Medical  College  of  Vir- 
ginia; Max  S.  Kaplan,  Canton,  University  of 
Pennsylvania;  Hans  W.  Lawrence,  Cleveland, 
Rush  Medical  College;  John  E.  Leland,  Cincin- 
nati, Howard  Medical  College;  Harry  Lowenburg, 
Jr.,  Cincinnati,  University  of  Pennsylvania; 
Harmar  H.  McConkey,  Canton,  Jefferson  Medical 
College;  Sylvester  C.  Missal,  Cleveland,  Uni- 
versity of  Michigan;  Alan  R.  Moritz,  Cleveland, 
College  of  Medicine  of  the  University  of  Neb- 
raska; John  E.  Pettress,  Cincinnati,  Meharry 
Medical  College;  Fred  W.  Phillips,  Ironton,  Johns 
Hopkins  Medical  School;  John  K.  Potter,  Cleve- 
land, Hahnemann  Medical  College;  Myron  S. 
Reed,  Mansfield,  Detroit  College  of  Medicine; 
Glen  A.  Russell,  Rockford,  University  of  Louis- 
ville; John  J.  Sanate,  Cleveland,  St.  Louis  Univer- 
sity; Josiah  H.  Smith,  Cincinnati,  Johns  Hopkins 
Medical  School;  Bernard  J.  Walzak,  Cleveland, 
Loyola  University  Medical  School;  Thomas  S. 
Weaver,  Cincinnati,  Vanderbilt  University;  Ed- 
win R.  Westbrook,  Newtown  Falls,  Washington. 
University;  George  S.  Wilson,  Ashtabula,  Wash- 
ington University;  Neal  N.  Wood,  Columbus, 
University  of  Michigan;  Oram  C.  WoolperU 
Columbus,  Rush  Medical  College;  Wolbur  K. 
Brubaker,  Elyria,  Vanderbilt  University;  Edward 
Max  Honke,  Martins  Ferry,  Creighton  Medical 
College;  Robert  F.  Parker,  Cleveland,  Washing- 
ton University;  Roy  Carl  Rehder,  Mansfield^ 
Nebraska  University. 


Dayton — Dr.  Max  Cutler,  Chicago,  talked  on 
“Cancer  of  the  Breast”,  and  Dr.  M.  A.  Blanken- 
horn,  Cincinnati,  discussed  “Clinical  Cases  of  De- 
ficiency Disease”,  on  a scientific  program  pre- 
sented by  the  staff  of  Good  Samaritan  Hospital 
recently. 


ECONOMICS-  PROFESSIONAL  RELATIONS- - 
ORGANIZATION  PROBLEMS 


“Popular  government  is  successfully  conducted 
only  by  those  who  make  the  selection  of  its  officers 
and  the  shaping  of  its  policies  an  important  part 

of  their  business.” 

Every  Member  Must  This  statement 

TT  , _ ~ . made  by  one  of  the 

Help  During  Coming  busineSs  leaders  of 

Legislative  Battle  the  nation  shortly 

* before  the  recent 

General  Election  is  pregnant  with  meaning. 


At  this  time  nothing  need  be  said  concerning 
what  took  place  on  November  3.  That  election 
has  come  and  gone.  Possibilities  of  the  future 
must  be  faced. 


Early  in  January,  the  Ninety-Second  Ohio  Gen- 
eral Assembly,  members  of  which  were  elected  on 
November  3,  will  convene.  A large  percentage  of 
the  membership  of  both  the  Senate  and  the  House 
will  be  first-termers.  In  other  words,  many  of  the 
members  of  the  next  General  Assembly  will  be 
inexperienced  and  will  be  establishing  a record, 
rather  than  trying  to  follow  one  already  estab- 
lished. 


Those  who  followed  the  recent  political  cam- 
paign are  aware  of  the  activities  carried  on  by 
the  cults  and  anti-medical  groups.  They  will 
make  desperate  efforts  to  have  their  pet  bills 
enacted.  Raids  on  the  present  Medical  Practice 
Act  and  public  health  statutes  will  be  attempted. 

In  addition,  proposed  Social  Security,  work- 
men’s compensation,  poor  relief,  and  taxation 
legislation  will  confront  the  new  Legislature 
shortly  after  it  convenes. 

These  proposals,  as  well  as  others,  will  be  of 
direct  and  vital  importance  to  the  medical  pro- 
fession of  Ohio,  and  the  public  generally — espe- 
cially that  portion  of  the  public  which  recognizes 
the  value  of  standards  and  efficiency. 

What  are  the  physicians  of  Ohio  going  to  do  to 
meet  this  situation? 

To  say:  “Let  the  legislative  committeemen  and 
the  Committee  on  Public  Relations  and  Economics 
of  the  State  Association  worry  about  that”,  is 
begging  the  issue. 

The  question  still  remains:  What  is  every  phy- 
sician as  an  individual  going  to  do? 

These  suggestions  may  be  of  some  importance: 

1.  Volunteer  his  services  to  his  local  legisla- 
tive committeeman  or  committee. 

2.  When  asked  to  cooperate  on  legislative  ac- 
tivities, do  so. 

3.  Take  a personal  interest  in  the  political  ac- 
tivity of  his  community. 


4.  Get  acquainted  with  the  members  of  the 
State  Legislature  from  his  county  and  district. 

5.  Confer  with  his  legislators  frequently;  en- 
courage them  to  think  straight  and  act  for  the 
best  interests  of  the  public;  keep  them  supplied 
with  accurate  information;  stimulate  in  them  a 
desire  to  look  to  physicians  for  advice  on  medical 
and  public  health  questions;  suggest  that  they 
consult  with  representatives  of  the  local  medical 
society  before  committing  themselves  to  any 
policy  or  principle  and  before  voting. 

6.  Keep  posted  on  legislative  problems;  insist 
on  reports  by  the  local  legislative  committeeman. 

7.  Offer  advice  on  policies  and  procedure  to  the 
local  committeeman  and  the  State  Association 
committee. 

8.  Keep  in  touch  with  other  professional  and 
business  organizations  and  obtain  their  support 
and  cooperation  on  legislative  matters. 

The  physician  who  does  not  make  an  effort  to 
accomplish  some,  if  not  all,  of  these  objectives,  is 
failing  to  contribute  to  one  of  the  valuable  ser- 
vices which  medical  organization  is  undertaking, 
namely:  To  protect  the  public  health,  safeguard 
scientific  medicine  and  maintain  medical  and  pub- 
lic health  standards. 

The  coming  legislative  battle  cannot  be  won  by 
pulling  white  rabbits  out  of  a hat  or  by  a simple 
twist  of  the  wrist.  It  cannot  be  won  by  a few 
men  in  the  profession.  The  outcome  will  depend 
on  concerted  action,  initiative  and  enterprise  on 
the  part  of  the  membership  of  the  Ohio  State 
Medical  Association  as  a whole. 


The  wiser  task  of  science  is  to  enhance  life 
rather  than  to  prolong  it. — Lord  Horder. 


Between  now  and  the  end  of  the  year,  most  of 
the  county  medical  societies  will  hold  an  election 
of  officers  for  the  ensuing  12  months. 

To  put  it 

Discrimination  Necessary  mildly,  this  is 

in  Election  of  County  deserves  t h e 

Society  Officers  serious  consid- 

eration of  all 


members. 

Elevation  to  leadership  in  medical  organization 
is  a distinct  honor.  At  the  same  time  it  should 
be  a reward  for  meritorious  service  in  the  ac- 
tivities of  medical  organization. 

Before  a society  singles  out  certain  members 
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for  the  offices  of  the  organization,  it  should  be 
sure  that  they  are  qualified  for  the  positions 
from  the  standpoint  of  temperament  and  organiza- 
tion sense  and  that  they  have  proved  themselves 
as  fitted  for  leadership  by  their  records  in  or- 
ganization activities. 

It  is  a known  fact  that  the  success  of  a medical 
society,  or  any  other  organization,  usually  is  in 
.direct  ratio  to  the  qualifications  of  its  officers.  A 
president,  respected  by  the  membership  and  recog- 
nized for  his  sincere  interest  in  organized  medi- 
cine; a secretary,  possessing  energy  and  enter- 
prise; and  an  executive  board,  composed  of  men 
of  sound  judgment  and  courage,  can  make  their 
society  a potent  influence  in  the  community  and 
among  members  of  the  medical  profession. 

These  days  when  medical  organization  must  be 
at  the  peak  of  its  strength  in  order  to  safeguard 
scientific  medicine  and  the  private  practice  of 
medicine,  extreme  care  and  discrimination  must 
be  utilized  in  selecting  men  for  administrative 
positions  in  medical  organization. 

Because  the  county  society  is  the  keystone  on 
which  medical  organization  rests,  the  importance 
of  careful  selection  of  local  officers  is  obvious. 


Hastily  gotten  together  or  impromptu  medical 
programs  occasionally  do  measure  up  to  a good 
standard;  but  in  the  long  run,  that  society  has 
the  more  valuable  meetings  whose  program  com- 
mittee properly  fulfills  its  functions  by  carefully 
planning  in  advance. — California  and  Western 
Medicine. 


A recent  issue  of  The  Weekly  Roster  and  Medi- 
cal Digest,  publication  of  the  Philadelphia  County 
(Pa.)  Medical  Society,  “hits  the  nail  on  the  head” 


in  an  editorial 


How  to  Approach  the 
Public  to  Offset  Health 
Insurance  Propaganda 


concerning  the 
point  of  view 
from  which  the 
medical  profes- 
sion should  com- 


bat compulsory  health  insurance  and  socialized 
medicine  propaganda. 

Captioned  “The  Public  Relations  Angle”,  the 
article  reads  as  follows: 

“Many  of  the  publicists  engaged  in  placing  be- 
fore the  public  the  point  of  view  of  the  medical 
profession  in  the  matter  of  compulsory  health  in- 
surance, have  stressed  the  jeopardy  in  which  it 
has  placed  the  profession’s  interest.  This  is 
scarcely  the  way  in  which  to  develop  sentiment  in 
favor  of  the  medical  profession’s  point  of  view. 
Automobile  salesmen  do  not  urge  the  public  to  buy 
motor  cars  because  such  a purchase  will  increase 
the  financial  security  of  the  automobile  mechanics, 
or  lead  to  a greater  development  of  the  automotive 
industry,  and  thus  make  for  better  and  cheaper 
automobiles.  The  sales  talk  centers  entirely  upon 
the  direct  benefit  the  prospective  buyer  will  ob- 
tain by  such  a purchase.  In  the  case  of  the  medi- 
cal profession  it  is  very  questionable  whether  the 


sentimental  references  to  the  doctor’s  sacrifices 
make  any  tangible  impression.  The  public 
merely  regards  it  as  tough  luck  if  he  selected  a 
line  that  did  not  pan  out  well.  The  argument  rela- 
tive to  Compulsory  Health  Insurance  must  center 
about  the  public’s  interest.  If,  as  we  think,  there 
are  reasons  why  the  interest  of  the  public  is  seri- 
ously endangered,  we  must  place  them  before  the 
public.  It  is  not  unreasonable  to  assume  that  the 
points  brought  out  in  this  manner  by  the  medical 
profession  would  carry  more  weight  than  those 
advanced  by  any  group  of  laymen.  This  may  be 
another  instance  of  misplaced  confidence  but  as  a 
rule  those  engaged  in  any  technical  vocation  are 
considered  as  authorities  upon  abstract  questions 
involving  their  calling,  even  if  not  accepted  upon 
technical  questions  involving  their  individual  ex- 
pertness. When  the  public  discovers  that  the  med- 
ical dollar  under  compulsory  health  insurance 
does  not  return  as  much  medical  service  as  the 
medical  dollar  now  does — then  will  the  public  dis- 
card the  whole  proposition.  The  interest  of  the 
public  is  paramount  to  all  the  considerations,  and 
it  must  be  told  wherein  its  interest  lies.  It  has  no 
concern  with  the  profession’s  interest.” 


The  profession  has  its  choice  between  enlisting 
lay  support  by  a frank  exposition  of  the  non- 
scientific  ramifications  of  medicine  or  alienating 
public  opinion  by  a hierarchic  refusal  to  discuss 
any  aspect  of  practice  with  the  laity. — New  York 
State  Journal  of  Medicine. 


A few  readers  of  The  Journal  have  inquired 
why  it  does  not  publish  advertisements  or  read- 
ing notices  concerning  credit-rating  bureaus  and 

collection  a g e n- 

Why  The  Journal  Does  cies* 

/Vo*  Carry  Collection  had  numerous  op_ 

Agency  Advertising  portunities  to  in- 

crease its  adver- 
tising revenue  by  carrying  notices  promoting  the 
services  of  this,  that  or  the  other  credit-rating  or 
collection  agency. 

However,  to  protect  the  members  of  the  State 
Association  against  exploitation,  The  Journal, 
with  the  full  approval  of  The  Council,  has  adopted 
a policy  of  not  publishing  advertising  of  this 
character. 

This  policy,  doubtless,  is  an  injustice  to  a few 
collection  and  credit-rating  concerns  who,  perhaps, 
would  find  such  advertising  helpful.  At  the  same 
time,  it  offers  a protection  of  great  value  to  the 
physicians  of  Ohio. 

It  is  extremely  difficult-  to  get  an  accurate  line 
on  many  agencies  offering  such  services — espe- 
cially those  operating  on  a nation-wide  scale.  It 
would  not  do  for  The  Journal  to  practically  guar- 
antee the  services  and  reputation  of  agencies  over 
which  there  is  little,  or  no,  control.  It  would  be 
inconsistent  for  The  Journal  to  insist  that  all 
pharmaceutical  advertising,  and  the  products  ad- 
vertised, conform  to  high  standards  laid  down  by 
the  American  Medical  Association  and  at  the  same 
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time  carry  advertising  of  some  financial  agency 
which  has  no  standards  except  those  established 
by  that  particular  agency. 

Frequently,  The  Journal  has  published  articles 
warning  the  members  about  questionable  collec- 
tion bureaus  and  exposing  their  fraudulent  prac- 
tices. Through  the  columns  of  The  Journal  mem- 
bers have  been  emphatically  urged  to  “investi- 
gate” before  ‘investing”.  The  State  Headquarters 
Office  has  made  many  investigations,  upon  re- 
quest, for  individual  members  and  usually  is 
able  to  obtain  authentic  data.  This  service  is 
something  which  each  member  may  secure  for 
the  asking. 

To  repeat  what  has  been  said  in  these  columns 
frequently,  the  safest  thing  for  a physician  to  do 
is  to  deal  with  local  collection  and  credit-rating 
agencies  about  which  he  can  obtain  accurate  in- 
formation and  the  reputation  of  which  is  well- 
known. 

The  present  policy  of  The  Journal  will  be  ad- 
hered to.  The  State  Headquarters  Office  will  try 
to  furnish  accurate  information  in  specific  cases, 
upon  request. 


A higher  grade  of  work  done  by  physicians 
would  automatically  erase  90  per  cent  of  the  cults, 
the  remaining  10  per  cent  being  then  patronized 
only  by  such  persons  as  desire  theatrical  approach 
to  fancied  complaints. — A.  W.  Thomas,  M.D.,  in 
The  Mahoning  County  Medical  Society  Bulletin. 


Physicians  who  read  the  news  story  of  the  re- 
cent Ohio  Health  Commissioners  Conference  in 


this  issue  of  The  Journal, 

Teamwork  in  Public 
Health  Work  Stressed 
at  State  Conference 

the  various  public  health 
discussed  at  the  meeting. 


will  note  the  reference 
by  several  of  the 
speakers  to  the  ne- 
cessity of  the  co- 
operation of  the 
medical  profession 
for  the  success  of 
programs  which  were 


Dr.  Walter  H.  Hartung,  State  Director  of 
Health,  said:  “When  I addressed  you  last  year  I 
expressed  the  hope  that  no  public  health  activity, 
either  local  or  departmental,  would  bring  forth 
any  antagonism  from  the  organized  medical  pro- 
fession and  that  it  has  always  been  my  desire  to 
develop  a greater  spirit  of  cooperation  between 
the  public  health  official  and  the  practicing  physi- 
cian. This,  I think,  has  been  fully  accomplished 
and  the  distinction  between  medical  practice  and 
public  health  has  become  more  fully  recognized”. 

A similar  sentiment  was  expressed  by  Dr.  F.  E. 
Mahla,  assistant  director  of  the  State  Health  De- 
partment, in  a recent  address  before  the  Madison 
County  Medical  Society,  in  which  he  said: 

“Let  me  reiterate  that  no  program  is  contem- 


plated that  is  not  in  full  accord  with  your  medical 
practice  and  professional  ethics”. 

In  discussing  a school  health  program,  Dr. 
George  M.  Lyon,  Huntington,  W.  Va.,  declared: 

“Cooperation  of  private  physicians  is  essential 
to  the  success  of  any  public  health  or  school  health 
program.” 

Dr.  A.  J.  Skeel,  Cleveland,  in  his  address  on 
“Good  Maternal  Care”,  stated: 

“The  health  commissioners  of  Ohio  can  promote 
all  of  these  activities  in  cooperation  with  the  local 
medical  society  and  make  Ohio  the  safest  state  in 
the  country  for  childbirth.” 

“We  believe  that  the  physician  in  private  prac- 
tice is  the  man  upon  whom  the  success  of  this 
program  depends,”  said  Dr.  R.  A.  Vonderlehr, 
Assistant  Surgeon  General  of  the  U.  S.  Public 
Health  Service,  in  discussing  plans  for  the  control 
of  syphilis. 

In  fact,  the  entire  conference  was  permeated 
with  an  atmosphere  of  a desire  on  the  part  of  the 
health  officers  to  team  up  with  physicians  in 
private  practice. 

This  attitude  on  the  part  of  public  health  offi- 
cials constitutes  a definite  challenge  to  the  medi- 
cal profession. 

As  long  as  public  health  programs  in  Ohio  are 
based  on  this  kind  of  a policy  and  spirit,  the 
medical  profession  of  Ohio  can  lend  active  as  well 
as  moral  support. 


The  Cleveland  Academy  of  Medicine  has  in- 
formed the  City  Board  of  Education  that  injured 
athletes  should  be  cared  for  by  physicians  chosen 
by  the  family  and  not  by  the  board  of  education 
which  policy  is  sound  and  should  be  adopted  uni- 
versally. 


In  several  counties  of  Ohio,  physicians  are  be- 
ing solicited  by  representatives  of  an  out-of-state 
agency  which  claims  to  be  preparing  for  publica- 
tion a medical  di- 

A $15.00  Medical  rectory  as  a ref- 

y-. . 0 , . erence  book  for  ac- 

Directory  Scheme  of  cident  and  health  in_ 

Questionable  Value  surance  companies. 

The  physician  is 
told  that  a listing  in  the  “directory”  may  be  ob- 
tained for  $15.00  and  that  insurance  companies 
will  use  the  book  to  obtain  the  names  of  physi- 
cians of  exceptional  honor  and  skill  who  can  be 
used  to  examine  policyholders  or  prospective 
policyholders. 

On  the  surface  this  appears  to  be  a bunch  of 
bunk  and  another  of  those  $15.00  schemes  to 
make  some  easy  money  at  the  expense  of  the 
medical  profession. 

Investigation  has  revealed  that  practically  all 
of  the  better-known  and  reputable  insurance  com- 
panies depend  on  the  American  Medical  Directory 
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and  the  recommendations  of  their  local  agents  for 
guidance  in  the  selection  of  medical  examiners. 

In  this  connection,  the  pronouncements  of  the 
Judicial  Council  of  the  American  Medical  Associa- 
tion at  the  Kansas  City  session  of  the  A.M.A.  last 
May  are  quite  pertinent.  In  commenting  on  reso- 
lutions condemning  commercial  directories,  the 
Judicial  Council  said: 

“The  Judicial  Council  is  of  the  opinion  that 
most,  if  not  all,  of  the  directories  described  in  the 
resolutions  condemning  as  unethical  the  listing  of 
physicians  by  specialty  in  directories  published  by 
commercial  concerns  . . . are  but  subtle  ways  of 
avoiding  the  pronouncement  of  the  Principles  of 
Medical  Ethics  concerning  the  solicitation  of  pa- 
tients, under  a guise  of  buying  a directory  when 
the  real  intent  is  the  purchase  of  the  publication 
of  the  buyer’s  name  in  the  directory  for  the  pur- 
pose of  obtaining  patients.” 

It  was  pointed  out  recently  by  the  editor  of  a 
Western  medical  journal  that  one  commercial  di- 
rectory which  sells  for  $15.00  contains  the  names 
of  5,000  physicians,  and  that  simple  arithmetic 
will  show  a profit  of  about  $60,000  to  the  pro- 
moters if  a liberal  deduction  of  $15,000  for  pub- 
lishing the  directory  is  made. 

It  is  obvious  such  projects  are  unethical  from 
a medical  viewpoint,  of  no  value  to  the  subscribing 
physician,  and  unusually  profitable  for  the  pro- 
moters. 


Medical  societies  are  no  longer  the  formal, 
cumbersome  and  slow-moving  organisms  that 
formerly  slumbered  peacefully  and  ineffectively 
between  annual  sessions. — Minnesota  Medicine. 


In  a recent  issue  of  The  Bulletin  of  the  Acad- 
emy of  Medicine  of  Cleveland  there  appeared  a 
communication  addressed  to  the  academy  from 

John  H.  Byrne, 

Warning  Relative  to  chairman  of  the 

i n • t Business  Practice 

False  Promises  of  Committee,  Cleve- 

Some  Insurance  Men  land  Life  Under- 

writers,  Inc., 
which  carries  a warning  to  physicians  relative  to 
the  activities  of  some  insurance  solicitors. 

Cleveland  undoubtedly  is  not  the  only  Ohio  city 
inhabited  by  unethical  insurance  salesmen. 

For  that  reason  the  letter  received  by  the 
Cleveland  Academy  is  reproduced  as  a “tip-off”  to 
physicians  in  other  parts  of  the  state  who  may 
at  some  time  be  offered  false  promises  as  an  in- 
ducement to  purchase  insurance: 


“About  once  or  twice  a year,  reports  come  to 
the  office  of  the  Cleveland  Life  Underwriters, 
complaining  about  representatives  who  have  made 
promises  to  physicians  concerning  appointments 
as  life  insurance  examiners. 

“The  complaint  is  something  like  this,  ‘Doctor, 
if  you  will  buy  a certain  amount  of  life  insurance 


from  me,  I shall  use  my  efforts  to  have  you  ap- 
pointed as  examiner  in  this  particular  section. 
The  company  will  not  consider  an  applicant  for 
examiner  unless  insurance  is  carried  in  the  com- 
pany. I will  see  that  you  get  a number  of  exami- 
nations, so  that  your  insurance  premiums  will  be 
paid  from  your  examination  fees.’ 

“If  the  physician  accepts  the  proposition  of  the 
insurance  sales  representative,  he  learns  later 
that  he  has  not  been  appointed  as  examiner,  and 
also  is  advised  that  no  representative  of  a reput- 
able company  is  authorized  to  make  such  state- 
ments. The  medical  directors  of  life  insurance 
companies  reserve  to  themselves  the  appointment 
of  medical  examiners  and  are  not  influenced  by 
the  fact  that  a physician  may  own  life  insurance 
in  the  company  when  application  for  examiner  is 
made. 

“It  is  contrary  to  the  laws  of  Ohio  for  any  life 
insurance  agent  to  offer  an  inducement  to  a phy- 
sician to  buy  life  insurance  on  the  condition  that 
he  may  be  made  an  examiner  and  it  is  equally 
illegal  for  a physician  to  enter  into  any  such  deal 
with  an  agent.  The  Cleveland  Life  Underwriters 
seek  the  cooperation  of  the  Medical  profession  of 
Cleveland  and  ask  that  if  any  propositions  of  this 
nature  are  submitted  in  the  future  to  a member 
of  the  Academy  of  Medicine,  that  a report  be 
made  immediately  to  the  office  of  our  organization 
which  is  located  in  the  StaFer  Hotel,  with  tele- 
phone number,  CHerry  3909.” 


Let  there  be  no  radical  stampede,  resulting  in 
disappointment,  retrogression,  and  frustrated 
hopes.  This  is  my  answer  to  those  of  our  profes- 
sion who  clamor  and  cry  for  a definite,  militant 
program  of  our  own. — Maxwell  Lick,  M.D.,  presi- 
dent, Medical  Society  of  Pennsylvania. 


Experience  is  a greater  teacher.  It  is  hoped 
that  the  State  Legislature  of  Ohio  this  year  and 
during  years  to  come  will  be  willing  to  profit  by 

the  experiences  of 

Of  Course  the  Cults  some  of  the  other 

states  which  are  un- 
fortunate in  having 
Board  System  a multiple-board  sys- 

tem of  medical  ex- 
amination and  licensure. 

The  multiple-board  system  has  been  a joke 
wherever  it  has  been  tried.  It  has  been  a distinct 
failure  and  always  will  be.  It  plays  into  the  hands 
of  the  incompetent  and  unqualified  individuals 
who  profess  to  practice  the  healing  arts. 

The  following  article  copied  by  California  and 
Western  Medicine  from  Clinical  Osteopathy,  pub- 
lication of  the  California  Osteopathic  Association, 
illustrates  some  very  interesting  and  significant 
points : 

“At  a meeting  held  June  29  to  July  1 in  Los 
Angeles,  the  California  Board  of  Osteopathic  Ex- 
aminers adopted  a resolution  which  opens  the  way 
for  a number  of  drugless  licentiates  heretofore 
barred  from  obtaining  a physician  and  surgeon 
certificate  to  obtain  such  certificate  with  a mini- 
mum of  sacrifice  of  time  from  practice. 

“Drugless  licentiates  who  have  completed  the 
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necessary  premedical  courses  as  prescribed  by  the 
State  Medical  Practice  Act,  and  who  comply  with 
Section  10  of  this  Act,  may  now  take  a minimum 
of  one  trimester  at  the  College  of  Osteopathic 
Physicians  and  Surgeons  to  qualify  for  the  ex- 
amination in  additional  subjects  necessary  to  be- 
come eligible  for  a physician  and  surgeon  cer- 
tificate. These  subjects  are:  biochemistry;  ad- 
vanced bacteriology  and  pathology;  surgery; 
materia  medica,  pharmacology  and  therapeutics; 
general  medicine,  including  clinical  microscopy; 
advanced  obstetrics  and  gynecology. 

“This  will  be  welcome  news  to  drugless  licen- 
tiates who  have  desired  to  obtain  the  physician 
and  surgeon  certificate,  but  have  been  unable  to  do 
so  because  of  the  unduly  large  sacrifice  of  time 
heretofore  necessary  to  become  qualified.” 

The  above  described  “convenient”  arrangement 
indicates  how  far  some  boards  composing  a mul- 
tiple system  of  licensure  will  go  to  wink  at  stand- 
ards in  order  to  accommodate  applicants  for 
licenses.  The  theory  of  most  boards  of  this  char- 
acter seems  to  be  to  make  it  easier  and  easier  for 
the  applicant  to  qualify,  resulting,  obviously,  in 
gerater  numbers  of  incompetent  and  unqualified 
practitioners. 


Well  over  half  of  the  membership 
has  attended  the  district  meetings 
during  the  past  year.  These  meetings 
are  getting  bigger  and  better  each 
year.  Plans  for  the  1937  series  of 
district  gatherings  are  being  made  at 
this  time. 

What  has  been  your  reaction  to 
these  postgraduate  meetings?  What 
type  of  program  do  you  like?  Have 
you  any  suggestions  for  programs 
for  the  1937  district  meetings? 

Write  the  State  Headquarters 
Office  and  express  your  views,  so  that 
suggestions  can  be  relayed  to  the 
district  officers. 


Joins  Health  Department  Staff 

Dr.  John  B.  Kistler,  Newcomerstown,  has  been 
appointed  medical  inspector  in  the  Division  of 
Communicable  Diseases  of  the  State  Department 
of  Health.  Dr.  Kistler  graduated  from  Eclectic 
Medical  College,  Cincinnati,  in  1924.  He  is  a mem- 
ber of  the  Ohio  State  Medical  Association  and  the 
American  Medical  Association. 


Radio  Forum  on  Pediatrics 

A radio  forum  on  growth  and  development  of 
the  child,  under  the  auspices  of  the  National  Con- 
gress of  Parents  and  Teachers,  the  American 
Academy  of  Pediatrics  and  the  National  Broad- 
casting Company,  and  edited  by  Dr.  Norman  C. 
Wetzel,  Cleveland,  is  being  presented  over  the 
NBC-WJC  Blue  Network  every  Wednesday,  from 
4:00  to  4:30  P.  M. 


Do  You  Know  - - - 

The  policy  of  the  Ohio  State  Medical  Associa- 
tion on  “professional  advertising”? 

On  October  5,  1930,  a committee  of  the  Council 
of  the  State  Association  was  appointed  to  consider 
the  various  angles  of  the  general  problem  of  pro- 
fessional advertising  and  publicity. 

The  report  of  that  committee,  which  was  ap- 
proved by  the  Council  on  December  14,  1930,  read 
in  part  as  follows: 

“This  committee  believes  that  we  may  take  as 
our  text  the  section  on  ‘Advertising’  in  the  Prin- 
ciples of  Medical  Ethics  of  the  American  Medical 
Association  (Chapter  II,  Section  4)  reading  as 
follows : 

ADVERTISING 

‘Sec.  4 — Solicitation  of  patients  by  physicians 
as  individuals,  or  collectively  in  groups  by  what- 
soever name  these  be  called,  or  by  institutions  or 
organizations,  whether  by  circulars  or  advertise- 
ments, or  by  personal  communications,  in  unpro- 
fessional. This  does  not  prohibit  ethical  institu- 
tions from  a legitimate  advertisement  of  location, 
physical  surroundings  and  special  class — if  any — 
of  patients  accommodated.  It  is  equally  unpro- 
fessional to  procure  patients  by  indirection 
through  solicitors  or  agents  of  any  kind,  or  by  in- 
direct advertisement,  or  by  furnishing  or  inspir- 
ing newspaper  or  magazine  comments  concerning 
cases  in  which  the  physician  has  been  or  is  con- 
cerned. All  other  like  self -laudations  defy  the  tra- 
ditions and  lower  the  tone  of  any  profession  and 
so  are  intolerable.  The  most  worthy  and  effective 
advertisement  possible,  even  for  a young  physi- 
cian, and  especially  with  his  brother  physicians, 
is  the  establishment  of  a well-merited  reputation 
for  professonal  ability  and  fidelity.  This  cannot 
be  forced,  but  must  be  the  outcome  of  character 
and  conduct.  The  publication  or  circulation  of 
ordinary  simple  business  cards,  being  a matter  of 
personal  taste  or  local  custom,  and  sometimes  of 
convenience,  is  not  per  se  improper.  As  implied, 
it  is  unprofessional  to  disregard  local  customs 
and  offend  recognzed  ideals  in  publishing  or  cir- 
culating such  cards. 

‘It  is  unprofessional  to  promise  radical  cures; 
to  boast  of  cures  and  secret  methods  of  treatment 
or  remedies;  to  exhibit  certificates  of  skill  or  of 
success  in  the  treatment  of  diseases;  or  to  employ 
any  methods  to  gain  the  attention  of  the  public 
for  the  purpose  of  obtaining  patients.’ 

“Obviously  there  is  a clear  distinction  between 
advertising  of  commercial  products  and  adver- 
tising professional  services.  There  is  not  and 
cannot  be  any  real  analogy  between  them.  Tan- 
gible material  products  may  be  analyzed,  meas- 
ured and  compared.  These  may  be  properly  ad- 
vertised. Personal,  professional  service,  especially 
medical  service,  may  not  properly  be  advertised. 
Professional  medical  service  should  not  and  can- 
not be  placed  on  the  basis  of  a commodity  to  be 
sold  by  reason  of  a trade-mark.  If  free  reign  is 
permitted  to  publicity  and  advertising  of  or  by 
physicians,  the  public  will  be  betrayed  into  the 
hands  of  the  most  immodest  and  clever  advertiser 
without  regard  to  his  professional  efficiency.” 


WARNING  IS  SOUNDED  TO  PHYSICIANS  CONCERNING  MEDICAL 
SERVICE  PROJECTS  OF  U.  S.  RESETTLEMENT  ADMINISTRATION 


INASMUCH  as  land  is  being  acquired  in  Ohio  by  the  Federal  Resettlement  Adminis- 
tration and  projects  are  being  carried  on  in  this  state  by  that  governmental  agency, 
the  following  article  published  in  the  October,  1936,  issue  of  the  American 
Medical  Association  Bulletin  should  be  of  special  interest  to  members  of  the  medical 
profession  of  Ohio. 

The  plea  made  in  the  article  that  physicians  be  extremely  cautious  about  estab- 
lishing any  relationships  with  medical  service  projects  under  the  Resettlement  Ad- 
ministration is  timely  as  well  as  appropriate. 

It  is  a fact  that  physicians  in  some  Ohio  communities  have  been  approached  by 
representatives  of  the  Resettlement  Administration  and  have  been  asked  to  express 
an  opinion  concerning  cooperative  medical  service  enterprises.  To  date  no  encourage- 
ment has  been  given  to  such  programs  by  the  medical  profession  of  this  state. 

THE  FEDERAL  RESETTLEMENT  ADMINISTRATION  AND  MEDICAL  RELIEF 

(From  American  Medical  Association  Bulletin) 


OSTENSIBLY  for  the  immediate  purpose  of 
providing'  emergency  medical  care  to  its 
clients,  the  Federal  Resettlement  Adminis- 
tration has  caused  to  be  formed  in  the  State  of 
North  Dakota  a Farmers  Mutual  Aid  Corporation. 
This  corporation,  it  is  proposed,  will  be  the  re- 
cipient of  loans  from  the  Government  and  will  in 
turn  provide  for  the  supplying  of  emergency 
medical  care  to  its  members.  Articles  of  incor- 
poration have  been  filed,  by-laws  drafted,  and 
plans  are  well  under  way  to  put  into  effect  the 
corporate  purposes.  A similar  corporation  is  pro- 
posed for  South  Dakota. 

While  representatives  of  the  Resettlement  Ad- 
ministration aver  that  only  clients  of  the  admin- 
istration will  be  accepted  as  members,  article  VI 
of  the  articles  of  incorporation  provides: 

Under  the  terms  and  conditions  prescribed  in  its 
By-Laws,  this  Corporation  shall  admit  as  new 
members  only  such  persons  as  are  farm  owners, 
farm  tenants,  share  croppers,  farm  laborers,  or 
persons  who  when  last  employed,  obtained  a 
major  portion  of  their  livelihood  from  agricul- 
tural, horticultural,  viticultural,  forestry,  dairy, 
livestock,  poultry,  bee  or  farm  operations. 

There  is  no  mention  in  article  VI  of  relief 
clients.  Under  its  embracive  phraseology,  any 
person,  irrespective  of  his  financial  status,  and 
wherever  he  may  reside,  may  be  accepted  as  a 
member  if  he  can  otherwise  qualify  by  showing 
any  of  the  specified  relationships  to  the  farming 
industry.  While  the  by-laws  that  have  been 
drafted  limit  membership  in  the  corporation,  for 
the  immediate  present,  to  clients  of  the  Resettle- 
ment Administration,  they  also  provide  that  as 
soon  as  the  Resettlement  Administration  or  any 
successor  federal  agency  ceases  to  be  “actively 
engaged  in  rehabilitation  or  relief  activities  in  the 
State  of  North  Dakota”  membership  will  be  re- 


stricted only  by  the  broad  language  used  in  the 
articles  of  incorporation. 

The  objects  and  purposes  of  the  corporation 
must  be  determined  by  the  articles  of  incorpora- 
tion that  have  been  filed,  article  II  of  which  pro- 
vides, in  part: 

The  nature  of  the  business  of  the  Corporation 
and  the  objects  and  purposes  for  which,  or  for  any 
of  which,  this  Corporation  is  formed  are: 

(a)  To  associate  its  members  together  for  their 
mutual  benefit  and  to  further  the  rehabilitation  of 
said  members,  and  to  that  end  to  engage  in  any 
activity  involving  or  relating  to  the  obtaining  for 
its  members  of  medical  and/or  dental  treatment 
and  services,  and  any  surgery,  nursing  or  hos- 
pitalization incident,  necessary  or  convenient 
thereto. 

(b)  . . . and  to  make  provision  for  the  pay- 
ment of,  and  to  pay  bills  rendered  to  its  members 
by  physicians  and  dentists  duly  licensed  to  prac- 
tice medicine  or  dentistry  in  the  State  of  North 
Dakota,  or  by  other  individuals  or  corporations 
rendering  services  to  or  supplying  property  to  its 
members,  such  provision  for  payment  and/or 
payment  (sic)  to  be  made  upon  the  terms  and  con- 
ditions set  forth  in  the  By-Laws.  . . . 

The  comprehensiveness  of  the  foregoing  article 
is  apparent.  By  virtue  of  it,  the  corporation  is 
authorized  to  engage  in  any  cooperative  enterprise 
that  will  promote  the  mutual  benefit  of  members. 
Physicians  as  such,  may  be  affected,  if  at  all,  only 
indirectly  by  a general  farmers’  cooperative 
movement  but  when,  as  here,  the  movement  con- 
templates the  supplying  of  medical  care  to  mem- 
bers, the  medical  profession  cannot  ignore  the 
possibilities. 

While  the  present  plan  seems  to  contemplate 
that  private  practitioners  of  medicine  will  pro- 
vide emergency  medical  care  to  relief  clients, 
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under  an  agreed  fee  schedule,  the  language  used 
in  article  II  was,  no  doubt,  deliberately  chosen  by 
the  proponents  of  the  movement.  This  language 
clearly  indicates  the  possibility  that  the  corpora- 
tion itself  may  eventually  provide  the  facilities 
for  the  supplying  of  that  care.  If  such  a possi- 
bility is  not  in  contemplation,  then  article  II  is,  to 
say  the  least,  unfortunately  phrased. 

Neither  the  articles  of  incorporation  nor  the  by- 
laws accord  to  relief  clients  any  rights  with  re- 
spect to  selecting  their  physician.  The  certificate 
of  membership  does  purport  to  permit  clients  to 
choose  their  physician  but  the  absence  of  any 
guaranty  to  that  effect  in  the  articles  of  incor- 
poration or  in  the  by-laws  may  not  be  accidental. 

Even  though  members  of  the  medical  profession 
find  it  possible  to  cooperate,  for  the  present,  in 
rendering  emergency  medical  care  to  Resettle- 
ment clients,  there  is  no  assurance  that  they  will 
be  remunerated.  The  by-laws  provide  in  elaborate 
detail  for  the  submission  and  verification  of  phy- 
sicians’ vouchers  and  then  conclude  by  reserving 
to  the  corporation  the  right  to  discharge  all  its 
obligations  to  physicians  by  refunding  to  the 
member  his  membership  fee,  if  any,  and  any  other 
sums,  with  exceptions,  the  member  may  have  paid 
the  corporation  during  the  current  fiscal  year. 
The  corporation  may  effect  this  discharge  of  re- 
sponsibility in  the  event  members’  demands  upon 
the  corporation  exceed  its  capacity  to  make  pay- 
ments to  physicians,  dentists  and  other  persons 
for  medical  care.  A physician,  therefore,  who  ful- 
fills to  the  letter  his  obligations  may  receive  in 
payment  his  own  voucher  marked  “N.F.” 

This  plan  of  the  Resettlement  Administration  is 
charged  with  dangerous  potentialities.  Great 
caution  must  be  exercised  by  physicians  in  estab- 
lishing any  relationships  with  it.  Measures  that 
may  be  used  for  emergency  purposes  should  be 
clearly  defined  as  emergency  measures. 


Dr.  Woodward  is  Honored 

Dr.  George  Woodward,  Longview  State  Hospital, 
Cincinnati,  was  elected  president  of  the  Associa- 
tion of  Physicians  of  Ohio  State  Hospitals  at  its 
51st  annual  meeting  held  in  Lima,  October  22-23. 
Dr.  Beatrice  Postle,  Columbus  State  Hospital,  was 
named  vice-president  and  Dr.  Mel  A.  Davis,  Orient 
Hospital,  secretary-treasurer. 


Voters  Aid  Injured  Child 

Voters  of  Cole  Township,  near  Jackson,  by  a 
vote  of  515  against  161,  at  the  recent  election  ap- 
proved a 2.99  mill  levy  to  provide  a $10,500 
“health-happiness”  bond  for  the  purpose  of  paying 
a court  award  returned  several  years  ago  in  favor 
of  a child  who  was  badly  burned  by  a pile  of  hot 
ashes  left  unguarded  by  township  road  workers. 
According  to  the  press,  this  action  makes  funds 
available  for  surgical  treatment  of  the  child. 


Christmas  Seal  Campaign  Started;  Goal 
This  Year  is  $225,000 

With  a goal  of  $225,000,  the  Ohio  Public  Health 
Association  and  its  affiliated  organizations  are  en- 
gaged in  their  thirtieth  annual  sale  of  Christmas 
Health  Seals  which  will  extend  to  Christmas. 
Funds  derived  from  the  sale  will  be  used  to  carry 
on  the  campaign  against  tuberculosis  and  for  the 
care  of  those  already  afflicted.  Last  year  the 
Christmas  Health  Seal  sale  amounted  to  $189,- 
843.22. 

The  number  of  deaths  from  tuberculosis  in  Ohio 
in  1935  was  3605  compared  with  3511  in  1934,  and 
the  death  rate  per  100,000  persons  increased  from 
50.03  in  1934  to  50.72  in  1935.  While  an  increase 
was  reported  in  1935  as  compared  with  1934,  it  is 
pointed  out  that  in  the  last  10  years  the  death 
rate  per  100,000  persons  has  declined  from  79  to 
50.72. 

Affiliated  in  the  warfare  on  tuberculosis  are  106 
local  organizations,  county  and  city.  Each  has 
adopted  a quota  in  the  coming  Christmas  Health 
Seal  campaign  and  of  the  funds  derived,  80  per 
cent  will  remain  with  the  local  organizations,  15 
per  cent  will  be  turned  over  to  the  state  association 
and  5 per  cent  will  be  forwarded  to  the  National 
Tuberculosis  Association. 

This  year  the  Christmas  Health  Seals,  which 
sell  for  $1.00  per  sheet  of  100  Seals,  bear  a mod- 
ernistic Santa  Claus.  In  addition  to  the  sale  of 
seals,  the  Ohio  Public  Health  Association  has  pre- 
pared Christmas  Seal  bonds  in  denominations 
ranging  from  $5  to  $1,000.  These  are  purchased 
usually  by  persons  of  large  means  or  by  special 
groups  or  organizations. 

The  work  done  covers  a wide  field.  These 
activities  include  health  education  in  the  schools 
and  other  organizations;  demonstrations  of  nurs- 
ing services;  health  camps;  preventoria;  open  air 
schools;  case  finding  surveys;  survey  of  dis- 
charged patients;  supplies  for  tuberculosis  pa- 
tients; payment  for  X-ray  films. 


Taking  Postgraduate  Courses 

Dr.  W.  P.  Johnson,  chief  of  the  Bureau  of 
Venereal  Disease  Control,  State  Department  of 
Health,  is  taking  a six  months’  postgraduate 
course  in  control  and  clinical  management  of 
syphilis,  arranged  jointly  by  the  Johns  Hopkins 
School  of  Hygiene  and  Public  Health  and  Johns 
Hopkins  Medical  School,  Baltimore,  Md. 

A fellowship  for  one  year  for  similar  study 
has  been  granted  by  Johns  Hopkins  University  to 
Dr.  S.  Abraham  Gilperin,  of  the  staff  of  the  Cin- 
cinnati Board  of  Health. 


New  Philadelphia — The  guest  speaker  at  a re- 
cent meeting  of  the  College  Club  was  Dr.  Max 
Shaweker,  Dover. 


CRITICAL  ANALYSIS  OF  BRITISH  HEALTH  INSURANCE  SYSTEM 
MADE  BY  AMERICAN  NEWSPAPER  CORRESPONDENT 


WHEN  a physician  criticizes  the  British 
system  of  socialized  medicine,  he  is  ac- 
cused by  those  attempting  to  have  such 
a program  inaugurated  in  this  country  of  being 
warped  by  prejudice,  of  having  exaggerated  and 
of  having  colored  his  statements  to  mislead  his 
readers  or  listeners. 

That  is  why  importance  must  be  attached  to 
observations  made  by  those  outside  the  medical 
profession  who  have  had  the  opportunity  to  make 
an  intimate  investigation  of  England’s  system. 

That  is  why  the  article,  “State  Medicine — 
Britain’s  Modern  Burden”,  written  by  John  S. 
Steele,  special  correspondent  for  the  Chicago 
Tribune  and  published  in  that  newspaper,  is  of 
special  significance. 

The  following  excerpts  from  Mr.  Steele’s  re- 
view of  the  British  panel  system  present  a rather 
sorry  picture  of  the  situation  which  exists  in  Eng- 
land for  a large  part  of  the  public  and  a consider- 
able number  of  members  of  the  medical  profession: 

LLOYD  GEORGE  DID  IT 

“Twenty-five  years  ago  Lloyd  George,  then 
chancellor  of  the  exchequer  under  Asquith’s 
premiership,  and  not  yet  ‘the  man  who  won  the 
war’,  startled  Great  Britain  and  frightened  its 
possessing  classes  by  his  great  campaign  for 
‘social  reform’.  He  was  regarded  as  a dangerous 
demagog,  and'  there  is  no  doubt  at  all  that  the 
series  of  measures  which  he  introduced  in  1911 
and  succeeding  years  started  Britain  on  the  road 
to  socialism,  on  which  it  has  traveled  so  far  since 
then. 

“Chief  among  these  measures  was  health  in- 
surance, which  the  chancellor  introduced  to  the 
people  in  a raging,  tearing  campaign  in  which  he 
promised  the  British  workingman  ‘ninepence  for 
fourpence’.  The  British  workingman  took  the 
bait  and  the  system  was  inaugurated  which  for 
good  or  ill  has  been  part  of  British  policy  since 
then  and  probably  will  continue  to  be  in  one  form 
or  another. 

SYSTEM  HAS  FEW  DEFENDERS 
“The  system  of  state  medicine  inaugurated  then 
with  such  a flourish  and  with  so  much  enthusiasm 
today  has  few  defenders  even  among  its  so-called 
beneficiaries.  It  has — and  this  is  not  only  my  own 
opinion  but  the  publicly  stated  opinion  on  many 
occasions  of  doctors,  coroners,  hospital  officials, 
and  others  who  are  engaged  in  working  the 
system — reduced  the  practice  of  medicine  from  a 
profession  to  a trade,  made  slaves  of  doctors  and 
chemists,  and  has  bred  in  the  people  a dangerous 
reliance  on  hurried  and  inefficient  doctoring  which 
has  caused  a serious  decline  in  the  national  health 
average.  * * * 


“Overwork  for  the  doctors  is  the-  great  evil  of 
the  system  and  is  what  has  reduced  medicine  from 
a profession  to  a trade.  In  spite  of  the  fact  that 
practically  every  general  practitioner  in  Britain 
outside  the  wealthy  areas  in  some  of  the  large 
cities  belongs  to  the  panel  there  are  not  enough 
doctors  to  go  around. 

“There  are  15,000,000  insured  persons,  so  that 
the  average  panel  is  about  1,000  patients  per 
doctor.  * * * Remember  also  that  this  is  an 
average.  There  are  hundreds  of  country  doctors 
with  only  a handful  or  a few  dozen  panel  patients, 
and  this,  of  course,  raises  the  average  in  the 
towns.  The  town  average  is  estimated  at  between 
2,500  and  3,000  patients,  and  there  have  been 
cases  mentioned  in  the  coroners’  courts  and  else- 
where of  doctors  with  panels  of  between  4,000 
and  5,000  patients. 

IT  JUST  CAN’T  BE  DONE 

“It  is  officially  estimated  that  a doctor  with  a 
panel  of  2,000  patients  must  have  about  8,000  at- 
tendances at  his  surgery  and  must  make  1,000 
home  visits  every  year.  This  works  out  at  22  sur- 
gery visits  a day  and  between  three  and  four 
home  visits.  Again  this  is  an  average  for  healthy 
and  unhealthy  neighborhoods.  In  many  towns  the 
number  of  attendances  will  be  twice  as  many  per 
thousand  as  in  others  and  there  are  panel  doctors 
who  see  as  many  as  forty  or  fifty  patients  a day 
at  the  surgery  and  call  on  a couple  of  dozen  at 
their  homes.  Of  course,  the  answer  is  that  it  can’t 
be  done,  or  rather  that  ‘seeing’  means  just  what 
it  says  and  cannot  include  proper  examination  and 
diagnosis. 

“It  is  usual  for  the  British  doctor  to  have  from 
one  to  two  regular  surgery  hours  every  evening, 
generally  between  7 and  9 p.  m.  He  usually  also 
is  to  be  found  at  home  for  an  hour  in  the  morn- 
ing, but  as  a rule  sees  only  more  or  less  urgent 
cases  or  patients  by  appointment  then.  The  rest 
of  the  day  is  devoted  to  visiting,  hospital  work, 
etc.  How,  then,  can  a man,  even  in  the  full  two 
hours,  attend  properly  to  even  twenty  patients,  or 
still  worse,  forty?  Twenty  to  the  hour  means 
three  minutes  each,  and  some  obviously  must  have 
more  time  than  others.  Add  to  that  the  fact  that 
the  British  workingman  dearly  loves  a ‘bottle’ 
and  doesn’t  think  the  doctor  has  done  his  duty 
unless  he  gets  one. 

“This  necessitates  spending  a minute  or  two  in 
writing  a prescription,  and  even  the  most  com- 
mercial doctor  must  give  a bit  of  advice  as  well 
as  a bit  of  paper.  The  result,  of  course,  is  that 
panel  practice  has  degenerated  into  a quick  look 
for  the  more  obvious  symptoms.  If  a patient  is 
obviously  seriously  ill  he  is  usually  recommended 
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to  go  to  a hospital  and  given  a note  to  secure  ad- 
mission. This,  of  course,  is  the  best  thing  for  him, 
but  for  every  case  of  acute  illness  detected  thus 
many  are  missed  in  their  early  stages  when  pre- 
ventive measures  might  have  saved  the  patient 
much  suffering  and  the  state  some  money. 

ATTACKED  BY  AUTHORITIES 

“Almost  daily  the  system  is  attacked  by  coroners 
and  by  eminent  medical  authorities.  * * * In  a 
recent  report  E.  H.  Worth  and  Dr.  S.  G.  Askey, 
joint  secretaries  of  the  National  Medical  Union, 
say:*  ‘It  (the  panel  practice)  puts  a premium  on 
hurried  and  imperfect  work.'  It  destroys  the 
proper  personal  relationship  between  doctor  and 
patient  and  lowers  the  standard  of  medical  work.’ 

“So  much  for  the  patient.  In  spite  of  the  fact 
that  the  insurance  system  has  made  it  possible 
for  the  young  doctor  to  earn  a living  quickly,  the 
doctors  are  complaining,  chiefly  of  too  much 
supervision.  They  are  limited  in  their  prescribing 
to  certain  drugs  and  are  not  allowed  to  use  modern 
and  expensive  medicines.  If  they  do  so  they  are 
liable  to  be  summoned  before  the  administrative 

board  for  their  district  and  fined  or  reprimanded. 

* * * 

“In  cases  of  alleged  carelessness  they  are  also 
liable  to  arraignment  before  the  committees  and 
to  fine  or  reprimand  or  even  to  being  struck  off 
the  panel.  While  some  control  may  be  necessary 
in  such  a service,  the  general  medical  opinion  is 
that  it  has  reduced  the  panel  doctor  from  the 
status  of  an  independent  professional  man  to  that 
of  a servant  of  the  state  who  must  do  not  what 
he  considers  best  for  his  patient  but  what  the 
state  will  allow  him  to  do. 

MAKING  ‘MEDICAL  SLAVES’ 

“The  late  Lord  Riddell,  who  was  chairman  of 
one  of  London’s  largest  hospitals  and  a good 
friend  of  the  medical  profession,  shortly  before 
his  death  described  the  panel  doctors  as  ‘medical 
slaves  who  must  prescribe  according  to  certain 
rules  or  be  fined’,  and  in  the  same  speech  he 
declared  that  but  for  the  voluntary  hospitals  the 
panel  system  would  have  broken  down  long  ago. 

“One  curious  effect  on  medical  practice  has 
been  the  evolution  of  the  doctor  who  is  nothing 
more  than  an  employe  of  a loan  shark.  Purchase 
and  sale  of  practices  is  the  ordinary  rule  in 
Britain.  When  a doctor  wants  to  retire  or  move 
to  another  neighborhood  he  sells  his  practice  to  a 
successor,  usually  for  about  two  or  three  years’ 
income.  When  a young  doctor  wants  to  start  in 
practice  he  usually  has  to . buy  an  established 
practice.  A panel  practice  with  a thousand  pa- 
tients is  an  asset  on  which  money  can  be  borrowed. 
A tribe  of  loan  sharks  has  grown  up  who  finance 
young  doctors  in  the  purchase  of  panel  practices, 
taking  from  them  an  undertaking  to  turn  over  all 
or  the  greater  part  of  the  income  until  the  loan 
is  paid,  and  at  the  same  time  making  them  sign 


an  undated  bill  of  sale  for  the  practice.  The  loan 
shark  can  turn  the  doctor  out  and  resell  the  prac- 
tice at  any  time  that  the  debtor  falls  into  arrears. 

DESTROYS  PERSONAL  RELATIONSHIP 

“Perhaps  one  of  the  worst  results  of  the  panel 
system  is  the  destruction  of  that  personal  friend- 
ship and  mutual  confidence  which  should  exist 
between  the  patient  and  his  family  doctor.  The 
patient  feels  that  the  doctor  is  his  servant,  paid 
anyhow,  and  is  liable  to  demand  treatment  for 
trivialities  which  in  the  old  days  would  have  been 
cared  for  at  home.  The  doctor  feels  that  his  panel 
patient  is  exploiting  him  and  causing  him  to 
neglect  his  private  paying  patients,  who  get  him 
when  he  is  tired  and  worried  by  an  overwhelming 
panel  practice. 

“Many  patients  of  the  better  class  who  never- 
theless come  within  the  panel  system  resent  being 
herded  in  a cold  and  often  dirty  waiting  room 
with  repulsive  companions  while  waiting  to  see 
the  doctor,  who  is  turning  them  off  at  the  rate  of 
one  every  two  or  three  minutes.  The  moral  effect 
on  the  doctor  is  bad  also,  and  overwork  seems  to 
have  led  to  an  increase  of  drink  and  drug  taking 
among  doctors.” 


Ohio  Pathologists  on  Certified  List  Issued 
by  A.  M.  A.  Council 

The  Council  on  Medical  Education  and  Hos- 
pitals of  the  American  Medical  Association  has  re- 
cently issued  an  approved  list  ( Journal  of  the 
American  Medical  Association,  October  24,  1936, 
pages  1385-1389)  of  902  physicians  in  the  United 
States  specializing  in  pathology  and  clinical 
pathology,  who  have  been  found  to  meet  the 
“Essentials”  according  to  a minimum  standard  of 
qualifications  set  up  by  the  Council. 

Ohio  pathologists  certified  by  the  A.  M.  A. 
Council  on  Medical  Education  and  Hospitals  are: 
Dr.  Burr  M.  Hathaway,  Dr.  Frederick  C.  Potter 
and  Dr.  Edward  L.  Saylor,  Akron;  Dr.  Albert 
Faller,  Dr.  Mortimer  Herzberg,  Dr.  James  N. 
Patterson  and  Dr.  Pearl  M.  Zeek,  Cincinnati;  Dr. 
Rafael  Dominguez,  Dr.  Harry  Goldblatt,  Dr. 
Howard  T.  Karsner,  Dr.  Benjamin  S.  Kline,  Dr. 
Alan  R.  Moritz,  Dr.  D.  J.  Rehbock,  Dr.  Morris  A. 
Simon,  Dr.  Reuben  Strauss  and  Dr.  Anna  M. 
Young,  Cleveland;  Dr  J.  J.  Coons,  Dr.  Roswell  S. 
Fidler,  Dr.  Ralph  W.  Hoffman,  Dr.  Harry  L. 
Reinhart  and  Dr.  Ellis  Ray  Shilling,  Columbus; 
Dr.  Foy  C.  Payne  and  Dr.  Walter  M.  Simpson, 
Dayton;  Dr.  Max  Shaweker,  Dover;  Dr.  Maurice 
Rosenzweig,  Elyria;  Dr.  John  B.  Donaldson,  Lo- 
rain; Dr.  Louis  A.  Mitchell,  Newark;  Dr.  Ernest 
J.  Oesterlin,  Springfield;  Dr.  Ralph  M.  Crumrine, 
Dr.  S.  S.  Hindman,  Dr.  Thomas  L.  Ramsey,  Dr. 
James  B.  Rucker,  Dr.  August  H.  Schade,  Dr. 
Bernhard  Steinberg  and  Dr.  Theodore  Zbinden, 
Toledo,  and  Dr.  G.  B.  Kramer  and  Dr.  R.  B. 
Poling,  Youngstown. 


THE  MEDICAL  BOOKSHELF 


Reports  on  Chronic  Rheumatic  Diseases;  be- 
ing the  annual  report  of  the  British  Commit- 
tee on  Chronic  Rheumatic  Diseases  appointed 
by  the  Royal  College  of  Physicians.  Nos.  1 
and  2,  $4.00  and  $3.50  respectively.  P'p.  159 
and  140.  The  MacMillan  Company,  New  York, 
1936. 

It  is  both  refreshing  and  stimulating  to  find 
a calm,  objective,  dispassionate,  and  conserva- 
tive appraisal  of  the  present  status  of  our  knowl- 
edge of  the  chronic  rheumatic  states  by  a care- 
fully selected,  permanently  organized  commit- 
tee of  medical  experts,  from  whom  we  may  an- 
ticipate further  critical  reports  in  this  field  an- 
nually. In  1925  the  Ligue  Internationale  contre 
le  Rhumatisme  was  founded  under  the  presidency 
of  Dr.  Fortescue  Fox  of  Great  Britain.  The 
British  Ministry  of  Health  had  already  estimated 
that  nearly  one-sixth  of  the  industrial  incapaci- 
ties in  the  British  Isles  were  due  to  diseases 
classed  as  “rheumatism,”  costing  annually  £17,- 
000,000  and  entailing  a loss  of  more  than  5,500,- 
000  weeks  of  productive  work  (in  the  United 
States,  estimated  time  loss  7,500,000  weeks,  in- 
come loss  $200,000,000  annually).  It  is  not  sur- 
prising, therefore,  that  Great  Britain  should 
promptly  take  the  lead  in  Europe  in  this  modern 
crusade,  and  that  their  delegates  to  the  Interna- 
tional League  should  by  1933  have  been  desig- 
nated by  Lord  Dawson  of  Penn,  acting  in  his 
capacity  of  President,  a permanent  Committee  of 
the  Royal  College  of  Physicians.  Sir  Humphrey 
Rolleston  was  unanimously  chosen  Chairman,  and 
writes  the  Foreword  to  these  two  volumes  which 
report  the  results  of  the  first  series  of  delibera- 
tions of  the  Committee.  Such  well-known  men 
as  Lord  Horder,  Sir  William  Willcox,  Professor 
Fraser,  W.  S.  C.  Copeman,  and  Drs.  Bach,  Buck- 
ley  (who  edits  the  reports),  Fox,  M.  H.  Gordon, 
G.  H.  Oriel,  C.  J.  Griffiths  and  Geoffrey  Holmes, 
among  others,  are  sufficient  to  assure  the  de- 
pendability of  the  data,  and  the  seriousness  of  the 
undertaking. 

It  is  particularly  commendable  that  the  Amer- 
ican Committee  for  the  Control  of  Rheumatism 
under  the  chairmanship  of  Dr.  Ralph  Pemberton 
should  have  made  overtures  to  the  British  Com- 
mittee upon  its  creation  resulting  in  a cordial  and 
mutually  valuable  collaboration  of  effort  and  ob- 
jectives. In  the  present  report,  Vol.  No.  2,  Philip 
S.  Hench,  secretary  of  the  American  Committee, 
contributes  a chapter  on  Recent  American  Re- 
searches on  Diseases  of  Joints  and  Related  Struc- 
tures, being  a brief  resume  of  the  work  of  the 
past  four  years  in  this  country  as  critically  evalu- 
ated, abstracted  and  published  in  the  Annals  of 
Internal  Medicine  during  1935  and  1936. 


It  is  agreed  that  the  question  of  classification 
and  nomenclature  must  be  held  sub-judica  until 
more  complete  information  is  available  concern- 
ing specific  etiology  and  the  role  played  by  pre- 
disposing, precipitating  or  aggravating  factors  in 
the  individual  rheumatic  syndromes.  The  pro- 
visional subdivision  of  so-called  Rheumatic  Dis- 
eases into  four  main  groups  has  been  suggested: 
Group  1,  rheumatic  fever,  acute  or  subacute; 
Group  2,  acute  gout;  Group  3,  chronic  arthritis, 
(a)  rheumatoid  type  (atrophic,  proliferative) 
either  of  known  (gonnococcal,  tuberculous,  luetic, 
et  al.)  or  of  unknown  etiology  and  (b)  osteo- 
arthritic  type  (hypertrophic,  degenerative)  of 
known  (traumatic,  metabolic  or  organic  neuro- 
genic) and  unknown  etiology;  Group  4,  non-ar- 
ticular  rheumatic  affections. 

The  rationale  of  therapy  must  obviously  follow, 
and  may  not  successfully  precede,  the  develop- 
ment of  methods  for  evaluating  the  .various  fac- 
tors now  thought  to  influence  articular  physi- 
ology. Important  knowledge  is  still  lacking  con- 
cerning normal  articular  tissues,  the  origin ' and 
nature  of  synovial  fluid,  the  metabolism  of  car- 
tilage, and  the  nerve,  lymph  and  blood  supplies  to 
joint  surfaces  and  capsules.  The  natural  life  his- 
tory of  the  various  rheumatic  states  is  still  en- 
tirely unknown.  To  establish  the  worth  of  re- 
moval of  infectious  foci,  of  administering  vac- 
cines, diets,  various  endocrine  products,  salicy- 
lates, sulphur,  histamine,  artificially  induced 
fever,  etc.,  etc.,  the  mechanisms  underlying  the 
symptomatic  syndromes  and  the  frequency  and 
duration  of  spontaneous  remissions  must  be 
known.  When  infection  does  play  a part  in 
chronic  arthritis,  the  individual  constitutional  dia- 
thesis, including  dietary  and  metabolic  and  en- 
docrine factors,  affects  and  conditions  the  nature 
and  extent  of  the  pathologic  process,  thus  modi- 
fying the  relative  effectiveness  of  any  therapeutic 
effort. 

The  potential  relationship  to,  or  influence  upon 
chronic  arthritic  states  by  the  allergic  constitu- 
tion, hepatic  efficiency,  biochemical  disequilibria, 
focal  sepsis,  histamine,  the  thyroid  and  parathy- 
roid glands,  organic  lesions  of  the  nervous  system, 
tubercle  bacilli,  and  hemolytic  streptococci  are 
critically  reviewed.  An  excellent  and  relatively 
complete  bibliography  of  current  and  world  litera- 
ture forms  the  basis  and  background  for  present 
opinions  and  suggested  next  steps. 

The  British  Committee  not  only  contemplates  a 
continuance  of  this  critical  digest  of  medical 
thought  and  practice  from  year  to  year  but  will 
undertake  to  encourage,  direct,  integrate  and 
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evaluate  research  projects  from  time  to  time 
which  seem  appropriate  and  timely. 

If  the  promise  of  this  first  report,  published  in 
two  small  convenient,  well  organized  and  clearly 
printed  volumes,  is  fulfilled  in  the  future  studies 
under  the  direction  of  this  Committee,  no  phy- 
sician interested  in  and  having  to  do  with  this 
complex  problem  can  afford  to  be  without  such 
authorative  resumes  in  his  reference  library. — 
Charles  A.  Doan,  M.D. 

The  Practice  of  Medicine.  By  Jonathan 
Campbell  Meakins,  M.D.,  LL.D.,  professor  of 
medicine  and  director  of  the  Department  of 
Medicine,  McGill  University;  physician-in- 
chief, Royal  Victoria  Hospital,  Montreal; 
formerly  professor  of  therapeutics  and  clin- 
ical medicine,  University  of  Edinburgh.  With 
505  illustrations  including  35  in  color.  The 
C.  V.  Mosby  Company,  3523-25  Pine  Blvd., 
St.  Louis,  Mo.,  publishers.  Price  $10.00. 

This  textbook  represents  what  the  physician  of 
today  is  expected  to  know  and  what  the  modern 
medical  student  is  expected  to  learn.  It  is  told  in 
a brief,  simple  manner  that  is  adequate  for  this 
purpose  and  attractive  to  the  reader.  It  is  richly 
illustrated  with  pictures  that  help  much  to  visu- 
alize the  contents.  In  short,  an  excellent  one 
volume  practice  of  medicine. — Jonathan  Forman, 
M.D. 

The  1936  Year  Book  of  General  Medicine. 
Edited  by  George  F.  Dick,  M.D.;  Lawrason 
Brown,  M.D.;  George  R.  Minot,  M.D. , S.D., 
F.R.C.P.  (Hon.)  Edin.;  William  B.  Castle, 
M.D.,  A.M.,  M.D.  (Hon.)  Utrecht;  William  D. 
Stroud,  M.D.;  George  B.  Eusterman,  M.D.  The 
Year  Book  Publishers,  Inc.,  304  South  Dear- 
born St.,  Chicago,  Illinois.  Price  $3.00. 

The  high  standard  of  previous  years  has  been 
fully  maintained  in  this  volume.  A stimulating 
survey  of  the  progress  of  general  medicine  in  the 
management  of  infectious  diseases,  diseases  of  the 
chest,  diseases  of  the  blood  and  diseases  of  the 
kidney,  diseases  of  the  heart  and  blood  vessels, 
diseases  of  the  digestive  system  and  of  metabo- 
lism. An  amazing  amount  of  information  for  so 
little  money. — Jonathan  Forman,  M.D. 

Medical  Classics.  Vol.  1,  No.  1.  Compiled 
by  Emerson  Crosby  Kelly,-  M.D.,  of  the  De- 
partment of  Surgery,  Albany  Medical  College. 
On  a Form  of  Chronic  Inflammation  of  Bones 
(Osteitis  Deformans)  Sir  James  Paget,  Con- 
sulting Surgeon  to  St.  Bartholomew’s  Hos- 
pital. Additional  Cases  of  Osteitis  Defor- 
mans, Sir  James  Paget,  Sergeant  Surgeon  to 
H.  M.  the  Queen.  On  Disease  of  the  Mam- 
mary Areola  Preceding  Cancer  of  the  Mam- 
mary Gland,  Sir  James  Paget.  Published  by 
The  Williams  and  Wilkins  Company,  Baltimore, 
Maryland. 

Although  published  periodically  (ten  times  per 
year)  it  is  to  be  a book  rather  than  a typical 
Journal.  It  is  intended  as  a contribution  to  every 
day  medicine  and  not  something  to  tickle  the 
palate  of  those  of  us  who  are  interested  in  medi- 


cal history  as  such.  For  instance,  the  subject  for 
the  first  issue  is  Sir  James  Paget.  In  it  are  pub- 
lished a picture  of  the  subject,  his  biography,  his 
bibliograph  with  index.  Then  comes  the  important 
part,  i.  e.,  a sketch  of  the  Paget’s  Disease  of  Bone 
and  then  this  classic  paper  on  Osteitis  Deformans 
just  as  he  wrote  it,  plates  and  all.  Then  follows  a 
sketch  of  Paget’s  Disease  of  the  Nipple  and  the 
paper  on  Disease  of  the  Mammary  Areola  Preced- 
ing Cancer  of  the  Mammary  Gland. 

There  are  78  pages  to  this  first  issue.  We  are 
promised,  Addison’s  Disease,  Argyll-Robertson 
Pupil,  and  so  on  to  Trendelenburg  position.  Cer- 
tainly we  shall  be  better  physicians  if,  when  we 
have  a case,  we  can  read  the  original  description 
of  the  disease.  No  hospital  or  medical  library 
can  afford  to  be  without  this  series.  Few  doctors 
of  medicine  will  want  to  do  without  it.  Its  suc- 
cess will  be  a gauge  to  the  professional  character 
of  American  Medicine. — Jonathan  Forman,  M.D. 

To  Raise  These  Halt.  By  Fred  Rothermell. 

Lee  Furman,  Inc.,  Publisher,  381  Fourth  Ave., 

New  York  City.  350  pp.  Price  $2.50. 

Some  years  ago  it  was  my  fortune  to  observe 
the  families  of  many  physicians  of  the  old  school, 
men  respected  and  loved  by  their  respective  com- 
munities. Just  the  type  so  frequently  eulogized. 
Men  may  have  lauded  them  but  they  never  paid 
them  for  their  services.  Almost  to  a man,  this 
group  of  physicians  had  never  been  able  to  do 
for  their  children  what  had  been  done  for  them. 
They  seemed  to  glory  in  the  huge  uncollected  debt 
on  their  books. 

Here  is  a novel  that  portrays  the  part  of  such 
a physician  who  by  training  and  nature  was  full 
of  compassion  for  those  that  came  to  him  for 
help.  For  nine  years  he  followed  in  the  footsteps 
of  his  father  in  a Vermont  village.  Then  he  goes 
into  the  poorer  section  of  New  York  City  and 
serves  his  public  in  the  same  manner.  His  im- 
pact with  modern  times  gradually  makes  him 
aware  of  his  failure.  True  to  an  ideal,  worth- 
less to  all  but  himself,  he  gradually  disintegrated. 
There  is  much  about  abortions,  too  much  detail 
in  fact,  but  since  the  temptation  to  do  them 
is  used  as  a measure  of  disintegration  rather 
than  a problem  of  the  story,  the  less  said  about 
them  the  better.  This  story  is  dramatic  and  well 
told.  The  lesson,  if  any  was  intended,  seems  to 
be  that  the  line  between  being  a “public  servant” 
and  a “public  sucker”  is  a fine  one.  Certainly 
it  will  be  both  pleasant  and  profitable  if  this 
book  be  read  by  the  members  of  every  physician’s 
family  and  by  the  doctor  himself. — Jonathan  For- 
man, M.D. 

New  and  Unofficial  Remedies,  $1.50,  Pp.  615, 
American  Medical  Association,  535  North  Dear- 
born St.,  Chicago,  111.,  1936. 

In  this  book  are  listed  and  described  the 
articles  that  stand  accepted  by  the  Council  on 
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Holiday  Greetings 

with  The  Historian’s  Notebook 

All  the  articles  appearing  in  The  Historian’s  Note- 
book department  in  the  current  volume  of  The  Journal 
will  he  reprinted  in  an  attractive  booklet. 

i The  booklet  will  deserve  a place  in  the  home  library 

of  every  Ohio  physician.  Also,  it  will  make  an  attrac- 
tive holiday  greeting  to  anyone  at  all  interested  in  Ohio 
history. 

The  booklet  will  he  offered  at  30  cents  per  single  copy 
j and  25  cents  per  copy  in  orders  of  12  or  more,  to  cover 

actual  cost  of  printing  and  mailing. 

Members  interested  in  securing  one  or  more  copies 
should  fill  out  the  following  order  blank  and  send  it  to 
The  Ohio  State  Medical  Journal , together  with  remit- 
tance. 


THE  OHIO  STATE  MEDICAL  JOURNAL, 

1005  Hartman  Theatre  Building, 

Columbus,  Ohio. 

Gentlemen:  Enclosed  find  $ for  which  please  send  me 

copies  of  the  booklet,  THE  HISTORIAN’S  NOTEBOOK. 

(Name)  

Please  print  name 

(Address)  __ 


M.D. 
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Pharmacy  and  Chemistry  of  the  American  Medi- 
cal Association  on  January  1,  1936.  This  is  kept 
up-to-date  by  periodic  supplements.  It  is  a book 
which  is  on  nearly  every  wide-awake  physician’s 
desk  and  should  be  on  the  desk  of  every  physician. 
— Jonathan  Forman,  M.D. 

Principles  and  Foibles  of  Cancer  Research 
in  Regard  to  Etiology  and  Nature,  by  William 
Rienhoff,  Sr.  Published  by  Waverly  Press, 
Inc.,  Baltimore,  Md.,  1936. 

A pamphlet  of  200  pages,  including  a list  of  611 
“References  and  Comments”,  a large  number  of 
which  are  literary  and  logical  rather  than  medical 
or  scientific.  The  first  70  pages  are  designated  as 
a preamble  which,  if  neither  fresh  nor  clever, 
“explicates  and  implicates  forever”  with  the 
avowed  purpose  of  negating  a large  portion  of 
the  work  and  ideas  concerning  cancer  of  the  past 
two  decades. 

The  second  portion  headed  as  “Facts  and  Rea- 
son”, comprises  about  75  pages  devoted  to  the 
thesis  that  “the  formation  of  a cancerous  growth 
would  result  from  an  invasion  of  a living  filtrable 
virus  into  a living  cell”. 

The  treatise  is  largely  composed  of  quotations 
joined  by  the  thread  of  desire  of  the  compiler,  to 
substantiate  the  idea  of  cancer  as  a virus  disease. 
The  material  is  not  well  co-ordinated,  often  ted- 
ious and  frequently  lacks  clarity. 

It  is  difficult  to  see  how  this  work  will  be  of 
value  to  the  cancer  student.  It  is  too  long  and 
tedious  for  the  general  practitioner,  but  probably 
will  be  welcomed  by  that  group  of  physicians  who 
have  steadily  maintained  the  infectious  origin  of 
cancer. — H.  L.  Reinhart,  M.D. 

The  Riddle  of  Woman.  A study  in  the  Social 
Psychology  of  Sex.  Joseph  Tenenbaum,  M.D. 
$3.50.  Pp.  477.  Lee  Furman,  Inc.,  New  York. 

This  is  a critical  although  thoroughly  modern 
exposition  of  the  nature  of  woman. 

In  his  150,000  word  treatise  he  examines  woman 
as  a social  problem,  as  the  puppet  of  a sex  urge 
infinitely  more  powerful  than  that  of  man,  as  a 
virgin,  as  a wife,  as  an  adultress,  as  a widow,  as 
a spinster,  as  a mother,  as  a prostitute,  as  a les- 
bian, as  a worker  in  industry,  and  as  a profes- 
sional figure. 

As  in  his  earlier  book,  THE  RIDDLE  OF  SEX, 
Dr.  Tenenbaum  approaches  his  subject  with  “pas- 
sionless detachment  and  scientific  experience”. 
He  summarizes  accepted  theories  and  covers  this 
elemental  phase  of  social  psychology  with  pene- 
tration and  power. 

It  is  worthy  of  a place  in  the  library  of  every 
physician  because  it  promises  to  be  the  final  work 
for  some  years  to  come  and  because  it  contains 
that  which  is  helpful  in  our  daily  professional 
contacts. — Jonathan  Forman,  M.D. 


Nutritive  and  Therapeutic  Values  of  the 
Banana.  A digest  of  scientific  literature.  Re- 
search Department,  United  Fruit  Company, 
Boston,  Mass.,  1936.  Pp.  143. 

Nearly  300  references  are  abstracted  and  ar- 
ranged in  alphabetical  sequence,  according  to 
authors.  A detailed  index  of  subject  matter  is 
given.  The  objective  of  enabling  the  busy  physi- 
cian to  become  quickly  yet  thoroughly  acquainted 
with  the  published  facts  regarding  the  nutrition 
and  therapeutic  values  of  the  banana  has  cer- 
tainly been  attained. — Jonathan  Forman,  M.D. 


All  applications  for  space  in  the 
Scientific  Exhibit  of  the  88th  Annual 
Session  of  the  American  Medical  As- 
sociation, June  7-11,  1937,  at  Atlantic 
City,  N.  J.,  must  be  submitted  be- 
fore February  1,  1937.  Applications 
may  be  sent  either  to  one  of  the  sec- 
tion representatives,  or  to  the  Direc- 
tor, Scientific  Exhibit,  American 
Medical  Association,  535  North  Dear- 
born Street,  Chicago,  111. 


Additions  Made  to  Medical  Faculty  at 
Ohio  State  University 

Additions  to  the  faculty  of  the  Ohio  State  Uni- 
versity, College  of  Medicine,  for  the  year  1936- 
1937  include: 

University  Hospital — Dr.  Neal  N.  Wood,  direc- 
tor of  hospital  and  outpatient  department. 

Medicine — Dr.  Charles  A.  Doan,  new  chairman 
of  the  department  (merged  with  medical  research 
department);  Dr.  Sidney  M.  McCurdy,  medical  su- 
pervisor, State  Industrial  Commission,  lecturer  on 
industrial  medicine;  Dr.  Carl  V.  Moore,  assistant 
professor  (hematology);  Dr.  George  T.  Harding, 
III,  assistant  clinical  professor  (psychiatry) ; Dr. 
O.  C.  Woolpert,  assistant  professor  (infectious 
diseases);  Dr.  Grant  O.  Graves,  instructor  (neu- 
rology), and  Dr.  Marion  L.  Ainsworth,  clinical  as- 
sistant (pediatrics). 

Obstetrics — Dr.  Thomas  A.  Ross,  instructor. 

Ophthalmology — Dr.  Arthur  B.  McConagha, 
clinical  assistant. 

Pathology — Dr.  Robert  B.  Lewis,  instructor. 

Physiological  Chemistry  and  Pharmacology — • 
Raymond  W.  Cunningham,  Ph.D.,  Adrian  C. 
Kuyper,  Ph.D.,  and  George  H.  Ruggy,  M.Sc.,  Ph.D., 
instructors. 

Physiology — Emil  Bozler,  Ph.D.,  and  Dr.  J.  K. 
W.  Ferguson,  assistant  professors,  and  Ellis  J. 
Robinson,  Ph.D.,  instructor. 

Surgery — Dr.  Tom  F.  Lewis,  assistant;  Dr. 
Louis  J.  Roth,  assistant  professor  of  clinical  gen- 
ito-urinary  surgery. 

Military  Science — Frank  H.  Dixon,  Lt.  Col. 
Medical  Corps,  U.  S.  Army,  professor  of  military 
science. 
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One  of  a series  of  advertisements  prepared  and  published  by  PARKE,  DAVIS  & CO.  in  behalf  of  the  medical 
profession.  This  "See  Your  Doctor”  campaign  is  running  in  a number  of  leading  magazines. 


Iko  code.-  loc-Ts  at  Santc  Cdas 


HAT’S  THIS?  Our  old  friend 
Santa  in  trouble? 

Not  exactly.  He’s  just  as  bouncy 
and  jolly  as  ever.  His  smile  would 
light  up  a coal  mine.  But  he  is  getting 
just  a wee  bit  worried  about  his  waist- 
line. And  well  he  might. 

For  obesity  is  dangerous.  Super- 
fluous weight  makes  every  movement 
a greater  tax  on  strength  than  that 
movement  would  be  if  weight  were 
normal.  It  places  an  added  burden  on 
the  fat  person,  a burden  he  carries 
wherever  he  goes,  whenever  he  moves. 
And  most  of  all,  it  places  a serious 
and  unfair  strain  on  the  heart  by 
making  it  do  extra  work.  It  has  been 
estimated  that  putting  on  twenty  pounds 
of  fat  adds  about  twelve  miles  of  blood 
vessels  and  capillaries  through  which 
blood  must  be  pumped.  And  the  heart, 


of  course,  must  do  the  pumping. 

You’ve  often  heard  people  say,  "I 
must  go  on  a diet”.  . . or  . . .“I  must 
go  in  for  some  strenuous  exercise  and 
work  this  fat  off.”  But  either  course 
may  be  dangerous.  Unwise  dieting 
frequently  substitutes,  for  the  evil  of 
obesity,  the  evil  of  undernourishment. 
Strenuous  exercise  obviously  adds  to 
the  burden  on  an  already  overbur- 
dened heart. 

There  is  only  one  sane  thing  for 
any  overweight  person  to  do.  That  is 
to  see  his  doctor.  Your  doctor  can 
determine  whether  obesity  is  caused 
by  some  fundamental  physical  dis- 
order— such  as  glandular  derange- 
ments— or  whether  it  is  the  result  of 
unwise  eating  combined  with  insuffi- 
cient exercise. 

Diet  is  a form  of  treatment;  and  it 


should  never  be  prescribed  by  anyone 
but  a physician.  The  doctor’s  knowl- 
edge is  necessary  in  determining  what 
foods,  and  how  much,  may  be  eaten 
— what  diet  will  be  safe  and  pleasant, 
yet  effective,  in  removing  unneeded, 
unsightly  fat. 

If  you  are  overweight,  or  in  doubt 
about  what  weight  you  should  main- 
tain, do  something  about  it.  But 
don’t  let  well-meaning  friends,  or  the 
fellow  you  met  while  on  vacation, 
prescribe  for  you.  See  your  doctor. 

Copyright  1936 — Parke,  Davis  & Co. 
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Theodore  A.  Behrens,  M.D.,  Middletown;  Miami 
Medical  College,  1890;  aged  75;  died  October  18, 
at  the  Masonic  Home,  Springfield.  After  many 
years  of  practice  in  Warren  and  Butler  counties, 
Dr.  Behrens  retired  several  years  ago.  His  sister 
survives. 

William  Porter  Ellis,  M.D.,  Painesville;  Cleve- 
land Homeopathic  Medical  College,  1896;  Cleve- 
land College  of  Physicians  and  Surgeons,  1903; 
aged  66;  member  of  the  Ohio  State  Medical  Asso- 
ciation and  Fellow  of  the  American  Medical  As- 
sociation; died  November  8.  After  22  years  in 
Thompson,  Geauga  County,  Dr.  Ellis  moved  to 
Painesville,  where  he  had  practiced  18  years.  He 
represented  Geauga  County  three  terms  in  the 
Ohio  General  Assembly  and  for  six  years  was 
coroner  of  the  county.  Dr.  Ellis  was  past-presi- 
dent of  the  Lake  County  Medical  Society,  and  a 
member  of  the  I.O.O.F.  and  Masonic  Orders.  His 
widow,  a sister  and  a brother  survive. 

Ralph  Raymond  Harris,  M.  D.,  Columbus;  Star- 
ling Medical  College,  Columbus,  1903;  aged  57; 
member  of  the  Ohio  State  Medical  Association  and 
Fellow  of  the  American  Medical  Association;  died 
November  12.  Dr.  Harris  was  chief  medical  offi- 
cer of  the  U.  S.  Veterans’  Administration  at  Cin- 
cinnati. He  became  identified  with  the  adminis- 
tration staff  after  leaving  military  service  at  the 
close  of  the  World  War,  during  which  he  was  a 
captain  in  the  Medical  Corps  of  the  U.  S.  Army. 
He  was  later  promoted  to  the  rank  of  Colonel  in 
the  medical  unit  of  the  Officers’  Reserve  Corps. 
Dr.  Harris  practiced  in  Crestline  from  1910  to 
1920,  and  later  in  Columbus  for  several  years. 
He  had  been  a member  of  the  staff  of  Grant  Hos- 
pital and  White  Cross  Hospital.  He  was  a mem- 
ber of  the  American  Legion  and  the  Methodist 
Church.  His  widow  and  a son  survive. 

Charles  Augustus  Lerch,  M.D.,  Akron;  Cincin- 
nati College  of  Medicine  and  Surgery,  1877;  aged 
84;  died  October  22.  Dr.  Lerch  was  attached  to 
the  U.  S.  Hospital  Corps  during  the  Spanish- 
American  War. 

Justus  Strawbridge  Lunger,  M.D.,  Seattle,  Wash- 
ington; Cleveland  Homeopathic  Medical  College, 
1891;  aged  71;  former  member  of  the  Ohio  State 
Medical  Association  and  the  American  Medical 
Association;  died  October  8.  Dr.  Lunger  moved 
to  Seattle  13  years  ago,  after  having  practiced 
many  years  at  Prospect  and  Marion,  Ohio.  Sur- 
viving are  his  widow;  two  daughters;  a son,  Dr. 
Guernsey  R.  Lunger,  Seattle;  a sister  and  a 
brother. 

Albert  W.  McLaughlin,  M.D.,  St.  Joseph,  Mich- 
igan; Medical  College  of  Ohio,  Cincinnati,  1880; 


aged  80;  died  October  17.  Dr.  McLaughlin  was  a 
native  of  Perry  County,  and  began  the  practice  of 
medicine  in  Somerset.  He  later  moved  to  Chicago, 
where  he  practiced  until  his  retirement  several 
years  ago.  His  son,  Dr.  Warren  B.  McLaughlin, 
St.  Joseph,  survives. 

William  H.  Pritchard,  M.  D.,  Columbus;  Miami 
Medical  College,  1900;  aged  70;  member  of  the 
Ohio  State  Medical  Association,  Fellow  of  the 
American  Medical  Association  and  member  of  the 
American  Psychiatric  Association;  died  November 
11.  After  serving  his  internship  in  the  Cincinnati 
General  Hospital,  Dr.  Pritchard  became  a phy- 
sician at  the  Columbus  State  Hospital  in  1901, 
serving  there  until  1903,  when  he  was  appointed 
to  the  medical  staff  at  the  Ohio  Hospital  for  Epi- 
leptics at  Gallipolis.  He  was  superintendent  of 
that  institution  from  1905  to  1911,  when  he  entered 
into  private  practice  at  Gallipolis.  Since  July, 
1916,  he  had  been  superintendent  of  the  Columbus 
State  Hospital.  During  the  World  War  Dr. 
Pritchard  served  in  the  medical  corps  of  the  U.  S. 
Army  at  Camp  Sherman,  Chillicothe.  For  several 
years  he  taught  psychiatry  at  Ohio  State  Uni- 
versity. He  was  a member  of  the  Methodist 
Church  and  the  Masonic  Order.  Surviving  are 
his  widow;  a daughter;  a son,  Dr.  William  L. 
Pritchard,  Hilliards;  and  a brother. 

James  Luther  Shilt,  M.D.,  Dayton;  Eclectic 
Medical  College,  Cincinnati,  1886;  aged  76;  died 
November  7.  Dr.  Shilt  retired  several  years  ago 
after  having  practiced  in  Dayton  for  28  years. 
He  was  a charter  member  of  the  Knights  of 
Pythias  lodge  of  Verona,  and  was  active  in  the 
Methodist  Church  there.  A daughter  survives. 

Harry  Alexander  Turk,  M.D.,  East  Liverpool; 
Baltimore  Medical  College,  1907;  aged  53;  mem- 
ber of  the  Ohio  State  Medical  Association  and 
Fellow  of  the  American  Medical  Association;  died 
October  21.  Dr.  Turk  began  the  practice  of  medi- 
cine at  Newell.  In  1913  he  was  appointed  post- 
master, resigning  in  1918  to  become  a lieutenant 
in  the  Medical  Corps  of  the  U.  S.  Army.  Following 
the  armistice,  he  opened  an  office  in  East  Liver- 
pool, and  also  maintained  his  office  in  Newell.  Dr. 
Turk  was  active  in  the  civic  affairs  of  the  com- 
munity. His  widow,  three  sisters  and  two  brothers 
survive. 

William  Buchanan  Wherry,  M.D.,  Cincinnati; 
Rush  Medical  College,  University  of  Chicago, 
1901;  aged  61;  member  of  the  American  Society 
for  Experimental  Pathology;  died  November  1. 
Dr.  Wherry  was  internationally  renowned  as  a 
bacteriologist,  and  as  the  discoverer  of  tularemia. 
He  was  professor  of  bacteriology  and  hygiene  at 
the  University  of  Cincinnati,  College  of  Medicine. 
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THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL 

(ORGANIZED  1881) 

THE  PIONEER  POST-GRADUATE  MEDICAL 
INSTITUTION  IN  AMERICA 


For  the  GENERAL  SURGEON 

A combined  surgical  course  compris- 
ing General  Surgery,  Traumatic  Sur- 
gery, Abdominal  Surgery,  Gastro- 
Enterology,  Proctology.  Gynecological 
Surgery,  Urological  Surgery,  Thor- 
acic Surgery,  Pathology,  Roentgen- 
ology, Physical  Therapy,  Operative 
Surgery  and  Operative  Gynecology 
on  the  Cadaver. 


OBSTETRICS  AND 
GYNECOLOGY 

A full  time  course.  In  Obstetrics:  Lectures; 
prenatal  clinics;  witnessing  normal  and 
operative  deliveries;  operative  obstetrics 
(manikin).  In  Gynecology:  Lectures;  touch 
clinics;  witnessing  operations;  examination 
of  patients  preoperatively ; follow-up  in 
wards  postoperatively.  Obstetrical  and 
Gynecological  pathology;  regional  anes- 
thesia (cadaver).  Attendance  at  confer- 
ences in  Obstetrics  and  Gynecology. 


FOR  INFORMATION  ADDRESS 

MEDICAL  EXECUTIVE  OFFICER 

345  West  50th  Street  NEW  YORK  CITY 


CHAS.  F.  BOWEN,  M.D. 

SPECIALIZES 

in 

Superficial 

Malignancies 

Removal  of 

Foreign  Bodies 

Radium  and 

X-Ray 

Diagnosis  and 

Therapy 


332  E.  State  Street 
COLUMBUS,  OHIO 


e =\ 

COOK  COUNTY  GRADUATE 
SCHOOL  OF  MEDICINE 

(In  affiliation  with  COOK  COUNTY  HOSPITAL) 

ANNOUNCES  CONTINUOUS  COURSES 

MEDICINE — Informal  Course  first  of  every  week ; In- 
tensive Personal  Courses. 

SURGERY — General  Course  One,  Two,  Three  and  Six 
Months ; Intensive  Course  Surgical  Technique 
every  two  weeks ; Special  Courses. 

GYNECOLOGY — Three  Months  Course  ; Intensive  Two 
Weeks  Course  starting  February  15,  1937. 

OBSTETRICS — Informal  Course  ; Intensive  Two  Weeks 
Course  starting  February  1,  1937. 

FRACTURES  AND  TRAUMATIC  SURGERY— In- 
formal Practical  Course ; Intensive  Ten  Day 
Course  starting  February  15,  1937. 

EAR,  NOSE  & THROAT — Informal  Course;  Personal 
Courses ; Intensive  Two  Weeks  Course  starting 
April  5,  1937. 

OPHTHALMOLOGY— Intensive  Two  Weeks  Course 
starting  April  19,  1937 

UROLOGY — General  Course  Two  Months ; Intensive 
Course  Two  Weeks ; Special  Courses. 

CYSTOSCOPY — Intensive  Course  every  two  weeks  (at- 
tendance limited). 

GENERAL,  INTENSIVE  and  SPECIAL  COURSES 
IN  ALL  BRANCHES  OF  MEDICINE  AND 
SURGERY. 


TEACHING  FACULTY  — ATTENDING 
STAFF  OF  COOK  COUNTY  HOSPITAL 


Address : 

Registrar,  427  S.  Honore  Street, 
CHICAGO,  ILLINOIS 


ACTIVITIES  OF  COUNTY  SOCIETIES 


First  District 

(COUNCILOR:  PARKE  G.  SMITH,  M.D.,  CINCINNATI) 

ADAMS 

At  a meeting  of  the  Adams  County  Medical  So- 
ciety at  Holbrook  College,  Manchester,  October 

21,  Dr.  R.  B.  Ellison,  Peebles,  spoke  on  “Differen- 
tial Diagnosis  in  Acute  Inflammations  of  the 
Throat”,  and  an  illustrated  address  on  “Manage- 
ment of  Posterior  Positions”,  was  given  by  Dr. 
William  Gillespie,  Cincinnati. — O.  T.  Sproull, 
M.D.,  secretary. 

HAMILTON 

The  following  programs  were  presented  by  the 
Academy  of  Medicine  of  Cincinnati  during  No- 
vember: 

November  3 — “A  Comparative  Study  of  Mortal- 
ity in  Thirteen  American  Cities”,  by  William  S. 
Groom,  member  Co-ordinating  Committee,  Public 
Health  Federation;  “Mortality  in  Cincinnati  by 
Census  Tracts”,  by  Dr.  Floyd  P.  Allen,  associate 
secretary,  Public  Health  Federation,  and  Dr. 
William  Muhlberg,  discussant. 

November  10 — “The  Relation  of  the  Cardio- 
vascular System  to  the  Nervous  System”,  by  Dr. 
Soma  Weiss,  associate  professor  of  medicine, 
Harvard  University  Medical  School,  Boston,  Mass. 

November  17 — “Tubal  Insufflation  and  Sterility: 
Diagnostic  and  Therapeutic  Aspects”,  by  Dr.  I.  C. 
Rubin. 

November  24 — Case  Reports.  “Right  Aortic 
Arch”,  by  Dr.  Samuel  Brown  and  Dr.  J.  E.  Mc- 
'Carthy,  discussant;  “Carcinoma  of  the  Rectum  in 
a Young  Adult — Apparent  Cure  by  Deep  X-ray 
Therapy”,  by  Dr.  Charles  E.  Howard  and  Dr. 
Samuel  Brown,  discussant;  “Idiopathic  Neutro- 
penia Complicating  Surgical  Disease”,  by  Dr. 
Daniel  E.  Early  and  Dr.  Richard  S.  Tyler,  discus- 
sant.— Bulletin. 

Second  District 

(COUNCILOR:  D.  W.  HOGUE,  M.D.,  SPRINGFIELD) 

CLARK 

Dr.  Starling  C.  Yinger,  Sidney,  gave  an  in- 
teresting paper  on  “Postoperative  Pulmonary 
Atelectasis”,  at  a meeting  of  the  Clark  County 
Medical  Society  attended  by  25  members  October 

22,  at  Springfield.  Dr.  Frank  P.  Anzinger  and  Dr. 
D.  W.  Hogue  reported  on  the  1936  Annual  Meet- 
ing of  the  Ohio  State  Medical  Association  held  in 
Cleveland. — G.  M.  Lane,  M.D.,  secretary. 

GREENE 

Dr.  James  W.  Stirling,  Cincinnati,  a member  of 
the  hospital  staff  of  the  Ohio  Soldiers  and  Sailors 
Orphans’  Home,  Xenia,  was  guest  speaker  at  a 


meeting  of  the  Greene  County  Medical  Society 
held  at  Xenia,  October  1. — News  clipping. 

Dr.  D.  W.  Hogue,  Springfield,  Councilor  for  the 
Second  District  of  the  Ohio  State  Medical  Associa- 
tion, was  the  speaker  at  a meeting  of  the  society 
at  Xenia,  November  5. — News  Clipping 

MIAMI 

The  program  for  a meeting  of  the*  Miami 
County  Medical  Society  at  Stouder  Memorial  Hos- 
pital, Troy,  November  6,  consisted  of  an  address 
by  Dr.  N.  L.  Burrell,  Springfield,  on  “Diagnosis  of 
Urological  Conditions”,  and  a motion  picture 
shown  by  courtesy  of  the  Winthrop  Chemical 
Company  on  the  same  subject. — G.  A.  Woodhouse, 
M.D.,  secretary. 

MONTGOMERY 

At  a meeting  of  the  Montgomery  County  Medi- 
cal Society  November  6,  Dr.  C.  C.  Higgins,  Cleve- 
land, spoke  on  “Experimental  Production  and  So- 
lution of  Urinary  Calculi;  Clinical  Application  and 
Results  Secured  by  the  Dietary  Regimen”.  On 
November  20,  Capt.  Harry  G.  Armstrong,  Medical 
Corps,  U.  S.  Army,  Wright  Field,  Dayton,  spoke 
on  “Physiological  Effects  of  Flying”. — Bulletin. 

PREBLE 

Dr.  S.  H.  Ashmun,  Dayton,  was  the  speaker  at 
a meeting  of  the  Preble  County  Medical  Society 
at  Eaton,  October  22. — News  clipping. 

Third  District 

(COUNCILOR:  O.  P.  KLOTZ,  M.D.,  FINDLAY) 

AUGLAIZE 

A good  attendance,  augmented  by  visitors  from 
the  Allen  and  Shelby  County  Societies,  featured  a 
meeting  of  the  Auglaize  County  Medical  Society, 
held  at  the  Court  House,  Wapakoneta,  October  29. 
Dr.  J.  W.  Millette,  Dayton,  presented  a paper  on 
“The  Face — Some  of  Its  Troubles;  Hints  to  the 
Man  in  the  Field”.  He  considered  the  commoner 
affections  of  eye,  ear,  nose  and  throat,  and  illus- 
trated his  talk  with  very  instructive  demonstra- 
tions on  a sectional  skull.  Dr.  R.  C.  Hunter  re- 
ported briefly  on  the  Cleveland  State  meeting. — 
Chas.  C.  Berlin,  M.D.,  secretary. 

LOGAN 

The  first  fall  meeting  of  the  Logan  County  Med- 
ical Society  was  held  November  6 at  Hotel  Logan, 
Bellefontaine.  Following  dinner,  Dr.  M.  L.  Pratt, 
Bellefontaine,  presented  three  interesting  cases, 
with  pathological  specimens. 

The  society  passed  a resolution  approving  leg- 
islation granting  boards  of  education  the  right  to 
require  that  children  entering  school  be  immu- 
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W.  H.  MILLER,  M.  D. 

328  E.  STATE  STREET  COLUMBUS,  OHIO 

Office  Telephone,  Main  3743  Residence  Evergreen  5644 

CANCER  THERAPY  


Superficial 

Malignancy 


Deep 

Malignancy 


High 

Voltage 

X-ray 

Therapy 


This  latest 
200,000 
Shock-proof 
deep 
Therapy 
X-ray 
machine 
recently 
installed 


Electro- 

Coagulation 


X-ray 

Diagnosis 


e^s-a 


Portable 

X-ray 


RADIUM 


A Selective  - - «R  N » SERVICE 

(Operated  not  for  profit) 

Call  any  one  of  our  ten  District  Registries  which  have  been  approved  by  the 
local  Academies  of  Medicine. 

PROFESSIONAL  NURSING  SERVICE 

available  for  your  patient 
AT  A COST  HE  CAN  AFFORD  TO  PAY 


OFFICIAL  registries 


Akron_ 


Fr.  7013 

Cincinnati. Woodburn  7127 

Cleveland Prospect  1951 

Columbus _Adams  1569 

Dayton Fulton  7211 


Marion 2118 

Portsmouth 559 

Springfield— Main  191 

Toledo Main  7962 

Youngstown 44581 


OHIO 

ADams  5677 


STATE  NURSE  S’ 


Qualified  “R.  N.s”  available  for 
every  branch  of  hospital  service, 
also  for  public  health  and  in- 
dustrial nursing,  doctors’  offices, 
etc. 

ASSOCIATION 


50  E.  Broad  Street, 


Columbus,  Ohio 
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nized  against  diphtheria.— F.  Blair  Webster,  M.D., 
secretary. 

MERCER 

“Diabetes”  was  the  subject  discussed  by  Dr. 
Thomas  P.  Sharkey,  Dayton,  at  a meeting  of  the 
Mercer  County  Medical  Society,  October  22,  at 
Celina. — News  clipping. 

Fourth  District 

(COUNCILOR:  B.  J.  HEIN,  M.D.,  TOLEDO) 

LUCAS 

The  following  programs  were  presented  by  the 
Toledo  Academy  of  Medicine  during  November: 

November  6 — Closing  session  of  the  Third  An- 
nual Postgraduate  Day.  “Cesarean  Section,  Its 
Incidence,  Indication  and  Technique”,  by  Dr.  Otto 
H.  Schwartz,  M.D.,  St.  Louis,  Mo.  “The  Para- 
thyroid Glands  and  Their  Relation  to  Calcium 
Metabolism”,  by  Dr.  David  P.  Barr,  St.  Louis,  Mo. 

November  13 — Section  on  Pathology,  Experi- 
mental Medicine  and  Bacteriology.  “Inflamma- 
tion and  Immunity”,  by  Dr.  Bernhard  Steinberg. 

November  20 — Medical  Section.  “Undulant 
Fever”,  by  I.  Forest  Huddleston,  Ph.D.,  professor 
of  bacteriology,  Michigan  State  College,  East 
Lansing,  Mich. 

November  27 — Surgical  Section.  “The  Value  of 
Hysterosalpingography  as  an  Aid  in  Gynecological 
Diagnosis”,  by  Dr.  Albert  L.  Mathieu,  assistant 
clinical  professor  of  obstetrics  and  gynecology, 


Edward  Reinert 

Ph.G.,  M.D. 

247  East  State  Street  Columbus,  Ohio 

Radium  and  Deep  X-Ray  Therapy 
X-Ray  Diagnosis 
Electro  Coagulation 
Grenz  Ray 


Associates 

FRANK  GALLEN,  M.D.,  LEE  A.  HAYS,  M.D., 

Dermatology  Roentgenology 

Tel.  Main  1537  University  5842 


University  of  Oregon  Medical  School,  Portland, 
Ore. 

SANDUSKY 

Dr.  Dudley  M.  Stewart,  Toledo,  spoke  on  “Ortho- 
pedic Problems  in  General  Practice”  at  a meet- 
ing of  the  Sandusky  County  Medical  Society,  Oc- 
tober 29,  at  Fremont.  The  paper  was  discussed 
by  Dr.  William  Neil,  Toledo. — News  clipping. 

Fifth  District 

(COUNCILOR:  A.  A.  JENKINS,  M.D.,  CLEVELAND) 

CUYAHOGA 

The  following  programs  were  presented  by  the 
Academy  of  Medicine  of  Cleveland  during  No- 
vember: 

November  4 — Obstetrical  and  Gynecological 
Section.  “Cyclopropane  Anesthesia  with  Par- 
ticular Reference  to  its  Use  in  Operative  Obstet- 
rics”, Dr.  Rolland  A.  Whitacre  and  Dr.  B.  Ber- 
dell  Sankey;  “Construction  of  Artificial  Vagina, 
with  report  of  Three  Cases”,  by  Dr.  Marion  Doug- 
lass. 

November  6 — Clinical  and  Pathological  Section. 
“Demonstration  of  Urea  in  Tissues  by  Use  of 
Zanthydrol”,  by  Dr.  C.  A.  Bohnengal;  “Carcinoma 
of  the  Umbilicus”,  by  Dr.  F.  P.  Berlin;  “Total  Pul- 
monectomy  for  Carcinoma  of  the  Bronchus”,  by 
Dr.  S.  0.  Freedlander;  “Case  of  Hyperparathy- 
roidism with  Operative  Findings”,  by  Dr.  M.  L. 
Siegel;  “Pituitary  Neoplasia  with  Disturbance  of 
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Convalescents  Require 

the  High-Caloric  Diet 


From 

American  Journal 
of  Public  Health- 
March,  1927 


COMMUNICABLE 

DISEASES 

Disease 

Incubation  Period 

Isolation  Period 

(average) 

(average) 

Chicken  Pox 

12-16  Days 

3-14  Days 

Diphtheria 

2-4  Days 

After  12th  Day — 
until  cultures  negative 

Epidemic 

Meningitis 

1st  Week 

Until  cultures  negative 

Measles 

2nd  Week 

Until  5 days  from 
onset  rash 

Mumps 

3rd  Week  > 

Duration  of  Swelling 

Poliomyelitis 

3-10  Days 

21  Days 

Rubella 

3rd  Week 

Duration  of  catarrh 
and  rash 

Scarlet  Fever 

1st  Week 

After  21st  Day — 
until  cultures  negative 

Whooping 

2nd  Week 

Until  4 weeks  from 

Cough 

onset  whoop 

Infectious  fevers  deplete  the  child’s  vitality.  It  is  an  exhaustion  comparable  to 
fasting.  Convalescent  children  show  a low  metabolism  for  several  weeks  following 
the  disappearance  of  the  fever.  The  low  metabolism  is  the  consequence  of  generalized 
cellular  damages. 

When  the  infection  clears,  activity  is  curbed  and  rest  periods  instituted.  The  child 
is  ready  to  gain.  The  problem  is  to  bring  about  sufficient  intake  of  food.  The  initial 
diet  consists  of  small  portions  of  each  food  prescribed  and  the  amounts  are  gradually 
increased. 

The  high  caloric  diet  is  indispensable.  It  is  made  possible  by  reinforcing  foods  and 
fluids  with  Karo.  Every  article  of  the  diet  can  be  enriched  with  calories.  A tablespoon 
of  Karo  provides  60  calories.  Karo  is  relished  added  to  milk,  fruit  and  fruit  juices, 
vegetables  and  vegetable  waters,  cereals,  breads  and  desserts.  Karo  consists  of  dextrins, 
maltose  and  dextrose  (with  a small  percentage  of  sucrose  added  for  flavor),  not  readily 
fermentable,  rapidly  absorbed  and  effectively  utilized. 


HTamerican 

MEDICAL 
ASSN. 


Corn  Products  Consulting  Service  for  Physicians 
is  available  for  further  clinical  information  re- 
garding Karo.  Please  Address:  Corn  Products 
Sales  Company,  Dept.  S.  J.  12,  17  Battery  Place, 
New  York  City. 
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Function”,  by  Dr.  E.  E.  Beard;  “Roentgen  Ther- 
apy of  Metastatic  Tumors”,  by  Dr.  H.  Hauser. 

November  9 — Pediatric  Section.  Clinical  pro- 
gram by  the  staff  of  Babies  and  Children’s  Hos- 
pital. 

November  13 — Joint  Meeting  of  the  Experi- 
mental Medicine  Section  and  Cleveland  Section  of 
the  Society  for  Experimental  Biology  and  Medi- 
cine. “Ascorbic  Acid  Content  of  Tissues  Follow- 
ing Ether  Anesthesia”,  by  D.  E.  Bowman,  M.S., 
and  E.  Muntwyler,  Ph.D.;  “The  Determination  of 
Small  Amounts  of  Morphine  in  Blood”,  by  J.  W. 
Mull,  Ph.D.;  “The  Blood  Chemistry  of  the  Chick 
Embryo  during  Ontogenesis”,  by  Carla  M.  Zorn, 
M.S.,  and  A.  J.  Dalton,  Ph.D.;  “The  Availability 
of  Iron  in  Wheat”,  by  A.  H.  Free,  M.S.;  “Studies 
Concerning  the  Absorption  of  Iron”,  by  R.  F. 
Hanzal,  Ph.D.,  and  F.  C.  Bing,  Ph.D.;  “The  Crea- 
tine Content  of  Human  Voluntary  Muscle”,  by  J. 

F.  Corsaro,  B.S.;  “Creatine,  Potassiums  and 
Phosphorus  of  Skeletal  and  Cardiac  Muscle  in 
Various  Conditions”,  by  G H.  Mangum,  B.S., 
and  Dr.  C.  T.  Way;  “The  Electrolyte  Content  of 
Human  Tissue”,  by  E.  Muntwyler,  Ph.D.,  R.  F. 
Hanzal,  Ph.D.,  G.  H.  Mangun,  B.S.  and  Dr.  C. 

T.  Way 

November  19 — Military  Section.  “History  of 
the  Medical  Department  in  the  United  States 
Army”,  by  Major  James  L.  Stuart,  R.O.T.C.  unit, 

U.  S.  Army,  Western  Reserve  University. 
November  20 — “Endocrinology  and  Organo- 
therapy in  Gynecology”,  by  Dr.  Emil  Novak,  pro- 
fessor of  clinical  gynecology,  Johns  Hopkins  Uni- 
versity School  of  Medicine,  Baltimore,  Md. 

November  24 — Ophthalmological  and  Oto- 
Laryngological  Section.  Case  Reports.  “Allergic 
Rhinitis  Associated  with  Asthma”,  by  Dr.  W.  J. 
Abbott;  “Salivary  Calcula”,  by  Dr.  W.  M.  Bucher; 
“Neurolabyrinthitis”,  by  Dr.  C.  E.  Kinney;  “Total 
Laryngectomy”,  Dr.  J.  W.  McCall;  “Epistaxis  Re- 
sponding Only  to  Transfusion”,  by  Dr.  Wm.  H. 
Perry;  “Superior  Oblique  Paresis”,  by  Dr.  Donald 

G.  Allen. — Bulletin. 

ERIE 

. Dr.  E.  A.  Ockuly,  Toledo,  gave  an  illustrated 
lecture  at  a meeting  of  the  Erie  County  Medical 
Society,  October  22,  at  Sandusky. — News  clipping. 

LORAIN 

At  a meeting  of  the  Lorain  County  Medical 
Society,  November  10,  at  Elyria,  Dr.  George  C. 
Jameson,  Oberlin,  presented  a historical  sketch 
dealing  with  the  early  physicians  of  Lorain 
County,  particularly  Oberlin. — L.  H.  Trufant, 
M.D.,  secretary. 

Sixth  District 

(COUNCILOR:  WM.  M.  SKIPP,  M.D.,  YOUNGSTOWN) 

ASHLAND 

At  a meeting  of  the  Ashland  County  Medical 
Society  held  at  Loudonville,  October  16,  Dr.  W.  H. 
Willis,  medical  missionary,  gave  a very  interest- 
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/feadL^  assimilable  fat 

— an  essential  in 
FEEDING  THE  PREMATURE 

IN  a recent  study  of  fat  metabolism  in  infants,  Holt,  Tidwell  and  Kirk* 
report  that  olive  oil  showed  the  highest  percent  retention  (95.1%)  of 
all  fats  studied  but  one,  olein  (97.5%).  These  authors  found  the  fat 
of  SIMILAC  (which  is  20%  olive  oil)  showed  a better  percent  retention 
(92.6%)  than  butter  fat  (88.9%) — and  as  high  a retention  as  breast  milk 
fat  (92.4%). 

To  quote  these  authors — “the  differences  in  fat  retention  on  these  various 
fats  as  shown  on  normal  infants  are  not  great;  for  the  normal  infant  it  is 
probably  immaterial  whether  he  absorbs  85%  or  95%  of  his  fat  intake.  It 
seemed  possible,  however,  that  in  subjects  who  have  difficulty  in  fat  assimi- 
lation, such  as  premature  infants,  the  observed  small  differences  might 
become  large  differences.  A few  observations  made  on  premature  infants 
and  twins  have  borne  this  out — .” 

The  observations  referred  to  covered  only  three  prematures  fed  on  differ- 
ent fats,  but  showed  an  average  of  78.4%  retention  for  olive  oil  as  com- 
pared to  only  52.5%  retention  for  butter  fat. 

*Holt,  Tidwell  and  Kirk,  Studies  on  Fat  Metabol- 
ism in  Infants — Acta  Pediatrica.  Vol.  XVI,  1933. 

SIMILAC 

has  given  noticeably  good  results  in 
feeding  the  premature  infant.  One 
of  the  reasons  lies,  as  here  pointed 
out,  in  the  composition  of  its  fat. 

Another  reason  is  its  consistently 
zero  curd  tension.  The  finer  the 
curd  the  greater  the  surface  area. 

The  greater  the  surface  area  the 
more  exposed  are  the  fats,  carbohy- 
drates, proteins  and  salts  to  the  di- 
gestive enzymes.  Result  . . . the 
food  substances  are  more  quickly 
and  readily  utilized. 

SIMILAC  is  made  from  fresh  skim 
milk  (casein  modified)  with  added 
lactose,  salts,  milk  fat,  and  vege- 
table and  cod  liver  oils. 

The  fact  that  SIMILAC  is  well  assimilated  by  the  immature 
digestive  tract  of  the  premature  indicates  how  entirely  suit- 
able it  is  for  all  those  infants  who  are  deprived  of  breast  milk. 

M & R DIETETIC  LABORATORIES,  Inc.,  Columbus,  Ohio 
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mg  and  instructive  talk  on  “African  Medicine”. 
Dr.  R.  P.  Bogniard,  city  health  commissioner,  Ash- 
land, showed  a talkie-movie  on  “Syphilis”. — M.  J. 
Thomas,  M.D.,  secretary. 

HOLMES 

Dr.  Wm.  M.  Skipp,  Youngstown,  spoke  on 
“Thyrotoxicosis”  at  a meeting  of  the  Holmes 
County  Medical  Society  at  Millersburg,  Novem- 
ber 5. — News  clipping. 

PORTAGE 

Dr.  Joseph  McEvitt,  Akron,  spoke  on  “Placenta 
Praevia”,  at  a meeting  of  the  Portage  County 
Medical  Society  held  at  the  home  of  Dr.  E.  J. 
Widdecombe,  November  5.  The  address  was  fol- 
lowed by  a good  discussion,  in  which  practically 
every  member  present  participated.  Dr.  E.  M. 
Kauffman  gave  a report  on  the  proceedings  of  the 
House  of  Delegates  during  the  1936  Annual  Meet- 
ing of  the  State  Association  in  Cleveland. — E.  J. 
Widdecombe,  M.D.,  secretary. 

STARK 

“Diseases  of  the  Heart”  was  the  subject  pre- 
sented by  Dr.  James  G.  Carr,  associate  professor 
of  medicine,  Northwestern  University  School  of 
Medicine,  Chicago,  111.,  at  a meeting  of  the  Stark 
County  Medical  Society,  November  12,  at  Canton. 
— Bulletin. 


SUMMIT 

Dr.  C.  V.  Weller,  professor  of  pathology,  Uni- 
versity of  Michigan  Medical  School,  addressed  the 
members  of  the  Summit  County  Medical  Society 
at  Akron,  November  3,  on  “Anthony  van  Leeu- 
wenhoek and  his  Microscope”. 

The  Fifth  Postgraduate  Day  of  the  Society,  No- 
vember 11,  was  well-attended.  Speakers  were: 
Dr.  Martin  H.  Fischer,  Cincinnati;  Dr.  F.  H. 
Albee,  New  York  City;  Dr.  Walter  C.  Alvarez  and 
Dr.  A.  R.  Barnes,  Rochester,  Minn. — Bulletin. 

WAYNE 

Three  Orrville  physicians  presented  the  pro- 
gram at  a meeting  of  the  Wayne  County  Medical 
Society  at  Wooster,  October  23.  Dr.  0.  P.  Ulrich 
spoke  on  “Care  of  Accident  Cases”.  Dr.  George 
H.  Irvin  discussed  “Obstetrical  Anesthesia”. 
“Treatment  of  Hemorrhoids”,  was  the  subject  of 
a paper  read  by  Dr.  0.  C.  McDowell. — News 
clipping. 

Seventh  District 

(COUNCILOR:  C.  W.  KIRKLAND,  M.D.,  BELLAIRE) 

COLUMBIANA 

At  a meeting  of  the  Columbiana  County  Medical 
Society,  November  10,  at  Lisbon,  the  following 
papers  were  read:  “Problems  of  Sterilization”,  by 
Dr.  C.  H.  Bailey,  East  Liverpool;  “Constipation 
Problems”,  by  Dr.  C.  J.  Maxwell,  Wellsville,  and 
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VITAMIN  UNITS  AND  STANDARDS 


•The  past  five  years  have  brought  agree- 
ment between  biochemists  of  the  various  na- 
tions as  to  suitable  units  and  standards  of 
reference  for  most  of  the  vitamins  essential 
to  man.  The  practice  of  expressing  the  vita- 
min potencies  of  foods  and  other  biological 
materials  in  terms  of  International  Units  is, 
therefore,  fast  becoming  universal. 

Believing  that  these  units  and  the  standards 
upon  which  they  are  based  would  be  of  inter- 
est to  our  readers,  they  have  been  tabulated 
and  defined  below  (1)  : 

Vitamin  A 

The  reference  standard  is  a solution  of  pure 
beta-carotene  in  an  inert  oil,  of  such  concen- 
tration that  one  gram  of  solution  contains 
300  micrograms  (0.300  mg.)  of  beta-caro- 
tene. The  International  Unit,  or  I.U.,  of  vita- 
min A is  the  vitamin  A activity  of  2 mg.  of 
this  standard  solution,  or  0.6  micrograms  of 
beta-carotene. 

Vitamin  Bl 

The  reference  standard  is  the  concentrate 
produced  from  rice  polishings,  by  a speci- 
fied adsorption  method,  in  the  Medical  Lab- 
oratory of  Batavia  (Java) . The  International 
Unit  for  vitamin  Bi  is  the  vitamin  Bi  activ- 
ity of  10  mg.  of  this  standard  adsorption 
product. 


Vitamin  C 

The  standard  of  reference  for  vitamin  C is  a 
specified  sample  of  pure  levo-cevitamic  acid 
(levo-ascorbic  acid) . The  International  Unit 
for  vitamin  C is  the  vitamin  C activity  of 
0.05  mg.  of  this  standard. 

Vitamin  D 

The  reference  standard  for  vitamin  D is  a 
solution  of  irradiated  ergosterol,  prepared 
under  specified  conditions  at  the  National 
Institute  for  Medical  Research  (London). 
The  International  Unit  for  vitamin  D is  the 
vitamin  D activity  of  1.0  mg.  of  this  standard 
solution. 

These  International  Units  for  expressing 
vitamin  contents  have  been  specified  in  the 
most  recent  Pharmacopoeia  of  the  United 
States  (2)  as  well  as  by  the  Council  on 
Pharmacy  and  Chemistry  (3)  and  the  Coun- 
cil on  Foods  of  the  American  Medical  As- 
sociation (3),  and  provision  has  been  made 
for  distribution  of  the  standards  in  this 
country  (4). 

These  units  have  been  used  to  express  vita- 
min potencies  in  recent  studies  on  canned 
foods,  the  results  of  which  further  emphasize 
the  fact  that  these  foods  rank  among  the  most 
important  sources  of  the  vitamins  essential 
in  human  nutrition  (5),  (6),  (7). 


AMERICAN  CAN  COMPANY 

230  Park  Avenue,  New  York  Cily 

(1)  1935.  Nutrition  Abstracts  and  Reviews  4,  709.  (3)  1936.  Report  of  the  Council,  J.  Amer.  Med.  (5)  1935.  J-  Home  Econ.  27,  658. 

(2)  The  Pharmacopoeia  of  the  United  States  of  Assoc.  106,  1733.  (6)  1936.  Food  Research  1,  223. 

America,  Eleventh  Decennial  Revision,  p.261.  (4)  1935.  J.  Assoc.  Official  Agr.  Chem.  18,  610.  (7)  1935.  J-  Nutrition  9,  667. 


This  is  the  nineteenth  in  a series  of  monthly  articles , which  will  summar- 
ize, for  your  convenience,  the  conclusions  about  canned  foods  which  au- 
thorities in  nutritional  research  have  reached.  We  want  to  make  this 
series  valuable  to  you,  and  so  we  ask  your  help.  Will  you  tell  us  on  a 
post  card  addressed  to  the  American  Can  Company,  New  York,  N.  Y., 
what  phases  of  canned  foods  knowledge  are  of  greatest  interest  to  you? 
Your  suggestions  will  determine  the  subject  matter  of  future  articles. 


The  Seal  of  Acceptance  denotes  that 
the  statements  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods 
of  the  American  Medical  Association. 
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“Menstrual  Disturbances”,  by  Dr.  F.  R.  Crowgey, 
Salem. — Paul  H.  Beaver,  M.D.,  secretary. 

COSHOCTON 

Speakers  at  a meeting  of  the  Coshocton  County 
Medical  Society  held  at  Coshocton,  October  30, 
were:  Dr.  L.  D.  Lebold,  Warsaw;  Dr.  J.  G. 
Smailes,  Coshocton,  and  Dr.  C.  W.  Kirkland, 
Bellaire,  Councilor  for  the  Seventh  District. — J. 
D.  Lower,  M.D.,  secretary. 

Eighth  District 

(COUNCILOR:  E.  R.  BRUSH,  M.D.,  ZANESVILLE) 

Approximately  125  physicians  attended  the 
Eighth  District  meeting  held  at  Athens,  Novem- 
ber 12.  Following  dinner,  at  which  Len  B.  Mc- 
Cune,  mayor  of  Athens,  delivered  an  address  of 
welcome,  an  excellent  scientific  program  was  pre- 
sented. Dr.  Clyde  L.  Cummer,  Cleveland,  dis- 
cussed “Syphilis,  the  Great  Masquerader;  Cutan- 
eous Manifestations  and  Treatment”.  A paper  on 
“Psychoses  Associated  with  Disturbances  of  the 
Endocrine  System”,  was  read  by  Dr.  Louis  J. 
Karnosh,  Cleveland,  and  Dr.  Leslie  L.  Bigelow, 
Columbus,  gave  an  address  on  “High  Lights  in 
Medicine”.  Motion  pictures  showing  “The  Treat- 
ment of  Breech  Presentation”,  produced  by  Dr. 
Joseph  B.  DeLee,  Chicago,  were  presented. 

Guests  at  the  meeting  included  Dr.  Edmund  D. 
Brush,  Zanesville,  Councilor  for  the  Eighth  Dis- 
trict, Dr.  Jonathan  Forman,  Editor  of  The  Ohio 
State  Medical  Journal,  and  Charles  S.  Nelson, 
Executive  Secretary  of  The  Ohio  State  Medical 
Association. 

GUERNSEY 

Dr.  George  Swan  gave  a report  on  the  scientific 
addresses  and  scientific  exhibit  presented  at  the 
recent  Cleveland  meeting  of  the  State  Association, 
at  a meeting  of  the  Guernsey  County  Medical 
Society,  October  15,  at  Cambridge. — News  clip- 
ping. 

MORGAN 

“Indications  for  Tonsillectomy”,  was  the  sub- 
ject discussed  by  Dr.  George  C.  Malley,  Zanesville, 
at  a meeting  of  the  Morgan  County  Medical  So- 
ciety, October  20,  at  McConnelsville.  — News 
clipping. 

MUSKINGUM 

Dr.  H.  M.  Clodfelter,  Columbus,  gave  an  in- 
teresting talk  on  “Anemias”  at  a meeting  of  the 
Muskingum  County  Academy  of  Medicine  at 
Zanesville,  November  4. — Beatrice  T.  Hagen, 
M.D.,  secretary. 

Ninth  District 

(COUNCILOR:  I.  P.  SEILER,  M.D.,  PIKETON) 

HOCKING 

Dr.  H.  E.  M.  Boocks  was  the  speaker  at  a meet- 
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and 

place  added  strain  on  the  diabetic 


Resort  to  dietary  measures  alone  is  sufficient  to  keep 
many  diabetic  patients  well-nourished,  sugar-free  and  at 
work.  When  this  is  not  practicable,  or  when  infections, 
surgery,  or  pregnancy  place  added  strain  upon  the  patient, 
the  use  of  Insulin  is  indicated.  Furthermore,  Insulin 
enables  the  patient  to  enjoy  a wider  variety  of  foods. 
This  may  aid  in  combating  some  of  the  complications. 

Insulin  Squibb  is  an  aqueous  solution  of  the  active  anti- 
diabetic principle  obtained  from  pancreas.  It  is  accurately 
assayed,  uniformly  potent,  carefully  purified,  highly 
stable  and  remarkably  free  of  pigmentary  impurities  and 
proteinous  reaction-producing  substances.  Insulin  Squibb 
of  the  usual  strengths  is  supplied  in  5-cc.  and  10-cc.  vials. 
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ing  of  the  Hocking  County  Medical  Society  held 
at  Logan,  October  15. — News  clipping. 

LAWRENCE 

Dr.  C.  A.  Casey  read  an  excellent  paper  on 
“Circulatory  Failure  in  Infectious  Diseases,  With 
Special  Reference  to  Newer  Concepts  of  Psy- 
chology and  Treatment”,  at  a meeting  of  the 
Lawrence  County  Medical  Society,  November  5, 
at  the  Hotel  Marting,  Ironton. — W.  W.  Lynd,  M.D., 
secretary. 

SCIOTO 

At  a meeting  of  the  Hempstead  Academy  of 
Medicine  at  Portsmouth,  November  9,  Dr.  Hiram 
B.  Weiss  spoke  on  “Hypertension  and  Hypoten- 
sion”.— W.  M.  Singleton,  M.D.,  secretary. 

Tenth  District 

(COUNCILOR:  C.  C.  SHERBURNE,  M.D.,  COLUMBUS) 

FRANKLIN 

The  following  programs  were  presented  by  the 
Columbus  Academy  of  Medicine  during  November: 

November  2 — “What  Roentgenology  Has  Done 
for  Diagnostic  Medicine”,  by  Dr.  Bernard  H. 
Nichols,  director  of  roentgenology,  Cleveland 
Clinic. 

November  16 — Case  Presentations  by  staff 
members  of  Mt.  Carmel  Hospital. 

November  24 — General  Practitioners’  Section — 
Joint  Meeting  with  Women’s  Medical  Club  of  Co- 
lumbus. “The  Practical  Application  of  Vitamin 
D and  Fever  Therapy  in  Arthritis”,  by  Dr.  Roger 
T.  Farley,  department  of  surgery,  Jackson  Park 
Hospital,  Chicago,  111. 

November  30 — Address  by  Dr.  B.  W.  Abramson, 
retiring  chairman  of  General  Practitioners’  Sec- 
tion Bulletin. 

MADISON 

Dr.  F.  E.  Mahla,  assistant  director,  State  De- 
partment of  Health,  addressed  the  Madison 
County  Medical  Society  at  London,  October  23, 
on  “Cooperation  of  the  Medical  Profession  and 
Health  Departments”. 

MORROW 

Dr.  R.  L.  Pierce,  county  health  commissioner, 
explained  the  objectives  of  his  department  at  a 
meeting  of  the  Morrow  County  Medical  Society, 
November  10,  at  Mt.  Gilead,  and  introduced  the 
personnel  of  his  department.  This  was  a joint 
meeting  of  the  physicians  and  dentists  of  the 
county,  with  their  wives.  A bountiful  dinner  was 
served  prior  to  the  meeting. — T.  Caris,  M.D., 
secretary. 


Toledo — A symposium  on  “Diseases  of  the  Pros- 
tate Gland”  was  presented  at  a recent  meeting  of 
the  Toledo  Medical  Study  Club.  The  speakers 
were  Dr.  E.  W.  Huffer,  Dr.  E.  A.  Ockuly,  Dr. 
James  Rucker,  Dr.  M.  B McGonigle  and  Dr.  A. 
Rees  Klopfenstein. 


Appeal  of  Ohio  Silicosis  Victim  Is 
Denied  by  U.  S.  Supreme  Court 

Another  chapter  in  litigation  to  determine  and 
settle  a question  of  Federal  constitutional  law, 
relating  to  the  federally  protected  rights  of  work- 
men denied  compensation  from  the  Workmen’s 
Compensation  Act  of  Ohio  and  also  all  rights  of 
action  at  law  against  an  allegedly  negligent  em- 
ployer, was  concluded  recently  when  the  United 
States  Supreme  Court  denied  a petition  for  re- 
hearing filed  by  counsel  for  Charles  Mozingo  in 
the  case  of  Mozingo  vs.  The  Marion  Steam  Shovel 
Company,  Marion,  Ohio.  Mozingo’s  appeal  from 
an  adverse  decision  of  the  Supreme  Court  of  Ohio 
(130  0.  S.,  591)  previously  had  been  denied  by 
the  United  States  Supreme  Court  (80  L.Ed.,  adv 
ops.,  963). 

The  case  originated  in  the  Common  Pleas  Court 
of  Marion  County.  Mozingo  filed  suit  for  damages 
for  alleged  permanent  and  total  disability  result- 
ing from  silicosis  contracted  while  employed  in 
the  plant  of  the  Marion  Steam  Shovel  Company 
and  due,  it  is  alleged  by  Mozingo,  to  the  negligent 
acts  and  omissions  of  the  company.  His  em- 
ployer demurred  and  Mozingo  lost  in  the  lower 
courts  and  his  petition  in  error  was  dismissed  on 
February  5,  1936,  by  the  Ohio  Supreme  Court 
upon  the  ground  of  there  being  no  debatable  con- 
stitutional question  involved.  The  case  then  was 
carried  to  the  United  States  Supreme  Court 
which  subsequently  denied  Mozingo’s  appeal. 

Counsel  for  Mozingo  contended  that  Mozingo 


CLASSIFIED  ADVERTISEMENTS 

Rates  for  advertisements  under  this  heading  are  50  cents 
per  line,  payable  in  advance.  Minimum  charge  of  $1.00 
for  each  insertion.  Price  covers  the  cost  of  remailing 
answers.  Forms  close  16th  of  the  month  preceding 
publication. 


For  Sale:  An  eight-room  house,  and  four-room  office,  all 
modern  conveniences,  an  unopposed  practice  in  prosperous  vil- 
lage and  rural  community,  $4,500  for  all,  $1,500  cash  needed. 
An  excellent  opportunity  for  live  man.  Also  following  equip- 
ment : Westinghouse  Fluoroscope,  Yankauer  Suction  appara- 

tus, Betz  Heliotone  Lamp,  Allison  Examining  Table,  all  in 
new  condition.  Other  small  equipment.  Drugs  at  inventory. 
Leaving  to  specialize.  Address — E.  J.  F.,  care  Ohio  State 
Medical  Journal. 
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}ECAUSE  the  G-E  Model  "F”  Office-Portable  X-Ray  Unit  seems  to  you  so  ex- 
tremely small  in  size,  and  its  low  price  places  it  easily  within  your  means, 
don’t  make  the  mistake  of  overlooking  its  practical  diagnostic  range  and  ability  to 
produce  radiographs  of  fine  quality. 

The  principle  of  complete  oil-immersion  of  both  the  high-voltage  transformer  and  the 
x-ray  tube  in  a single,  sealed  container  accounts  for  this  unusual 
compactness  and  high  efficiency.  Moreover,  it  makes  the  outfit 
absolutely  shock  proof  under  all  operating  conditions. 

If  you  have  not  yet  taken  the  opportunity  to  see  a practical 
working  demonstration  of  the  Model  "F”  in  your  own  office,  you 
cannot  fully  appreciate  its  possible  advantages  in  your  practice. 

Fill  out  and  mail  this  coupon  requesting  a demonstration.  You 
n'eed  not  feel  obligated  in  so  doing. 


□ Please  arrange  for  an  office  demonstration  of  Model  "F”  Office-Port- 
able X-Ray  Unit. 

□ Send  literature  describing  the  Model  "F”  Unit.  A512 

Dr 

Address 

City State 


In  the  office  or  in  the  patient’s 
home,  this  unit  is  practical,  conve- 
nient and  efficient. 


GENERAL  ELECTRIC  X-RAY  CORPORATION 

2012  JACKSON  BOULEVARD  CHICAGO,  ILLINOIS 
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was  denied  compensation  from  the  Ohio  Work- 
men’s Compensation  Fund  because  silicosis  is  not 
included  in  the  schedule  of  compensable  occupa- 
tional diseases,  and  at  the  same  time  was  denied 
all  right  of  action  against  the  employer  through 
interpretation  by  Ohio  courts  of  Article  Two, 
Section  35  of  the  Ohio  Constitution. 

In  their  pleadings  before  the  United  States 
Supreme  Court,  Mozingo’s  counsel  argued  as  fol- 
lows: 

1.  That  portion  of  the  Ohio  statute  and  con- 
stitution, which  denies  the  appellant  any  remedy 
whatsoever  for  his  employer’s  tort,  is  unconstitu- 
tional. 

2.  Appellant’s  rights  were  violated  by  a denial 
of  the  “equal  protection  of  the  laws”,  of  the 
Fourteenth  Amendment  to  the  United  States 
Constitution. 

3.  Appellant  was  denied  due  process  of  law 
under  the  Fourteenth  Amendment  by  a refusal 
to  permit  suit  for  occupational  disease  in  the 
presence  of  common  law  negligence;  by  a refusal 
to  permit  suit  for  occupational  disease  in  the 
presence  of  statutory  violations;  by  a refusal  not 
only  to  follow  the  scientific  knowledge  of  the 
day  but  also  to  hold  that  the  mere  presence  of 
silicosis  indicates  negligence  per  se;  by  Ohio’s 
denial  of  a common  law  remedy  not  only  con- 
trary to  the  general  ruling  elsewhere,  but  also 
in  abrogation  of  its  own  safety  statutes. 

4.  By  its  refusal  of  the  Federal  right  of  a 
remedy  for  an  admitted  wrong,  the  Ohio  courts’ 
interpretation  of  its  own  constitution  and  statutes 
is  so  grossly  in  error  as  to  contravene  constitu- 
tional rights. 

5.  Federal  privileges  and  immunities  of  appel- 
lant were  denied. 

In  the  petition  for  rehearing  filed  with  the 
Supreme  Court  of  the  United  States,  counsel  for 
Mozingo  stated  that  the  basic  facts  of  the  case 
presented  the  following  three  questions  to  the 
court: 

1.  May  a state,  under  the  Fourteenth  Amend- 
ment, deny  workmen  both  participation  in  the 
Workmen’s  Compensation  Fund  and  also  deny 
them  a common  law  right  to  sue  their  employer 
for  a so-called  occupational  disease  admittedly 
preventable  and  admittedly  due  to  violations  of 
statutory  and  common  law  duties? 

2.  Does  the  “equal  protection  clause”  permit 
a state  to  single  out  for  compensation  21  of  the 
approximately  700  industrial  irritants  and  deny 
to  the  victims  of  all  others  not  only  all  compen- 
sation, but  also  all  rights  to  common  law  and 
statutory  protection? 

3.  Is  the  interpretation  of  the  constitution  and 
laws  of  Ohio  in  this  case  so  grossly  in  error  as 
to  contravene  Federal  constitutional  rights  ? 

By  its  denial  of  a rehearing  in  this  case,  the 
United  States  Supreme  Court  answered  the  first 
two  questions  in  the  affirmative. 


For  Patients  with 
Irritation  of  the 

Nose  and  Throat 

- , - ' 


IRRITATION  from  cigarette  smoke 
can  be  a contributory  factor  in  cases 
of  congestion  of  the  upper  respiratory 
tract. 


In  such  cases  there  are  two  courses  that 
may  be  advised . . . Discontinuance  of 
smoking . . . Or  smoking  Philip  Morris, 
the  only  cigarette  proved*  less  irritating. 

Philip  Morris  &.  Company  do  not  claim 
that  Philip  Morris  Cigarettes  cure  irri- 
tation. But  they  do  say  that  glycerine 


— a source  of  irritation  in  other  ciga- 
rettes—is  not  used  in  the  manufacture 
of  Philip  Morris. 


' -v 


★ Proc.Soc.  Exp.  Biol,  and  Med.,  1934,32,241-245 
Laryngoscope,  Feb.  1935,  Vol.XLV ,~No.  2,  149-154 
N.Y.  State  Jour.  Med.,  June  1935,  Vol.  35,  No.  11 
Arch.  Otolaryngo logy,  M ar.  1936,  Vol.  23,  No.  3,306-309 

: 1 

- 

. 

Philip  Morris  & Co.  Ltd.  Inc.  Fifth  Ave.,  N.Y. 


PHILIP  MORRIS  & CO.  LTD.  INC. 

119  FIFTH  AVENUE  NEW  YORK 

Absolutely  without  charge  or  obligation  of  any 
kind,  please  mail  to  me 
★ Reprint  of  papers  from 

N.  Y.  State  Jour.  Med.  1935,  35—1 — I 
No.  11,  590;  Laryngoscope  1935  XLV,  ' — ' 
149-154.  Proc.  Soc.  Exp.  Biol,  and  Med., 

1934,  32,  241-245. 

- 

For  my  personal  use,  2 packages  of  I I 
Philip  Morris  Cigarettes,  English  Blend.  ' — ' 

SIGXJED  : 

ADDRESS __ 

CITY STATE 


December,  1936 
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WEATHER  FORECAST — 

HEAVY  SMOKEFALL 

SMOKE  exerts  a definite  influence  on  the  weather  at  this  season  by  reducing  the  amount 
of  sunlight.  Beginning  in  September  there  is  a steady  rise  in  atmospheric  pollution  until 
in  December  it  becomes  double  that  of  midsummer,  according  to  a recent  report  of  a two- 
year  study  made  by  the  U.  S.  Public  Health  Service  in  ten  of  the  largest  American  cities, 
representing  a population  of  millions.  One  of 
the  most  surprising  findings  was  that  there  is 
no  decrease  in  the  dust  content  of  the  air 
either  during  or  after  a rain. 

Winter  Sunliqht  an 
Unreliable  Antiricketic 

Atmospheric  pollution  is  but  one  of  many 
forces  militating  against  the  therapeutic  effects 
of  ultraviolet  rays  in  winter.  Others,  to  name 
only  a few,  are  cloudiness,  precipitation,  and 
clothing.  In  winter,  moreover,  it  is  often  im- 
practicable to  give  sunbaths  to  infants  during 
the  very  time  they  are  most  susceptible  to 
rickets  — the  first  six  months  of  life. 


Average  atmospheric  pollution  in  10  large  American  cities, 
1931-1933.  In  many  smaller  communities,  even  worse  condi- 
tions may  prevail  under  any  cf  the  following  combinations: 
(1)  soft  coal,  (2)  low  inland  wind  velocity,  (3)  concentrated, 
manufacturing  activity,  (4)  no  zoning  regulations,  (5)  no 
smoke  abatement  ordinances. 


Dependable  the  Year  ’Round 


OLEUM  PERCOMORPHUM 

Price  Substantially  Reduced,  Sept  1,  1936 ! 


The  physician  can  dispel  uncertainty  in  the  treatment  of  rickets  simply  by  prescribing  a few 
drops  of  Oleum  Percomorphum  daily.  The  product  has  the  advantage  of  having  the  same  ratio 
of  vitamins  A to  D as  in  cod  fiver  oil,*  with  100  times  the  potency.  Each  gram  supplies  not 
less  than  60,000  vitamin  A units  and  8,500  D units  (U.S.P.).  This  maximum  vitamin  potency 
in  minimum  bulk  gives  Oleum  Percomorphum  outstanding  usefulness  for  young  and 
premature  infants.  Constant  bioassay  and  special  processing  of  this  antiricketic  assure  the 
stated  vitamin  potency  and  low  percentage  of  fatty  acids.  Supplied  in  10  and  50  c.c.  bottles 
and  10-drop  capsules  in  boxes  of  25  and  100. 

*U.  S.  P.  minimum  standard. 


MEAD  JOHNSON  & COMPANY,  Evansville,  I ndiana,  U.  S.  A. 


Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their  reaching  unauthorized  persons. 
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WHCTS  WHO  IN  THIS  ISSUE 

Siegfried  Baumoel,  M.D.,  Cleveland,  Ohio;  Western  Re- 
serve University  College  of  Medicine,  1908  ; member  Cleve- 
land Neurological  Society ; neurologist  at  Mt.  Sinai  Hos- 
pital, Cleveland. 


Merlin  L.  Cooper,  B.S.,  M.D.,  Cincinnati,  Ohio;  Univer- 
sity of  Cincinnati  College  of  Medicine,  1927  ; member  Society 
for  Pediatric  Research  ; Society  of  American  Bacteriologists  ; 
attending  pediatrician,  Children’s  Hospital,  and  General  Hos- 
pital : attending  physician,  Contagious  Hospital,  attending 
bacteriologist,  Childrens’  and  Good  Samaritan  Hospitals, 
Cincinnati;  assistant  professor,  University  of  Cincinnati, 
College  of  Medicine. 


David  Louis  Engelsher,  M.D.,  New  York  City;  University 
and  Bellevue  Hospital  Medical  College,  1919  ; associate  at- 
tending physician,  Morrisania  City  Hospital ; chief  asthma, 
hay-fever  and  allergy  clinics,  Fordham  and  Morrisania  City 
Hospital,  New  York  City ; instructor  in  medicine  and  at- 
tending physician,  University  and  Bellevue  Hospital  Medical 
College,  New  York  City. 


William  P.  Gillespie,  B.S.,  M.D.,  Cincinnati,  Ohio  ; In- 
diana University  School  of  Medicine,  1925  ; member  Cincin- 
nati Obstetrical  Society ; staff  of  Bethesda,  Christ,  and  Cin- 
cinnati General  Hospitals  ; Medical  Fellow  National  Research 
Council,  1927  and  1928  ; assistant  professor  obstetrics,  Uni- 
versity of  Cincinnati. 


Andrew  Conway  Ivy,  M.D.,  Chicago,  Illinois ; University 
of  Chicago,  B.S.,  1916;  M.S.,  1917;  Ph.D.,  1918;  Rush  Medi- 
cal College,  M.D.,  1922  ; Fellow  American  College  of  Physi- 
cians ; member  American  Physiologic  Society ; Society  Experi- 
mental Biology  ; American  Gastro-Enterological  Association  ; 
Gorgas  Medical  Society ; Illinois  Academy  of  Science ; Asso- 
ciation Study  Internal  Secretions  ; member  staff  Passavant 
Memorial  Hospital : Nathan  Smith  Davis  Professor  of 

Physiology  and  Pharmacology,  Northwestern  University 
Medical  School,  Chicago. 


Kenneth  C.  McCarthy,  M.B.,  M.D.,  Toledo,  Ohio ; Uni- 
versity of  Toronto,  1925 ; member  Mid-Western  Association 
of  Anesthetists  ; Associated  Anesthetists  of  United  States 
and  Canada ; Fellow  International  College  of  Anesthetics ; 
anesthetist  to  Flower,  Toledo,  and  Lucas  County  Hospitals, 
and  Toledo  Dental  Dispensary. 


George  W.  Mackenzie,  A.M.,  M.D.,  Philadelphia,  Pennsyl- 
vania ; Hahnemann  Medical  College  of  Philadelphia,  1895  ; 
Philadelphia  Polyclinic,  1904-1905  ; University  of  Vienna, 
1905-1908.  Member  Philadelphia  Laryngological  Society ; 
American  Academy  of  Ophthalmology  and  Otolaryngology ; 
chief  of  the  otolaryngological  department  of  St.  Luke’s  Chil- 
dren’s Hospital ; conductor  of  European  courses  for  Eye,  Ear, 
Nose  and  Throat  specialty ; private  post-graduate  courses 
in  Philadelphia. 


H.  H.  Pansing,  M.D.,  Dayton,  Ohio ; Medical  College  of 
Ohio,  University  of  Cincinnati,  1905  ; member  Ohio  Federa- 
tion of  Public  Health  Officials ; American  Public  Health 
Association. 


R.  Richard  Renner,  B.S.,  M.D.,  Cleveland,  Ohio ; Bethany 
College,  B.S.,  1917 ; Western  Reserve  University  School  of 
Medicine,  1923 ; associate  visiting  surgeon,  Huron  Road 
Hospital,  Cleveland. 


Charles  T.  Silverstine,  B.  Sc.,  Cincinnati,  Ohio ; University 
of  Cincinnati,  B.Sc. ; College  of  Medicine,  (senior  student), 
degree  to  be  granted,  1937. 


Oscar  A.  Turner,  A.B.,  Cleveland,  Ohio  ; Ohio  University, 
Athens,  A.B.,  1932 ; Western  Reserve  University  School  of 
Medicine  (senior  student)  degree  to  be  granted,  1937. 


Robert  B.  Tucker,  A.B.,  M.D.,  Toledo,  Ohio  ; Toledo  Uni- 
versity, A.B.,  1921 ; pre-medical  course,  Ohio  State  Univer- 
sity, 1922 ; Western  Reserve  University  School  of  Medicine, 
1926 ; member  surgical  staff,  Toledo  Hospital ; instructor 
training  school  for  nurses,  Toledo  Hospital. 


A Leonard  Van  Horn,  M.D.,  Columbus,  Ohio;  University 
of  Michigan  College  of  Medicine,  1928 ; member  American 
Academy  of  Pediatrics  ; American  Public  Health  Association  ; 
chief  Bureau  of  Child  Hygiene,  Ohio  Department  of  Health, 
1934-1936 ; regional  consultant.  Children’s  Bureau,  U.  S. 
Department  of  Labor,  Washington,  D.  C.,  after  November 
15,  1936. 
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